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SURNAME GIVEN NAME

RNOUSE NLIMBER STREET
SEX MaALE [] FEMALE [ ] AGE
LOCATION WHEN INJURED

TAGGED
DATE HOUR
TYPE OF INJURY AND TREATMENT

FIRST AID OR
RESCUE LEADER

(Slgnature)
SPACE BELOW 1S FOR USE_OF FIRST AlD STATION
DIAGNOSIS AND TREATMENT

SEDATION DOSE HOUR

MORPHINE DOSE HOUR

DISPOSITION

DATE HOUR

SIGNATURE - M.D,

Fig. 1
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CawADA

EMERGENCY HEALTH SERVICES
CLINICAL LABORATORY

REQUISITION AND REPORT FORM N©O. 1

DATE ____
PATIENT'S MAME

SERVICES DE SANTE D'URGENCE

LABORATOIRE CLINIQUE

DEMANDE D'ANALYSE ET RAPPORT, FORMULE NO 1

NOM DU MALADE____

URINALYSIS ANALYSE D'URINE
TIME OF COLLECTION ____ - | HEURE DU PRELEVEMENT
TIME OF EXAMINATION _______________ . HEUREDE U'ANALYSE _________________ . . _
REQUEST REPORT CRDONNANCE RAPPORT
Check {indiquer)
_________ VOLUME ___ mil. per. _____ hr. [ VOLUME ml pour heures
1
_________ ODOUR; ot e __ODEUR _— ——— .
fe. g. normal, putrid, ammaoniocal, froite} , {par ex., narmale, fétide, ommoniocale, de fruit}
________ TURBIDITY: ___ ! TURBIDITE —
{clear, cloudy, cpague) 1 [limpide, ¥rouble, opaque)
________ COLOUR: . ____ _— ____COWMEUR -
fa. g. normal, red, smoky, greenish) {por ex., normale, rouge, fuligineuse, verddire)
________ SPECIFIC GRAVITY: _ | DENSITE ———

________ REACTION: Mitrazine __, Combistix .___ph

REACTION BE PH: Nitrazine ___ Combistix ___: pH__

{check test vsed)

ACETONE BODIES: Ketostin___________ __

{indiquer méthode utilisée)

{meg., frace, moderale, large}

________ BILIRUBIN: Ictotest _______

CETONES: Ketostix . ___________________
fnégatif, lroces, modérés, abondont)

BILIRUBINE: Ictotest

{regative, positive)

inégatif, positif)

CORPS REDUCTEURS: Clinitest ____, Combistix____

REDUCING SUBSTANCES: Clinitest
{check fast used) istix

Result
(record according te directions on reagent bottle)

________ PROTEIN: Heat and Acetic _____, Combistix
{check tests wsed}

- Result
(neg., frace, +++ +++ ++++.}

________ BLOOD: Hematest ____, Hemastix
{check test vsed)

Result
(neg., smoll, moderate, lorge)

{indiquer la méthode utilisée)

(d'aprés le mode d'emploi sw e Hacon de réactif)

__________ PROTEINE: Flamme et acide acétique

Combistix
{indiguer I'épreuve uiliséa)

Résultat L
[nég., fraces, t++, +++ +++£)

__________ SANG: Hématest ____, Hémastix
(indicuer I"éprevve ulilisée)

Résulbat
(nég., lraces, modéré, abondont)

SIGNATURE CONFIRMING REQUISITION:

SIGNATURE CONFIRMAMT LA DEMANDE D'ANALYSE:

darie Medical Officer

SIGNATURE CONFIRMING REPORT:

date
SIGNATURE COMFIRMANT LE RAPPORT:

Médecin

date Laborotory Aftendent

date

INSTRUCTIONS
{1} Prapare in duplicate.
{2] Forward both copies fo the Loborotory.
{3) Duplicate Copy {Yailow) is to be returned to the Word os a report,

96

INSTRUCTIONS
{T) Priporer en double.
(2} Envoyer les deux exemplaires au leboratoire.
{3) Renvayer le duplicata (jaune} & la salle.

8-320/4



cAaANADA

EMERGENCY HEALTH SERVICES
CLINICAL LABORATORY

REQUISITHON AND REPORT FORM NO. 2

PATIENT'S NAME _.__

SERVICES DE SANTE D'URGENCE
LABORATOIRE CLINIQUE

DEMANDE D'ANALYSE ET RAPPORT, FORMULE N* 2

NOM DU MALADE —_—

BLOOD GROUP AND TYPE

SANG: GROUPE ET TYPE

REQUEST REFORT ORDONNANCE RAPPORT
(chack} {ndrquer}
__________ BLOOD GROUP [ e GROUPE SANGUIN-
(O, A 8 AB) {O. A. B AB)
e BLOOD TYPE (RMY- e e TYPE SANGUIN (Rh})- —_—
(D neg , D pos ) (D-nég , D-pos )
,,,,,,,,,, CROSS MATCH: pahbl AGGLUTINATION CROISEE, compatible___________
ncompatble_ weompatible . ______
dentification of Donor Bloed _______ Identité du d LY
______ \ -
|
BLOOD ANALYSIS ANALYSE DU SANG
L
REQUEST REPORT | ORDONNANCL RAPPORT
,,,,,,,,, REDBLOOD CELL COUNT______________ _cu.wmm r e _NUMERATION DES HEMATIES ______ __ ____ mm?
|
_________ WHITE BLOOD CELL COUNT___ . ________cu. mm. L e ._ NUMERATION DES LEUCOCYTES .___________mm3
_________ DIFFERENTIAL WBC __ | FORMULE LEUCOQCYTAIRE __ . _________________
1
|
__________ HEMOGLOBIN. ______ . ____g./100ml, e _HEMOGLOBINE __________________._g/100 ml
{Copper sulfate gravily method) {méthode gravimétngue. sulfate de curre)
__________ HEMATOCRIT _____________ % | .___._____ HEMATOCRNE %
[Copper sulfote grav.ly mathod) (méthode gravméirique, sulfale de anvre}
1
__________ PLASMA PROTEIN:__________________ g /100 ml o PROTEINES PLASMATIQUES ____________ g/ 100 ml
{Copper sulfate gravity mathod) 1 {méthode gravimelique, sulfate do cuivie)
EXAMINATION OF FECES ‘ EXAMEN DES SELLES
REQUEST REPORY ORDONNANCE RAPPORT
1
.......... OCCULT BLOOD (Hematest): e SANG OCCULTE (Hématest)-
negative _____________ ________ négative _—
iti _ W
pasitive {immediate, T min, 2 mm ) ! posti {d'emblée, 1 min, 2 mm)
BACTERIOLOGIC SMEAR ! FROTTIS BACTERIOLOGIQUE
Request: ,___.______ —_— Ordonnance:

(rome moknal o be axamined)
Findings .

Mecical Officer

Laborarory Atlendant

SIGNATURE CONFIRMANT LA DEMANDE D'AMALYSE

date

Médacin
SIGNATURE CONFIRMANT LE RAPPORT:

date Fréposé ou kboratorre

INSTRUCTIONS
(1) Prepore n duplicate
(2) Forword both copies to the Laboratory.
(3) Duphcote Copy (Pink) 15 fo be returned t the Word os o reporf.

- 97

INSTRUCTIONS 8-820/5

(1) Préparer en double,
52{ Envoyer les deux exemplaires ou labaratomre.
3) Renvoyer le duphcoio (Rose) 6 ta salle



EMERGENCY

HEALTH DEPARTMENT OF NATIONAL HEALTH AND WELFARE
SERWCES EMERGENCY HOSPITAL - HOPTTAL D'URGENCE
i NOMINAL ROLL OF PATIENTS - LISTE NCMINATIVE DES MALADES
Ward vsecennwas Date tvvecscasccnenn
Salle .sersravns Date sevevvvcvsvnres
BED DATE OF
TAG NO.| NMAME AND INITTIALS NO. RELIGION ADMTSSTON DIAGNOSIS
MATRI- NOM DE FAMILLE ET LIT DATE
CULE INTTIALES NO. RELIGTON D'ADMISSION DTAGNQSTIC

-~ 98 -



EMERGENCY

HEALTH

SERVICES

DEPARTMENT GF NATIONAL HEALTH AND WELFARE

CAT, NO. 8-812
EMERGERCY FOSPITAL - HOPTTAL D'URGENCE
FIUID IN-TAKE AKD OUT.-FUT
ABSORPTION ET #MISSIONS DE LIQUIDE
RAME TAG NUMEER
NOMtuuvosarsnnconsnnansances MATRTCULE : e v sonnenas .-
DATE IN-TAKE QUT-PU'E
DATF ABSORPTION MIgsION
Oral Intravenous Wagensteln Urine
Buceale Tntraveineuse Wagenatelin Urine

Total For 2§
hours
Total pour 24

heures
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EMERGENCY
HEALTH DEPARTMENT OF NATIONAL WEALTH AND WELFARE

SERVICES
CAT. NO. 8-B13 §

FMERGENCY BOSPTTAL - BEOPITAL D'URGENCE

WARD DIET LIST
REGIMES DE LA SALLE

DIET TO BE SERVED
REGIME & SERVIR

INFANT

FORMUTA EXTRA
PATIENT S NAME REGULAR| SOFT| LIGQUID | FORMULE | SPECTAL { NOURTSHMENTY
NOM DU MALADE REFULIER| DOUX| LIQUIDE| INFANI'ILE} SPECIAL | SUPPLEMENTS
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EMERGENCY
HEALTH

SERVICES

DEPARTMENT OF NATIONAL HEALTH AND WELFARE

RMERGENCY HOSPTTAL - EOPTTAL D'URGENCE

CAT. No. 8-Gk KTTCHEN SUMMARY SHEET - SOMMATRE DE CUISINE
DATE vvvnevrnnnsancs
TATE veenceecocneren
NUMBER
NOMERE
INFANT EXTRA
VARD LOCATION REGULAR | SOFT| LIGUID| FORMULA } SPECIAL |NOURISHMENTS
SALLE ENDROTT TORILE .
REGULIFR| DOUX|LIQUIDE| INF SPECTAL| SUPPLEMENTS
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EMERGENCY
HEALTH

SERVICES

CAT. NO. 8-820/6

DEPARTMENT OF NATIONAL HEALTH AND WELFARE

BMERGENCY HOSPITAL - EOPITAL D'URGENCE

X-RAY REQUISITION AND REPORT

DFEMANDE D*EXAMEN AUX RAYONS-X ET RAPPORT

ChkADS

LAST NAME FIRST NAMES AGE BEX

HOM PREROMS e SEXE
F

WARD NO. DATE

SALLE NO. DATE

DIAGNOSIS AND CLINICAL SUMMARY

SOMMATRE DIAGNOSTIQUE EI CLINIQUE

X-RAY INVESTIGATION REQUESTED

EXAMEN AUX RAYONS-X DEMANDE

SIGRATURE M.D.

STEHATURE MEDECIN

FINDINGS X-RAY NO.

CONSTATATIONS NO DES RAYONS-X

- 102 -

TOTOGI
RADTOLOGISTE



