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LEGAL DISCLAIMER 
 
THE ENCLOSED MATERIALS ARE INTENDED AS GENERAL GUIDANCE ONLY, AND 
DO NOT CONSTITUTE LEGAL ADVICE.  THESE MATERIALS ARE NOT INTENDED TO 
REPLACE COMPREHENSIVE DOCUMENTATION EDUCATION.  WHILE EVERY 
EFFORT HAS BEEN MADE TO ENSURE THE ACCURACY AND COMPLETENESS OF 
THE MATERIALS SET FORTH IN THIS MANUAL, APPLICABLE LAWS AND 
REGULATIONS MAY CHANGE, AND PARTICULAR STATES MAY IMPOSE MORE 
STRINGENT REQUIREMENTS.  AMBULANCE PROVIDERS AND SUPPLIERS ARE 
ADVISED TO CONSULT WITH THEIR OWN ATTORNEYS AND CONSULTANTS TO 
DETERMINE HOW LAWS, SUGGESTIONS, AND ILLUSTRATIONS MAY APPLY TO 
THEIR SPECIFIC CIRCUMSTANCES. 
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INTRODUCTION  

 
Ambulance service is an integral and essential part of the healthcare continuum. Effective 
ambulance service organizations are built on the foundation of excellence in patient care. This 
documentation guide is designed to serve and strengthen that foundation by allowing for accurate, 
consistent and relevant patient care documentation throughout the prehospital, interfacility, and 
mobile integrated health experience. 
 
Documentation serves many functions for healthcare organizations. Good documentation provides 
the highest level of professional accountability. One purpose of complete and accurate 
documentation is to foster quality and continuity of care. It also serves to memorialize the patient 
interaction, and to communicate all aspects of that interaction to other healthcare professionals 
caring for the patient. Documentation further serves as a basis for continuous quality improvement 
(CQI) activities, regulatory compliance initiatives, governmental reporting, research requirements, 
risk management and reimbursement functions.  
 
In the article Fundamentals of Medical Record Documentation,1 author Thomas G. Gutheil, MD, 
clearly explains that documentation is an essential element of patient care:  
 

“...failure to document relative data is itself considered a significant 
breach of and deviation from the standard of care. …The patient’s 
record provides the only enduring version of the care as it evolves 
over time and a reference work of value in emergency care, 
research, and quality assurance.”  

 
While legal considerations are of great importance in maintaining good documentation, the author 
of this Documentation Guide believes that an even stronger justification for accurate 
documentation is to demonstrate adherence to the policies and procedures established by the 
authorizing medical control physician, and the prevailing standards of care in the industry.  This 
constancy in documentation lends credibility not only to the emergency medical technician that 
rendered care to the patient in the field, but also to ambulance service, and the profession as a 
whole.  
 
Because the healthcare environment demands a higher and more consistent quality of 
documentation, the American Ambulance Association has developed this comprehensive 
Documentation Guide to assist ambulance services in gathering and submitting the proper 
information demanded by regulatory agencies, insurance payors, and consumers. This 
Documentation Guide is designed to assist ambulance service organizations and EMS training 

                                                 
1 Gutheil, Thomas G., M.D. (November 2004). Fundamentals of Medical Record Documentation. 
Psychiatry MMC, Volume 1 (3). Retrieved from 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3010959/ 
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institutions in educating their emergency medical technicians, paramedics, personnel, and students 
in the appropriate standards for documentation. It is also designed to help operational personnel, 
telecommunicators, reimbursement specialists, and others understand their role in the 
documentation process.   
 
This Documentation Guide focuses on the data elements that must be captured for every 
ambulance service call, and how these data elements help fully document the patient encounter as 
it occurs in the ambulance setting. The data is divided into the following three general areas: 

 
Clinical Documentation – Clinical information documents the patient’s condition and the 
care and services that were provided; 
 
Operational Documentation – Operational information captures the patient’s 
demographic information, together with how the call for service was received, and its response 
type; 
 
Reimbursement Documentation – The reimbursement category includes all information 
regarding the payment source for services rendered. 

 
Telecommunicators, medics, and reimbursement personnel all have roles to play in capturing the 
necessary information for all three data categories. Each ambulance service is unique, so the roles 
for the individuals within these categories may vary, but it is important for all three personnel 
groups to know the extent of the information they are responsible for to ensure that all necessary 
documentation is obtained. 
 
Following the description of the three core elements of documentation, the authors of this Guide 
will discuss the role of documentation as it pertains to:  
 

Legal aspects of documentation – This area includes information about legalities, 
negligence, confidentiality and HIPAA, and well as a discussion of certain situations that 
require specialized types of documentation. CQI activities are discussed in this section 
because of the critical role that an active QA/QI department has on the financial and legal 
health of an ambulance service.  

 
Finally, an appendix to the guide includes useful reference material and training suggestions. 
Copies of referenced CMS regulations from CMS On-Line Manuals are also included.  
 
Various regional and local factors impact documentation guidelines. These factors include state 
and local requirements, medical director specifications, operational imperatives, patient care 
report (PCR) formats, and payor or insurance requirements.  As such, it is difficult to create a 
one-size-fits-all template for organizing the data elements required. While this Guide does not 
dictate how organizations should organize the information needed for complete documentation of 
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an ambulance call, it does provide some examples of different approaches to documentation that 
organizations can use. Additionally, while this Guide describes the content associated with certain 
types of documentation, it does not specify any particular manner in which this documentation 
should be obtained.  The information presented here gives no preference for paper or electronic 
types of data. 


