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Introduction

Preparing for a certification exam can feel overwhelming, but with the
right tools, it becomes an opportunity to build confidence, sharpen your
skills, and move one step closer to your goals. At Examzify, we believe
that effective exam preparation isn’t just about memorization, it’s about
understanding the material, identifying knowledge gaps, and building
the test-taking strategies that lead to success.

This guide was designed to help you do exactly that.

Whether you’re preparing for a licensing exam, professional
certification, or entry-level qualification, this book offers structured
practice to reinforce key concepts. You’ll find a wide range of
multiple-choice questions, each followed by clear explanations to help
you understand not just the right answer, but why it’s correct.

The content in this guide is based on real-world exam objectives and
aligned with the types of questions and topics commonly found on
official tests. It’s ideal for learners who want to:

¢ Practice answering questions under realistic conditions,
e Improve accuracy and speed,

* Review explanations to strengthen weak areas, and

e Approach the exam with greater confidence.

We recommend using this book not as a stand-alone study tool, but
alongside other resources like flashcards, textbooks, or hands-on
training. For best results, we recommend working through each
question, reflecting on the explanation provided, and revisiting the
topics that challenge you most.

Remember: successful test preparation isn’t about getting every question
right the first time, it’s about learning from your mistakes and improving
over time. Stay focused, trust the process, and know that every page you
turn brings you closer to success.

Let’s begin.
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How to Use This Guide

This guide is designed to help you study more effectively and approach
your exam with confidence. Whether you're reviewing for the first time
or doing a final refresh, here’s how to get the most out of your Examzify
study guide:

1. Start with a Diagnostic Review

Skim through the questions to get a sense of what you know and what
you need to focus on. Your goal is to identify knowledge gaps early.

2. Study in Short, Focused Sessions

Break your study time into manageable blocks (e.g. 30 - 45 minutes).
Review a handful of questions, reflect on the explanations.

3. Learn from the Explanations

After answering a question, always read the explanation, even if you got
it right. It reinforces key points, corrects misunderstandings, and
teaches subtle distinctions between similar answers.

4. Track Your Progress

Use bookmarks or notes (if reading digitally) to mark difficult questions.
Revisit these regularly and track improvements over time.

5. Simulate the Real Exam

Once you're comfortable, try taking a full set of questions without
pausing. Set a timer and simulate test-day conditions to build confidence
and time management skills.

6. Repeat and Review

Don’t just study once, repetition builds retention. Re-attempt questions
after a few days and revisit explanations to reinforce learning. Pair this
guide with other Examzify tools like flashcards, and digital practice tests
to strengthen your preparation across formats.

There’s no single right way to study, but consistent, thoughtful effort
always wins. Use this guide flexibly, adapt the tips above to fit your pace
and learning style. You've got this!
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Questions




1. During the breathing assessment, which condition
indicates the patient needs oxygen therapy?

A. Hypoxic

B. Hypercapnic

C. Hyperventilating
D. Normal

2. When approaching a patient with potential spinal injury,
you should:

A. Approach from the front if possible and direct the patient not
to turn their head

B. Approach from the back
C. Approach from the side

D. Approach from the front and tell the patient to turn their
head

3. Before initiating treatment, which action is essential?
A. Ask for consent to treat
B. Introduce yourself
C. Take vital signs
D. Check blood glucose

4. Which term specifically describes the volume of air inhaled
and exhaled in a standard breath?

A. Vital Capacity
B. Dead Space
C. Tidal Volume

D. Inspiratory Reserve Volume

5. Which term corresponds to the regular pattern of breaths
over time?

A. Rate

B. Rhythm

C. Depth

D. Quality of Breathing
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6. In a SOAP note, which component includes the chief
complaint and events leading up to the incident?

A. Objective
B. Assessment
C. Subjective
D. Plan

7. What frequency range do UHF mobile radios operate
between?

A. 100 to 3000 MHz
B. 300 to 3000 MHz
C. 3 to 30 MHz

D. 30 to 300 GHz

8. What is a patient care report (PCR)?
A. A form used to bill for EMS services
B. A daily log of hospital patient care
C. A summary created for hospital staff only

D. The legal document used to record all patient care activities,
also known as prehospital care reports

9. The golden hour refers to what?

A. The time from injury to definitive care when treatment
should occur because survival potential is best

B. The first hour after hospital admission
C. The time from diagnosis to starting treatment
D. The time to collect medical history

10. Which term describes bruising in DCAPBTLS?
A. Contusions (bruising)
B. Abrasions
C. Punctures
D. Deformities
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Explanations




1. During the breathing assessment, which condition
indicates the patient needs oxygen therapy?
A. Hypoxic
B. Hypercapnic
C. Hyperventilating
D. Normal

When breathing is assessed, the need for oxygen therapy is indicated by hypoxia—when
the blood and tissues aren’t receiving enough oxygen. Supplemental oxygen helps raise
the oxygen level in the blood and improve tissue oxygen delivery. Hypercapnic means
high carbon dioxide, which points to problems with ventilation and may require ways to
support ventilation rather than just giving oxygen. Hyperventilating describes rapid
breathing that can lower CO2 and isn’t itself a sign of oxygen shortage. Normal indicates
oxygen levels are adequate, so no oxygen therapy is needed.

2. When approaching a patient with potential spinal injury,
you should:

A. Approach from the front if possible and direct the patient not
to turn their head

B. Approach from the back
C. Approach from the side

D. Approach from the front and tell the patient to turn their
head

The central idea is to protect the spine by keeping movement of the head and neck to a
minimum. When a spinal injury is possible, approach the patient in a way that lets you
communicate and assess without moving the cervical spine. Approaching from the front
is best because you can speak to the patient, monitor their condition, and guide them to
stay still while you maintain head and neck alignment in a neutral position. Instructing
them not to turn their head helps prevent any rotation or flexion/extension that could
worsen spinal injury. Approaching from the back or side can unintentionally require
turning or moving the head or body to access the airway or observe the face, which
increases the risk of further injury. Keeping the spine aligned and avoiding head
movement is the priority, so a front approach when feasible aligns with that goal.
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3. Before initiating treatment, which action is essential?
A. Ask for consent to treat
B. Introduce yourself

C. Take vital signs
D. Check blood glucose

Introducing yourself establishes who is providing care and starts the crucial
communication with the patient. This simple step builds trust, explains who you are and
what you plan to do, and helps the patient feel more comfortable with the care you're
about to provide. In many situations, a clear professional introduction also facilitates
obtaining verbal consent before starting treatment, which is an important ethical and
legal foundation for care. Taking vital signs or checking blood glucose are important
assessment actions that guide what you do next, but they don’t by themselves establish
the patient-provider relationship or obtain consent. Asking for consent is essential and
should follow or accompany your introduction, especially when the patient is capable of
making decisions. If the patient is unable to consent, you rely on different legal

principles to proceed, but the introduction remains the basic first step to establish who is
there and why you’re there.

4. Which term specifically describes the volume of air inhaled
and exhaled in a standard breath?

A. Vital Capacity

B. Dead Space

C. Tidal Volume

D. Inspiratory Reserve Volume

The amount of air moved in and out during a normal, resting breath is tidal volume. It
represents the typical volume exchanged with each quiet breath, about 500 mL in an
average adult. This is distinct from air in the dead space—air in the conducting passages
that doesn’t reach the alveoli for gas exchange—or from inspiratory reserve volume—the
extra air you can inhaled beyond a normal breath. It’s also not vital capacity, which is the
maximum air you can exhale after a full inhalation and includes tidal volume plus the
reserve volumes. So the normal breath’s air volume is the tidal volume.

5. Which term corresponds to the regular pattern of breaths
over time?

A. Rate

B. Rhythm
C. Depth

D. Quality of Breathing

The regular pattern of breaths over time is described as rhythm. Rhythm looks at the
timing of each breath—whether the pauses between breaths and the durations of
inhalation and exhalation are even and predictable. A steady cadence, such as a breath
occurring at consistent intervals, represents a normal rhythm. If the timing becomes
irregular, with varying gaps or inconsistent inhalation/exhalation lengths, that indicates
an abnormal rhythm. Rate tells you how many breaths occur per minute, not the pattern
over time. Depth refers to how deep each breath is (tidal volume). Quality of breathing
reflects the effort and effectiveness of breathing, including use of accessory muscles,
noises, or labored effort, rather than the timing.
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6. In a SOAP note, which component includes the chief
complaint and events leading up to the incident?

A. Objective
B. Assessment
C. Subjective
D. Plan

The main idea being tested is where patient-reported information belongs in a SOAP
note. The chief complaint is the patient's own reason for seeking care, stated in their
words, and the events leading up to the incident—how symptoms started, how they
progressed, and the context in which they occurred—are part of that narrative. Both the
chief complaint and this sequence of events are captured in the Subjective section
because they come from the patient and describe their experience, not something
measured or observed by the clinician. The Objective section contains observable data
such as exam findings, vital signs, and test results. The Assessment is the clinician’s
diagnoses or impressions, and the Plan outlines management, treatments, and follow-up.
So, putting the chief complaint and events leading up to the incident in the subjective
portion aligns with who provided the information and the nature of that content.

7. What frequency range do UHF mobile radios operate
between?

A. 100 to 3000 MHz
B. 300 to 3000 MHz
C. 3 to 30 MHz

D. 30 to 300 GHz

UHF stands for Ultra High Frequency, which spans from about 300 MHz to 3,000 MHz.
This is the range used by mobile radios because it allows for compact antennas and good
line-of-sight performance in urban environments. Frequencies below 300 MHz are
considered VHF, while frequencies above 3 GHz move into microwave bands and are not
typical for standard UHF mobile radios. Therefore, the operating range is 300 to 3000
MHz.
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8. What is a patient care report (PCR)?
A. A form used to bill for EMS services
B. A daily log of hospital patient care
C. A summary created for hospital staff only

D. The legal document used to record all patient care activities,
also known as prehospital care reports

A patient care report is the legal record of the care provided by EMS during an
encounter, from the time responders arrive through transport and handoff at the
hospital. It is also known as a prehospital care report. This document captures who the
patient is, what the chief complaints and findings are, vital signs with times, all
interventions performed (oxygen, airway management, medications, procedures), scene
notes, personnel involved, and the final disposition. Its primary purpose is to ensure
accurate, complete documentation for legal accountability, continuity of care, and quality
improvement, and it also supports communication with receiving hospital staff. It’s not
simply a form used for billing, although PCR data can be used for billing in some
systems. It’s not merely a daily hospital log, which records in-hospital care and census
data, nor a summary created only for hospital staff—it's the formal, prehospital record
that documents all patient care activities in the EMS phase and facilitates continuity of
care into the hospital setting.

9. The golden hour refers to what?

A. The time from injury to definitive care when treatment
should occur because survival potential is best

B. The first hour after hospital admission
C. The time from diagnosis to starting treatment
D. The time to collect medical history

The main idea is a critical time window after traumatic injury during which getting the
patient to definitive care offers the best chance of survival. This period emphasizes rapid,
coordinated prehospital and early hospital actions—rapid assessment, hemorrhage
control, airway and breathing support, and swift transport to a facility where definitive
interventions (like surgery) can be performed. Why this is the best answer: delays during
this window increase the risk of ongoing bleeding, shock, hypoxia, and organ failure, all
of which worsen outcomes. Prompt care minimizes these risks and improves survival
potential, which is why this time frame is emphasized in trauma care. Why the other
options don’t fit: the window starts at the moment of injury, not after hospital admission,
so the first hour after admission isn’t the defining period. It’s not about the time from
diagnosis to treatment, which occurs after injury and diagnosis, not from injury to
definitive care. It isn’t about collecting medical history, which is a separate aspect of
care and not the time-critical phase described by the golden hour.
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10. Which term describes bruising in DCAPBTLS?
A. Contusions (bruising)
B. Abrasions
C. Punctures
D. Deformities

Bruising is described as a contusion. In the DCAP-BTLS framework used during patient
assessment, contusions refer to bruising of soft tissue caused by blunt trauma, with
blood leaking under the skin but no skin break. This distinguishes bruising from
abrasions (surface skin scrapes), punctures (penetrating wounds from a sharp object),
and deformities (bone or joint misalignment). Recognize that contusions can indicate
underlying tissue injury even when the skin remains intact, often along with swelling and
tenderness in the area.




Next Steps

Congratulations on reaching the final section of this guide. You've taken
a meaningful step toward passing your certification exam and advancing
your career.

As you continue preparing, remember that consistent practice, review,
and self-reflection are key to success. Make time to revisit difficult
topics, simulate exam conditions, and track your progress along the way.

If you need help, have suggestions, or want to share feedback, we’d love
to hear from you. Reach out to our team at hello@examzify.com.

Or visit your dedicated course page for more study tools and resources:
https://ciemtpatientassmt.examzify.com

We wish you the very best on your exam journey. You've got this!
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