Naloxone Use by VT Law Enforcement (LE) Report-Back Form

Date: / / Staff: LE ID Number:
Department:
I
Date of Overdose: / / Time of Overdose: : A(BI IQ/I clear
Gender of the person who overdosed?
1{OFemale ,OMale ;OMtF JOFtM -OUnknown %I
Signs of overdose present: (check all that apply)
1OUnresponsive 40 Breathing slowly 4Not breathing 1[Blue lips
;Slow pulse 4No pulse 4[Other (specify)
Overdosed on what drugs? (check all that apply)
1[OHeroin 1[0 Benzos/Barbituates ;[]Cocaine/Crack 1 OSuboxone 4+[JAny other opioid
1OAlcohol 10 Methadone 1ODon’t Know 4 [JOther (specify)
Was naloxone given by LE during overdose?
1OYes 4{ONo 3ODon't know
clear

—> If YES, number of doses used: | |

—) If YES, did it work? (If naloxone was not given by LE or did not work, please explain in comments)

QYes ONo ,ONot sure

clear
If naloxone delivered by LE worked, how long did it take to work?
4O Less than 1 min 2(01-3 min 3(3-5 min 4O>5 min sQODon’'t Know [

clear
Response to LE naloxone: (check one)

1OResponsive and alert »,OResponsive but sedated 3sONo response to naloxone
clear
Post-naloxone withdrawal symptoms: (check all that apply)
1CONone 40 Dope Sick (e.g. nauseated, muscle aches, runny nose, and/or watery eyes)
1Olrritable or Angry 1[0 Physically Combative 1OVomiting ;[ Other (specify):
Did the person live? 1O Yes ,O No
clear
What else was done? (check all that apply)
;OSternal rub / Lip rub 1ORecovery Position  ;[JRescue breathing ;[JChest Compressions
sOJAutomatic Defibrillator 4O Yelled 4 Shook them 11 Oxygen
4+JEMS naloxone sdBystander naloxone []Other (specify):

Disposition: (check one)
{OCare transferred to EMS ~ , QOther (specify):

clear

Notes / Comments

Remit completed form to: Vermont EMS )
PO Box 70 -~ VERMONT
Burlington, VT 05402 DEPARTMENT OF HEALTH
vtems@state.vt.us v1 May 2014

P (802) 863-7310 F (802) 863-7577
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