
 

 

Emergency Medicine Skills Checklist 

 

Provider Name  

 
Please indicate by a check below those privileges which commensurate with your clinical ability, training and 

experience, and for which you maintain current clinical competence. 

 Abscess incision & drainage   Nasal cautery/packing  

 Airway management & intubation   Nasogastric/orogastric intubation  

 Administration of sedation & analgesia  Ocular tonometry  

 Administration of thrombolytic therapy  Oxygen therapy  

 Anoscopy   Paracentesis  

 Application of splints and plaster molds  Pericardiocentesis, emergency only  

 Arterial puncture and cannulation  Peripheral venous cutdown 

 Arthocentesis  Peritonal lavage 

 Anesthesia: intravenous (upper extremity, 

local & regional) 

 Use of manual & mechanical ventilators 

& resuscitators 

 Bladder decompression & catheterization  Resuscitation, all ages 

 Blood component transfusion therapy  Repair of lacerations 

 Burn management, including Escharotomy  Splint or cast application 

 Cannulation, artery & vein  Spine immobilization 

 Cardiac massage, open or close   Thoracostomy tube insertion  

 Cardiac pacing  Tracheostomy  

 Cardioversion   Wound debridement & repair 

 Central venous access  Variceal/nonvariceal hemostasis  

 Chemical restraint of agitated patient   Removal of foreign bodies 

 Cricothyrotomy  Preliminary interpretation of imaging 

 Defibrillation   

 Delivery of newborn, emergency   

 Dislocation/fracture 

reduction/immobilization 

  

 Electrocardiography interpretation   

 Endotracheal intubation   

 External transcutaneous pacemaker   

 GI decontamination   

 Hernia reduction   

 Immobilization techniques   

 Irrigation/management of caustic exposures   

 Insertion of emergency pacemaker   

 Intracardiac injection   

 Intraosseous infusion    

 Laryngoscopy, direct/indirect   

 Lumbar puncture   

 Management of epistaxis    

 Nail trephine techniques    

    

    

    

    

    

 

 

______________________________________________________  _________________________ 

Provider Signature        Date  
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