
Northwestern Medicine - Delnor Hospital 

Southern Fox Valley Emergency Medical Services System 

300 Randall Rd. 

Geneva, IL 60134 

AMBULANCE INSPECTION FORM 

______________________     ____________ _______________ ________________ 
DEPARTMENT NAME UNIT I.D. # INSPECTION DATE VEHICLE LICENSE # 

___________________________ IDPH Inspection Date: ____________ 

VEHICLE IDENTIFICATION # 

Level of Service: ALS BLS Meets IDPH Requirements: Yes No 

........................................................................................................................................................................................................................................ 

Protocol Book  Ammonia Inhalant (optional)  exp._____ 

(10) Adhesive Bandages (4) Acetaminophen 325mg PO   exp._____

(2) Hand Held Nebulizer (8) Aspirin 81mg PO  exp._____ 

Pulse Oximeter  (2) Diphenhydramine 25mg PO  exp._____

Tourniquet   (3 ) Duo-Nebs  exp._____

Blood Glucose Monitor Kit (1) Epi 1mg:1mL (if not ALS)  exp._____

(2) MADD exp._____ (1) Glucagon 1mg exp._____ 

Various Syringes exp._____ (1) Glucose(1tube/4tablets) exp._____ 

IM Needles (several gauges) Narcan 4mg (total) exp._____ 

Filter Straw/needle exp._____ (1) Nitro tablets (bottle)  exp._____ 

Ring Cutter w/spare blades (2) Zofran (ODT) exp._____ 

Decontamination Solution 

Disposable Sharps Container 

Disaster Tags (1 SMART tag pack) 

(2) Hemostatic Agent(s) exp._____

Biohazard Bags 

CPAP 

(2)King LTD
OR Igels (All sizes)

exp.____ 

Basic Life Support Supplies 
(In addition to IDPH List) 



Advanced Life Support Supplies 

Cardiac Monitor and Supplies  IV Supplies and Fluids 

Razor(s) (2) Mini-Drip IV Tubing w/2 Y injection sites

Arm Board(s)  (4) Regular IV Tubing w/2 Y injection sites

Monitor/Defibrillator  (2) Adult Intraosseous needles   exp._____ 

(#) Electrodes exp._____ (1) Pediatric Intraosseous needles   exp._____

(2) Adult Defib pads exp._____ (2) 0.9 NaCl 100mL exp._____ 

(1) Pediatric Defib Pad exp._____ exp._____ 

Spare ECG Cables (w/12 lead) exp._____ 

Extra ECG Paper 

(2) 0.9 NaCl 250mL

(4) 0.9 NaCl 1000mL

(4)0.9 NaCl 10mL Flush

(4) J-Loop/Saline Lock

(1) 50mL Syringe

exp._____ 

Wave Form Capnography  

Airway Management Kit 

Laryngoscope Handles Adult Pediatric 

Laryngoscope Blades Adult Pediatric 

(2) Spare Batteries (per handle)

(2) Spare Bulbs (optional)

(1) ET Tube (sizes 3mm-8mm)

(1) Bougie Introducer exp._____

(1) 10mL Syringe exp._____ 

(2) Posi-Tube

Lubricating Jelly exp._____ 

ET Tube Holder  

Magill Forceps  Adult Pediatric 

(2) Scalpels exp._____ 

exp._____ 

exp._____ 



8/15/2018  DMM 

Advanced Life Support Medications 

Adenosine 30mg (total)    exp._____  (1) Magnesium Sulfate 2Gm exp._____ 

(4) Amiodarone     exp._____  (1) Midazolam 10mg/2mL exp._____ 

(2) Atropine 1mg/10mL Preload    exp._____  (2) Midazolam 5mg/5mL  exp._____ 

(1) Benzocaine Spray     exp._____  (1) Norepinephrine 4mg/4mL exp._____ 

(2) Dextrose 10% (25g/250mL)    exp._____  (2) Sodium Bicarb 50mEq/50mL exp._____ 

(2) Diphenhydramine 50mg IVP    exp._____  (1) Tetracaine 0.5%mL gtts. exp._____ 

(4) Epi 1mg:1mL ampule    exp._____  (2)Toradol 30mg  exp._____ 

(8) Epi 1mg:10mL preload    exp._____  (1) TXA 1000mg/10mL exp._____ 

(2) Etomidate 40mg/20mL    exp._____  (2) Verapamil 5mg/2mL exp._____ 

(4) Fentanyl 100mcg/2mL    exp._____  (2) Zofran 4mg/2mL exp._____ 

 Ketamine 500mg total    exp._____ Nitrous Oxide (optional) 

Lidocaine 100mg    exp._____ 

Comments 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

____________________________    ____________________________ 
 Provider Representative       EMS System Representative 
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