Frustrated With Your Narratives???
PROBLEM SOLVED!m!

* Generate THOUSANDS of Dollars More
* Improve QA/Ql Process * Standardized Narrative Format

* Save Critical Time and Money.....NOW!!

Real Results, Real People.

On average, our customers are seeing between 15% -28% increase in
billing return in a two year period. When we talk about billing return,

we mean it!!

“IF YOU HAVE NOT CHECKED THIS PROGRAM OUT, YOU NEED TO. IT
HAS IMPROVED DOCUMENTATION FOR OUR SERVICE.”

-- Mary H. Logan Co. EMS, Paris Arkansas

Improve Billing Return
The program incorporates several areas to justify the need for not only transport

by ambulance, but the mobility status of the patient and the reason for hospital to
hospital transfer. These areas are critical to billing success

Reduce / Prevent EMS Litigation

NarrativePRO is full of features that ensure crew members input the right
information so that any potential risk for litigation is decreased. There will be no
more doubt about the quality and thoroughness of the report.

Improve Patient Care
The final narrative is sectioned out with headers, in full chronological order. This

organized narrative greatly improves the QA/Ql process. By doing so, critical data
can be easily found to ensure that protocol is being followed.

Standardized Narrative Formats
Whether the narrative is in CHART or SOAP format, you will have a consistent,
legible, and easy to read narrative; each time, every time.

NarrativePRO is changing the way reports are
written. It works as an “add-on” program to any
ePCR on the market, including paper reports.
NarrativePRO contains endless options for the
most complete and thorough narrative possible.
The best feature is that you are not stuck with
the options given. You may choose from all the
options given, add to them, or only use your

own words.

NarrativePRO is very detailed in every way, yet
basic and simple to understand. Imagine writing
a full page or more in only 10 minutes but with

twice the detail and information!

“The addition of NarrativePRO has greatly improved the
effectiveness of our documentation. | would recommend it to

anyone!"
-- Dolly Giles, Director
Pike County Memorial Hospital EMS / Louisiana, MO

“Our billing office is very pleased with the NarrativePRO
narratives and we have seen a marked reduction in billing

rejections due to poor documentation.”
--Larry Chasteen, Administrator

North Scott County Ambulance District / Chaffee, MO

NARRATIVE ™

Pro Software Solutions, LLC
200 W. First Street

Suite 180

Farmington, MO 63640
573.747.3850 ph
888.985.8885 tf

www.nharrativepro.com



Sample Narrative T Chest Pain

Your Ambulance Service (Header Optional)

123 Main St
Anytown, MO 12345
(800) 555-1212

[CHIEF COMPLAINT / RESPONSE] This crew responded to a call for a 58 year old male that was dispatched by phone call from a local resident for
Chest Pressure. Unit responded emergency, with lights and sirens to the scene. The Chief Complaint for the patient is CHEST PAIN. The primary
problem appears to be CHEST PAIN WITH NAUSEA AND VOMITTING. Upon arrival to the scene we found the patient sitting on chair at residence.
The general impression of the patient was moderate distress. Fire departmen personnel were on scene. FD assisted with placing patient onto am-
bulance cot. FD has provided a driver due to severity of patient. FD placed patient on oxygen via a mask. Patient was assisted up, pivoted, placed
onto wheeled stretcher. Patient was secured to stretcher using stretcher straps and stretcher was secured into ambulance. Patient was positioned
on stretcher in semi-fowlers position.

[HISTORY OF PRESENT ILLNESS] History was obtained from patient. This problem began 30 minutes ago. This is occasional problem for the patient.
The last time this occurred was 2 months ago. This is a chronic problem that is severe now. Before our arrival, the patient had taken nitro x3. Nitro
has provided no relief. The patient was sitting watching TV at his residence and began to notice numbness and pain to left shoulder into his arm.
He took his nitro but the pain persisted. He decided to call 911, but contacted his local ambulance service instead. Patient requests transport to
Emergency Department for evaluation.

[ASSESSMENT - PRIMARY] The Paramedic has performed a complete head to toe ALS assessment on the patient. Patient is conscious and alert.
Patient is oriented to person, place and time. This is normal for the patient.

NEURO/HEAD: Clear speech; Neuro assessment intact; No facial droop; No JVD; No loss of consciousness; No memory loss; Pupils equal, round and
reactive to light; Trachea midline; Dizzy; Diaphoresis; All else within normal limits;

CHEST/RESPIRATORY: Airway patent; Equal chest rise; Lung sounds clear bilaterally; Location of pain is Chest Pain - Left Mid Chest. Nothing makes
the pain worse. Nothing makes pain better. Describes as 'Pressure'. Radiates to left arm and into neck. Severity is 7/10 on pain scale. Onset with
mild exertion.

ABDOMEN/GI: Flat; Non-tender; Soft; Nausea with emesis prior to our arrival.;

PELVIC/GU: Normal urination; Pelvis stable;

EXTREMITIES: Equal grips; Good pulse, motor function, and sensation in all extremities;

OTHER: Skin - Diaphoretic;

DIAG: 12 Lead EKG shows ST elevation in Lead Il; Lead Ill; Lead AVF; EKG rhythm remained Sinus Bradycardia with frequent unifocal PVCs per para-
medic.

[RX / TREATMENT]
See other areas of report for specific treatments.

[ASSESSMENT - SECONDARY] An ongoing assessment was performed every 5 minutes by Attendant 1 & Student. Patient states there is less pain
now.

NEURO/HEAD: Diaphoresis has resolved;

CHEST/RESPIRATORY: Chest pain relieved;

ABDOMEN/GI: Nausea relieved;

OTHER: Skin now pink, warm and dry;

[TRANSPORT] Patient was transported without incident and without delay. Patient was transported to emergency department. Patient moved from
stretcher to emergency department cot via with help of crew to steady as they moved. IV line still patent, no swelling or discoloration at insertion
site. All of patient's belongings were turned over to the hospital staff and/or patient. Patient care and report given to emergency department
nurse. The patient has a Power of Attorney. The Power of Attorney is the patient's Father. The person taking over patient care did not have any
questions. The person taking over care received a patient report that included the patient's medications, treatments, medical history and billing
information.

FIRE FIGHTER DRIVER: This ambulance was driven to destination by Michael Edmonds who is a Fire Fighter from the Paragould Fire Department.
Due to state requirements and program limitations, Attendant 1 and Driver have the same name. This is not the case; it is only for programming

purposes. This ambulance needed an additional person to drive the crew in. That person is documented here.

DOCUMENTATION: Patient signed consent on computer form. Nurse signed for patient transfer of care on computer. Patient signed for HIPAA
pamphlet on computer form. Notice of Privacy Practices pamphlet was left with patient.

Report By: Philip D Goggin, EMT-P



Sample Narrative T Respiratory Distress

Your Ambulance Service (Header Optional)

123 Main St
Anytown, MO 12345
(800) 555-1212

[CHIEF COMPLAINT / RESPONSE] This crew responded to a call for a 34 year old female that was dispatched by 911 for Respiratory Distress. Unit
responded emergency, with lights and sirens to the scene. The Chief Complaint for the patient is TROUBLE BREATHING. The primary problem
appears to be Respiratory Distress. Upon arrival to the scene we found the patient sitting on chair at residence. The general impression of the
patient was moderate distress. Fire department personnel were on scene. FD assisted with placing patient onto ambulance cot. FD placed pa-
tient on oxygen via a mask. Patient was assisted up, pivoted, placed onto wheeled stretcher. Patient was secured to stretcher using stretcher
straps and stretcher was secured into ambulance. Patient was positioned on stretcher in high-fowlers position.

[HISTORY OF PRESENT ILLNESS] History was obtained from patient. This problem began 15 minutes ago. This problem has gotten worse since
onset. Allergies: Latex; Penicillin; Patient stated she was taking a new medication as prescribed by her doctor for hormone replacement therapy.
Shortly after taking the medication she started feeling like she couldn't breathe and she starting to panic. She then contacted 911. Patient re-
quests transport to Emergency Department for evaluation.

[ASSESSMENT - PRIMARY] The Paramedic has performed a complete head to toe ALS assessment on the patient. Patient is conscious and alert.
Patient is oriented to person, place and time. This is normal for the patient.

NEURO/HEAD: Clear speech; Neuro assessment intact; No facial droop; No JVD; No loss of consciousness; No memory loss; Pupils equal, round
and reactive to light; Trachea midline;

CHEST/RESPIRATORY: Airway patent; Equal chest rise; No chest pain; Dyspnea - Moderate; Breathing - Tachypneic; Lung Sounds - Wheezing
bilaterally, upper lobe;

ABDOMEN/GI: Flat; No complaint of nausea; Non-tender;

PELVIC/GU: No incontinence; Pelvis stable;

EXTREMITIES: Equal grips; Good pulse, motor function, and sensation in all extremities; No pain in extremities;

PSYCHOLOGICAL: Anxious;

OTHER: No complaints of pain; Skin - warm, dry, color within normal limits;

DIAG: The 12 Lead EKG shows no acute ST elevation or depression. EKG rhythm remained Normal Sinus rhythm with no ectopics per paramedic.

V/S: Obtained at 13:57; Blood pressure - 122/87 by manual; pulse rate - 105, Regular rhythm at radial; respirations - 28 breaths per minute;
Sa02 - 91% with 02 at 11-15 Ipm; GCS = 15;.

V/S: Obtained at 14:07; Blood pressure - 117/76 by manual; pulse rate - 98, Regular rhythm at radial; respirations - 20 breaths per minute;
Sa02 - 95% with 02 at 1-6 lpm.

[RX / TREATMENT]

[14:00] OXYGEN: Oxygen was initiated by Attendant 1 at 15 Ipm via non-rebreather mask. Patient's condition improved. Authorized by protocol
(standing order).

[14:03] MEDICATION: Attendant 1 assisted patient with their Albuterol 2.5 mg Nebulized. Patient's condition improved. Medication authorized
by protocol (standing order).

[ASSESSMENT - SECONDARY] An ongoing assessment was performed every 5 minutes by Attendant 1. Patient states the oxygen is helping. Pa-
tient states they are breathing easier now. Patient states they are feeling better.
CHEST/RESPIRATORY: Dyspnea now resolved;

[TRANSPORT] Patient was transported without incident and without delay. Patient was transported to emergency department. Patient moved
from stretcher to emergency department cot via with help of crew to steady as they moved. All of patient's belongings were turned over to the

hospital staff and/or patient. Patient care and report given to emergency department nurse.

DOCUMENTATION: Patient signed consent on paper form. Nurse signed for patient transfer of care on paper form. Patient signed for HIPAA
pamphlet on paper form. Notice of Privacy Practices pamphlet was left with patient.

Report By: Philip D Goggin, EMT-P



Sample Narrative T Emergency Transfer

Your Ambulance Service (Header Optional)

123 Main St
Anytown, MO 12345
(800) 555-1212

[CHIEF COMPLAINT / RESPONSE] This crew responded to a call for a 29 year old female that was dispatched by administrative office for Transfer
to Higher Care. Unit responded emergency, without lights and sirens to the scene. The Chief Complaint for the patient is UNABLE TO COMPLAIN
DUE TO INTUBATION. The primary problem appears to be Drug Overdose. Upon arrival to the scene we found the patient lying on bed in hospi-
tal ICU. The general impression of the patient was unresponsive. Patient lifted and placed onto wheeled stretcher via a two person sheet lift.
Patient was secured to stretcher using stretcher straps and stretcher was secured into ambulance. Patient was positioned on stretcher with head
flat. Per ambulance crew, patient is comatose. Per ambulance crew, patient required oxygen, but couldn't self administer. Per ambulance crew,
patient requires airway monitoring. Per ambulance crew, patient has continuously running IV fluids. This is a hospital to hospital transfer. Trans-
ferring physician is Dr. Alberty. Receiving physician is Dr. Burnham. Patient was evaluated for Respiratory Distress. Nephrologist is not available
at transferring facility. Dialysis is not available at transferring facility. The patient was transferred using lights and sirens due to patient's life
threatening medical condition.

Dx 1. Narcotics Over Dose.

[HISTORY OF PRESENT ILLNESS] History was obtained from nurse. Patient was brought into the ER earlier that day and later transferred to the
ICU. Patient’s condition has declined and she is now being transferred to higher care. Transferring for higher level of care.

[ASSESSMENT - PRIMARY] The Paramedic has performed a complete head to toe ALS assessment on the patient. Patient is unconscious. Patient
does not respond to verbal or painful stimuli. This is abnormal for the patient.

NEURO/HEAD: No facial droop; No JVD; Trachea midline;

CHEST/RESPIRATORY: Airway patent due to intubation; Equal chest rise; Lung sounds clear bilaterally;

ABDOMEN/GI: Bowel sounds present; Flat; Soft;

PELVIC/GU: Pelvis stable; Foley catheter;

OTHER: Skin - warm, dry, color within normal limits;

[RX / TREATMENT]

INTUBATION: ET maintained by Attendant 1 with 7.0mm ET Tube secured at 21 at lips secured with commercial tube holder. Patient's condition
no change. Authorization from written orders (patient specific). End Tidal CO2 detector attached and shows exhaled CO2. Good lungs sounds,
right side. Good lungs sounds, left side. Absent epigastric sounds.

IV: Attendant 1 maintained an IV 0.9% NaCl with 18 g in left external jugular at a rate of 50cc/hr with a total infusion of 100cc. Patient's condi-
tion no change. Authorized by written orders (patient specific). No swelling at insertion site. No redness at insertion site.

[ASSESSMENT - SECONDARY] An ongoing assessment was performed every 15 minutes by Attendant 1 & Student. There were no changes en
route.

[TRANSPORT] Patient was transported without incident and without delay. Patient was transported to hospital floor. Patient moved from
stretcher to hospital bed via two person sheet lift. |V line still patent, no swelling or discoloration at insertion site. Endotracheal tube still secure
with bilateral breath sounds present and absent epigastric sounds. Paperwork left at receiving location. All of patient's belongings were turned
over to the hospital staff and/or patient. Patient care and report given to nurse. The patient did not have a Power of Attorney. The person tak-
ing over patient care did not have any questions. The person taking over care received a patient report that included the patient's medications,
treatments, medical history and billing information.

DOCUMENTATION: Patient is incapacitated and cannot sign form. Nurse signed for patient transfer of care on paper form. Patient is incapaci-
tated and cannot sign for HIPAA pamphlet. Notice of Privacy Practices pamphlet was left with patient.

Report By: Stacey L Goggin, EMT-P



Sample Narrative T Routine Transfer

Your Ambulance Service (Header Optional)

123 Main St
Anytown, MO 12345
(800) 555-1212

[CHIEF COMPLAINT / RESPONSE] This crew responded to a call for an 87 year old female that was dispatched by administrative office for Trans-
fer. Unit responded non-emergency, without lights and sirens to the scene. The Chief Complaint for the patient is NO COMPLAINTS. The primary
problem appears to be HIP FRACTURE, ALTERED LOC. Upon arrival to the scene we found the patient lying on bed in hospital. The general im-
pression of the patient was lethargic. Patient lifted and placed onto wheeled stretcher via a two person sheet lift. Patient was secured to
stretcher using stretcher straps and stretcher was secured into ambulance. Patient was positioned on stretcher with head flat. Per Physicians
Certification Statement, patient cannot sit up due to hip precautions. Per Physicians Certification Statement, patient exhibits signs of decreased
LOC. This is a transfer from hospital to residential care center. Patient was in the hospital and/or nursing home for Fall with Injury. Per PCS form
and personal observation patient has hip(s) fracture(s) and cannot sit in wheelchair.

[HISTORY OF PRESENT ILLNESS] History was obtained from nurse.

[ASSESSMENT - PRIMARY] The Paramedic has performed a complete head to toe ALS assessment on the patient. Patient responds only to verbal
stimuli. This is normal for the patient.

NEURO/HEAD: No facial droop; No JVD; No loss of consciousness; Pupils equal, round and reactive to light; Trachea midline;

CHEST/RESPIRATORY: Airway patent; Equal chest rise; No chest pain; Dyspnea - Mild; Dyspnea - Usual level for patient;

ABDOMEN/GI: Bowel sounds present; No complaint of nausea; Non-tender; Normal bowel movements;

PELVIC/GU: Foley catheter; Pain to right hip(s);

EXTREMITIES: Equal grips;

PSYCHOLOGICAL: Resting;

OTHER: Fatigue; General aches and pains; General back pain; General weakness;

The ambulance staff observed that the patient cannot get out of bed without assistance, ambulate or sit in wheelchair safely and therefore the
patient is bed bound by the definition of Medicare.
INJURIES: Patient has pain to the right lateral hip;

[RX / TREATMENT]
See other areas of report for specific treatments.

[ASSESSMENT - SECONDARY] An ongoing assessment was performed every 10 minutes by Attendant 1. There were no changes en route.

[TRANSPORT] Patient was transported without incident and without delay. Patient was transported to skilled nursing facility. Patient moved from
stretcher to bed via two person head to toe lift. Paperwork left at receiving location. All of patient's belongings were turned over to the hospital
staff and/or patient. Patient care and report given to nurse. The patient did not have a Power of Attorney. The person taking over patient care
did not have any questions. The person taking over care received a patient report that included the patient's medications, treatments, medical
history and billing information.

DOCUMENTATION: Patient is exhibiting signs of decreased level of consciousness and can not sign. Nurse signed for patient transfer of care on
computer. Patient is exhibiting signs of decreased level of consciousness and can not sign for HIPAA pamphlet. Notice of Privacy Practices pam-

phlet was left with patient.

Report By: Philip D Goggin, EMT-P



