
MARATHON ENCOUNTER FORM 
Time In: ___________________ Date: __________________   EVENT:  Marathon Run 

Runners Name: _____________________________________     Marathon Walk 

Race Number: ____________        5 Miler 

                        Other(specator…) 

Prior History: 
Injury___________________________________________________________________________ 

Allergy/Asthma_______________________________________________________ 

 
Subjective (circle) 

Dizzy     Cold   Cramping: region________________________

Headache    Hot    Muscle pain: region______________________  

Nausea     Vomiting   Joint pain: region________________________ 

Cut/abrasion/blister: region_____________________Other______________________________________________ 

Objective
TIME Temperature Pulse B.P. 

    

    

    

    

    

    

    

MUSCULOSKELETAL 

ROM:_________________________ 
Swelling:_______________________________ 
Ortho. Test:____________________________________ 

DTR:  Rt. -1+ -2+ -3+   Lt. -1+ -2+ -3+  Achilles  Patellar icep 

 

L.O.C. 
Pupils:     equal        dilated      unequal:  R>L      L>R 

Visual tracking:  H 

Verbal Response:  WNL   dysphasic   fragmented    none  

Response to Pain:  +  - 

Tenting Response        +     - 

Capillary re-fill       +       - 

 

 

Other:________________________________________

_____________________________________________ 

_____________________________________________ 

 

 

TREATMENT: 
Cool  /   Warm 
PO Fluids      Brace/Tape______________________________________  

IV Fluids       Bandaid/Dressing_________________________________ 

Time Solution Volume 

   

   

   

   
 

Other:____________________________________________________________________________

______________________________________________________________ 
Refer for F/U 

Transport ER time: _________________ 

R.I.C.E. 

 

 

 

Signature – RN 

Signature- physician 

Time out 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Impression: 

Dehydration 

Hyperthermia 

Hypothermia 

Cramping 

 Abdominal 

 Muscular 

  Systemic 

 Specific_________________ 
Strain_______________________________ 

Sprain______________________________ 

Other:_________________________________________________________________ 

 

 

SIGNATURE: ____________________________________ 


