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EXHIBIT A -1

TO

AFFIDAVIT OF JOSHUA PLUMMER IN SUPPORT OF
PLAINTIFF UTOPIA PROVIDER SYSTEMS, INC.’S
MOTION FOR PARTIAL SUMMARY JUDGMENT
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B o~ P 14
Blocomsburg Hospita

{nstructions: circie positive - backslash negative, srovide additionai pericent information.)

NAME: | i . S optE - DATE OF SERVICE:

DOB: it C U Ager o Yrs Mos Wks O MRES © 5 Pres Time:

Sex: ‘ wt: KG: L o S S . Triage Time:

Ch\ie"fcbhjpl‘a‘inf:" L ' Fimaay R L R ey

Medicines: S : i e T s fpen f P

Allergies: e S RN R e CLBPYS , o

s e ' - : o e  Sa022 % Normal/Hypoxia
v Arrival Mode: “Pain Sca[e:, R S

TR =N

EMS NH Translator 3

Time Patient Severity Dementia

C/C/HPL (Narrative):

Sx started suddenly / gradually min. / hrs. / days / wks. ago : continuous / intermittent

Sx last min. / hrs. / days / wks. at a time : present/ absent
diffuse epigastic RUQ RLQ LUQ LLQ  suprapubic
cannot describe  sharp  dull buming  cramping

mild moderate  severe 1-10 scaie

~ badfood sick contacts  recent abd surgery  NSAIDS

movement N/V dia./const F/C CP S.08. vag discharge Reliev nothing rest NTG 02 antacids

none  diaphoresis N/V  S.0O.B. abd. pain  cough/congestion F/C

.

: ALOC  Intoxication Severity Dementia
fever  chills  weakness diaphoresis : Neurologicakk HA  seizures  weakness  confusion

sore throat  earpain  facial pain anxious  depressed

pain  visual changes polyuria  polydipsia
ascufar;  C.P.  palpitations DOE  PND

S.0.B. cough congestion

rashes  pruritis  lesions

anemia  bleeding disorders  transfusion

diarrhea / constipation pain  melena  hemaiemesis frequent infections allergies  hives

flank pain  dysuria  hematuria frequency

uloskeletal:  jointpain  neck / back pain  ext. pain
. All Other Systems Reviewed And Are Negative

ssment

HTN  IDDM/NIDDM  PUD Pancreatitis ~ Gastritis /H CAP D Reviewed

E:] Reviewed

D Reviewed

. none  Appy Chole  Hyster Adhesions
Family Hx' negative  Colon CA Polyps DM R /L Handed Lives Alone:  Y/N
Sk?c?a! HX: Tobacco: Y/ N Packs/Day Years ) ETOH: YIN Drinks/Vik. Drugs: Y/N

& YIN

, Tetanus:
eprodictive HX: G P AB PM/ Hyster
Pro-MIED Maximus Abdominal Pain - Page 1 of 2

EConynight 2009 Pro-MED Cinica! Systerms L1 T Rey 030504
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B!OGmsburg HOSpﬁa’ {Instruciions: circie positive - ¢
iNAME:, SR L Ll s : S e

: NAD  mild / moderate / severe  distress
H.ENT, NC/AT PERRLA EOMI JVD  Bruits

PMINL  murmurs 6 sys/dy;_

rubs  clicks  gallops S3/S4

fort NL / distress

lungs clear/ equal Elat_e;;v “Tés}. €

rales  rhonchi  wheezes
Gisort flat/ distended  bowel sounds NL / ABN
tender / non-tender guarding  rebound rigidity

rectal: tender masses guiac +/-

ROM NL ch:bbing cyanosis  edema

MS:
SKIN:' warm - dry diaphoretic  rashes

\ CN2-12intact DTRs equal/ symmetric
AAO X3  mood/ affect NL

adenopathy

ormal male genitalia CVA tenderness pelvic exam NFEG /lesions
cervix NL./ CMT / discharge  adnexa NL/tender/mass  uterus NL / enlarged

‘ Labs reviewed and are negative X-Ray: AAS / KUB: MEDS:

/ N\ / air fluid leveis  NL  free air masses
\ / \ C.T.: abd/ pelvis

U/S: abd / pelvis IVF:
NL/ABN NL/ABN EKG: Interpreted By Me [ ]
DIFF Rate: Rhythm: NG:

Amylase: S ] Intervals: NL E}
Lipase: B Axis: NL
UCG/HCG: +/- L QRS: NL D RE-EVAL: ) Time:
UA: SG prot RBCs WB8Cs ST/T: NL D

glucose  bacteria Rhythm Strip: NL D ABN [:] Improved Same Worse
LFTs: SGOT  SGPT 7.l ALKP Pulse Ox: % NL / hypoxia
DDX abd. pain UNK sticiogy appendicitis  pancreatitis  gastritis . gastroenteritis Critical Care: 30-74 / 75-90 / 91-104 / 105-120

BS AAA  SBO  ischemic bowel diverticuliis ~ GERD Peptic Uicer Disease 121-134 1 135-164 Minutes

ruptured viscus - cholecystitis  other:

1. Discharged to:. Home Nursing Home Family

2. Follow-up with Patient's Dr. in Vdays.

3. Other Instructions:

4,

5.

D ATIO DISPO D

Discussed with Dr. Discharge Time Out: o

Admit Admit: OBS ICU PCU Fioor Tele, OR Prescriptions Given:

Follow-up in Office Transfer:
Old Records Reviewed Y/N AMA: .
Reviewed D/W Radiologist Y/N DOA: -
Case D/W Patient / Family Y /N Condition: Improved Stable Deceased “RETURN TO ER IF CONDITION WORSENS.”

See procedure form attached [

Signatures: PA/ARNP MD/DO  Record Complete D

&L Rev. D3/05:0¢

Pro-MED Maximu Abdominal Pain - Page 2 of 2

MZD Ciimices Systems, L2
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Bloomsburg Hospital

{Instructions: circle gositive - backsiash neqative, provide additional seninent information.)

NAME: | ; Pat ; DATE OF SERVICE: -
DOBL. - o Age: Yrs Mos V\/f(‘s,_,"_ MR#: ‘ s . Pres Time: -
Sext LT we KG Heoofoo s - Triage Time:
Chief Complaint: e o e
Medicines: " P:
ot o <R
Allergies::

~ % Normal/ Hypoxia

2 HIS
EMS

£

Severity

R

Dementia

C/C/HPI: (Narrative):

Patient  Family

Sx started suddenly / gradually

min. / hrs. / days / wks. ago : continuous / intermittent

Sx last

min. / hrs. / days / wks. at a time

: present/ absent

. hand face neck chest abd back upperextR/L lowerext R/ L
cannot describe bite mark  skintear  scraiches redness  swelling

mild  moderate  severe 1-10 scale

human dog cat wild/ family pet  raccoon

alligator  shark

movement

nothing

paipation R nothing rest ice  OTC meds

none fever chills

bleeding

Dementia

k2 fever chills weakness diaphoresis seizures  weakness  coniusion
sore throat  earpain  facial pain . anxious  depressed
pain  visual changes polyuria  polydipsia
C.P.  palpitations DOE PND rashes  prurtis  lesions
. S.0.B. cough congestion anemia  bleeding disorders  transfusion
el NIV diarrhea / constipation pain  melena  hematemesis frequent infections allergies  hives
GU: flank pain dysuria  hematuria frequéncy
Musculoskelet jointpain  neck / back pain  ext. pain

HTN

D All Other Systems Reviewed And Are Negative

[.:] Agree With Nursing Assessmant

D Reviewed

[7] Reviewed

[7] Reviewed

Chole _Hyster T

R /L Handed

-Lives Alone:  Y/N

Drugs: Y/ N

ETOH: Y/N Drinks/Wk.

Immunizations:  Up-io-date: Y/ N~

Tetanus:

Ré’prodtxctive Hx: LmP:

G P AB

Pro-MED Maximus

Slopyright 2007

2 Ciinica! Systemc, LT,




Case 0:07-cv-60654-WJZ Document 100-2 Entered on FLSD Docket 07/18/2008 Page 5 of

Bioomsburg Hospltaa

25

{ nams:

mild / moderate ! severe

distress

PERRLA  EOMI VD  Sris
PMINL  mumurs /6 sys/dys
rubs chcks gal!ops s3/sa T o LocanonlDescnptxon of Symptoms

REST’_ lungs clear / equal bilateral

resp. effort NL / distress

rales  rhonchi  wheezes RN
Gl: soft fat/distended  bowel sounds NL7ABN - (‘/’i; ~
tender / non-tender guarding  rebound rigidity I i “ - 1‘
MS: ROMNL clubbing  cyanosis  edema { *
Joint above and below bite NL / ABN } “i :
SKIN: warm-dry  diaphoretic  rashes 1‘5&.} {’\:‘{ ;:ﬂj
bite marks  scraiches  swelling  erythema _ A e
CN2-12intact DTRs equal/symmetic  GOS i I
AAO X3  mood / affect NL { ; ]
adenopathy \ -

X-Ray MEDS:
/ N_~
\ / \ Wound Care:
NL/ABN NL/ABN
DIFF EKG:NSR no acute disease
S___
B
L
UA: SG prot RBCs  WaCs RE-EVAL: Time:
UCG/HCG: +/- Puise Ox: %NL / hypoxia
ABG: ) Improved Same Worse
DDX: human bits dogbite  catbite  celluliis  abscess  abrasions Critical Care: 30-74 / 75-90 / 91-104 / 105-120
""" puncture wound other 121-134 1 135-164 Minutes

Snake Bite: Poisonous

Non-Poisonous

-] Excl biilabie proc.

Discharged to Home Nursing Home Family

Follow-up with Patient's Dr: in days.

Other Instructions;

LUl Il R

® : e

Discussed with Dr.

Discharge Time Out:

Admit

Admit: OBS ICU PCU Floor Tele OR [Prescriptions Given:
FC;"[OW"UD in Ofﬁce ) T Transfer ) I
Old Records Reviewed Y/N AMA:
Reviewed D/W Radiologist Y /N T Tboa- - T T
Case DIW Patient / Family Y /N Condition: Improved Stable Deceased RETURN TO ER IF CONDITION WORSENS.

PAJARNP

Signatures:
Pro-MED WMaximus
Slopyright 2001 Protazn Cinical Systems. L.LC

See procedure form attached D
MD/DO  Record Compiste [ ]

Animal / Human Bite - Page 2 9

2
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Bloomsburg Hospital

{Instructions: circie positive - backslasn negaiive, provide additional pertinent information.)

NAME:, =~ ' , T E DATE OF SERVICE:

DOB‘:Y' i A _“Age: e Yrs Mos - Wks CUMR#E ‘ il “Pres Time:

Sext b Wi KG Htroo o e  Triage Time: -

ChlefCompIalnt : : : St o \’ : 4 i) ;'(.T; :

Medlcmes., ; ‘ : SRR R e e ”1’\: T

A”efgie's? T St i e B T - 5 :
= : e e L - Sa02: % Normal/Hypoxia

_ ArmivalMode:

EDP:

Exam Time: Patient. ALOC lntoxxcatlon Severity Dementia

C/C/HPE (Narrative):

Family EMS NH Transiator ;.imxtédfbjy.,

Timing: Sx started suddenly / gradually min. / hrs. / days / wks. ago : continuous / intermittent

Sx last min. / hrs. / days / wks. at a time - present / absent

R ankle foot toes L ankile foot toes

cannot describe  pain  swollen  redness laceration  numbness tingling

mild  moderate  severe  1-10 scale
twisting injury ~ fall  sports related  MVA infection
nothing

movement  palpation Re|

nothing rest OTC meds

none

pain  bleeding swelling  fever joint pain

"ALOC

Intoxication

' Severity Dementia

fever chills  weakness diaphoresis HA  seizures  weakness  confusion

sore throat  earpain  facial pain anxious  depressed

polyuria  polydipsia

- pain  visual changes
: e C.P.  palpitations  DOE  PND

S.0.B.  cough congestion

rashes  pruritis  lesions

anemia  bleeding disorders  transfusion

N/V dxarrhea/constrpatlon pain  melena hematemesis frequent infections allergies  hives

- flank pain  dysuria  hematuria frequency

culoskeletal:  joint pain  neck / back pain  ext. pain
[:] All Other Systems Reviewed And Are Negatlve

none  CAD HTN  IDDM/NIDDM ankle mJury DReviewed

D Reviewad

D Reviewed

SurgiHx* none Appy Chole Hyster
Family Hx: negative DJD R/L Handad Lives Alone: Y / N

S‘o;}al‘Hx: Tobacco: Y/N Packs/Day Years ETOH: Y/N  Drinks/Wk. Drugs: Y/N
O”'c'mpaﬁcwjn;

immuni:ations: Up-to-date: Y/N Tetanus:
Reproductive Hx: LMP: G P AB

Pro-MED Maximus Lower Extremity / Ankle / Foot- Page 1 '2

ECopyright 2601 Fro-MED Ciinical Systemz, LiC Red 0o
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BiOOmeU{'g Hosp:tal {Instructions: circle positive - backslash regative, provide additional gertinent information.)
g{NAME:, Lk 3 : B Pt# kT o mRg : : 1

GENERAL: NAD  mild / moderate / severe distress VITAL SIGNS: BiP/
HEENT: NC/AT- PERRLA EOMI VD  Bruis '
CV: RRR PMINL murmurs (6 sys/dys

rubs  clicks gallops S3/54 i Location/Description ofsﬁﬁ&?

VR;;E»S'P:, lungs clear / equal bilgt_é;ai resp. éﬁ‘on Nl:/distress

rales  rhonchi  wheezes

»-

Q{:l—soft flat/ distended  bowel sounds NL / ABN g ? f; i; ’,"Qp{\!}{\'ﬂr‘ :
tender / non-tender guarding”  rebound rigidity  pulsatile mass _ j‘ 1 ;I ix l ‘( )\ —_—
MS: ankle ROM NL/limited N/V intact [ 1) \1\ / \ /
pulses intact equal STS ecchymosis i » ij’l ) I §\ I ¥ 1’1
Joint exam above and below level ofinjury NL/ABN ‘9{ L;); }__ L \ f § f;
warm-dry  diaphoretic  rashes & p— /

CN 2-12 intact DTRs equal / symmetric
AAO X3 mood / affect NL

_ LABS AND STUDIE
[L] Labs reviewed and are negative X-Ray: Ankle: NL Fx Meds:
4 AN / Foot:  NL Fx
\ / \ Ice:

Splint Applied:
NL/ABN NL /ABN Splint Applied By: Tech/Nurse/PAIARNP/Phys
DIFF Recheck Afier Application: Time: '
S Position Acceptable: Yes No
- Neurovascular Intact: Yes No
L Splint Instructions Given: Yes No
7 Follow-Up Given: Yes No
Puise Ox: % NL / hypoxia RE-EVAL: Time:
Improved Same Worse
BDX: ankle sprain / strain contusion laceration  Fx gout Critical Care: 30-74 /75-90 / 91-104 / 105-120
puncture wound fascitis celiulitis  other: 121-134 / 135-164 Minutes
E]  Excl billable proc.
Mﬁ“’,‘“—.-ﬁ*_rﬁ_—*—“ﬁ‘——“’w" D ARGE: T IO
1. Discharged to: Home Nursing Home Family
2. Follow-up with Patient's Dr. in days.
3. Other Instructions:
4.
5.
D ATION & DISPO 0
Discussed with Dr. Discharge Time Out: o
Admit Admit: OBS ICU PCU Floor Tele. OR |Prescriptions Given: T
FoTIow-up in Office A ‘Transr'e}: ''''''''
Old Records Reviewed Y /N AMA:
Reviewed D/W Radiologist Y /N DOA: T
Case D/W Patient/ Family Y /N Condition: Improved Stable Deceased RETURN TO ER IF CONDITION WORSENS.
See procedure form attached 3
Signatures: PA/ARNP MD/DO  Record Complete g_j
Pro-MED Maximus Lower Extremity Ankle / Foot - Page 2 of 2

SClopynght 2001 Sro-iED Clinical Systems, LLC Rev. 03/05/54




Case 0:07-cv-60654-WJZ Document 100-2 Entered on FLSD Docket 07/18/2008 Page 8 of
' - 25

Bloomsburg Hospital

(Instructions: circie positive - backsiash negative, srovide additionai pertinent information.}

NAME:, v R T ©oPBE. 0 . DATE OF SERVICE:
DOB: Lt v CAger Yrs Mos CVWks MR#: T T "_ . Pres Time:
Sex:iiiin wit: KG = HE ': R e - Triage Time:
ChlefComp!amt : ol T e Sl e : bt : LT
Medlcmes E Al : : i o o S S Py
A"ergies:; ciEl e = T e E e - BP/

S : Sa02:

8 Arrrval Mode: S Pam Scale. ;
: : S: QFPRESEEI 3 2 A
ixby: Patient Family EMS NH__Transiator  LCimi y: ALOC
C/C/HPE (Narrative): EM n: Emergent [ ] “Non- -Emergent [ ]

= % Normal IiHyp'qxiafﬂ

Intoxication  Severity Dementia

min. / hrs. / days / wks. ago : continuous / intermittent
Sx last min. / hrs. / days / wks. at a time : present/ absent

Timing: Sx started suddenly / gradually

R Shoulder  humerus  elbow forearm L shoulder  humerus albqw forearm

cannotdescribe  "pain”  swollen  redness laceration  numbness tingling
mild  moderate  severe  1-10 scale

sports related  fall  altercation spontaneous  MVA
nothmg

movement  paipation Relie nothing rest QOTC meds

none  pain  bleeding sweling fever joint pain

1 ALOC Intoxication Severity  Dementia
: onal: fever chills weakness diaphoresis | Neurologicall HA  seizures  weakness confusion
sore throat  earpain  facial pain F -

anxious  depressed

i visual changes polyuria  polydipsia
ular. C.P. palpitations DOE _ PND

S.0.B. cough congestion

rashes  pruritis  lesions

anemia  bleeding disorders  transfusion

N/V d:arrnea/conshpanon pain  melena  hematemesis frequentinfections  allergies  hives

flank pain  dysuria  hematuria frequency

loskeletal jointpain  neck/back pain  ext. pain
[.] All Other Systems Reviewed And Are Negative

:] Agree With Nursing Assessment

CAD HTN  IDDM/NIDDM shoulder dislocation

bursitis

[[] Reviewed

[[] Reviewed

[] Reviewed
SurgiHx: none  Appy Chole Hyster

F'a"rr;iiy:Hx_; negative R/L Handed Lives Alone: Y /N

sqgial Hx: Tobacco: Y/N_':'ﬁé_&s/Day___Years ETOH: Y7N Drinks/Wk. Drugs: Y/N B
Occupation:

immunizations:  Up-to-date: Y/ N T 7 Tetanus: T
Reprodu‘ctive' Hi LMP: G P AB

Pro MED N imw Upper Extremity / Arm / Shoulder- Pagejcfl"
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8!oomsburg Hosp:tai (Instructions: circle positive - backs!asn negative, orovide additional oerfinent information
ot_n‘ . : Gt : :MR.‘“ 3 v e
ST S = = A .ﬁﬁw“ : = :’é;"":
mild / moderate’/ severe  disiress \([.T.AL_ SIGNS: BP/

PERRLA EOMI JVD  Bruis
cv “RRR T PMINL murmurs /6 sys / dys

 rubs cl;cks gallop;s,"w S3/54

RESP . lungs clear / equal bilateral resp. effort NL / distress

rales  rhonchi wheezes
GIY soft flat/distended  bowel sounds NL /ABN
‘tender / non-tender guarding  rebound rigidity  pulsatile mass
MS: shoulder/elbow ROM NL/limited N/Vinact
pulses intact equal ecchymosis  sulcus sign /- STS
Joint exam above and below level of § injury NL/ABN

> - warm-dry  diaphoretic  rashes
NEURO CN 2-12intact DTRs equal / symmetric
AAO X3  mood / affect NL

adenopathy

NL / deferred

L - MEDICAL DECISION MAKING . .
“LABS AND STUDIES.

[] Labs reviewed and are negatwe X-Ray: shoulder:  NL/Fx MEDS:
S/ ¥ 4 humerus:  NL/Fx
\ / \ elbow: NL / Fx lca:

forearm: NL/Fx Splint Applied:
NL /ABN NL/ABN ’ Spiint Applied By: Tech/Nurse/PA/ARNP/Phys
DIFF ’ Recheck After Application: Time:
S ' Position Acceptable: Yes No
- Neurovascular Intact: Yes No
L EKG:NSR no acute disease Splint Instructions Given: Yes No
Foliow-Up Given: Yes No
Puise Ox: %NL / hypoxia RE-EVAL: Time:
Improved Same Worse
DDX: Fx dislocation contusion celiufitis bursitis tendonitis Critical Care: 30-74/ 75-90 / 91-104 /. 105-120
laceration sprain AC separation other: 121-134 / 135-164 Minutes

]

Exci. billable proc.

1. D:scharged to: Home Nursing Home Family

2. Follow-up with Patient's Dr. in days.

3. Other Instructions:

4.

5.

D ATIO DISPO 0

Discussed with Dr. Discharge Time Out; T

Admit Admit: OBS ICU PCU Fioor Tele. OR |Prescriptions Given: o

Fc;‘n-g\“n/-up in Office T Transfer: o
Old Records Reviewed Y /N AMA:-
Reviewed D/W Radiologist Y /N DOA: -
Case D/W Patient / Family Y/N Condition: Improved Stable Deceased RETURN TO ER IF CONDITION WORSENS.

See procedure form attached [

Signatures: PA/ARNP MD/DO  Record Compla’tc D
Pro-MED E‘ﬁax;mus Upper Extremity / Arm / Shoulder- Page 2of 2
©lopyright 2003 SroED Clinizal Systermns, LLC. Rev. C205:04
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¥

Bloomsburg Hospital

(Instruciions: circie cosiive - backslash neaative. provide additional partinent information.)
NAME: _ . UPERL .7 DATE OF SERVICE:
DOB:. 7 Ages Yrs oo Mes o Wks MR Pres Time:
Sex:ii : : Wit KGO He » : Triage Time:-
 |chief Complaint: - o ' R
Medicin,_es:' P:
Allergies: = 8P/ e
- Sa02: = % Normal/'Hypoxia
EDP: : b

~ Arrival Mode: . -
Translator ALOC  Intoxication Severity
Emergent Non-Emergent[ ]

; Péih Scale:

Dementia

C/C/HPI: (Narrative):

Sx started suddenly /gradually ___ min. /hrs. / days / wks. ago
Sx last_____min./hrs./days / wks. ata time - present / absent
cannot describe  S.0.B. wheezing cough DOE

mild  moderate  severe  1-10 scale

: continuous / intermittent

rest exertion cough med non-compliance  H/O asthma H/O COPD
nothing  activity  rest Rel v

nothing  inhalers  steroids TC meds
none  S.0.B. wheezing cough fever C.P. N/V

Severity Dementia

e

] Intoxication
I: fever chills weakness N

HA  seizures  weakness confusion

sore throat  earpain  facial pain anxious  depressed

e: polyuria  polydipsia
- rashes  pruritis  lesions

pain  visual changes
Cardiovasct C.P.  palpitaons DOE PND
S.0.B. cough" congestion

anemia  bleeding disorders  transfusion

N/V  diarthea / constipation pain  melena  hematemesis

flank pain  dysuria  hematuria frequency
skeletal: +  joint pain neck / back pain  ext. pain

frequent infections  allergies  hives

[:] All Other Systems Reviewed And Are Negative [.-] Agree With Nursing Assessment

VIEDIC]

IDDM/NIDDM  asthma  COPD

[] Reviewed

[] Reviewed

[[] Reviewed

Appy  Chole  Hyster

Family Hx: negafive  asihma R/L Handed Lives Alone: Y / N
§p¢ié{ Hx: Tobacco: Y/N Packs/Day Years ETOH: Y/ N Drinks/VVk. Drugs: Y/N
Occupation:

immumzahons Uo-to{iate VT e M____w,fézén,u.s.__ [

Reproductive Hx: LMP: G P

Pro-k‘é’:ED Maximus ' Asthma / COPD - Page 1 of 2

Rav. C305/04
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’DOF‘S”UTS HOSP. @i {Instructions: circie positive - backsiash neqaiive orovide acditional nertinert information.)

NAME: |

mild / moderate / severe distress -
PERRLA  EOMI  JVD  Bruits

NAD

GENERAL:

PMINL Mmurmurs 16 éys/dys

rubs “clicks g}allops S3/84 ) Location/Description of Symptoms:

‘ lungs clear/equal bilateral  resp. effort NL / distress - o
bord - — N— et
rales  rhonchi  wheezes  diminished ﬁ . \
N~
-
/1

Gl: soft flat/distended  bowel sounds NL/ABN
tender / non-tender  guarding  rebound rigidity

ROMNL  clubbing cyanosis edema

warm - dry  diaphoretic  rashes

CN2-12intact DTRs equal / symmetric

AAC X3  mood/ affect NL
adenopathy

_LABS AND STUDIES

L] Labs revnewed and are negative X-Ray: CXR: NL / infiltrate MEDS:  Aerosol Txs Steroids
/ ‘\ /‘ hyperinflated '
\ / \ EKG: Interpreted By Me [-] )
Rate: Rhythm: IVF:
NL/ABN NL 7/ ABN intervals: NL D
CPK: DIFF Axis: NL [7] Peak Flows #1: time L min
Trop: . sS__ QRS: NL [ Peak Flows #2: time L/ min
Myo: - STIT: NL [ ]
L Rhythm Strip: NL (5] ABN [ ] RE-EVAL: Time:
UCG/HCG: +/- o Pulse Ox: %NL / hypoxia
ABG: pH o2 Cco2 Improved Same Worse
Other: RA O2:
DDX: asthma pneumonia bronchitis . COPD PE CHF Critical Care: 30-74 / 75-90 / 91-104 / 105-120
"""" k pneumothorax Mi Status Asthmaticus Acute Respiratory Failure 121-134 / 135-164 Minutes
[-]  Excl. billable proc

Discharged to: Home Nursing Home ‘Family

1.

2. Follow-up with Patient's Dr. in -_days.

3. Other Instructions:

4,

5.

® ATION . e DISPO o €

Discussed with Dr. Discharge Time Out:

Admit Admit: OBS ICU PCU Floor Tele. OR Prescriptions Given:

Féllow-up in Office Transfer:
Old Records Reviewed Y/N AMA:
Reviewed D/W Radiologist Y/N DOA:
Case D/W Patient/ Family Y /N Condition: Improved Stable Deceased RETURN TO ER IF CONDITION WORSENS.

See procedure form attached [ ]

Signatures: PA/ARNP MD/DO  Record Compiete D
Pro-MED r\ﬁaxzmus Asthma / COPD - Page 2 of 2

HEght 2081 Fro-lED Clmical Systemz, LD Rey. 03705/04
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Bioomsburg Hespital

{Insiructions: circle positive - backslash negative, provide additional pertinent infarmation. )

NAME: ; S ~ LR pa - - DATE OF SERVICE.
ooB: Sl Ager Yrs - Mos o Wks o mRs: : i Pres Time:
Sex:\ o e KG e HE b SIE B - L Triage Time: -
ChlefComplamt , : S e G 2 B
'\nedlcmes. il : ol e e ST L S

enaee e = o S Saoz, ”% Normall Hypoxxa“

EDP: PCP

. = Ayrr‘i’\éf Mode o

~ Pain Scale:

Intoxication ~ Severity Dementia

C/C/HPIL: (Narrative):

Sx started suddenly / gradually

min. / hrs. / days / wks. ago : continuous / intermittent

Sx last ____min./hrs./days / wks. ata time - present / absent '

head face neck back chest abd upperext R/L  lowerext R/L

cannotdescribe  flame  smoke inhalation  hot liquids  chemical burns  electrical  steam / radiator

mild  moderate  severe  1-10 scale

work  recreation  prolonged sun exposure  working on car Iig‘ntning

nothing  movement  palpation nothing rest ice OTC meds

none  S.0.B. cough fever visual changes LOC  mental status change

Dementia

Severity
k. HA  seizures weakness  confusion

fever chills  weakness diaphoresis

earpain  facial pain anxious  depressed

visual changes poiyuria  polydipsia
C.P.  palpitations DOE PND

S.0.B. cough congestion

pain

rashes  pruriis  lesions

anemia  bleeding disorders  transfusion

diarrhea / constipation  pain  melena hematemesis frequent infections  allergies  hives

flank pam

dysuria  hematuria - frequency

jointpain  neck/back pain  ext. pain
E] All Other Systems Reviewed And Are Negative

[L] Agree With Nursing Assessment

HTN  IDDM/ NIDDM . D Reviewed

[ 7] Reviewed

[] Reviewed

none  Appy  Chole  Hyster

Hx: negative R /L Handed Lives Alone: Y/ N
Social Hx: Tobacco: Y /N ___ Packs/Day ___ Years ETOH: Y’/—}\'__ Drinks/Wk. Drugs: Y /N
Occupation:
Tun Up-to-date: Y/ N ) Tetanus: -
Répmﬂugtivg Hx: LMP: ’ G P AB
: r'ro WIED Fyfax:m”s Burn - Page 1 0f 2
2 007 Fre-MED Cinical Systems, LL G Rev. 0208154
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/3, brovide additional perinent information. )

k)OmeUfg Hospital
'NAME:'—'"v o

NAD

mild / moderate / severe

s PR

tions: circle cosiiive - backsiash negan

distress

MR

BP/

NC/AT PERRLA

EOMI  JVD

Bruits

RRR  PMINL  murmurs /6

sys / dys

rubs  clicks gallops S3/S4

RESP: lungs clear / equal bilateral

resp. effort NL / distress

rales  rhonchi  wheezes

soft  flat/ distended

bowel sounds NL / ABN

tender / non-tender guarding

rebound

rigidity

ROMNL  clubbing  cyanosis

edema

warm - dry  diaphoretic  rashes

(see diagram)

N 2-12 intact

DTRs equal / symmetric

AAO X3  mood / affect NL

adenopathy

MEDS:
e \ / CXR: Infilirates
A\ /~ \ IVE:
NL 7/ ABN NL/ABN
DIFF FOLEY:
S EKG:NSR no acute disease
—— NG:
L -
Pulse Ox: % NL / hypoxia RE-EVAL: Time:
UA: SG prot RBCs WBCs
UcG: +/- ABG: pH 02 co2 Improved Same Worse
Critical Care: 30-74 / 75-90 / 91-104 / 105-120
-—DEX 1°burns  2°bums  3° bumns hypovolemia  sunburn  electrical bum 121-134 / 135-164 Minutes
chemical burn  carbon monoxide poisoning  other: . Excl. billable proc.
A PR © » AR R 8

Discharged to: Home Nursing Home Family

Follow-up with Patient's Dr. in days.

Other Instructions:

ARt R

(J 4 LJ

Discussed with Dr.

B () ()

Discharge Time Out:

Admit

Admit: OBS ICU PCU Floor Tele. OR

Prescriptions Given:

Follow-up in Office Transfer:
Old Records Reviewed Y/N AMA:
Reviewed D/W Radiologist Y/N DOA: -
Case D/W Patient / Family Y /N Condition: Improved Stable Deceased RETURN TO ER IF CONDITION WORSENS.

Signatures:

PA/ARNP

ED Maximus

=
jan
i > Ciinica! Systemsz, LLC.

See procedure form attached
MD/DO  Record Complete

Burn - Page 2 of

Rav

J
LJ

f2

057
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Bloomsburg Hospital

{'1structions: :Tn;?a ;msilive. - Lacksiagh negatiy ide zddifional pertinent information.)
MAME: Pt
oos Aga Yrs' vies Wiks | MRZ
Sex: Wi KG H ool
Chief Complaint:- E . .
Medicines: 2 S . : P:
Allergies: - i ; R e ; : : : BP:/ IR
nea SRR s e T - i Sa02: % Normal/ Hypoxia.
EDP: : RN R S0 Arrival Mode: i Pain Scale: " S :

s

Venous access multi-trauma volume resuscitation
CVP measurement  other

CONSENT: unable {0 obtain _ written  verbal
' versed ativan  morphine  demerol

- Area prepped and draped in sterile fashion Y /N
- Area anesthetized with 1% lidocaine Y /N
- Using Seldinger Technique, the R /L subclavian / internal jugular / femoral vein was canulized on the _atiempt.

- Single / double / triple  lumen catheter was placed
- Catheter secured in place and steriie dressing applied  Y/N

- Blood returns from all ports Y/ N
--All ports flushed with Heparin / Saline Y/ N
- Sterile dressing applied Y /N

CONFIRMATION: stat  CXR  good placement Y /N

COMPLICATIONS:
_ - Patient tolerated procedure well — Y/ N
- hematoma  pneumothorax bieeding  arterial catheterization

PAJARNP WMD/DT

Ceniral Line Placement

i
=i T3R5
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Biocomsburg Ho spiia!

{Instructions: circle pesitive - backsiash negative, provide additional pertinent infermation. )

NAME: CET T e i PR , . DATE OF SERVICE:
DOB: TR Age: . Yrs Mos Wks MR ) : : " Pres Time:
S wt: KRG HET e . Triage Time:
Chief Complalnt : Sl S Sl ; b : o S LR
Medzcmes ; : o : : L Fads B - i pe :

Sa0z: = %",Normalb{bl’-iypoﬁé
-Pain Scale: o :

EDP:

Q'Arfivél' Mode:

ALOC  Intoxication

Emergent Non- Emergem

Patient Family Severity  Dementia

C/C/HPI: (Narrative):

Cardiac Risk Factors: HTN DM T cholesterol  family Hx  tobacco  cocaine previous M|

Sx started suddenly / gradually min. / hrs. / days / wks. ago : continuous / intermittent

Sx last min. / hrs. / days / wks. atatime : present/absent
Lchest Rchest stemal Radiates: none neck  back
cannot describe  pressure  tfightness  sharp  stabbing like previous Mi

mild  moderate severe  1-10 scale

exertion  position  atrest/activity meals

nothing rest NTG 02 antacids

nothing  activity cough movement palpation

none diaphoresis N/V S.0.B. abd. pain cough/congestxon FiC
Y REVIEW.OF SYSTEMS . i
ALOC Intoxication Seventy
HA  seizures  weakness confusion

Dementia

fever  chills weakness diapgcﬁresis'

sore throat  earpain  facial pain anxious  depressed

pain  visual changes polyuria  polydipsia
C.P.  palpitations DOE PND

S8.0.B. cough congestion

rashes  pruritis  lesions

anemia  bleeding disorders  fransfusion

N/V  diarrhea/constipation pain  melena  hematemesis frequent infections  allergies  hives

flank pain

dysuria  hematuria  frequency

joint pain  neck / back pain ext. pain

CAD HTN IDDM/NIDDM hyperhprdemla

[:] Reviewed

D Reviewed
[:1 Reviewed

none  Chole  Hyster angioplasty /stent date CABG date

Fam:}y HV:, nzgaiive CAD DM HTN R /L Handed Lives Alone: Y/N
$thai;Hx.‘ Tobacco: Y/N___ Packs/Day ____ Years ETOH: Y/ N__ Drinks/VWk. Drugs: Y/N

Oceupation:

Immunizations:  Up-to-daie: Y /N T ‘ Tetanus: ' R

s\.,produ::twe HX: LMP: G P AB

Pro-ME D Maximus , Chest Pzin - Page 1 of 2

&Conyngh 2001 Pro-MED Chnisei Systems, LLC ey, D05/04
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C.
£
s}
3
=]
jel
{4
b=
o
13
D
=
é,
Q‘
3
9]
o
[=]
3
e

r 1t51 - . . . . . . ..
BioomeU* g HOSp! Qi iinstructions: ciizle positive - backsiash negaive, crovids g
’ . UMRE:

SN

e B

mild / moderaie / severe  distress VITAL SIGNS: BP/

NAD
/AT PERRLA EOMI VD Briie
PMINL  murmurs /6 sys / dys

rubs  clicks  gallops  S37S4

RESP lungs clear/ equal bilateral resp. efiort NL / distress ) Location/Description of Symptoms:
_ rales  rhonchi  wheezes
soft  flat/distended  bowel sounds NL/ABN !
\ tender / non-tender guarding  rebound rigidity . ~—_ t/\\
WMS: ROM NL  clubbing cyanosis  edema / \\\
SKIN: warm-dry diaphoretic  rashes I
\\ - - ’/

CN2-12intact DTRs equal / symmetric
AAO X3  mood/ affect NL

adenopathy

NL / deferred

NG

i oo MEDICAL DECISION MAKI
_LABS AND STUDIE

D Labs reviewed and are negative X-Réy: CXR(port): ‘AP [LAT MEDS:
) NL  cardiomegaly CHF
J ‘¥ /S . infiltrate other:-
\ / \ EKG: Interpreted By Me [_]
Rate: Rhythm:
NL/ABN NL/ABN intervals: NL [=] IVF:
CK: DIFF . Axis: NL
CKMB: ) - QRS: NL [
Trop: B STIT: NL [
Myog: L Rhythm Strip: NL [Z] ABN 1 RE-EVAL: Time:
PT/PTT: Pulse Ox: % NL / hypoxia
LFTs: SGOT SGPT ABG: pH 02 Coz2 © {improved Same Worse
UA: SG prot RBCs WBCs
BDX: acute Ml unstable angina  Aortic dissection chestwali pain  costochondritis ~ |Critical Care: 30-74 / 75-80 / 91-104 / 105-120
pneumothorax  pneumonia- GERD atypical chest pain pericarditis CHF 121-134 / 135-164 Minutes
) myofascial strain ~ bronchitis pleurisy A-Fib pulmonary embolus; Excl. billable proc.

[DISCHARGE INSTRUCTIONS

1. Discharged to: Home Nursing Home Family

2. Follow-up with Patient's Dr. in days.

3. Other Instructions:

4.

5.

D ATIO ZDISPO 0

Discussed with Dr. Discharge Time Qut:

Admit Admit: OBS ICU PCU Floor Tele. OR Prescriptions Given: B

Féllow-up in Office Transfer:
Old Records Reviewed Y/N AMA:
Reviewed D/W Radiologist Y /N - DOA:
Case D/W Patient/ Family Y /N Condition: Improved Stable Deceased RETURN TO ER [F CONDITION WORSERS.

See procedure form attached [

Signatures: PAIARNP MD/DO  Record Completé D
Pro-MED Maximus ’ Chest Pain - Page 2 0f 2
SCopyright 2001 Sro-MED Chinica! Systems LLC Fey. 03/05/04
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Lve. 2rovide aodiicnal ceniient nformaticn

2

simple pneumothorax

Sax:. ' : Wt KG st | Triage Time:
Chief Complaint: - : R
Medicines: o

Vs CR:
Allergies:.. F Lnn : i £

a3 )“‘E‘_— S {ES * .“:V-
tension pneumothorax

TE OF SERVICE:

Pres Time:

T % NormallHypoXia:

other:

CONSENT: unable to obtain _ written verbal

MEDS: versed ativan  morphine  demerol

- Pétient placed on supplemental 02 Y /N

- Area prepped and draped in sterile fashion Y / N

- Area anesthetized with 1% lidocaine Y /N

- Incision made over rib on

L / R sidemidaxillary line with # blade

- Dissections with hemostats / puncture of pleura Y /N
-Rush of air/blood Y/N
- Fr chest tube placed
- Tube towater sealat 20cm Y/ N
- Air tight dressing applied Y /N
CONFIRMATION:  CXR for placement Y /N
auscultation B.S. equal / bilateral Y/ N
airrush  Y/N
bloodreturn Y /N
sympioms improved Y /N
COMPLICATIONS:
- Patient tolerated procedure well _Y/N - S
- bleeding
} - persistent symptoms . - ) e
- poor placement
Signatures: PAIARNP MD/DO
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NAME: |
Ibos: -

(Sex:

Chief Complaint:
iMedicines:

[

Age: T

Wi

P
9}

Allergiés:

EDP:

chest x-ray

Mos

Hi:

Arrival Mode:

AHON=CHE
port

CXR

Triage Time:
i T:
P

Pain Scale: -

i R
BP:/

Sa02: ~ % ‘Normal / Hypoxia®

Hx: fever SOB  chest pain

FINDINGS: soft tissue:  normal

subcutaneous

emphysema

mass

bony structure:  normal

fracture

cardiac silhouetie:

normal

enlarged

mediastinum: normal

widened

tortuous / calcified

aorta

mass

hilum: normal

masses

nodules

lung fields:  infiltrate

vasc. congestion

atelectasis

fibrosis

mass

effusion

pneumothorax

cephalization

free air

elevated hemidiaphragm L/R

PREVIOUS FILMS FOR COMPARISON:

unchanged

changed

unavailable

IMPRESSION:  no acute disease

pneumoniza

pneumothorax

CHF

other:

STUDY: abdomen

VIEWS:

AAS (3 views)

KUB

flat / upright

Hx: abdpain  N/V  flank pain

FINDINGS: soft tissue: normal

subcutansous air mass

bony structure: normal  fracture

intra-abdominal: normal  non-specific bowel gas
sentinel loop  hepatomegaly
vascular  calcification

free air
ascites

air fluid levels
splenomegaly

PREVIOUS FILMS FOR COMPARISON: unchanged  changed  unavailable

IMPRESSION:  no acute disease  ileus obstruction  perforated viscus  other:

PAIARNP

Pro-MiE!

@lupyrigh 250
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Bicomsburg Hospital

sh negative. provide additionai sertinent information.)

‘instructions: circle positive - backs!a
NAME: , Pti#: ‘
DOB: Age: Yrs fros Vs MR#:
Sex: R LWt KG | HE o T
Chief Complaint: - :
Medicines:: - o+ -
Allérgies:

ER  floor

pre-hospital

DATE CF SERVICE:
Pres.Time:
. Triage Time:

% -Normal / Hypoxia

Inttial Sx:  found unresponsive  C.P. collapsed  resp. distress / arrest

witnessed arrest Y /N

unknown

minutes

responsive unrespons

ive

respirations:  apneic

agonal

labored

pulses:  absent

weak

strong

telemetry:  asystole

v-fib

v-tach

pulseless PEA

wide compl

ex tach

narrow complex tach  bradycardia

airway mgmt.

bagged

intubated

circulation CPR

defib

vasoactive drips

Gen:  awake  unresponsive  responds to noxious stimuli

HEENT: PERRLA pupils:  fixed dilated

Lungs:  clear bilaterally  no spontaneous resp. | intubated air flow

CV: RRR hearttones: absent/ tachy /brady pulses: present/absent strong/ weak / pulseless

ABD: soft bowelsounds distended pulsatile mass -
EXT:  normal cyanosis
Medical Decision Making:
ABG . _
EKG N/ NU/ABN /  NL/ABN  Cardiac Enzymes
CXR AN AN PT/PTT
Disposition:  ICU  expired
Discussedwith:  family PMD

Signatures:

“u
I

o
(oY

\RNP

MD/DO

CPR/CGDE

Rev. 0310304
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™

Bioomsburg Hospital

(nstructions: cirnle cositve - Dackslash necative, provide additional parir
NAME:D | Gl ) P DATE CF 3ERVICE:
DOB: VL Lo Age: - Yrs Mos WS MRE: i . Pres Time:
Sex:... EE T we - KG, Ho ot S L ey Lo e L Triage Time:
Chief Complaint: = . A e o THRRLE SR T
Medicines:: J : T : gl i : S ; : o . P:
Allergies: . T Sl T T S e & BP:/

= ~5a02: % Normal/Hypoxia
- Arrival Mode: = 00 - Pain Scale

P RESEM:'I‘I!%ENES§;‘u

=

e

; AN S E A .s‘,%sz;.—% M /
Patient Famlly EMS NH Trans!ator ALOC Intoxication Seventy Dementia

Emergent Non-Emergent [ ]

C/C/HPI: (Narrative):

Sx started sudd;enly/gfédually min. / hrs. / days / wks. ago : continuous/ime_rmiﬁent witnessed / unwitnessed

min. / hrs. / days / wks. ataiime : present/absent
face mentalstatus RUE LUE RLE LLE
ity: cannotdescribe  expressive aphasia  altered mental status  focal weakness  facial droop

- $x last

mild  moderate  severe  1-10 scale

Hx of CVA  found unresponsive  hyperiensive  cocaine / drug abuse

nothing rest time

by:

nothing HTN  drugs
N/V  CP. paipnanons

none HA  aphasia

ataxxa

ALOC Sevnty mentxa

HA  seizures  weakness  confusion

Intoxication

t’t‘ktioﬁa’t—; fever  chills  weakness  diaphoresis

sore throat  earpain  facial pain

anxious  depressed

pain  visual changes polyuria  polydipsia
culary C.P. palpitations DOE  PND

8.0.B. cough congestion

rashes  pruritis  lesions

anemia  bleeding disorders  transfusion

N/V  diarthea/ constipation pain  melena  hematemesis frequent infections  allergies  hives

flank pain  dysuria  hematuria  frequency
oskeletal:  jointpain  neck/back pain  ext pain

D All Other Systems Reviewed And Are Negative D Agree Wxth Nursmc Assessment

IDDM / NIDDM

CVA [1:] Reviewed

[7] Reviewed

[] Reviewed

Surg.Hx: nons Appy Chole  Hyster

Family Hx:  negative R /L Handed Lives Alone: Y /N
SocialHx: Tobacco: Y/N___ Packs/Day ___ Years ETOH: Y/ N____ Drinks/Wk. Drugs: Y/N

Qsc“;’upaﬁq‘n:

léﬁyryﬁunizaﬁohs: Gp:-ib-date: YiN©TTTTT T Tetanus: 777 T
Reproductive Hx:  LMP: e P AB

Pro-MED Mawmus ' Neuro/CVA - Page 1 of 2

oMED Chimncss Systeams, LLD Rev, L3050
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i ~ e H 1= . . . . . . . . .- .
Riooy nshui g Hcsphai {instraiions: circle nositive - backsiash ~Egatve, orovide additionsi cerinant intormation.)
b . - ~
i NAME: pe2

:

PERRLA

~EOMI

mild / madearaie / severs distrass
JVD  Bruils

facial asymmetry

gag diminished

pinpoiht / dilated

pupils

murmurs

B sys/ dysﬂ -

lungs clear/ equal bilateral

resp. effort NL/ distress

rales  rhonchi  wheezes

flat / distended

. soft

bowel sounds NL /ABN

tender / non-tender  guarding

rebound

rigidity

: ROM NL clubbing  cyanosis

edema

- warm-dry  diaphoratic  rashes

Yy e

CN 2-12 intact

DTRs equal / symmetric

motor /Sallext. focal deficits

sensations NL/ABN GCS

AAOC X3  mood/ affect NL

[:] Labs reviewed and are negative

X-Ray: CXR

MEDS:
S/ N S C.T.. head
\ / —\ EKG: Interpreted By Me [ |
Rate: Rhythm: IVF:
NL / ABN NL / ABN Intervals: NL ] :
PTIPTT: DIFF Axis: NL ] FOLEY: -
Cardiac Enzymes: S__ QRS: NL
' B STIT: NL ] RE-EVAL: Time:
Rhythm Strip: NL [7] ABN [] e
UDS: +/- ETOH: Pulse Ox: % NL / hypoxia Improved Same Worse
UA: SG prot RBCs WBCs ABG: pH 02 co2
UCG: +/- ) .
DDX; ischemic CVA hemorrhagic CVA _ TIA  RIND Critical Care: 30-74/75-90 / 91-104 / 105-120

HTN crisis . seizure disorder Bell's Palsy metastatic dissase .

121-134 1 135-164 Minutes

other:

[

Excl. billable proc.

S

1. Discharged to: Home Nursing Home Family
2. Follow-up with Patient's Dr. in days.
3. Other Instructions:
4.
5.
% L ATIO 5L ) &
Discussed with Dr. Discharge Time Out:
Admit Admit: OBS ICU PCU Fioor Tele. OR Prescriptions Given:
Follow-up in Office Transfer:
Oldﬁﬁecordsﬁeviewed Y/N o AMA: )
Reviewed D/W Radiologist Y /N DOA:
Case D/W Fatient / Famity YN~ Condition: Improved Stable Deceased RETURN TO ER IF CONDITION WORSENS.

Signatures:

PA/ARNP

Pro-MED Maximus
&Con i Ci s LLs

Sée pracedure form attached 5
MD/DO  Record Complete [ |
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. Bioomsburg Hospital

(Instructions: circle vositive - backslash negative, provide additional nertinent information.}
NAME:," : ; ced SR TP e DATE OF SERVICE:
pos:: S Age: Yrs 5 Maos Wks T MIR#: : = ' Pres Time:
Sex: T L UKG Ht: ! s i " Triage Time:
Chiet Complaint: - e oo
Medicines: . P
Ailer'g’ieéz,j S oppay L
o S . 8a0Z % Normal/Hypoxia
~_ Arrival Mode: =

“Pain-Scale:

{ISTORY. OF PRESENT, ILENES:

A B o

Patient Family EMS NH Transiator ALOC  Intoxication
Emergent [ | Non-Emergent [ ]

Dementia

Severity

C/C/HPL

(Narrative):

Sx started suddenly / gradually —____min./hrs./days / wks. ago : continuous / intermittent
Sx last min. / hrs. / days / wks. at a time : present / absent

upper teeth  lowerteeth  throat tongue  gums

cannot describe  throbbing  dull "pain®  sore throat dysphagia

mild  moderate severe  1-10 scale

URISx poordentitons  trauma strep contact
nothing

swallowing  cold air R

nothing  Tylenol  throat lozenges

none fever cough loss of voice  swelling N/V

- REVIEW OF SYSTEMS. . .
ALOC Intoxication Severity Dementia

S

fever  chills  weakness diaphoresis

HA  seizures  weakness confusion

sore throat  ear pain  facial pain anxious  depressed

polyuria  polydipsia

visual changes
C.P. palpitatons DOE PND
8.0.B. cough congestion

diarrhea / constipation  pain  melena  hematemesis
flank pain

rashes  pruritis  lesions

anemia  bleeding disorders  transfusion
frequent infections  allergies  hives

dysuria  hematuria  frequency

joint pain  neck/back pain  ext. pain

nd Are Negative
" “MEDICAL AND

] Agree With Nursing Assessment

dental abscess [ Reviewed
[£] Reviewed
D Reviewed
none  Appy Chole = Hyster Tonsillectomy  dental surgery
Family Hx:  negative R /L Handed Lives Alone: Y /N
Socafo Tobacco: Y/ N Packs/Day Years ETOH: Y/ N__ Drinks/Wk. Drugs: Y/N i
Occupation:

Immunizations:  Up-to-date; Y / N o B Tetanus: S e

Reproductive Hx: LMP: G P AB

Pro-MED Maximus ‘ ' Dental / Oropharynx Complaints- Page 1 0f2
&Copyright 2001 Fro-MED Cirrvcal Systems, LL T Rey, 2

i
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i e
B'oomeurg Hospnal (instructions: circle nesitive - backslash negative. orovide additional nerlinent information.)
NAME: P ETm e e e L e p T et P MR#

5 PHYSICAE EXA]

PERRLA EOMI  sinus tendemess  This NL7ABN

dental pain  drainage  swelling caries

pharyngeal ery_th:ama e_xhdates uvula midline  trismus Location/bgscription ofSymptoms:ﬁ

RRR  PMINL  murmurs /6 sys / dys
rubs clicks gallops S3/S4

RESP: lungs clear/ equal bilateral  resp. effort NL / distress

rales  rhonchi  wheezes

soft  flat/distended  bowel sounds NL/ABN
tender / non-tender  guarding  rebound rigidity
neck supple ROM NL  clubbing cyanosis edema
warm - dry  diaphoretic  rashes

): CN2-12intact DTRs  equal/ symmetric

AAO X3  mood/ affect NL

cervical adenopathy

MEDICAL DECISION MAKING

Labs reviewed and are negative X-Ray: MEDS:

/ \ / ’ neck soft tissue  NL

\ / \ thickened epiglottis  foreign body

IVF:
NL 7/ ABN NL/ ABN
DIFF
S EKG: NSR no acute disease

Rapid Strep: +/- B RE-EVAL: Time:
Monospot:  +/- L
Throat C&S Panorex:

Puise Ox: % NL / hypoxia Improved Same Worse

ABG: v

_ﬁ;viral pharyngitis  strép pharyngitis  URI  epiglotiitis  peritonsilar abscess Critical Care: 30-74/75-90 / 91-104 / 105-120°

o mononuclecsis  dental pain  dental abscess  avulsed tooth  dental caries 121-134 / 135-164 Minutes

gingivitis  other: Excl. billable proc.
T | _____DISCHARGE INSTRUCTIONS_ -
Discharged to: Home Nursing Home Family
Follow-up with Patient's Dr. in days.
Other Instructions:

Discussed with Dr. Discharge Time Out:

Admit Admit: OBS ICU PCU Floor Tele. OR Prescriptions Given:

Follow-up in Office Transfer: )
Old Records Reviewed Y /N AMA: -
Reviewed D/W Radiologist Y /N DOA:
Case D/W Patient / Family Y/N Condition: Improved Stable Deceased RETURN TO ER IF CONDITION WORSENS.

See procedure form attached [ ]

Signatures: PAJARNP MD/DO  Record Compiete Ej
Pro-MED Maximus Dental / Oropharynx Complaints - Page 2 of 2
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Bloomsburg Hospital

{instructicns: circle positive - backslas

i negative, provide additional oartinent information.)

NAME:

DOB“:

Sex:
Chief Complaint:
Medicines:

PR

Mos U Wks - MR

Ht:

Yrs
KG

: ‘Agez
- Wit:

AllVéif'gies;~5» o

EDP:

- "A‘x"ery‘\'(a,l:Mo&e:, il .

Patient Family EMS NH Translator

) DATE'OFSERVICE:
b - Pres Time:
e 'TriagéTi,me:’ :
Sl ""T:,
Reo

BP-"/ ;
L 8a02:

Pain Scale:

% Normal / Hypoxia

ALOC Intoxication ~ Severity

Dementia

C/C/IHPL (Narrative):

Emergent Non-Emergent

Sx started suddenly / gradually min. / hrs. / days / wks. ago : continuous / intermittent
Sx last’ min. / hrs. / days / wks. atatime : present/ absent
externalear canal internal ear
cannot describe  pain  discharge  foreign body  decreased hearing
mild  moderate  severe  1-10 scale
trauma  recent flight/ scuba dive  foreign body  wax
nothing movement = touch ) ‘nothing  OTC meds position
none fever cough congeston HA  decreased hearing
) REVIEW OF SYSTEMS
Limit ALOC intoxication Severity Dementia
fever  chills  weakness diaphoresis ‘ HA  seizures  weakness  confusion
sore throat  ear pain  facial pain anxious  depressed
pain  visualchanges redness drainage itching polyuria  polydipsia
C.P. paipitations DOE PND rashes  pruritis  lesions
. S.0.B. cough congestion anemia  bleeding disorders  transfusion
N/V  diarthea/constipation pain  melena hematemesis frequent infections  allergies.  hives
flank pain  dysuria  hematuria  frequency

joint pain  neck/back pain  ext. pain

D Agree With Nursmg

[ ] All Other Systems Reviewed And Are Negative
) o w - MEDICAL AND. SOCIAL HISTORY *

CAD HTN iDDM /NIDDM  OM/OE

Assessment

AB

none vertigo [] Reviewed
[] Reviewed
[[] Reviewed
none  Appy Chole Hyster ear surgery
negative R /L Handed Lives Alone: Y /N
Tobacco Y/N Packs/Dgy Years ETOH:Y/N____ Dnnks/WK Drugs: Y/N
Occupatlon. )
Emmqp;;at;qns:\ Up-to-date: Y/ N Tetanus:
Reproductive Hx: LWIP: G [3

Pro-MED WMaximus

&Copyright 2001 Pro-MED Clinice! Systems, LLC.

Ear Complaints - Page
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BlOOmeurq L‘IOSPhai {Instructions: circle positive - backslash negativ
: PR : : '
mild / moderate / severe

2 NC/AT PERRLA EOMI oropharynx NL/erythma/PND
ext. ear NL swollen canal NL" swollen discharge tender FB-

™ not Qfs]élized ery{hematous bulging  distorted landmarks  perforations Location/Description ofSyniEf&}ns:
mastoid tenderness .

CVi RRR PMINL  murmurs /6 sys / dys R L
rubs  clicks gallops S3/S4 t B
RESP: lungs clear/equal bilateral  resp. effort NL / distress 1A -
rales rhonchi  wheezes ) ’ o
GI: soft flat/distended bowel sounds NL/ABN ~ B
tender / non-tender  guarding  rebound rigidity . ) -
neck supple  ROM NL  clubbing cyanosis  edema ) o
warm - dry  disphoretic  rashes R-TM ) L-TM
CN2-12intact DTRs  equal/ symmetric o
AAO X3  mood/ affect NL ] -
. cervical adenopathy v T
NL/ deferred » B

- MEDICAL DECISION MAKING -
~ LABS AND STUDIES

. Labs reviewed and are negatlve X-Ray: MEDS:
7 N 7
\ / \ Wick:
NL / ABN NL / ABN C.T.: mastoids
DIFF
S FB Removak:
—_— EKG:NSR no acute disease
RE-EVAL: Time:
Pulse Ox: %NL / hypoxia '
Improved Same Worse
BDX: ofitis media otitis externa URI mastoiditis foreign body Critical Care: 30-74 / 75-30 / 91-104 /.105-120
cerumen impaction T™J perforated TM other: ) 121-134 / 135-164 Minutes
[7] Excl. billable proc.
-{i’CLINICALJMPRESSION(S)_ ey DISCHARGE INSTRUCTIONS

1. Dlscharged to: Home Nursing Home Famuly

2. Follow-up with Patient's Dr. in days.

3. Other Instructions:

4,

5.

- DISPOSITION:

Discussed with Dr. . Discharge Time Out:

Admit Admit: OBS ICU PCU Floor Tele. OR Prescriptions Given:

Follow-up in Office Transfer: o
Oid Records Reviewed Y /N AMA:
Reviewed D/W Radiologist Y /N boa: -~ T T T T e
Case D/W Patient / Family Y /N Condition: Improved Stable Deceased RETURN TO ER IF CONDITION WORSENS.

' See procedure form attached i

Signatures: PAJARNP MD/DO  Record Complete f—l
Pro-MED Maximus Ear Complaints - Page 2 of 2
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