TRAUMA REGISTRY ABSTRACT FORM
Institution Number: ________ (State approved code)  
Tracking Number: ___________ (optional)
Last Name: ______________________

First Name: _________________
M.I.: _________

Demographic 
(Circle when applicable)

County of Residence: _____________
City of Residence: _______________

State: _____________
Zip Code: ______________
Country: USA Other: _________________

Occupation: ______________Industry____________
Race: ____________ 

Other Race____________Ethnicity______________
Sex: M F O
Injury Time: ______________
Date: _____________
DOB: ____________________  AGE_______  

Injury Event
(Circle when applicable)

Injury Location

County/State: ______________
  Country __________     Nearest Town: ___________
Zip Code: ___________

Injury Date: _______________

Injury Time: _____________

Trauma Type: 
Blunt    Penetrating    Burns    NA    Other

E – Code: ____________

Cause Code:   Air    Animal    Assault    ATV    Bike    Biohazard    Burn    Fall    GSW    Machinery    Motorcycle                Motor vehicle    OV    Pedestrian    Skate    Ski    Snowmobile    Sport    Stab    Water    Other
Location of Incident:  Home    Farm    Mine and Quarry    Industrial    Recreation and Sport    Street or Highway                     Public building    Residential institution    Other specified place    Unspecified place

Work Related:  Y   N   

Complete Only If Work Related:

Industry Type:  Agriculture    Construction    Education    Finance    Government    Information service    Leisure    Manuafacturing   Professional and business    Retail    Transportation    Wholesale    Other    NA
Protective Devices:  Airbag    Child restraint    Eye    Gear    Helmet    Protective padding    Personal floatation device Seatbelt    None    Other    Unknown    NA

Child Specific Restraint:  Infant child seat (rear facing)      Child care seat (forward facing)      Child booster seat     Unknown
 Airbag Deployment:  None    Airbag deployed front    Airbag deployed side    Airbag unspecified type    

Airbag deployed other
Triage Data
(Circle when applicable)
Amputation    Flail chest    Auto deformity    Ejection    Fall    Fatal    Long bone fractures    GCS <14    BP<90     

 Auto-ped or auto-bike   Intrusion in passenger compartment    Paralysis    Motorcycle crash    Pedestrian thrown or run over  Pelvic fractures     Penetrating injury    Resp <10 or >29    Rollover    Open or depressed skull fracture    
Initial speed >40mph      Extrication >20 minutes    Burns
Risk Data
(Circle when applicable)

Comorbidity:   Angina     Ascites    Chemotherapy    CHF     Bleeding disorder     COPD     CVA     Dialysis     DM     DNR     ETOH     HTN     Impaired    Cancer    MI    Obesity    Pregnancy    PVD    Smoker    Steroids
Substance abuse    Varices    None    Other    Unknown

Pre-hospital Data

 (Circle when applicable)

Ambulance Service Name: _____________________________________    POV

Notify Time: ________ 
Date: _______ 
Respond Time: ________ Date: _________ Arrival Time: _______Date: _______
Depart Time: ________ 
Date: ________ Arrival Time: _______ Date: _________
Transport Mode: ALS
AMB
BLS
HELI
POL
POV
WALK
FIXED
NA    Unk

Initial Vitals:  Time________B/P_______Pulse_______Resp._______O2 Sat._______

Initial GCS Eye: ______ Verb______ Motor_____Total GCS______Resp. Asst._______Supp. O2________
Intubated_____
Paralytics_______

Other Scene Vitals:  Time_______B/P_______Pulse______Resp._____O2 Sat_____

Other GCS Eye: ______ Verb_____ Motor____Toal GCS_______Resp. Asst.________

Supp. O2________Intubated______Paralytics___________

Referring Facility
Y    N ______________________________________________________________

(Circle when applicable)

Arrival Time: _____
Date: _____

Depart Time: ______
Date: ______

Trauma Team Notified:    Y    N    NA

Team Activated By:  prior to arrival    on arrival    late    not done when appropriate   NA 

Referring Admit Vitals:   Time______ B/P______ Pulse______ Resp._______ Temp.______ O2 Sat._______ 

Referring Admit GCS   Eye: ______ Verb______ Motor_______Total GCS______ Resp. Asst._______

Supp. O2______ Intubated_____ Paralytics_____
Referring D/C Vitals:    Time______ B/P________ Pulse_______ Resp.______ Temp._______ O2 Sat._______             Referring D/C GCS Eye: ______ Verb_____   Motor______ Total GCS______ Resp. Asst._____ 

Supp. O2_____ Intubated_____ Paralytics______
Airway:    BM     CRIC     EOA     NETT     ORAL     OETT     CMT     OTHER     TRACH     NONE     FAIL

ETOH: ___________

Toxicology: _______________

ICD9 Diagnosis

	Diagnoses ICD9 code
	Diagnosis description
	Body region
	AIS code

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Procedures done in ED (circle all that apply).  Also see ND Data Dictionary for Procedure Code Numbers
	Abd CT

Abd US

ABG

Arteriogram

Airway (other)

Arterial line

Aspartate administration

Backboard

Base deficit

Blood administered

CT of whole body

Bolt

Burn care

Cardioversion

Cast applied

Cardiac catheterization

Cervical collar

Central IV

CT insertion

CT

Chest US

Cisternal puncture

CO2 monitor

Code blue

Coagulation factor administration

Combi tube

Conscious sedation

CPR

Craniotomy

CT (other)

Cystogram


	Debridement

Defibrillation

DPL

Epidural monitor

Exploratory lap

FFP administration

IV Fluids

Foley 

Lasix 

Halo

Hyperbaric oxygenation

Hematocrit

Head CT

Heart US

Hemoglobin

ICP monitor

Other immobilization

Intubation

IVP

Lab (other)

Lactate administration

Mannitol administration

MAST pants

MRI

NP airway

NG tube

O2 sat

Other neurological procedure

Operative procedure

ORIF

Oropharyngeal airway


	Other

Other procedure

Oxygen

Panel blood draw

Peripheral IV

Pericardiocentesis

Peritoneal Lavage

Platelet administration

RBC administration

Saturation results

Spinal immobilization

Extremity splinting

Suture

Surgical airway

Type and cross

Tetanus toxoid

Traction

Urethrogram

US (other)

Mechanical ventilation

Ventriculostomy

Warming fluids

Warming of patient

Whole blood

Xray (other)

Xray abdomen

Xray back

Xray chest

Xray c-spine

Xray extremity

Xray head




Disposition Code:  death   DOA   AMA   admit to floor   home health   ICU   observation   OR   telemetry   transferred to another facility    home    other
Transfer Mode to Other Facility_______________________________________________________________
Impatient Course (fill this out only if you admitted the patient to your facility)
Hospital Arrival:
Time: __________   Date: ____________   ED Arrival Time: _____________ Date: _____________

ED D/C:
Time: __________   Date: ____________   

Trauma Team Notified:    Yes    No    NA    
Team Activated By:  Prior to arrival    On arrival    Late    Not done when appropriate      NA 

Initial ED Vitals: Time________     BP________ Pulse______    Resp: _______Temp_______O2 Sat.______ 

Initial GCS:  Eye: _____ Verb_____ Motor______Total GCS_______   Airway_________ Resp. Asst._______

Supp. O2______ Intub._________ Paralytics________ Warming________________________________ 

Other ED Vitals:   Time_______BP________ Pulse: _____    Resp: _______ Temp.______  O2 Sat._______       

Other GCS Eye: _____ Verb_____ Motor______GCS Total________Resp. Asst._________Supp. O2________

Airway:    BM     CRIC     EOA     NETT     ORAL     OETT     CMT     OTHER     TRACH     NONE     FAIL

ETOH: ________________

Toxicology: _________________

Admit Type:  Admitted through ED       Direct admission       Seen in ED and transferred out by EMS    

Seen in Ed then d/c or referred by POV       Died in ED or DOA
Admit Service:   MED    NSR    OPHTH    ORTHO    PED   PLASTICS    PSYCH   SURG   TS  URO  

OTHER   NA    Unk (Who signed admitting orders, if no admit orders, who was main physician) 
ICD9 Diagnosis

	Diagnoses ICD9 code
	Diagnosis description
	Body region
	AIS code

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Procedures done (circle all that apply).  Also see ND Data Dictionary for Procedure Code Numbers
	Abd CT

Abd US

ABG

Arteriogram

Airway (other)

Arterial line

Aspartate administration

Backboard

Base deficit

Blood administered

CT of whole body

Bolt

Burn care

Cardioversion

Cast applied

Cardiac catheterization

Cervical collar

Central IV

CT insertion

CT

Chest US

Cisternal puncture

CO2 monitor

Code blue

Coagulation factor administration

Combi tube

Conscious sedation

CPR

Craniotomy

CT (other)

Cystogram


	Debridement

Defibrillation

DPL

Epidural monitor

Exploratory lap

FFP administration

IV Fluids

Foley 

Lasix 

Halo

Hyperbaric oxygenation

Hematocrit

Head CT

Heart US

Hemoglobin

ICP monitor

Other immobilization

Intubation

IVP

Lab (other)

Lactate administration

Mannitol administration

MAST pants

MRI

NP airway

NG tube

O2 sat

Other neurological procedure

Operative procedure

ORIF

Oropharyngeal airway


	Other

Other procedure

Oxygen

Panel blood draw

Peripheral IV

Pericardiocentesis

Peritoneal Lavage

Platelet administration

RBC administration

Saturation results

Spinal immobilization

Extremity splinting

Suture

Surgical airway

Type and cross

Tetanus toxoid

Traction

Urethrogram

US (other)

Mechanical ventilation

Ventriculostomy

Warming fluids

Warming of patient

Whole blood

Xray (other)

Xray abdomen

Xray back

Xray chest

Xray c-spine

Xray extremity

Xray head




ED Disposition Code:  Death    DOA    Floor    Home    ICU    OR    Tele    Transfer   AMA   HH (Home health)  Na    Unk   ED Transfer to Facility: ______________________    NA





Inpatient Transfer to Facility: _________________________   NA   

ICU Days: _______________
Vent Days: ______________

Discharge
Hospital D/C Time: _______________
Date: ________________

Disposition:  Death    DOA    Home    Home Health    Transfer    Jail   SNF    Rehab    Swingbed    Other    Na    Unk

Discharge Transfer Mode:  ALS    BLS   Fixed Wing   Helicopter   Police   POV   Other   NA   Unknown

Discharge Outcome: Alive    Dead    Na    Unk

Hospital Complications:

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________
Charges

Charge Total:_____________________
Payment:_________________________

Actual Cost:_______________________
Insurance:________________________   ________________________  _____________________

Comments: 















Death (Only complete if applicable)

Time:______________

Date: ______________________

Place: _____________

Autopsy: Y    N

Coroner Notified: Y   N
Death: Preventable 

Potentially Preventable

Not Preventable

Organs Donated: _____________________________________________

