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801.212.3521

In case of Public Health Emergency, call SLOC MEDICAL HEADQUARTERS

OLYMPIC WINTER GAMES OF 2002 & PARALYMPIC GAMES Form #
MEDICAL ENCOUNTER FORM - CONFIDENTIAL -- Must Complete Both Sides of Form

Venue: Encounter Date: Encounter Time; AM ___PM
(MM/DD/YYYY)

Sport: ___ Athlete Med __ Spectator Med EMS Report #:
___Polyclinic

Encounter Type: [] First Visit [ Follow-up visit for this incident/illness

Provide: [J11.MD [J2RNAPN [J3.ATC [J4PT [J5DDS [Je6.Ophth/Optometrist [J7.EMT [J8.Paramedic [ 9.Other

PATIENTDATA

Accreditation # Last Name/First Name: SexxM F

DOB: Age: l Country of Residence:

Local Address (Local Hotel or Local Street Address )

City: State: Zip: Telephone: ()

Perr Address:
City: State;

Telephone: ()

ONSET

Symptoms Onset: [J 1. Prior to arrival [ 2. Training [ 3. Competition Incident (MM/DDIYYYY): identTime: _AM _PM

[ a. Other

CHIEF COMPLAINT [PARALYMPICS ONLY]

Sport Class:

'HISTORY:

Allergies: L] NKA Current Medication:

History of Present lliness:

Past Medical/Surgical History:

_EXAMINATION

1" Vitals (00:00) | P HR Temp

[ Resp l 2nd Vitals (00:00) ‘

Examination:

Lab/X-Ray Results:

. it 1

_ASSESSMENT & PLAN (By Proble

(#) Discharge Plan (include medications, supplies, DIC
instructions)

(#) Problem (#) Treatm ent On-

PRIMARY DIAGNOSIS

SUSPECTED PRIMARY DIAGNOSIS CATEGORY - Check One - For 1line Surveillance an future Ol mpic Medical Planners
| MEDICAL = H e i TRAUMA s e T A AR T
A. Respiratory D. Cardiovascular G. Dental 1. Sprain, Strain L. Miscellaneous, Trauma
[OJ1. Febrile Resp Infect System 1. Painv Swelling CI1. Upper Extremity, Sprain/str 1. Contusion/Abrasion
[Oa2. Afebrile Resp Infect 1. chest Pain 2. screening/Restor. 2. Lower Extremity, Sprain/str 2. Laceration
3. Other, Respiratory [O2. Hypertension 3. Mouthguard/appl [J3. stress Fracture
[O3. Other, CV Syst 4. Other, Dental J. Fracture/Dislocation [J4. Head Injury/ Concussion
B. Digestive System [J1. Upper Extremity, Fx/Disloc 5. Neck Injury
1. Gastroenteritis E. Eyes H. Misc, Medical [J2. Lower Extremity, FxDisloc 6. Spine/Back Injury
[O2. Abdominal pain 1. Medical 1. skin 7. Burn
[O3. Other, Digestive [J2. vision or Refraction  [J2. Genito-Urinary K. Inflammatory Process 8. Major Multiple Trauma
3. other, Eyes [J3. Endocrine 1. Upper Extremity, Inflamm 9. Dental injury/Trauma
C. Nervous System Oa. Headr ENT [Oz2. Lower Extremity, Inflamm J10. Other, Misc. Trauma
1. Headache F. Cold Exposure Os. Altitude-Related
2. other, Nervous 1. Frosthite [J6. Other, Misc. M. Physical Therapy
System Oz. Hypothermia Medical 1. PT Chronic or Pre-existing
C]
EPIDEMIOLOGICAL INDICATIONS - Must complete (medical) EPIDEMIOLOGICAL INDICATIONS - Must Complete (trauma)
CHECK ALL THAT APPLY [ 4. DiarrheaVomiting [ 8. Sepsis/Shock CHECK ALL THAT APPLY O 14. struck by,Against  [J 17. Assault/Fight
[ 1. Resp infect wi fever [ 5. Bloody diarrhea O 5. Botulism-like O 11. slip/ripFall O 15. sharp Object O 18. Alcohol/Drug
O 2. susp viral hepatitis O 6. Febrile w/ rash [ 10. None of above O 12. Lifting O 16. Motor Vehicle [ 19. None of above
(mER Meningitisiencephalitis I 7. Sexually-transmit'd [ 13. Overexertion
_DISPOSITION OF PATIENT ? 158 R e S A A AR s AR T st SR
[J1. Discharge with Instructions [Ja. Refer to Hospital 7. Refer to Team Physicians O10. Other:
2. Follow-up at SLOC facility Os. refer to Polyclinic [Js. Left against medical advice

3. Discharge f/up own Physician  [J6. Refer to/ Continue Physiotherapy [9. Refused treatment

_MODE OF TRANSFER FOR FURTHER CARE

v

1. Not Needed O2. Ambulance, Ground [O3. Ambulance, Air [J4. SLOC Non-Emergency Vehicle [Os. Personal Vehicle

Practitioner’s Accreditation Number: Practitioner's Signature:

Printed Practitioner's Name:

FAXED TO: 801-212-3820 SLOC Medical Headquarters Date Time By
Data Entered By Accred # Date Time
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_CONSENT FOR MEDICAL TREATMENT AND CONSENT FOR RELEASE OF INFORMATION =~

The undersigned consents to routine health services by an accredited health care practitioner, which may
include but may not be limited to health screening, first aid, general medical procedures and emergency
treatment. Such services shall be rendered under the general or specific instructions of a licensed
physician. The undersigned also acknowledges that medical history information provided is accurate and
true to the best of his/her knowledge. | hereby grant SLOC and SLOC's insurer access to records related
to any medical treatment that | may require in conjunction with any injury or illness | experience.

Patient Signature: Date:
(or Parent/Guardian if minor)

Signature of Interpreter: Date:

R S R T T

_CONSENT FOR RELEASE OF MEDICAL INFORMATION TO NOC/NPC

If patient is a member of a National Olympic or Paralympic Committee delegation, access to medical
records is authorized to the NOC Medical Representative or Chef de Mission.

Patient Signature: Date:
(or Parent/Guardian if minor)

Signature of Interpreter: Date:

R

_CONSENT FOR RELEASE OF MEDICAL INFORMATION TO THE IOC/IPC MEDICAL COMMISSION

If patient is a member of a National Olympic or Paralympic Committee (athletes only), access to medical
records is authorized to the MEDICAL DIRECTOR OF THE INTERNATIONAL OLYMPIC OR PARALYMPIC
COMMITTEE.

Patient Signature: Date:
(or Parent/Guardian if minor)

Signature of Interpreter: Date:

| REFUSAL OF TREATMENT/ RELEASE OF LIABILITY

I hereby decline the medical treatment and/or services recommended by the medical staff for the Salt
Lake Organizing Committee for the Olympic/Paralympic Winter Games of 2002.

I understand and agree that by my refusal to accept the medical treatment and/ or services recommended
by the designated medical staff for the Salt Lake Organizing Committee for the Olympic/Paralympic
Winter Games of 2002, | hereby release staff from any and all responsibility for any health problems
which may arise as a result of my decision.

Patient Signature: Date:

(or Parent/Guardian if minor)

Signature of Interpreter: Date:
Witness/ Interpreter: Date:

Signature of attending

Doctor/Nurse/EMT/ATC: Date:
Comments:

Medical Services provided at SLOC Medical Service sites on the University of Utah campus are under the control and direction of
University of Utah Health Sciences Center. Medical Services provided at all other SLOC Medical Service sites
are under the control and direction of IHC Health Services, Inc.
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