	Patient ID
	Your Logo Here

Rapid Response Team Record

	Date:______ Room#/Location:_________ Time Called:______ Arrival Time:_______Event Ended:__________



	Primary Reason for Call:

( Staff concerned/worried

     Specify:_________________________________

( HR less than 40                ( Uncontrolled pain
( SBP less than 90 mmHg  ( HR greater than 130  
( Acute change in LOC       ( RR greater than 24

( RR less than 8                  ( FiO2 50% or greater

( SpO2 less than 90%         ( Seizures

( Acute Significant Bleed    ( Urine output < 50ml in 4 hours

( Failure to respond to tx    ( Agitation or delirium       
	Situation: __________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

Background:_______________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

Assessment:

Temp_____BP______HR______RR_____SpO2____GCS____

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

__________________________________________

Recommendation:__________________________

__________________________________________

__________________________________________

__________________________________________

FOLLOW-UP REPORT (To be done within 24 hours):

__________________________________________

__________________________________________

__________________________________________

Signature:_______________________Date/Time:__________

	Immediate Interventions:

              RT                                        RN
( Oral airway/Nasal airway      ( IV Fluid Volume Adjustment

( Suctioning                             ( Cardiac Monitoring

( Nebulizer Treatment         

( Intubated                               ( CPR

( NPPV                                    ( Defibrillation

( Bag Mask                              ( IV access

( O2 Mask/Nasal                      ( Cardiac Monitoring

( ABG                                      ( Ordered PRN Medications

                                                  ( O2
( No Intervention                     ( No Intervention

Medication(s):_____________________________________ ______________________________________________

______________________________________________

______________________________________________

Other Interventions

Specify:_______________________________________

______________________________________________

Outcome: ( Stayed in room        ( Transferred 

( Other:__________________________________________

( Notified Physician:_________________ Time:__________

                                          (Name)

Signature:

RN:______________________________________________

RN:______________________________________________

RT:______________________________________________

Name of Individual Activating RRT _____________________________________________
	


