B 7960 30>

CICERO, FRANCE, BARCH & ALEXANDER, P.C.
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Release of Information/Medical Records Custodian 1 '}% \
c/o Centegra Northern Illinois Medical Center vl \D
4201 Medical Center Drive

McHenry, 1L 6005
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» e,
P >y

Rg( Paul bﬁ{lggg,yfearob)n MeGuire and Bill McGuire
“McHenry County Case No. 12 LA 178
Records of: Paul Dulberg (B/D: 3/19/70)

Dear Medical Records Custodian:

Enclosed with this letter is a Subpoena for Deposition, a HIPAA Records Release
Authorization and a check in the amount of $20.00, the legal witness fee.

Please be advised that your appearance on the date indicated is not necessary. You may
comply with the subpoena by mailing legible copies of all medical records, medical statements for
services and medical reports of Paul Dulberg for the dates requested in the subpoena, in your
possession or subject to your control,

Please note that we represent Carolyn McGuire and Bill McGuire in this case and not your
patient. Since we do not represent the patient, we cannot discuss the substance of your care or the
pending lawsuit with you outside the presence of your patient's attorney. If you have questions
about how to comply with the subpoena, you may call my secrctary, but neither she nor I can talk to
you about any aspect of the lawsuit or the patieni's medical treatment. Thank you in advance for
your professional cooperation.

Very {ruly yours,

Cicero, France, Barch & Alexander, P.C.

s

RONALDA.BARCH (> OPIEL) BY
RB3:mj/sublir,records

encls, SEP 14 2012

cc: Attorney Hans A. Mast
COPY-RITE
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Northern ITilinecis Medical Center TAX IDH 3623388Y4
4201 Medical Center Dr
McHenry, IL 60050
(815} 338-2544

r/C:8I D/T:EDB
DULBERG, PAUL R 11179-00323 06/28/11 06/28/11 1
APIWAT W FORD
PAUL R DULBERG 601067 PAUL DULBERG/ACCIDENT
4606 HRYDEN CT
MCHENRY IL 60051-7918 25999 999899998 09/14/12
CODE DESCRIFTION QTY
*hKQEQ PHARMACY
06/28 000126 CEFADROXIL MONOH 500MG, CARSUL 1 19.00
06/28 002870 HYDROCODONE-AC 10-325ME, TABLE 1 7.50
06/28 0006320 BUPIVACAINE HCL 0. 0.25%,30 M 1 26.50
AREA TOTAL **% 53.00
k258 PHARMACY IV SOLUTIONS
06/28 012251 SODIUM CHLCRIDE €.9% 1000ML IRRIG 2 184 .00
AREA TOTAL *** 184,00
*KR AT STERILE SUPPLIES
06/28 012458 TRAY LACERATION 1 125.00
AREA TOTAL **¥* 125.00
***320 RADIOLOGY
06/28 010135 FOREARM XR 1 225,00
AREA TOTAL *** 225.00
FEFLE0 EMERGENCY DEPARTMENT
06/28 012004 REPAIR SIMPLE 12.5 CM 1 27L.25
06/28 019283 ED LEVEL IIT 1 310.00
AREA TOTAL *** 581.25
EKKGIE QUANTIFIED DRUGS
06/28 003507 DIPHTHERIA-PERTUSSIS-TE, .5 ML i 155,50
AREA TOTAL **%* 155.50
TOTAL CHARGES 1,323.75
TOTAL PAYMENTS/ADJUSTMENTS 0.00
1,323.75
0.00

1,323.75



Northern lllinols Medical Center LAX LDF 3bZ35Bu84
4201 Medical Center Dr
McHenry, IL 60050
(81L5) 338-2544

F/C:8I P/T:EDB
DULBERG, PAUL R 11179-00323 06/28/11  06/28/11 1
APIWAT W FORD
PAUL R DULBERG 601067 PAUL DULBERG/ACCIDENT
4606 HAYDEN CT
MCHENRY IL 60051-7918 99999 999999999 09/14/12
CODE DESCRIPTION QrY
250  PHARMACY 53.00
258  PHARMACY IV SOLUTIONS 184.00
272  STERILE SUPPLIES 125,00
320  RADIOLOGY 225.00
450  EMERGENCY DEPARTMENT 581 .25
636  QUANTIFIED DRUGS 155.50
TOTAL CHARGES 1,323.75
TOTAL PAYMENTS/ADJUSTMENTS 0.00
1,323.75
0.00

1,323,756



NOorthern 1111nols Medlical Center TAX LDF 36233588084
4201 Medical Center Dr
McHenry, IL 60050
(815) 338-2544

F/C: 8T P/T:EDB
DULBERG, PAUL R 11179-00323 06/28/11 06/28/11 1
APIWAT W FORD
FPAUL R DULBERG 601067 PAUL DULBERG/ACCIDENT
4606 HAYDEN (CT
MCHENRY T1I, 60051-7918 99999 9999992999 09/14/12
CODE DESCRIPTION QY
Total Charges:
250 PHARMACY 53,00
258 PHARMACY IV SCOLUTIONS 184,00
272 STERILE SUPPLIES 125,00
320 RADIQOLOGY 225.00
450 EMERGENCY DEPARTMENT 5873.25
636 QUANTIFIED DRUGS 155.50
Ingurance Beneflts 601067
CeB. 1
Total Charges 1,323.75
Non-Covered Chgs 0.0¢C
Deductibles/Co-Ins 0.00 Patient
COB/Plan Amt Due 1,323.75 0.00
Payments 0,00 0.00
Adjs/Refunds 4,00 0.00
Balance Transfers 1,223,75CR 1,323.75
Balance Due 0.00 1,323.75
Third Party Excess 0.00
Account Balance 1,323.75

1,323.75

1,323.75



Centegra Notthern lllinols Medlcal Cantar

+
+CentegratealthSystem 4201 Medical Center Oiive
McHenry, 1L 60050
815-344-5000 |

State of lllinois - )
} S8
County of McHenry )

. CERTIFICATION .

The affiants, being duly swofn, do hereby state and certify that

L. Vicki Wheaton is employed by Centegra Health System as Director of the Health Information
Services,

2, Vicki Wheaton, as part of her employment duties in Medical Records Department, is authorized
by the hospital to certify and/or testify concerning the hospital’s medical record-keeping
procedures, including customary practices and the completeness, accuracy, and/or anthenticity of

any ongmal or copy of a hospital medical record,

3. The docmnents enclosed are medical records made in the regular course of the busmess of
Centegra Health System and that it was in the regular course of such business to make such
records, at the time of the act, transaction, ocourrence, or event, or within a reasonable time

thereafter.

4. With the exception of any documents excluded pursuant to court order, the documents enclosed
are anry and all records within our possession respongsive to the subpocna under whlch the

docurnents are being released.

e Lo WOY\ PHI

Subseribed to and swoﬁ1 before me this ‘glckxtWhg}tSon, RHIT
Y Centegra Health System
Notary . %

R L R P P AP o R

: OFFICALSEAL . §
: SSAN HENN g
} NOTARY PUBLIC. STATE OF ALINDIS

' HY COMMISSION EXPIRESDU0S3

W NN PR W R W R PO o )




CENTEGRA ' et i
» W Health Sysiem \
ACEOUNTHG, NAASHOR DATE Tt & RIAKON FOOM MG |BLAVIGE | TYPE Al A5 URIT HO A% A, RECOVD HO
L _B11179-00323 06/28/11 D246pm MXC EDB__ — EMpl Eps 11 1 BOODD10S38]
$E4 | RG [M§ | BIRTHOAIE MG BT RO QERGY] AD [} AT FIN GLASS
M % s 03/19/70 41% 323-76-4001 N AT WORK I LIAB-KVA/M
PALENT HAME AND ALON: 358 PALIENT EWILGYER
ENGLISH
DULBERG, PAUL R SHARP PRINTING
4606 HAYDEN CT (847)497-4250 4606 HAYDEN CT (847)497-4250
CELL# SELF EMP
MCHENRY IL 60051-79%18 +*MCHENRY CNTY, MCHENRY IL 60050
PREVIOUS HANE
DRMARANTOR RAKIE AND ADDRERY GUARMTON EMPLOYER:
DULBERG, PAUL R SHARP PRINTING
4606 HAYDEN CT (847)497-4250 . 4606 HAYDEN CT (847)497-4250
SELY SELF EMP
MCHENRY IL 60051-79%18 CELL# MCHENRY IL 60050
50 1O KO 323-76-4001 PHI CONTACT: Y
EMEROENGY CONTACT 7 RELATIVE 3 REILAIVE ¥ EMPLOYER
DULBERG, HERBERT (8473497-4250
41606 HAYDEN CT *PATHER
MCHENRY IL 60051-7518
PHI CONTACT: ¥
30C $EC NO
EMERGENCY CONTAGY 2 BATIENT ALTERNATE ADDRE $3
B DULBERG, BARBARA {847)497-4280
4606 HAYDEN CT *MOTHER
MCHENRY IL 60051-7918
IHL _CONTACT: ¥
HSUHANCE 1 NERANCE 2
PAUL DULBERG/ACCIDENT 1 601067
4606 HAYDEN CT
JOENSBURG IL 60051 DOB: 03719770 DOB:
ACCIDENT DULBERG, PAUL R
99999 999559959
i (847)497-4250
EBURANCE 3 NEURANGE A
DOB: DOB:
DUAGHO SO A | ATTERGO F11Y BN PROMARY CAIE PHYSICLN
ER FTORD, ARIWAT W SEK.FRANE
GUAME N T AW T G Y SICIAN ADDITIOHAL MY SICAN
TORD . APTHAT ¥
STN : ERA
PRINCIPAL DIAGNOSIS

COMPLICATIONS AND COMORBIDITIES

PRINGIPAL PROCEDURE & DATE

OTHER PROCEDURES & DATE

§ CERTIFY THAT THE NARRATIVE DESCRIPTIONS BFTHE PAINCHALAND SECONDARY DIAGNOSES & THE

MAJOR PROCEDURES PERFORMED ARE ACCLMWTE AND Q@MPLETE TG THE BEST OF MY KNOWLEDGE

SIGNATURE MD  DATE




RESTRICTIONS / RELEASE FORM

' " Northern lllinois Medical Center | Memorial Medical Center
Emergency Department D 3701 Doty Rd.
4201 Medical Center Drive

Woodstock, lllinois 60098
McHenry, tllinols 60050 ’
(81'753’) 344-5000 (815) 334-3900

| 1]
] May raturn to [ work [ £ gym without restriction. DULBJEEEIHEI{’HMMm‘"{"m’”’mm”m
| M‘May not return to @\work L1 school L gym for Q; day(s). gsngi‘gmfaxmms?o

B 000010838

4 May return to school with the followlng restrictions:

i [ Gym/Sports restrictions are for day(s).
| [1 Must take prescription medication for day(s).
[l May retumn to work with the following restrictions:
[] No lifting greater than Ibs. for day(s).

O Machinery/Driving restriction while on medication that can cause drowsiness.

(3 No continuous [ standing [.] sitting for day(s).
L] Must keep elovated for day(s). (] LIMITED WORK WITH
[} Sedentary work only for day(s). L} NO WORK WITH
(] Right
[J Must use crutches for day(s). 0 9 ) Left
Hand O Hand
[] No overhead work for day(s). ] Arm 1 Arm
] Foot
L] No bending or twisting for day(s). 0 [ Foot
L | Leg O Leg
(1 Must wear immobilizer for day(s).
For.___._ Days
[ No climbing on ladder o stairs for

day(s).

L} Other

L] see your physician in days for reevaluation.

All patlents are referred to their perscnal physicians or a doctor on Lhe staff of this hospital. Ralease from restriction must
be obtained from that docfor and not the Emergency Department,

} {or responsible person) havel/has received and understand(s) the instructions to follow as noted above.

| Patient signature {or responsible person): M M"V

PRINTED BY: MRVO

DATE 09/14/2012
EMCARE, INC

£D 102 NINGMMC

MEDICAL RECORDS COPY



Centepra Northern lllinois Madical Center
4201 Medical Center Drive
McHenry, IL 60060
{B15) 344-5000

Patlant: PAUL DULBERG, Med. Rec, # BG000108381, Vislt i
B1117900323, Date: 06/28/2011 Time: 17:02

Home Care Insfruclions

IMPORTANT: We examined and treated you today on an emergency basls
only. This was not a substitute for, or an effort to provide, complate medical
eare. Inmost casas, you mustlet your doctor check you again. Tellyour doctor
about any new or lasting problems. We cannot recognize and treat allinjurles
orillnesses inone Emergancy Depariment visit, If you had special tests, such
as EKG's or X-rays, we will reviewthem again within 24 hours, Wa will call you
ifthere are any new suggestions, Youwere lrealed today by, Ford, Apiwal W.,

Aftervour visil to our Emeraency Deariment, you mav rocoive g survey i the

mall. We wani o be sure we have ajven you very ood care and we agk that
you pleass fill put the survey and return i in the mail,

After you leave, please follow the Instructions below.

This Informatlon Is About Your Follow Up Care

Callas soon as possible to make an appointmentta $2e your doctor in 10 days
for suture removal. You can reach your doclor by calling iheir clinic phone
number.

Please relurn to the Emargency Oeparimeant in 10 days for suture removal if
you would prefer to have the sutures removed in the ER. We do recemmend
that you lollow-up with your Primary Care Physician but you can returnto the
ER for removal of your stitches if you choose..

This Information Is About Your ltiness and Diagnosls

WOUND CARE (with stitches)

Your wound was closed with stitches. Thase are smalt threads that keep the
skin ciosed lo help [theal, You have 3Internal and 11 external stitches, These
should be removed in 10 days.

At home, please follow these Instructions:
* Wash your hands before touching the dressing or wound,
* Keep the wound clean and dry.
. Afler 2 days, wash the wound gently with warm watsr and soap. Patitdry,
* Pul a light dressing on it if il rubs or there i3 drainage,

Call your doctor If:

* you have redness, paln, or swelling in the area of your stitches.
your wound drains pus.

« your stitchas come out bafore your wound is healed.

v you have any ngw of bothersome sympiloms,

This Is Information About Your New Medicatlons - Start taking as
prescribod,

HYDROGQDONE and ACETAMINCPHEN (Vicodin, Vicodin ES, Lorab,
L.ortab efixir, Zamicet, Norco, Zydone, Anexsia, Anolor, Bancap HC)

Take this medicine by mouth with foed in the following dese: one
10mgf328mg tablet every 4 to & hours If neaded for pain. Do not take mare
than as directad per day (24 hours).

This Is a mixiure of mediclnes (hydrocodone and acetaminophen) used to
relieve moderate (o severe pain. This medicine may be used for other
reaszons, as prascribed by your doctar,

Side effects may Include:

* sgleapiness or dizziness

+ ypset stomach, nausea or vomiting

+ conslipation

Other slde effecta may occur, but ara not as common, Altergy would show
Upgs: rashor ltching, faclal orthroat swelling, whaaezing orshortness of
breath. This medicine can be hablt forming If used for a long period of time,

Follow these instructions:

+ Never take more of this medicine than prescribed, Tee much
acetaminophen in your body can cause liver damage.

* Read the labels of non-prescription madicines before taking tham. Many
contain acataminophen, To avold an ovardoss, do not take any cther
meadicines that contaln acetaminophen,

+ Talk to yourdoctor or pharmacist hefore taking medicines for sleep, colds
or allargles, Severs drowsiness may occur,

* Do not share this medicine with others as {his medicine is a
controllad-substance. Sharing this madicine with olhers is against the
law.

+ To avoid conslipation while taking thls medicine:

+ Drink plenty of liquids. Try to drink B 1o 10 eight-ounca glasses of
waler or julce each day.

+ Include extra fibar in your diet,

v Exerclse daily.

+ Walch for signs of depandence:

+ feeling that you "cannot live without this madicine”,

+ you need more of this medicine than before ta get the same
relief,

* Do nol drink alcohol, grive or operate machinery until you know how thls
madicine affects you.

v Store this medicine away from heat, meisture or direct light.

+ Ifyou are taking this on a regular schedule and you miss & dose, take itas
soon as possible. If it s almost tima for your noxt dose, skip the missed
dose and raturn o your regular schedule, Do nol double the doses,

+ Talk with your doctor before taking any other medicines {including
vitamins and herbals) a8 you may require additional monitoring,

Call your dogtor if you have:

* _any sign of dependenca or allergy,

+ increased paln not helped by the pain medicina,
¢+ slow, weak breathing.

¢ gojzures,

+ slow or Irregular heart beat.

A yellow-color to your skin or eyes, or dark urine,
+ slomach pain.

* unusual or oxireme tiredness,

v any new of severe symploms,

CEFADRQXIL (Duricef)

Take this medicing untit gone inthe following dose: 500 mg by mouth 2 fimes
a day for 5 days.

Poﬂ@%%@%ﬁeﬁgﬂ-%ﬂ%%xRE Corporalion Pagse 1 of 2

DATE

BEusRL NAHE BRUL R

Account Number, B11179002323



Centegra Nerthern 1llinols Medteal Conter
4201 Madlcal Centar Drive
McHanry, tL 80050
(815) 344-5000

Cefadroxi| iz an antibiolic used to treat Infections caused by bacleda,
Antibiotics kill bacteria or prevent them from growing Inslde your body. This
medicine may be used for other reascns, as prescribad by your doctor,
Side effects may Include:

¢+ dlarrhea

+ upset slomach, nausea or vomiting

+  headache

Other side effecis may ocour, but are notas common. An upsetstomach s not
a slgn of allergy. Allergy would show up as rash or ltching, faclal or throat
swelling, wheezing or shortness of braath,

Follow thege instructions:

* Space your medlcing doses evenly throughout the day. This medicine
works best If there is 8 constant amount in your blood.

» Take this medicing with food to avold an upsst stomach,

+ Swallow the capsule and tablet form of this medicine whole with a full
8-ounce giass of water,

+ Fordiabetics, this medicine can cause false test results when 1esting your
urine for sugar. Talk with your doctor if you have questions,

+ Store the lablet or capsule form of this madicine away from heat, moistura
or direct light.

+  Stors the liquid form of this medicine In the refrigerator. Shake the liquld
wall before pach use,

+  Ifyou miss a dose, take it as soon as possible. If i is almost time for your
next dose, skip the missed dose, Do Aot doubls 1he doses,

* Talk with your doctor before taking any other medicines {Including
vitamina and herbals) as you may require additional menitering,

Call your doctor if you have:
» any sigh of allergy.
* no Improvement after you've taken all the medicine.
+  a selase, )
+ any sign of a new infaction {fever, general aches, chills, or unusual
{iredress or weaknass),
ongoing nauses, vomiting or stomach pain.
whita patches in your mouth,
women; itching In or change In discharge from your vagina,
inflammation (pain and swelling) in your intestine during treatmentorup to
waeaks after you've finished this medicine:

* ongoing diarrhea

« stomach pain or cramping

« blood or mucus in your bowet movaments
+  any new or bothersoms symploms,
SMOKING CESSATION

Sinoking s the nation's leading prevenlable cause of death, It

significantly Incraases the risk of coranary heart disensse, stroke and cancer.
in fact, more than half of ali smeking related deaths in America each year are
fromheart disease, stroke, or other cardicvascular diseases, The good news
is, that one year after quilting, tha risk of hear disease is cutin half, Aferfive
to fiftaen smoke-frae years, the risk Is that of a parson who never smokad!

If you or someone you love s interested in quitting, consider joining our
"Freedom From Smoking “classes for adults, Centegra Health System and
the McHenry Counly Dapartment of Health have partnared tagether 1o bring
you an effeclive program that will help yeu quit smeking. Call
877-CENTEGRA, (877-236-8347) for more informalion regarding this
program, To gpeak with a counselor immediately, callihe llinois Tobaces line
at 1-866-QUIT-YES.

Poﬂ%ﬁ@&%&a@%éﬁﬁﬁ%@b‘é%ﬂ% Comoraliow

PR NGRS PARUL R
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PAIN MANAGEMENT AFTER DISCHARGE:

A parson may fesl lass pain just by baing in famlliar surroundings, Here are

gome frequently asked questions about your pain management;

+ Whatcan | dolohelpmy painmanagament? A parson's lavel of relaxation
and thelrenvironment can affect their paln. [fyou are tired, over stimulated
{too many visitors) are anxlous about your diagnosis, or a past axperiance
with a hospilalization, your pain perception may be impactod and yeur
tolerance decreased. Ask questions, and Inform us about any problems
or ¢oncerns thal you may have, re: pain, Partner with your health team for
your best pain management,

¢ What if {he medicatlon is nol working? Tell your health-care provider;
physician, homa health nurse, efc. You may need » differan! dose or type
of medicaton.

+ WhatfIfael I'm notgetting enough paln control? Talk io your physician or
home heallh nurse about it, Together you mey be abie o developaplanto
prevent or ease your pain, Depending on the cause of your pain, your
health-gare pravider may suggest exercise, usa of heat/cold, massaga,
repositioning, immoblilizalion of the affacted par, or distraction such as
music of rest,

+ Thers are othes melhods of paln management, Let your healih-care
provider assist you in finding the best ona for you,

Weight managementis ona step to help malntaln a healthy lifeatyle. For
cortain medical problams, such as congestive heart falture, weight
should be monitorad dally.

YOU ARE THE MOST IMPORTANT FACTOR IN YOUR RECOVERY,
Fallow the above instructions carefully. Take your medicines as prascribed.
Most important, see a doctor again as discussed,

Ifyou have problems thal we have not discussed, pryour problem changes or
qets worse, Gall or vislt your doctor right away. if vou cannot reach your
doctor, return to the Emergency Depariment [mmediately.

Genisgra Health Systam is very concerned aboutyour safety and wellbalng.
As part of our efforls to elways provide very good care, any medications you
received during this visit were reconciled with madication you ere currantly
1aking. This reconciliatlon was based on the Information you or your
reprasentative provided regarding your currant medications and allergies,

" have rapelved this Information and my quastiong have hash
lenges | soo with this plan with the

answared, lhave discyussad any ¢
o phﬁy / /w
‘{2 /

" PAUL DULBERG :zjﬁnsible Person
PAUL DULBERG or Rasponsible Pefatn has received this information and
tells ma that a)l q«jl%‘bgﬁ g/w??

v "W"w Staff"slg’n;a

/]
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Account Number, B1117900323



Cantegra Northern Hlinois Medical Center
4201 Medical Center Drive
McHenry, IL 60060
(815) 344-5000

PAUL DULBERG was discharged on 06/28/2011 at 17:06 from the hospital. The following is a
summary of the discharge instructions given to PAUL before discharge:

This Information Is About Your Follow Up Care

Call as soon as possible to make an appointment to see your doctor in 10 days for suture removal. You
can reach your doctor by calling their clinic phone number.

Please return to the Emergency Department in 10 days for suture removal if you would prefer to have
the sutures removed in the ER. We do recommend that you follow-up with your Primary Care Physician
but you can return to the ER for removal of your stitches if you choose..

This Information Is About Your lliness and Diagnosis

WOUND CARE (with stitches)

This is Information About Your New Medications - Start taking as prescribed.
HYDROCODONE and ACETAMINOPHEN (Vicodin, Vicodin ES, Lortab, Lortab elixir, Zamicet, Norco,
Zydone, Anexsia, Anolor, Bancap HC).

one 10mg/325mg tablet every 4 to 6 hours if needed for pain. Do not take more than as directed per day
(24 hours),

CEFADROXIL (Duricef)
500 mg by mouth 2 times a day for 5 days.

1. How are you and/or your family doing today?
2. |s your painfor symptoms better today?
3. Did you understand your discharge instructions?

4. Are you following up with a Doctor?

Portions COpwaﬁ% ]31128%%%01 JR\F(?EIQARE Corporation Page 1 of 2

parr  Patignt Name, PAUL R
Account Number, B1117900323



Centegra Nerthern lllinois Medica! Canter
4201 Medical Center Drive
McHenry, IL 60050
{815) 344-5000

<

5, Comments:

Signature of nurse making phone call;
Date: Time;

FORM GOES TO MEDICAL RECORDS

PortlonS'Copyrﬁg{hitl%%]ggfsg%%o11\}13{\%)1%{70ARE Corporation Page 2 of 2

parg - Patight Name, PAUL R
Account Number, B1117900323
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GENERAL CONSENT AND ACKNOWLEDGMENT

Account Number/Effactive Date:

DU
o]

A0 A WO L

7900523

LBERG, PAUL R

4lY  03/18/1970
/28/20t1 B DODDL0S3SL

[

CONSENT FOR MEDICAL TREATMENT

| have come to Centegra Health System {CHS) far medical treatment and cons
and procedures performed on patients in my conditien. | understand and consenti

my attending physician, on-call physicians, emergency medicine physicians, radio

surgeons, obstetricians, consultants, nurse practitioners, physician assistants, cert

other specialists} may participate in my care as deemed necessary.

[ agree to follow the Patlent Rights & Responsibliities of CHS and to participate

personnel in my care and reatment.
| understand the practice of Madicine is not an exact science
the likelihood of success or outcomes of any diagrosis, treatment, test, surgery o
- | understand this General Consent and Acknowledgement will remain In effect
to those areas o S where | recelve care.

PATIENT AGKNOWLEDGMENT OF INDEPENDENT PHYSICIANS
Initials

| acknowledge the independent professlonal(s) who provide services to me at

& language In this Consent guides and controls all other forms a
Centegra Health System and any inconsistencles shall be Interprete

ent to the customary examinatlons, tests,
hat independent professionals (such as
ogists, anesthesicloglsts, pathologists,
ffied registered nurse anesthetists and

with independent professionals and CHS

and, therefore, no guarantees have been made regarding
rexaminatlon performed at CHS.

J

or this eplsode of care and will be providsd

nd consents | may sign during my
d consistent with terms of this document,

CHS are not employees or agents of CHS,

but are independent medical practitioners who have been permitted to use lts facilities for the care and treatment of their

palients. They include but are not limited {o, my attending physlcian, on-call p

radiologists, anesthesiologists, pathalogists, surgeons, obstetricians, consultantd

cerlified registered nurse anesthetists and other specialists, My decislon to seek
or advertisement of the independent professionals and | understand they are not

not include physigian, surgeon, or ather independent professional services and|!
independent professional. | have read and understand the abov

directly fr

0 sign on the patient's behalf.
PATIENT ACKNOWLEDGMENT OF INDEPENDENT SERVICES

Inillais‘
During the course of my hospital stay, my physician may determine | require care at another medical facility, or | may

request care at an alternate facility, | acknowle
another facility are provided b
for which | may be responsible,

USE AND DISCLOSURE OF HEALTH INFORMATION

Unless 1 request otherwise, CHS will provide my room focation or telephone nu
| understand CHS will use and disclose my health information for the purposes
operaflons, as permitted by law as described in the CHS Notice of Privacy Practic

dge that all transportation services

Acquired Immune Deficlency Syndrome (AIDS/ HIv),
“ - lundersta

PICTURES/IMAGES

Initials--
| understand photographs, videotapes or other Images may be taken to docum(-a[:
CHS andfor by the independent professional involved in my care. 1 understand | have the right to view or oblain copiss of

these materials which are in possession of CHS upon written request. H is my res
videotapes or other Images have been taken, { understand imagoes identifying me

ar with my written authorization, DPRINTED BY: MRVOL127

08/14/2012

ADG1000C-00 G407 01/08 10/08 04/08. NT AND AGKNOWLEDGME

DATE,
PACNTGH GENERAL CONSE

Page 1 of 2

i,f
S,
without obtaining my consent. | fully understand that the use or disclosure of my hé
diagnosis and for diagnostic treatment of mental health! developmental disabilitles

If I refuse to allow disclosure of my health Information to proce
onsible for all costs incuirred by me for treatment. | agree to release
£ from any liabllity that may arise from the use or disclosure of my health

P

ysicians, emergency mediclne physicians,
, nurse practitioners, physician assistants,
are is not based upon any representation
mployeaes or agents of CHS, CHS bills do
understand | will recelve a separate bill
terms and confirm | am the patient or am

provided in connection with my transfer to

y an independent third party and | will receive a separate bl directly from the service provider

ber to visltors and callers.

treatment, payment, and health care
Certain Information can be used
atth information may include history,
conditions, alcohal or drug abuse and

85 my insurance claim, | may be
and hold harmless CHS, its agents, and
information.

t my care, These images may be kept by
'onsibility to confirm if such photographs,
Wil only be released as allowable under law

T

NT
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BULBERG, PAUL R

M

ME FROM LIABILITY FOR VALUABLES
3

| understand my belongings are my responsibility and | have been advised to
CHS from any liability for the loss, damage to, or theft of any of my belongings. §

hospital facilities and may be used to store valuables.

PATIENT PRE-CERTIFICATION RESPONSIBILITY

| understand | am responsible for the notification to my insurance company to
rendered, b further understand that if 1 do not pre-certify | may incur a reduction
which | will be liable.

ASSIGNMENT OF BENEFITS! AGREEMENT FOR PAYMENT

[ hereby authorlze payment to be made directly o CHS and to the Independent
otherwise payable to me. | understand | am financially responsible to CHS and In
incurred. Patient "out-of-pocket” amaunts will be requested prior to or upon disc

-*4;Y 03a/18/1870
06& 872011 8 QDODIN93E)
L'ﬁ"

send any items of value hoime, | ralgase

Safes or lockers are available at the

obtain authorization before service is

or loss of pald benefits to the hospital for

professional({s} for all Insurance benefits
dependent professionals for al! charges
arge. In the event of default or non- .

payment, CHS shall be enfitled to the right of recavery of all coflection expense's,hlnc[uding court costs and reasonable

- attorney's fees for the purpose of securing payment. It is further agreed that any
other account owed CHS by the guarantorfresponsible party, ar any open accoun

PATIENT INFORMATION OFFERED

o]

redit balance may be applied on any
for histher dependent family.

s Pgiient Rights/Respansibliities . ... ... . If Ne, Explain:

s Advance Directlve Informatlon ... ... .. If Ne, Explaln: _

e Notlee of Privacy Practicas, .. ........ If Ne, Explain:
.« Fatient Billing Information . , if Ng, Explaln;

PATIENT CERTIFICATION

By signing this General Consent and Acknowletgement Form, | acknowledge | ha
contained in this form and accept its terms. | also acknowledge | have recelved a

INPATIENTS ONLY:
TRICARE {Military) Insurance PATIENTS

V0iie, & V0, ,@*f/

Yes, | have recelved TRICARE "Imp

ve read and understand the Information
copy of this form for my records.

artant Message"”

Patient. orized Person / Relationship
I~
oy AL 4 £,
Witness \J I U

' , have interpreteditransiat
patient has informed me hefshe fully understands and

agrees to the terms sef ou

D.[.

ate

d the above form fo the patient, The
L in this consent form.

InterpratorfTranslator {Pleasa Print Name) Language Intarpret

PRINTED BY: MRV0127

GERERAL. CONSEND ARR AZKNOWLEDGME
Page 2 of 2

atlon/Translation Provider (Company name or
Relationship to Patiant)

NT




DULBERG,

Northern I11inois Medical Center NIMC Radiology

Patient Name: DULRERG, PAUL R
Account Number: 81117900323

Northern I1linois Medical Center

06/28/2011 10135  RIGHT FOREARM 2139703
HISTORY: Chain saw versus forearm, forearm Taceration.
IMPRESSION: Right forearm films demonstrate no fracture or

radiopaque foreign body. There is deep soft tissue
Taceration along the ventral surface of the mid
forearm.

FINDINGS: This exam consists of two views of the right forearm
which demonstrate deep laceration on the ventral
aspect of the mid forearm as best visualized on the
Tateral view. No fracture or radiopaque foreign body
is identified.

cc: Apiwat wW. Ford, D.O.
ponald R Kennard, M.D.
Frank sek, ™m.D.

Electronically Authenticated
Donald R Kennard, M.D. 06/28/2011 18:18
815-759-4683

b 06/28/2011

T 06/28/2011 5:19 p / LBA
Northern I11inois Medical Center NIMC Radiology

PRINTED BY: MRV0127
DATE, 0g¢/14/2012

PAUL R 000109381 1117900323



Centegra Hospital-McHenry

(N RT AAEwAn

B1117800323

. DULBERG, PAULR
CentegraHealthSystem Mo A1Y " 0318/1970
Centegra Hospital - McHenry 88@@1’%3%1

EMERGENCY ADMISSION ASSESSMENT

TIME TRIAGED:, AROUGHT BY; MODE OF ARRIVAL | TREATMENT PTA ] 18.Patient Band appliad
TIME TO TREENT AREA: [ Self O Ralative |G O lce O Elevato 0O Hand OF Communication

ED BED# O Police MWFrlend 0 Stratchor 0o2 Band applied
EXPRESS BED 0 Other 0O Carried 0w O Sesurity watch
esiyt g 40285 Ambulance: 1 Walked [ Med:

Primary Physician: ‘S-Q,\?. Tima of Injury:

N
Holght ) <A “Waight:_\Ans B . GCS) = RIS 2 BF%‘EP")S RYLD 1 Mepo 3V spoom air 36, FainLevel ) = )

Chlef complaint/reason for visit: _ SN - o000 5 CM AN VA IO s By _one My
NS v oy R meannet 60 ie&hms \33ﬁ¥&&b&6ﬁk

Triage RN NN A

CURRENT MEDS [hQenies ALLERGIES NKA .5‘-. N REACTION
Medicalions: a9 .3'
Food:
Others O Latex [ Dye
Meds roviewad by: Residence:0 Private™s] Family [} Alone 0 Nursing home O Group home
Language barrier O Yos Interprater Name/ATT Number: O Other;
(3o you feel safe at homo? W Yes [3 No 1s thera anyene in your life that threatens, Intimidates or harms you in any way? O Yes fwo
Crisis/Social Workar O Neliflad: O Hare: 0O DNR  Resourcos called: me:
Yes Yes Yes Yes Yes
@ [ Autoimmune 0 Dementia/ Alzheimer's O Headaches! migraines 1 Pressure Ulcer 0 Infaetioys disoases
5 [ Asthuma O Endeerine 0 Head inj past 3 months 1 Recent exposura O MRSA
z M1 Back prodloms 0O Gl problems O Hypertension DO Reproductive problems DO VRE
{1 | O Blod diserdors [ GU Problems O MuseuleSkeletal problams [0 Respiratory problams 0 Chicken Pox.
- [ Cancor [ Glaucoma 1 Nouro problems [} Seizlies 11 Maasias '
§ O Cardiovaseular O HEENT problems [+ PsychoSocial problems [} Skin problems [ Shinglos
b 0O CHF 0 Heart murmur . O Vision problams 0 Strap Throat
+ | LMP; 0 Normal O Abnormal 1 Cthor;
3 | OPregnant INe O Unsura Grava___ Para __ Ab___ FHT .. -
¥ | Expandedisurgical history: Yl enesaa SNACS
= 3 Y
i
& Implantod madicai device: O Pacemaker O IV access D Eye [JKnee [ Hip [OAICD D3 Other
e [ Nona Ever had a posilive T8 test? O Yes UN{o [1 Seli-history of TB [1 Family history of TB [ Cough D Fever
History [ Bloody sputum [0 Wsight loss O Night sweats O Loss of appetite O Fatigue [0 Recent international travel
[J Denies slgns & symplems
Vaceine D Flu  Tetapus O3 NJA\EI.Up to date [J >5 years U Unsure Pediatric immunization [ Upto date O No (I Unsure
EDN1D000-00 G7/08 10408 03/09 12/08 03410
*3EDRN® EMERGENCY ADMISSION ASSESSMENT
PRINTED BY: Mﬁﬂ'\éQ tard
DATE 09/14/2012
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Centegra Hospital-McHenry
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A

B1117900323
DULBERG, PAUL R

M 41Y 03/19/1870
064282011
0000108381

Mark diawing with number:

ADMISSION ASSESSMENT 1. Abrasion
R 2 Ampqtatson
Do you currently have painﬂ&‘(esp_\._“_ {(1+10) O No Ifyas, Is it O Chronic [ Now Onset g' SLL:‘Q';"
Type of pain: O Burning O Dull Pressure [ Grampling O Keavy I Sharp O Achy 5 Bum 9
O Other; 6. Bryise
Pain Bcale used: [J Wong Baker O FLAGC [ Numeric 7. Defonmity
8. Fraclure
- ALCOHOL INTAKE: BLNevar D) Occasionally [ DAILY . GsW
Type: Amount: , Lasl Drink; 10. Hematoma
STREET/REC DRUGS: @ Never [ Occasionaily D DAILY 1; t,g':lfﬁ'a“”"
Type: Amount; Las| Used; 13. Stab woung
TOBACCO HISTORY: D Never O Occastonally‘lﬂ,pMLY 14, Fareign body
Type: \ ount; Pate Quit: 15, Prassure ulees
PR \ 16. Leg Ulcer
Neurologicn) [1 NA Cargliac/Circulatory: [ NA L.ung Sounds O NA Gl/aAbdominal: O NA T Denles
C O Yes 0 No gglnkftl Warnf T Dy 0 Gool  Clear E{ﬁL oft [1 Distendad O Flrm
3 onscious O Unconggious Hoet ([ Flyshed O Dlaphoretic  Rales ] Nontendesr O Tendoer
ﬁlert Oiented xg) 1 Dusky O Ashen 0O Jaundice Wheazing oo owel sounds: O Present O Absent
O Crying O Lothargic COMAE [ Pate [1 Glammy O Cyanotic Rhonchi oo Tl Hypoagtive T Hyperactlve
[ &iurred spaoch RADIAL PULSES R L Diminishad oo Last BM;
o Irritabla Prasent ,CI ,zj Absent on O Diarrhaa x banles
0 Cambative Absanl O Vomiting x ____ PT Danies
Pupils O NA,{'] PERL R 1 PEDRAL Present /Cl/d EENT; ONA P Denios [ Nawsea O'Yas “fI No
Reactive 0o Absent [ O VISUAL ACUITY O NA Last oral intake:
Sluggish O 0 Cap Refill OA256¢ [0 >2 Sec k. R; Comments:
Fixed on Ankle ederfia O Yos 0O Correction I No Corroction
Nonreactive on Maniler; Ear Dralnago: OYes O Neo Genlto-Urinary: O N Deries
Pupil size o Describe: URINARY O NA
AVPU OADOV OPOU Respiratory {ZH'NA Eplstaxis: L NA R L 0 Frequancy 0 Pain
GCs D Distress [0 None [ Mild Controlied o o 0 Homaturia O Incontinant
3 Moderale O Savere Unzontroflad o o [0 Unable to void O CUD
FALL RISK ASSESSMENT O Stridor O Nasal Flaring THROAT: VAGINALIPENILE [J NA
0 Medically unsafe to be 1 Retraclions 0 DIff, swallowing B Discharge [ Blooding
independantly mekile O Productive cought 0 Dit. speaking Character:
0O Unaware or forgetful 01 Unproductive cough O Drooling Amount:
of physical limitations
O Racent history of falls
ANY POSITIVE ANSWER INDICATES ENHANCED FALL R|sx 0 No risks notod
4 T ’ Fo® f
2 I AEL LY AN L L (1) dnd O U oy  Firy o
o YL, .nam‘.' WI 1I45700) Mo (RN NP3 b e I
(0 g~ 7D TALE L I lah mmmv
sl ﬂl"’,., G2 (/2575 (A gu e coatsed

2 A

mm (el 2 7ot 2.

..4 ,r.l

114‘4." L B, ‘-" ‘ 1 "

y .r/rm'

‘-_"ﬂl s ..-‘

Myn"“’”rif, P oA B m
AT, I} 1_4 é -

7"’?/" =

(7
.--'....J.._.-».’.

ﬁt’tl’hz"

)

4 /

iz

(

A
a4
v
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Associate Signaturefinitials:

3,'56&’5/_/)

Assoclate Signature/initials;

PR"[NT R%E%'CY ADME:);&JE% ASSESSMENT

DATE 09/14/2012



Centegra Hospital-McHenry
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" B1117900323
DULBERG PAUL R
M 41Y 03/18/1870
06/28/2011

'::Centegra HealthSystem

0000109381
ADMISSION ASSESSMENT
MDYDO MDD MDIDO Medical Imaging MEIDO
CQirdar Quder Order _IC]nder
Time Time Time ima
tab MD/DO Lab MDIDO Lab MDIDO MO/DO
Initials Initial initial Initial
a ABG 0 PTT 0O wound culture 0O T Spine
O Amylase O RSY [} LS Spine
0 Blood Cullure [ Sallcylate ] Ultrasound-
0O BMP Q Sputum culture O CT Scan-Brain
0 BNP Ll Strap D CT Scan-C Spina
O CBC widiff O Trichimonas 0 CT Scan-Chsst
QCMPL - 0 Troponin 1 POC OtharMiscellaneous El CT Scan-Chest PE
£ D. Dimer O Tylencl 0o, 0 CT Scan-Abd/Pelvis
£ Digoxin Level O Type & sereen 0 EKG Time Acguired O MRI
OETOH O Type & cross Time Read CJ FAST Scan
0 GC/Chlamydia of units 0 EKG Time Acquired JED Preg Lid US
[ Hepalic Panel L1 UA Time Read 3 ED Preg follow up US
0 HCG Qualitative [ UA/Reflex cuiture Medical Imaging O ED Pelvis Lid US
[0 HCG Quantilative [J Uring Cuiture [J Chest PA/Lat O ED Abd Aorta US
01 influenza Screen O Urine Dr0g Screen 1 Ches! Port O ED Doppler pelvis
[1Llipase 0 Urine HCG 1 C-Spine 0O ED Venous Duplx Ext
0 Pos O Neg O POC v
O MRSA {1 Urine Dip O POC [ X-Table O ED Trauma trans echo
0OPT [ Wel prap 1 Pelvis {1 ED Trauma abd itd
B L e o S VS 0 ]
MO/DO ———
Order CORB Start Stop IV Solutlon & Amount Warm Additives Site | Cath 8ize Rale Amt Initials
Time & Time Tims YiN Infused
Initials
PtHeight,_ /777 7Y St Weight (/gﬁ/ Allerg] TV
e H tght: :
)g t, ely ergles ¥
MOD,
Odler [ ORB | Time Stop | Pain Medication/Crdar | Dosage | Routs | Site | Inltfals | Time Effects Pain 1 Initials
T"“.e & Given_ | Time dg& Scale
' ] ot I/:A/’ .. Y ) P ra u%\’ . 4 ri
) V.Y 1 IV URILZ ]G TIELLPTE 7B &7 V708
P/ 7 ,f"f,}fv;,b' i d [ A7 2 2R
f / LA &y gﬁol
I L}
i
i |
OTd0.5ml 0O Tdap 0.5mL 3 TT 0.5mb Time:____ Slte: RN: Lot# Exp Mir O VIS Given
O Nursing Assessment and Medication Reconciliation Reviewed
[ Vitals Reviewed
Tech: Initials: Tech: Initlals:
RN Initials: Y™y Physician: M Initials;
RN:M Initials; ‘\‘Q?)Physician Initials:
Rev 04/04/11

PRINTED BY: MRV0127
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Centegra Hospital-McHenry

. CentegraHealthSystem

R

B1117900323
DULBERG, PAUL R

M 41Y 03/19/1970
06/28/2011

0000108381
EMERGENCY ADMISSION ASSESSMENT
(Time Blood pressure | Pulse Resp Temp SpC2 o2 GCS EVIM | Monitor Intake Quiput
[
- [
o\
[ iy
l: F
oA
[
Drthaslatic Lying: Stting: Standing: [
Treatments/Procedyres:
O Oy Therapy: 0 intubalad [J Raspiratory treatment: Neb Tx: O Cont Pulse Ox
O Ghast tubo: 0 Time Out: 0O Eye irrgation: [ Ear Urigation:
0O NG tube # @ Charactst; 0O Gastric lavage:
L3 Lumbar puneture: O Time Out: M Sa6 nouro assessment shaat
O Pelvie exam: Slraight CathiCUD @ 0O Bladder scan Amount:
Blood Glucose value: Tima: By: O Continuous Cardiac Menitoring

Normal Valuos Age BO or more (80-99 mg/dl), 13-8C yr. (75-99), 1 mo.-13 yr. (60-89) Critleal Value less than 40 or more than 400
Normal Value: Age newboin to 1d (40-80 mgidly 1d-1 Mo, (5C-99) Gritigal Value less than 40 or more than 200

Wound Care, O Dressing: _____ [ Ortho Care!
)E Irrigélion;___m Né 7 Antibiotic £ lea Time:
(3 Soak: 03 Adaptic [ Elevate Time:
tiseptic Wash [ 4X4 O Splint:
Other: [ Kling 0O Knea Immobilizer:
0 Tube gauze O Shoulder immobtlizer
0O Sleristrip 0 Ace Wrap

Izolation Type: [ Burn dressing 1 SMV's after immobilization

0O Crikches

[1 Patlent's own cruichos

01 Cruteh walking instriret damo
O Valero Splint;

0 Postarlor mold:

[ Location:

0 Width;

7 Lengih:

O Cast
0O Sling
O Tubi Grip

DISPOSITION: %Homﬁ O Jall O Nursing homa/ECC
0O iede;

D Inpatient O Qbservation [T Surgical

Time: Accampanied by:

[} Other facility: {3 Expired 0 AMA

Mode: O WIC ﬁWaik 0 Carry D Ambulance:

O Chhar;

LEFT WITH: 0 Self O Family MaFrisnd L1 Polica
)E:Dischargu Instructions given-exprosses undersianding

0 To unitiroom #
£1 No cld chart

GCS:

13 ER hold from____

O Discharge Pain Leval:

to_.__

1 Old chant in EO O Chart to floor
(0-10)
RTS:

(@Dischargo Pain Level:
El-Bischarga by;

Disgharge Vital Signs:

8kin Integrity Intact [J Yes [} No (sea decumantation)

Initiaks:

EMERGENCY ADMISSION ASSESSMENT
Noge (b4l

PRINTED BY: 124
DATE 09/14/2012



Centegra Hospital-MeHenry

SRSt

© 19962006 T-System, Ine. Circle o cheok affirmatives, backsiash () nepatives. 81117900323
K DULI?ER? PAUL R
03f‘ 191870
++CentegraHealthSystem 08/28/201 1
EMERGENCY PHYSICIAN RECORD 0000109381 oA/
Upper Extremity Injury ) %W
DATE: TIME_/4 57 Donarrivat ~ FOREARM / LA diagram
ROOM: __ EMS Arrivgl ELBOW __tenderness soft-tlssue /bony
EMS treotments ordered -~ .nmlinspectian _ swelling / sechymosls
HISTORIAN: @tient spouse  paramedics non-tender —_limitad ROM.__
__MX/__EXAMLIMITEDEY: Tl ROM* —deformi
HPI ARM/ _.see dlagram
v SHOULDER __tenderness saft-tissue / bony
chief comnlaint:  tnjury to: Cr!gh;..’ feft _nffl inspection _ swelling / ecchymosls
hand wrlst (ferear; slbow  arm _/n6n -tender __limited ROM
shoulder collar-bone area TRl ROM* __deformity.
duration { ogcurred: whote:
just prior to arrival homa scheol
today. neighbor’s park
yesterday work street
daysago | . . |

severity of paln: worse / porslstent since,
pain intermittent / lasting

mild moderate sevare
context: Bl Bow  hcked | crushed  burm

assoclated symptoms:  tingling / numbness distafly
ROS

suspecrad FB (skinlac) ' troubla braathing 7 ehast pain
f power arms [ legs + loss of bladdar functlon ...
L]
1
[}

REadache / neck pain recant fever f lliness
doubla vision / hearing loss ! other Injuries
nausea fvomiting___ v [Jall systems neg except 35 marked

[ STSTTTIEETIE T O T LT TN Ty
SQCIAL HX smoker,..':L drug use / sbuge___—"""
recent ETOH _ = lives alone

\
I 1
1 1
3 ]
1 lives at home :I: lives in nursing home i
{ FAMILY HX _fegacid, . :

PASTHX \Zregatve  R/LHANDED  prior injury
dlabetes Type { Type 2 diet /oral / Insulin

HTN  hea isnasnm b
Meds- _{hone & see nurses nots.
Allergias- KD sEE Nurses note

/ering Aszesament Rev]ew:d.a'fitnls Reviewed [] Tetanus immun, UTD

PHYSICAL EXAM T=Tenderness PrT=Poinl Tendernest S=Swelting E~Ecchymatls BeBurs C={luntusion
GENERAL APPEARANCE _collar ( PTA! InED ) ibackboard_ Lelaterntlon A=Ahraslan MuMoacle spaim FW=Punciurs Woyni
__no acuta distress _,__mtldl Zﬁ;b«d severe distress____ ’ﬁ,ﬂi?"}nfﬂﬁdmﬁfﬁ?&uf ZA::?;;J
lert __anxjous
EXTREMITIES NEURQO / VASC / TENDON
HAND __see diagram ~Sensation intact __sensory / motor defick__
¢ nmlinspectian __tenderness soft-thsue/bony, < Taotor Intact
- hon-tender __swelling / ecchymosis ~F6 vascular
__dofermiry. promisa pallor / cool skin / abnm! cap rofil
WRIST __see diagram ﬁn function  __pulse dofick radio! utor.
“nml Inspection __tenderness soft-tissue/bony__ 0 normal deficit in tendon function
~~ non-tender _._tenderness In anatomical souff box______ -
e il ROM* _wrist maln on axtal thumb load
_.swalling / occhymosis
__lmited ROM
__defarmiry,

SEDTSN' /o, PRINTED BY:- MO 1L2T
it L LI i il AR OR R

DATE 06/ 1E3@tel D



Centagra Hospital-McHanry

SKIN
__warm, dry
RO TET
ml inspection
' ~pharynx aml
{ BACK
~" nml inspection

__diaphoretlc / cool / cyanotic.

tendern ess,
“swelling / ecchymosts

__tendernass
__swalling / ecchymosis

O A

B1117%00323
DULBERG PAULR

06.’28.’201?5”1 snso
0000109381

XRAYS  [linterp. by me__[Reviewed by me  [IDiscad w/ radiologist

l
I
: ohon-tendar
1
)

t
]
]
t
i
1
i
.
|
ESPIRATORY  __tendernass L (R/L hand wne{_f?m?——elbow humearus  shouldar
| ~thest non-tender _ swoelling / ecchymosls { abraslons v [_ngrmal / NAD __DJD
| e=breathsndsnml  _ crepitus f subcutaneous emphysema ' rzcture __dislocation
: __detreased breath sounds 1 nmi alignment _ soft-tlssuo swelling
! _wheezes/rales/thonchl___________ | __noforeign body  __ positive anterior fat-pad sign
1 s
| CVS __tachycardi / bradycardia ' __positive posterlor fat-pad sign
:/ﬁam sounds hmt : . forelgn body__
| G ABDOMEN} tendarness / guarding : _fracture  non-displaced displaced
i ; t M 1 trapsverse  obllque  comminuted  ongulated
i an-tendar \ p
h “ho organomeagaly : impacted  torus
1 _nml bowel snds* !
g gt D L . Other Efudy:
PROCEDURES_ .. |CISse separate ropors
' Wound Qascription / Repaj PROGRESS
‘ fength lncatio WM B‘?/é] Time, unchanged improved re-examined
( linear flap stallate
+ superfichal SUbCUL muscle through-and-threugh

, contused tissue p-laealation
' clean ccntamlnatu oderately / *heavily
] wit

.' diatal NVT:  npouro & vascular status intact  no tendon
LET / tetracaing / adranaling / cocaine

ml

| anesthesia: Jocal
; marcaine 0.25%/05% lidoc 1% 2% epi/bicarb digital lmetucnrp | bleck
! (] ite T6datiol

i prep'.
Betadine / scrub
shed wi5al

minimat / mod, / *extensive

wound explored

fareign material removed
partially completoly
minimal / mod. / * extensive

ne forelgn body [dentified

n reqyired; see attached 23d template
SitREL

I

undermined

minimal / mod. / "extensive
"waund margins revised
multiple flaps aligned

repair;
SKIN-

Jntcr ipted
BUBCUT-# ;g

interrupted
OTHER. # -0 materlal
interrupted , funning  §mple  mattress (h/y)

*may indicate intermediale repair “may indicate complex repair

/ starkstrips_____
wfataples
matt.rcss {hiv)
vieryt chrom <.

/ tosed with:  wound adh
-0 nylonl

2T

runnrng

ss{h/v)

splint  Vekm  OCL/ Otho-gioss/ Ploster  Alumirum-foam______

Valar  Thumb spica Ulnor  Wiist Suger-Tong Cock-up  Colles
applied by ED Physiclan / Orthapedist / Tach
examined post splint application NV intoct  alignment good

deformbty reduced  no compoertment syndrome

nursemald’s atbow reduced with supination,
forelgn body remaved  with forcaps  with Incislon
closed reduction  finger traps  traction

'
1)
¥
I
1
4
1
1
1
1
b
v sling.
i
r
]
t
L
1
1
1
1

mod, / * ' hextensive

Lnderling indicares organ sysrem

Upper Extremity Injury - 08 Page 2of 2 BATE &

------------------------------------- 4

* equivalent or mininum required for organ netddBdNTED BY : I\{R\;] 0l
2 098/04/3012 !

__inltiad fracture care provided: follow-up an_
__Rx given
__referred to / discussed with Dr.

will see patient In: ED / hospitel / office in doys
Falt  Allaged Assault
Contusion ? @ L shaulder @&/wrm
Hematoma arm  elbow hand
Sprain / Strain
Dislocation
cerati .
racture R/ L radius  distal/ shaft / proximal
ulna  distal / shaft / proximal / ulnar styleid
humerus  distal / shaft / proximat / supracondyior
Colles fractura  stabllized / restorative
DISPOSITION- Dtmnsferred,[thome [ admitred [:]expwed
Time ] AM
CONDITION. ] good P fair [] poor [ cn:lmlﬂlmpmvnd

[73 stablt ] unchanged,

. RESIDENT / PA / NP SIGNATURE

ATTENDING NOTE:

_Resident / PA / NF's history reviewed, patlent interviewsd and examined,
Briefly, pertinent HPF |s:
My porsonal exam of patlent reveals;
Astessmant and plan reviewed with resident / midleval, Lnb and anclifary
studies show;
| confirm the disgnosis of:_
__Care plan reviewed. Patlent will need:
Please see resident / midlevel nota for detalls,

P  Fozs

Physician Stgnature RTI#

{urnad care over at

Physitian Signatura RTI#
EITTemplate Complete [] Additlonal T-Shoat

+ asgtmad cara at
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ACCUUNT B0, AN 5 HOM DAT T [ WITATION ROUM NG SLAVICE | TYPE Al AL UM HO Mg DAL BECOHD NG
B11179-00323 D6/28/11 024A6pw MxC EDB - EMD| EDB 11 1 BOON010S381
A | PG WS HATHDATE MG LG MO QERQY| AL Qda RAuRY FIN CLASS
M 3 ) 03/19/770 41X 323-76-4001 ‘N AT WORK L LIAB-MVA/M
PANENT NAM: ANG ALORE 33 Pl N EMFLOTER
ENGLISH
DUOLBERG, PAUL R SHARF PRENTING
4606 HAYDEN CT 1847)497-42E0 4606 HAYDEN CT (847)497-4250
CELL # . SELT EMP
MCHENRY IL 60051-7918 *MCHENRY CNTTY, MCHENRY IL 60050
MREVIOUS NAME
DUARAMTOR NAME AND ADDRERS OUARATOR EMMLOYER
PULBERG, PAUL R SHARP PRINTING
4506 HAYDEN CT 1847)4897-42560 - 4606 HAYDEN CT (8471487-4250
BELE SELF EMZP
MCHENRY TL 60051-7918 CELIL# MCHENRY IL 60050
200 $6C NO 323-76-4001%1 PHI CONTACT: ¥
EMEROENGY COMTACT { RELATIVE 1 ) RILATIVE 1 EMPLOYER
PDUOLBERG, KERBERT {847)497-4250
1606 TAYDEN CT *FATHER
MCHENRY InL 60051-7918
PAHL CONTACT: Y
S0¢ 3EC N0
M HCY OONTACY PATIENT ALTERNATE ADDRESS
3 E{;%EI-BERGA?I;ARBARA 1847)497-4250
41606 IAYDEN CT *MOTHER
MCHENRY IL 600D61L-7818
PHI CONTACT: T
WHEUHANCE, ) INBURANCE §
PAGL DULBERG/AGCIRENT 1 6010867
460¢ BAYDEN CT
JOHNSBURG IL 60051 DOB: 03/19/70 DORB:
ACCIDENT DULBRLERG, PAUL R
99959 999995994
(847)497-4250
INMURAHCE § NELRARCE 4
DOB: DOB:
DLACHOAS COMPLNM | AT TENGAS PHY ICIAH FRBARY CARE PHYBICIAN
LR FORD, APTWAT W SEE. FRANK
GANENT AOM | TING P T SIGAIAR ADDITIONAL, MHBCIAN
FORD. APTHAT ¥,
51N :TRA
PRINCIPAL DIAGNOSIS

COMPLICATIONS AND COMORBIDITIES

PRINCIPAL PROCEDURE & DATE

OTHER PROCEDURES & DATE

) CERTIFY THAT THE NARRATIVE DESCRIPTIONS UFTHE PRINGIFAL AND SECONDARY DIAGNOSES & THE
MAJOR PROCEDURES PERFORMED ARE ACCARATE AND GOMPLETE T THE BEST OF MY KNOWLEDGE
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DULBERG,

Northern T'11inois Medical Center NIMC Radiology
Patlent Name: DULBERG, PAUL R
Account Number: B1117900323

Northern Iltinois Medical Center

06/28/2011 10135  RIGHT FOREARM 2139703
HISTORY: Chain saw versus forearm, forearm laceration.
IMPRESSION: Right forearm films demonstrate no fracture or

radiopaque foreign body. There is deep soft tissue
laceration along the ventral surface of the mid
forearm.

FINDINGS: This exam consists of two views of the right forearm
which demonstrate deep Taceration on the ventral
aspect of the mid forearm as best visualized on the
lateral view. No fracture or radiopaque foreign body
is ddentified.

cc: Apiwat W. Ford, D.O.
Donald R Kennard, M.D.
Frank Sek, m.D.

Electronically Authenticated
Donald R Kennard, M.D. 06/28/2011 18:18
815-759-4683

D 06/28/2011

T 06/28/2011 5:19 P / LBA
Northern I11inois Medical Center NIMC Radiology

PRINTED BY: 3J50422
DATE 12/708/2011
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EMERGENCY ADMISSION ASSESSMENT

v
(AT TR

B1117900323
DULBEHG PAUL R

M 41Y 03/19/1970
06/28/2011
0000109381

S.Patient Band appllad

TIME TRIAGED: BROUGHT BY; WODE OF ARRIVAL | TREATMENT PTA
TIME TO TR ENT AREA; (15elf O Ralatlve WG 0 ko [J Elevate 0 Hand Off Communication
ED BED# i g U1 Police rignd L1 Stretchor aoo2 Band applied
EXPRESS BED 0 Other O Carried owN LI Becurity watch
ES 113 4085 _S Ambulance; 0 Waiked 1 Mud;
Frimary Physician; _L_S Time of Injury:
Helght® Sy "Welght: Y A S B GCBY S RTS £ BPq_:a,Pﬂ S gl Lo ™1 \\spoq O\Roomalr DO Pain Levol:f\,_ -\
Chief complaint/reason for visit ™S4 endr0.5  CM\ en v .scy\,w us BA e e
L WP o . W P =S R st clo M-\_Laj_\_\_:jh:\*_\cx&&b&\
Triage RN f"\_\h‘m .

| CYRRENT MEDS CNQenies ALLERGIES "HNKA vephy | REAGTION

Medications: oty -3

Food:

Other: O Latex O Dyo

Meds roviewed by:
Language barrior O Yes

Interproter Nameo/ATT Number:

Residonca:l Privale™ Family DO Alone [ Nursing heme [1 Group home
0 Othar:

Do you fael safe at hama? ", Yes O Ne Is thare anyone in yout [He that threatens, intimidates er harms you in any way? [ Yes Bl Ne
Crisis/Sacial Warker [ Nolified: [ Hera; O DNR  Reseurcoes calied: inne:
Yes Yes Yes Yes Yes
e | O Autsimimune 01 Demontia/ Alzheimer's O Headachos/ migraines {1 Prossure Ulcer O Infectious disensas
s 3 Asthma [J Endgcrine 1 Head Inf past 3 months [ Recent exposure [0 MRSA
= 0 Back preblems [ Gl problems 0 Hypartension [3 Reprodudtive problems DVRE
[ 0 Bleod disorders [ GU Preblems Ll MusculoBkelotal probloms [0 Respiratery problems {3 Chicken Pox
oy 13 Canger [ Glaucema [ Neuro problems 01 Seizures 2 Measles '
5} O Cardiovaseular [ HEENT problams [ PsychoSocial problams 0O Skin problems O $hingles
i [ CHF 2 Heart muemur . 0 Visien problems O Strap Throat
| LMe; 1 Nermal T Abnormal 0 Othoi:
3 1 Praghant BNe O Unsura Grava___Para__ Ab __ FHT _
T | Expandedfsurgical history: Vb e SNA e
2 =
w -
5 Implanted medical device: O Pacemaker O IV accoss QO Eye [IKneo [IHip QAICD O Other;
TR [ None Ever had & positive TB test? [ Yes PNyo [ Seff-history of TB LI Famlly history of TE [ Cough [J Fever
History [0 Bloody sputum  [1Weight Joss [ Night sweats [ Loss of appotite [ Fatigue [J Recent international traval
[ Denies signs & symptoms
Vaccine 0 Fwu  Tetanus O N/A K Up to date [0 >5 years O Unsure Pediatric immunization [J Up to date [) No [T Unsure
Y

EDN10000-00 07/08 10/08 03/09 12/08 03/10

*3EDRN®
PRINTLD BY:

DATE
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2 -CentegraHealthSystem

ADMISSION ASSESSMENT

A~V

Do you currently have painT\[SL.Yns (1410} [1 Ne Ifyes,isit O Chranic [T New Onset
Type of pain: [J Burnlng O Oull Pressure [J Cramping O Heavy [ Sharp O Achy

O Other:

Pain Scale used: [J Wong Baker 11 FLACC €1 Numeric

ALCOHOL INTAKE B Never () Occasicnally QDALY

Type: Ampunt: Last Drink:_____

STREET/REC DRUGS W Never [ Occasionally 0 DAILY

Typo: Amount; Last Used:

TOBAGGO HISTORY: D Never [ Occamonally‘!SI.QNLY

Type: \ ount Date Quit;
R

A

B1117900323
DULBERG, PAUL R

M A1y 03/19/1870
06/28/2011
0000108381

Mark drawing wilh number:
1. Abrasion
Amputation

. Avulsion

. Bleeding

Burn

Bruise

. Datormity

. Fraciure

Gsw
Hematoma
Laceration
Pain

13. Stab wound
14. Foeeign body
15, Presaure ulcer
16. Leg ulger

OO LA

10.
i
12,

Neurological [INA Cardiaci/Circulatory: [ NA Lung Sounds O NA R Gl/Abdominal: L1 NA O Denias
LQC O Yes [l No ggink/tl Warnt £ Dy 0 Gool Clear /3/3 oft [J Distendad LI Firm
,Ug onseivus [ Unconggious Het LI Flushed O Dlaphorstic  Rales n Nentendar O Tender
)Z{glurt ﬁfOrlentod x% [ Dusky O Ashen [3 Jaundice Wheazing 0on owel sounds: [ Present O Absent
O Crying D Lothargic TMAE [ Pale M Ciammy [ Cyanotic Rhonchi on O Hypuoadiive {1 Hypomactlive
0) Slurred spaach RADIAL PULSES R L Diminishod oaQ LastBM:
Ct leritable Present A1 0 Absart oo [ Diarrhea x § Deniss
0 Combalive Absenl (] [ vomiting x ____ JA Denies
Pupils DNAJIPERL R L PEDAL Prosent: /Cl/ﬁ EENT: O NA & Denles 0 Nausea [ Yes “l No
Raactive oo Absent 10 0 VISUAL ACUITY OONA Last oral Inlaka:_L_
Sluggish 0o Cap Rafill }42Sec [1>2 Sec L R: Comments: ____ .
Fixad o Ankle ederfia [ Yas/d No 0O Correction 1 No Correction
Nonreaciivo oo Moniter: Ear Dralnage: O Yes ONo Genite-Urinary: AN Denies
Pupil size . Describg: URINARY [ NA
AVPU  0OA DV OP OU Respiratory fNA Epistaxis: [JNA R L I Frequancy [ Pain
QCs: _ | {J Distress [ None [ Mild Centrelled o o 0O Homaturia O Incentinent
D Moderate O Severa Uncontrolled [ [ Unabte to vold D CUD
FALL RISK ASSESSMENT 0 Strider {1 Nasal Flaring THRQAT! VAGINALIPENILE [] NA
[ Modically unsate to be [] Retractions O Dilf. swallowing [ Discharge [ Blooding
Independently mebile O Productive cough: [0 Diff, speaking Character;
0 Unaware or forgetiul L7 Unptoductive zough I Droaling Amount;
of physleg| timitations
[ Recent history of falls
AN r OSITIVE ANSWER INDIGATES ENHANCED FALL RISK [0 No risks noted
i\ ' LAY XXM L D 1) I, ‘7 P o ¥ . i e
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DULBERG, PAUL R
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. CentegraHealthSystem

06/28/2011
0000109381
ADMISSION ASSESSMENT
MVDO MB/DO MI¥DO Medical Imaging MRIDG
Qrder Craer ?ﬁgr %ggf
Time Tir i
Lab MD/DO Lab MOBO Lab MDIDO MD/DO
Initials Initia! Initial Inival
O ABG OpeTT £ wound culiure L T Spine
O Amylase ORSY =] O LS Spine
1 Blood Culture 0 Salicyiate H Ultrasound-
0 BMP O Sputum euliure H CT Scan-Brain
[ BNP O Strep D CT Scan-C Spina
O] CBEC widiff 0 Trichimonas 0 CT Scan-Cheslt
O CMPL, O Troponin O POC Other/Miscellaneous O CT Scan-Chast PE
0 D, Rimer O Tylenol DO 0O CT Scan-Abd/Pelvis
£1 Digoxin Level O Type & screen [ EKG Time Aequired £ MR
HETOH L Type & cross Tims Read O FAST Scan
[ GC/Chlamydia of units () EKG Time Acquired O ED Preg Lid US
0 Hepalic Panel 0 ua Time Read O ED Preg follow up US
0 HCG Qualitative [ UA/Ralex culture Madical Imaging 0 ED Pelvis Lid US
{J HCG Cluantitative 1 Urine Culture ] Chesl PA/Lat O ED Abd Aoita US
I Influenza Screen  Urine Drug Screan O Chest Porl U ED Doppler pelvis
[ Lipase Q) Urine HMCG [ C-Spine 0 ED Venous Dupls Exi
D Pos O Neg 0 POC _ '
[ MRSA 0 Urine Dip O POC [ X-Table L ED Trauma trans echo
oPrT [ Wet prep O Pelvis L1 ED Trauma abd Iid
' ] w‘& "’"‘Q\HY“"{T m
MD/DO e b T
Qrder ORB | Start Stop IV Solutlon & Ameuni Warm Additives Slte | Cath Size Rate Amt Initials
Time & Tima Time YIN Infused
Injlials
Y. . Lo "
Pt Helght:, ¥ PtWeight: 7 Allergies! %
SRt
Order 4 ORB | Time Siop | Pgin Medication/Order | Dosage ! Roule Site | Initials | Time Effects Pain | Initlals
T"."ia & G‘B.'%n Time ”ﬁ . Scal;a 44
. L Lot b e . . ) Ay X
) A WURILZ 70% P TALE L\ 7 )
/5 7] ' T Y&/l | -
. Y oY i &
/- ! .
|
|
i |
0 Td0.5ml 7 Tdap 08mL O 1T 05mL Time:,___ Slte.___RN.____ Lot# Exp Mir O Vis Given
3 Nursing Assessment and Medlcation Reconciliation Reviewed
0 Vitals Reviewed
Tach: Initials: Tech: P Initials:
RNy Initials: W Physician__~<Z2cl'Cht?’ . Initlals
RN:M: Initials; DVNZ Physician: . Initials’
Rev 04/04/11

PRINTED BY: 3J80422
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B1117900323
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EMERGENCY ADMISSION ASSESSMENT
Thre Bleod presswie | Pulse | Resp “Temp 8p0C2 o2 GCS E/VIM | Monitor Inake Qutput
P
[
T T
B I
{o
foA
fo\ [
Crihastatic Lylng: Sitting. Slanding: ]
Treatments/Procedures:
3 Oy Therapy: O Intubated 1 Respliatory treatment: Neb Tx: LJ Cont Pulse Ox
0 Chost tube: O Tima Out: 3 Eye irrigatien: [ Ear irrigation:
{1 NG tube # @ Character: D Gastric lavager ___
£ Lumbar punciuie: [ Time Out; O See neuro agsessment sheat
0 Palyic exam: Siraight CathiCUD @ 01 Bladder scan Amount:

Blood Glucoss valug: Time:

[m] Gu ntinuous Cardiac Menitoring

Y.
Normal Values Age 60 or more (80-98 mgfdl), 13-60 yr. (75-98), 1 mo.-13 yr, (60-89) Critlcal Value lesy than 40 or more than 400
Normal Value: Age newhomn te 1d (40-60 mgrdl) 1d-1 Mo. (50-98) Critical Value less than 40 or more than 200

Wound Care) O Rressing: _____ [ Drtho Care: O Crulches
% Irrigétinn:wm Mé 1 Antibiotic O Ice Time! 0 Cast O Patient's own crutches
[ Sonk: 0 Adaptic [J Elevate Tima: [ Sling [1 Cruteh walking Instr/ret deme
Wisepic Wash [14x4 1 Splint: [ Tubi Grip 0 Velcro Spling;
Gther: 1 Kling O Knee immobilizer: 0 Postarlor mold;
[ Tube gauze 0O Shoulder immebilizer [ Location:
0 Ster/strip [T Ace Wrap 3 Width:
lsalation Type: 3 Byrn dressing [ SMV's aftar immobiliization ) Length:

Accompanied by

[ Old chart in ED 0 Chait te flaor

010

DISPOSITION: %Homn O Jail O Nursing heme/ECC D Inpatlent O Obsorvation [ Surgical
11 Othar tacility: 0O Expired  [J AMA 0 Moda: Tirme:
Mode: O WIC w;}m 0 Carry [ Ambulance: JERbeldfrom____to
0 Cther: 0 To unit/roem ¥
LEFT WITH: [T Self T Family Xo-Friend [ Pelice [ No ¢ld chart
)&:Dischargo Instructions gjvpn-expresses un anding £ Discharge Paln Leval:
c ; Ges: RTS:

C@Diseharge Paln Loval:

WEERischarge by,

8kin Integrity Intact. 1 Yes [} No (see documentation}

Risgharge Vita| Signs:

Initinls;

EMERGENCY ADMISSION ASSESSMENT
PRINTED BY: PdiaQi4ed

DATE 12/08/2011
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stem, Ine, Cirele or check

© 1996 - 2006 T
+ +

++CentegraHealthSystem

EMERGENCY PHYSICIAN RECORD
Upper Extremity Injury  (4)

ritrtivey, backsiash (\) negatives.

DATE: TIME: /Q ;5 2 Ol on arrival
ROQM: __ EMS Arrival
EMS troatments ordered_ o
HISTORIAN:  ¢patlent  spouse  paramedics
MK EXAMLIMIT
HPI
chief complaint:  Injury to; rlgh: { Ieft
hand wrist SofcFear slbow  arm
shoulder collar-bone area
duration / ocgurred: whars:
Just prior to arrival homa school
today, neighbor's park
yesterday, work street
daYSNBO | |
severity of pain: i worse / persistent since i
mild  moderate SeVere 1 poln intermittent / losting ]
sontext: fall  blew  Inclsed  grushed  burn

gggoclated Sy Etgmg: tingling / numbness distally_____________

ROS

double vision / hearing loss_____
naysen / vomiting

suspactad FB (skinlac)_____ | troubks breathing / chest pain 1
I power arms { legs 3 loss of bladdar function_,
hgadache / neck pain,___ ! rocent fever f lliness
)

other injurlas
v [ all systems neg except as marked

--------------

. K LT LTI
{SOCIAL HX smoker,._f}._ drug use / abuse___ """

oot :
__F_AMlLvHiméegamg_:____ I

recent ETOH

) lives alone
]

y Tives at home

i

1

lives In nursing home,

PASTHXK U#Thegatve  R/LHANDED  prior injury
diabetes Type | Type 2 diet £ oral / insufin

HTN  heart disease ‘ o Sl Ly
Maods- _(hone b see nurses note

Allerpins- B8 NUrsas noto,

/Eﬂarsing Asyessment Reviemeh Reviewed [ Tetanus immun. UTD

PHYSICAL EXAM

GENERAL APPEARANCE

lar { PTA/in ED } / backboard__

...hoacute distress _mild soverae dlstress_.____
w‘ulert _anxipus

EXTREMITIES

HAND _..see diagram

nmi inspection

/ non-tender

_tenderness soft-tissue / bony
__swelling / eechymosis

deformity
WRIST __sve diagram
#nml inspection wnderness soft-tissue / bony
7[19n-mnder tandernoss in anatomical snuff box,
s nml ROME* wrist pain on axial thumb load,

_f_ﬁswalling ! acchymosls
. Mimited ROM
_delartigy.

*IEOTSEN* / Rev, 08/ 07

PRINTED (it e dad- 06 Nme
12/ OBsgeteiy

DATE

UL T

B1117900323
DULBERG, PAUL R
M 41Y 03/19/1970

06/28/2011
0000109 331
FOREARM / ~ spe diagram Cg ; E ¢ M%
ELBOW _tenderness soft-tissue / bony
—.nm} inspaction swellmg { scchymosis
__non-tendar 2 limited ROM___
Tl ROM* __doformi
ARM / __see diagram
SHOULDER __tenderness soft-tissue / bony
Inspection __Swelling / ecchymosls
7ﬁtﬁn-t’.mn:lev- _Jimited ROM
&l ROM* __deformity. —

T=Tenderness PIT=Pulnd Tenderness  S=<Swelllng  E=Ecchymasls  Bwburn {=Cuatusion
LmLacerutlon A=Abragdon Mabuyscle spuum  PW=Pupclure Wound
(S withewt m=mild  Mod=moderate  or=verere)
Extumple. Tir™ Tenderness on palpwiun (severe)

NEURO / VASC | TENDON
oeTEnsation itact  __sensory / motor deficlt.
< Thotor intact
-ho vascular N
mpromise __pallor / cool skin { abnml cap refil)
¢ tendon function  __pulse deficlt radial ulnor.
normal __deficit in tanden function

AN RAEAT



Centegra Hospital-McHanry

SKIN
__warm, dry

-------------------------------

/EAD { ENT __tenderness,

: "_nml inspection . swelling / ecchymosis
! pharynx nml
NECK / BACK
«_nml ihspaction
Thon-tender

_diapheretic / caol / eyanotic.

___tendernass
__swalling / ecchymosls

O

B1117800323
DULBERG, PAUL R

M 41Y 03/18/1970
08.’28!201? f

0000108381

XRAYS  [inwerp. by’;__DRev!ewcd by me [ 1Disad wi radiologist

RESPIRATORY _tendernass
£Lthest non-tender  __swelling / acchymosis / abraslens
breathsndsnml _ crepitus / subcutaneous emphysema
. decreased breath sounds______ —
_wheezesfrales/rhonehl . _

_tachycardia fbradycardia______
(_ﬁ' nart sounds aml
Gl (ABDOMEN)
non-tender
no organomegaly
nml bowel snds*

-----------------------------

- tondarnass { guarding

1
1
|
I
1
|
'
]
[}
'
|
]
L]
a
]
1
1
1
1
i
]
|
'
1
1

flap stellate

C musc!e‘g‘ through-and-through
tssuR————.._  liplaesi@tion
odemte!y/ *heavily

[

distal NVT:  neuro & vascular status Intact  no tendon

anesthesial_ local LET / terracaine / adrenaline / cocalne ral.
(Parcaing 0.25%20.5% lidoc 1% 2% epl / bicarb dlgimlfmmcarp | block
Fate sEdation regyired; see attached 23d template
prep; St é%ag Pl
Betadine / serub
wiglipe 14 178 '

shed
minital / mod. / “extensive
wound explored

1
i
]
v stperficial
¥
]
]
]
¥
3
t
1
I
)
]
1
1
1
1
L]
i
]
[}
'
I . .
v foreign material removed
I
1
!
1
4
]
1
]
k
+
+
1
¥
'
1
i
)
i
]
'
!

contused
clean

undgrmined

minimal / med. / *extensiva
*wound margins revised
multiple flaps aligned

portiolly  completely
minimal / med. / *extensive
no foreign body identfied

repair;
SKIN-

W?: /1 dosed wji wound adhe /ster#stnps
oY nylcm/ staples

nmg matm:ss( hiv)
O vlcryl { chrom 3
riiing ss(hiv)

.0 matar(al
runmng smpie

inten) ptcd
'SUBCUT"#
interrupted
#_
lntcrrup(cd'
_‘Tap_'indlnalc lnlcrmcdlale rcpmr

---------

OTHER-

mamss(h/v)

----------------------------------------

splint. Vekro  OCL/ Onhu-giass/ Ploster  Aluminumfoom
Volar Thumb spica Ulnor Wrist Sugoer-Tong  Cock-up  Colles

applied by ED Physician / Orthopadist / Tach
oxamined post splint application  NY ntact  alfignment good
deformity reduced o compartment syndrome
sling
nursemaid’s elbow reduced with supination
forelgn body removed  with forcaps  with Incislon
closed reduction  finger traps  traction,

-----------------------------------------------

------------------

mod. /4 rexensive

Underling indicares organ system
¥ squivalent or minimum requived for organ pysti g N TTE D 3 ¢

508

Uppar Extremity Injury - 06 Page 2 of 2 DATE 2

1

1

]

|

:

i

:

\

:c yl. hand wrigf fore olbow humerus shouldar
v T_ngrmal/ NAD T DD,

! &ﬁ?ﬁimm
s e nmi alignment
1
I
I
I
1
)
1
1
]
1
)

__dislocation
__soft-tissun swelling
__positive anterior fat-pad sign

__puositive posterior fat-pad sign
__foreign hedy,
__fracture  non-displaced  displaced

__no forelgn body

trapsverse  obligue  comminuted  angulated
impacted  torus

Other  study:

["lSea separate report

PROGRESS

Time unchanged improved re-examined

__initial fractura cara provided: follow-up on,
__Rxgiven

__referred to / discussed with Dr,
will see patient ln:

ED / hospual /office In days

Fail

Allagad Assqult

Contusmn L shoulder

Hematoma arm

Sprain [ Strain

Dislocation
ce
racture

- wrist
albow  hand

R/ L radius  distal / shaft / proximal
ulna  distal/ shaft / praximol / vinar stylaid
humerus  distal / shoft / proximal / supracendyior
Colles fracture  stabifized / restorative

DS POSITION.
Time
GONDITION-

] eransferred [A home [ ] admitsed [:]explred
L] AMA__ ,
[ good K] e [] poor [ cn:imllﬂlmpmwd

[7] stablé [ unchanged,

RESIDENT / PA / NP SIGNATURE

E OTE:
__Resident / PA/ NP's history reviewed, patlent intervinwed and examined.
Briefly, pertinent HP! Is;
My personal exam of patisnt reveaks:
Assessment and plan reviewed with resident { midlavel, Lnb and anclilary
studios show:
| conflrm the dlagnesis of:
__Care plan reviewed, Patient will need:

-

04

2 12/08/2301 L
hmnmhmhmhmnmhmlmhmhmhmunmnmnmnmuﬂ

Plense sea resldent / midlevel note for details.

ez

RTI %

Physician Slgnafure turnad caro over at

Physlelan Signaturs RTI# + assumod pare at

gTemplata Complete 7] Additlonal T-Sheat

X 1 WYY




RESTRICTIONS / RELEASE FORM

Northern lllinois Medical Center ‘ Memorial Medical Center
(Emergency Department [] 3701 Doty Rd.
edica enter vrive '
McHenry, lllinois 60050 W°°d*"8‘:’5°"ég2’;°9‘§05°°93
(815) 344-5000 (815) 334-

— NAME?mL[ W ‘DWK/ - el Zﬁ{@lﬂ,

PHYSICIAN S!GNATUF!E
|
] May return to [J work [] 4 gym without restriction. ‘mmjmH"”{'”J"{”"""m mu “”l”m "” J"'

SULBERG PAUL R
£ 1y
MMay not return to ﬂwork [] school [ gym for day(s). 08/28/2011 241970

L' B DOODioaze;

[] May return 10 school with the following restrictions:

] Gym/Sports restrictions are for day(s),

(] Must take prescription medication for day(s).

(] May return 1o work with the following restrictions:

(] No lifling greater than Ibs. for day(s),

] Machinery/Driving restriction while on medication that can cause drowsiness,

[J No continuous [ standing ] sitting for day(s).
L] Must keep elevated for day(s). ] LMITED WORK WITH
I no WIT
(] Sedentary work only for _ day(s). WORK WITH
(] might
] Must use crutches for day(s). ] 9 L Left
] Hand [ Hand
[T No overhead work for . day(s). ] Arm ] Arm
] Foot
[} No bending or twisting for day(s). ] [ Foot
. . _ Leg [ Leg
L] Must wear immobilizer for day(s).
For_______ Days
Ll No climbing on ladder or stairs for day(s).

[} Other

L] See your physician in days for reevalualion,

All patients are referred 10 thelr pergona! physicians or a doctor on the staff of this hospital. Release from restriction must
be obtained from that doctor and not the Emergency Depariment.

I {or responsible person} have/has received and understand(s) the instructions to follow as noted above.

Patient signature {or rosponsible person}: éj

PRINTED BY: SJ80

DATE 12/08/2011
EMCARE, INC
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Centegra Northern lllincls Medical Genter
4201 Madical Center Drive
McHenry, IL 60060
(815) 344-5000

Patient: PAUL DULBERG, Med. Rec. #: B0000109384, Visit #:
81117900323, Date: 06/28/2011 Time: 17:02

Homea Care Instruclions

IMPORTANT: We examined and treatad you foday on an emergency basls
enly. This was not a substiiuta for, or an effort fo provide, complete medical
care, In most casss, you must let your doclor cheok you agaln, Tellyour doclor
eboutany new or lasling problems. We cannot recognize and freat all Injurles
orillnesses in one Emergency Dapartment visit, If you had special tests, such
a5 EKG's or X-rays, we will review them again within 24 hours. We will call you
ifthere are any now suggestions, You were ireated today by, Ford, Aplwat W,

After vour visil o pur Emeraency Department, voy may recsive a surveyin the
mail. We wan| to be sure we have given you yery good care and we ask fhat
you please fill out the survey and relum i jn the mall,

Afler you leave, please follow the [nstructions below.

This Information |% About Your Foliow Up Care

Callas soon as possible 10 make an appolntment to see yourdoctor in 10days
for suture removal. You can reach your doctor by calling their clinic phone
number,

Plense return to the Emergency Department in 10 days for suture removal if
you woutd prefer to have the sulures removed In the ER. Wa do recommend
that you follow-up with your Primary Care Physician hut you can retumto the
ER for removal of your stitches if you choose..,

This Information Is About Your iiness and Dingnosis

WOUND CARE (with stitches)

Yourwound was closed with stitches, These are small threads that keep the
skin closed to help it heal. You have 3 Interna) and 11 external stifches, These
should be removed in 10 days.

At home, please follow these instructions:
»  Wash your hands before touching the dressing or wound,
Keep the wound clean and dry.

v After 2 days, wagh the wound genily with warm walar and seap. Patitdry.
L]

Ful a light dressing on it if it rubs or there is drainage,

Gall your doctor H:

+ you have redness, pain, or swelling in the area of your slitches,
+ your wound drains pus.

+ your stitches come out before your wound is healed.

+ you have any new of bothersome symploms.

This is Information About Your New Medications - Start taking as
proscribed,

HYDROGODGNE and ACETAMINOPHEN (Vigodin, Vicodin ES, Lortab,
Loriab alixir, Zamicel, Norco, Zydono, Anaxsgia, Anclor, Bancap HC)

Take this medicing by mouth with food In the following dose: one
10ma/325mg tablet every 4 to 6 hours If needed for pain, Do not take more
than as directad per day {24 hours).

Thig Is a mixture of medicines (hydrogodone and acetaminophen) used to
relieve moderate to severe pain, This medicine may be used for other
reasons, as prescribed by your doclor,

Sido offects may include:

v sleapiness or dizziness

+ upsel stomach, nausea or vemiting

+ constipation

Other side effects may oceur, butare not as common. Alleray would show
up as: rash or ltching, faclal orthroat swelling, wheazing orshortness of
breath. This medicine ¢an be hablt forming if used for & long period of time,

Follow these Instructions;

+ Never take more of this medicine than prescribed. Too much
acetaminophen In your body can cause liver damaga,

+ Read the labels of non-prescriplion medicines befors taking tham, Many
contaln acataminophen. To aveld an overdose, do nof take any other
medicines that contaln acetaminophen,

+ Talkto your doctor or pharmacist before taking medicines for sleep, colds
or allergies. Severe drowsiness may occur.

* Do nol share this medicing with others as this medicine is a
conirolled-substance. Bharing this medicine wilh othors is againat the
law.

* To avoid congtipation while taking this medicine:

»  Diink plenty of liquids. Try to drink 8 to 10 sight-ounce glasses of
water or julce each day.

+ Include extra fiber in your diel.

+ Exercise daily.

+ Walch for signs of dependence:

» feeling that you "cannot live without this medicine”.

* you need more of this medicine than before to get the same
ralief,

Do nol drink alcahol, ditve 0r operate machinery unli you knew how this
medicine affects you.

»  Stors this medicine away from heat, moisture or direct light.

» Ifyou aretaking this on & regular schedule and you miss a dose, take it as
s00n as possible. If it [s aimost time for your next dose, skip the missed
dose and retutn to your regular schedule. Do not double the doses.

¢+ Tatk with your dector before taking any other medicines (Including
vitamins and herbats) as you may require additional monitoring.

Calt your doctor if you have:
_ any sign of dependance or allergy.
increased pain not helped by the pain medicine.
slow, weak braathing,
seizures,
slow or irregular hearl baat.
& yallow-color to your skin or eyes, or dark urine,
stomach pain,
unusugal or extreme liredness.
any new of sevare symploms,

a m & & 2 w 8 s &

CEFADRROXIL (Duricef)

Take this medicine until gona in the following dose; 500 mg by mouth 2 {imes
8 day for § days.

Portibis - Eobyignted 967201 L OERARE Corporation Page 1 of 2
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Centegra Northern Iflinols Medical Canter
4201 Madical Center Drive
McHenry, IL 80050
(815} 344.5000

Cefadroxl! is an antibiotic used to treat infections caused by bacteria,
Antibiotics kill bacteria or prevent them from growing Inslde your body, This
medicine may bé used for other reasons, as prescribed by your doctor,
Side effocts may include:

+ diarrhea

+ upsel slemach, nausea or vomitlng

* headache

Other side effects mayoccur, but are notas commaon. An upsat sfumach Is not
a sign of allergy. Allergy would show up as rash or ltehing, faclal or throat
swelling, wheezing or shortness of broath,

Follow these Instructions:

+ Space your medicine doses evenly througheul the day, This medlcine
works hest if there is o constant amount In your blood.

+ Take this medicine with food to avoid an upset stomach.

v Swallow the capsule and tablet form of this medicine whole with a full
B-ounca glass of water,

+ Fordiabetics, this medicine can cause false test results when testing your
uring for sugar. Tak with your doctor if you have questions,

+ Storethetabletor capsule form of this medicine away from heat, molsture
or direct light.

*  Stors the llquid form of this medicine in the refrigerator. Shake the liquig
well before pach use.

+ Ifyou miss a dose, take It as soon as possible. Ifitis almost time for your
next dose, skip the missed dose. Do not double the doses,

* Talk with your doctor before taking any other medicines {incfuding
vitamIns and herbalis) as you may require additionai monitoring.

Call your doctor If you have!
+ any sign of allergy.
* o improvement after you've teken all the medicine,
» & sefzure,
* any sign of 2 new infaction (fever, genaral aches, chills, or unusual
liradness or weakness).
ongoing naysea, vomiling or stomach pain.
white patches in your mouth,
warnen: itching in or change In discharge from your vagina,
inflammation (pain and sweliing) In your intestine during treatment or up to
weeks after you've finished 1his medicine:

* ongoing diarthea

+ stomach pain or cramplag

» blood or mucus in your bowel movements
* any new or bothersome symptoms,
SMOKING CESBATION

Smuoking is the nation's leading preventable cause of death. It

significantly increases Ihe rlsk of corenary hean disease, stroke and cancer.
In fact, more than half of sl smoking relaled deaths in America each year are
from heart diseass, stroke, or other cardiovascutardiseases. The good news
s, that ane year affor auitling, the risk of heart disease is gui In half, After five
to fiftaen smoke-frae yaars, the risk is that of a parson who never smoked!

. * a =

If you or semeone you love is inleresled in quitting, consider joining our
"Freedom From Smoking "classes for adults, Centegra Health System and
the McHenry County Depariment of Hegilh have partnered together to bring
you an effactive program that will help you guit smoking. Call
877-CENTEGRA, (877-236-8347) for more information regarding this
program. To speak with a counselorimmediataly, callthe lingis Tobacco line
at 1-866-QUIT-YES.

PAIN MANAGEMENT AFTER DISCHARGE:

A person may feel legs pain just by being In familiar surroundings, Here are

some frequantly asked questions about your pain managemant:

+  Whatcan!doto help my pain management? A person's level of relaxation
ang thelrenvironment can affect thelr paln, Ifyou are tired, over stimulated
(too many visitors) are anxious aboul your diagnosis, or a past axperlence
with a hospitalization, your pain perceplion may be impacted and your
tolerance decreased. Ask questlons, and inform us about any problems
orconcerns thatyou may have, re; pain. Partnerwith your health team for
your best paln management,

*  What If the medicatlon is not working? Tell your health-care provider;
physiclan, home health nurse, ete. You may need & differant dose or type
of medicaton.

* Whatififeel I'm notgetting enouph paln control? Talk fo your physician or
home heallh nurse aboutit. Together youmay be able to develop gplanio
prevent or ease your pain. Depending on the cause of your pain, your
health-care provider may suggest exerclse, use of heat/cold, massage,
repositioning, immebilization of the affected pan, or distraction such as
music or rest.

+ There are other melhods of paln management. Let your health-care
pravider assist you In finding the best one for you.

Welght management is one stop to help maintaln a healthy Iifestyle. For
certain medical problems, such as congestive heart fallure, weight
should be monitored daily.

YOU ARE THE MOST IMPORTANT FACTOR IN YOUR RECOVERY,
Follow the above instructions carefully. Take your medicinas as prescrihad,
Mest important, see a doctor again as discussed,

If you have problems that we have nof discussed, or your problem changes or
fets worse. Call or visit your doctor fight away. If you cannot reach your
doclor, return to the Emergency Department Immediately,

Centagra Heallh System is very concerned about your safety and wel| being,
As pan of our efforts to atways provide very good care, any medications you
received during this vislt were raconciled with medication you are currently
taking. This reconciliation was based on the Information you or your
representative provided regarding your current medications and allergies,

" have received thig Informatlon and my questions have been

answered, | have discyssed any ciatlenges | soe with this plan with the
o Phjﬁ Y; Aﬂ
Q /

"7 PAUL DULBERG c;?ﬁﬁnsible Ferson
PAUL DULBERG or Rasponsible Pafsth has received this information and
tells me that ? q 1%%}3/;?

¥/ W Siaﬂ%?a
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Centegra Northern lllinois Medical Center
4201 Medical Center Drive
McHenry, IL 60050
(815) 344-5000

PAUL DULBERG was discharged on 06/28/2011 at 17.06 from the hospital. The following is a
summary of the discharge instructions given to PAUL before discharge:

This Information Is About Your Follow Up Care

Call as soon as possible to make an appointment to see your doctor in 10 days for suture removal. You
can reach your doctor by calling thelr c¢linic phone number,

Please return to the Emergency Department in 10 days for suture removal if you would prefer to have
the sutures removed inthe ER. We do recommend that you follow-up with your Primary Care Physician
but you can return to the ER for removal of your stitches if you choose..

This Information Is About Your lliness and Diagnosis

WOUND CARE (with stitches)

This is Information About Your New Medications - Start taking as prescribed,
HYDROCODONE and ACETAMINOPHEN (Vicodin, Vicodin ES, Lortab, Lortab elixir, Zamiget, Norco,
Zydone, Anexsia, Anolor, Bancap HC) ,

one 10mg/325mg tablet every 4 to 6 hours if needed for pain. Do not take more than as directed per day
(24 hours).

CEFADROXI. (Duricef)
500 mg by mouth 2 times a day for 5§ days.

1. How are you and/or your family doing today?
2. s your painfor symptoms better today?
3. Did you understand your discharge instructions?

4. Are you following up with a Doctor?

Portlons Copyrkljc%{wf%% lj 88]%'%2:01 S'l JSL&%IgARE Corporation Page 1 of 2

pare  Patient Name, PAUL R
Account Number, B1117900323




Centegra Northern lllinois Medical Center
4201 Medical Center Drive
McHenry, IL 60050

{815) 344-5000
5. Comments.

Signature of nurse making phone call;
Date: Time;

FORM GOES TO MEDICAL RECORDS
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WELTER, KAITLYN O

F 10y 11/28/2000
0B/2B8/2011 B 0000287787

Q_ﬁf/_ RELEASE FROM LIABILITY FOR VALUABLES
niliaig

| understand my belongings are my responsibility and | have been advised to send any items of value home. | release
CHS from any liability for the loss, damage to, or theft of any of my belongings. Safes or Jockers are avallable at the
hogpital faclities and may be used to store valuables,

PATIENT PRE-CERTIFICATION RESPONSIBILITY

| understand | am responsible for the noiification to my insurance company to obtain authorization before service Is
rendered, | further understand that if | do not pre-certify [ may Incur a reduction or joss of paid benefits to the hospital for
which | will be llable.

ASSIGNMENT OF BENEFITS/ AGREEMENT FOR PAYMENT

| hereby authorize payment to be made directly to CHS and to the Independent professional(s) for all insurance benefits
olherwise payable to me. | understand | am financlally responsibie to CHS and Independent professionals for all charges
incurred. Patient "out-of-pocket” amounts will be requested prior to or upen discharge, In the event of default or non-
payment, CHS shall be entitled to the right of recovery of all collection expenses, Including court costs and reasonabie
attorney's fees for the purpose of securing payment. it is further agreed that any credit balance may be applied on any
other account owed GHS by the guarantor/responsible party, or any open accolnt for hisfher dependent family.

PATIENT INFORMATION OFFERED

+ Patienl Rights/Responsibliities ... ..... Yes sl If No, Explaim ___

» Advance Directive Information ... .. ... Yes Declingg if No, Explain: —_—
¢ Notice of Privacy Practices. . ....... .. Yes ' If No, Explain:

» tlent Bllling Informatlon ......... .. Yos umm’ If No, Explain:

PATIENT CERTIFICATION

By signing this General Consent and Acknowledgement Form, | acknowledge | have read and understand the information
contalned in this form and accept its terms. | also acknowledge | have recelved a copy of this form for my records,

INPATIENTS ONLY:
TRICARE (Military) Insurance PATIENTS Yes, | have racelved TRICARE "important Message®
W. 1 el o b/38 /i
Patlent/ Authoried Person Relationship Date
[ e
Witness

I, have interpretedfiransiated the above form {o the patient, The
patlent has informed me hefshe fully understands and agrees to the terms set out in this consent form,

Interpretar/Translator (Please Print Name) Language H Interpretation/Transtation Provider (Company nama or
Relatlonship to Patieni)

PRINTED BY: 3J50422

TEENERAL CONSEAT NG ACKNOWLEDGMENT
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1117800326
WEL.TER, KAITLYN D
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CH-M  [JCH-W

Other (Specify)

GENERAL CONSENT AND ACKNOWLEDGMENT

Account Number/Effactive Date:

CONSENT FOR MEDICAL TREATMENT

| have come to Centegra Health System (CHS) for medical treatment and consent to the customary examinations, {ests,
and procedures performed on patiants in my condition. | understand and consent that independent professionals (such as
my attending physlcian, en-call physiclans, emergency medicine physicians, radiologists, anesthesiolagists, pathologists,
surgeons, obstetricians, consultants, nurse practitioners, physiclan assistants, certified registered nurse anesthetists and
other specialists) may particlpate in my care as desmed necessary,

| agree to follow the Patient Rights & Responsibillties of CHS and to participate with independent professionals and CHS
personnel In my cara and treatment.

| understand the practice of Medicing is not an exact science and, therefore, no guarantees have been made regarding
the likelihood of success or outcomes of any diagnosls, treatment, test, surgery or examination performed at CHS.

[ understand this General Consent and Acknowiedgement will remain In effect for this episcde of cara and will be provided
to those areas of CHS where | receive care. .

I understand the language in this Consent guldes and controls all other forms and consents | may sign during my
t?e/ét;ent with Centegra Health System and any inconsistencies shall be interpreted consistent with terms of this document.

L4 i PATIENT ACKNOWLEDGMENT OF INDEPENDENT PHYSICIANS
nitials

| acknowledge the independent professional(s) who provide services to me at CHS are not employees or agents of CHS,
but are Independent medical practiioners who have been permitted to use its facllities for the care and treatment of thelr
patients. They include but are not iimited to, my attending physiclan, on-call physicians, emergency medicing physiclans,
radiologists, anesthesiologists, pathologists, surgeons, cbslstriclans, consullants, nurse practitioners, physiclan assistants,
certified registered nurse anesthetists and other specialists. My declsion to seek care is not based upon any representation
or advertisement of the independent professionals and | understand they are not employees o agents of CHS, CHS bills do
not include physiclan, surgeon, or other independent professionat services and | understand | will receive a separate bill
directly from the Independent professional, | have reacf and undersiand the above terms and confirm | am the patient or am
aythorized to sign on the patlent's behalf, -
He PATIENT ACKNOWLEDGMENT OF INDEPENDENT SERVICES
nifials

During the course of my hospltal stay, my physician may determine | require care at another medical facility, or | may
request care at an alternate facility, | acknowledge that all transportation services provided in connection with my {ransfer to
another facility are provided by an independent third party and | will recelve a separate bllt drectly from the service provider
for which | may be responsible.

USE AND DISCLOSURE OF HEALTH INFORMATION

Unless | request otherwise, CHS will provide my room location or telephone number to visitors and callers.

I understand CHS will use and disclose my health information for the purposes of treatment, payment, and health care
operations, as permitted by law as described in the CHS Notlce of Privacy Practices. Certain information can be used
without obtaining my consent. | fully understand that the use or disclosure of my health information may include history,
dingnosis and /or diagnostic treatment of mental health/ developmental disabllities conditlions, alcohot or drug abuse and
Acquired Immune Deficiency Syndrome {AIDS/ HIV).

| understand that ¥ | refuse to allow disclosure of my health information to process my insurance claim, 1 may be
financially responsible for all costs incurred by me for treatment, | agree to release and hold harmless CHS, its agents, and
employees from any liabllity that may arise from the use or disclosure of my health information.

r PICTURES/IMAGES
Initials

I understand photographs, videotapes or other images may be taken o document my care. These Images may be kept by
CHS and/or by the independent professional involved in my care. | understand | have the right to view or obtain copies of
these maleriais which are in possession of CHS upon written request, It is my responsibility to confirm If such photographs,
videotapes or olher images have been taken. | understand images Identifying me will only be released as allowable under law
or with my written authorization. PRINTED BY: 8JS0422

! DATE 12/08/2011
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GENERAL CONSENT AND ACKNOWLEDGMENT

Account Number/Effective Date;
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1117900323
DULBERBG, PAUL R

41y 03/18/1970

i

CONSENT FOR MEDICAL TREATMENT

I have come to Centegra Health System (CHS) for medical treatment and cons
and procedures performed on patlents in my condition. | understand and consent

my attending physician, on-cefl physiclans, emergency medicine physicians, radlo ogists, anestheslologists, patho

ent to the customary examinations, tests,
that independent professionals (such as

loglsts,

surgeons, obstetricians, consultants, nurse practitioners, physiclan assistants, certified registered nurse anesthetists and

other specialists) may participate in my care as deemed necessary,
l'agree to follow the Patient Rights & Responsibilitles of CHS and to participate
personnel in my care and treatment.
| understand the practice of Madicine is not an exact sclence and, therefore, no
the likelihood of success or oulcomes of any diagnosls, treatment, test, surgery 'orJ
- Tunderstand this General Consent and Acknowledgement will remaln in effect
to those areas ofURHS where | receive care. 7
¢ language in this Consent guides and controls all other forms a
Centegra Health System and any Inconsistencies shall be interprete
PATIENT ACKNOWLEDGMENT OF INDEPENDENT PHYSICIANS

Initlals

| acknowledge the independent professional(s) who provide services to me at
but are indopendent medical practitioners who have been permitied to use Its f
patients, They include but are not limited to, my atlending physician, on-call-pF
radicloglsts, anesthesiclogists, pathologists, surgeons, obstetriclans, consuliants
certified registered nurse anesthelists and other specialists. My decision to seek
or advertisement pf the independent professionals and | understand they are not

ian, surgeon, or other independent professional services and
independent professional, | have read and understand the abov
o sign on the pattent's behalf,

PATIENT ACKNOWLEDGMENT OF INDEPENDENT SERVICES

not include phys
direct]

Initials

request care at an alternate facllity. | acknowledge that all fransportation services

another facility are provided by an independent third party and | will receive a sepd

for which | may be responsible.

During the course of my hospltal stay, my physician may determine | require ca

with independent professionals and CHS

guaraniees have been made regarding
examination performed at CHS.

or this episode of care and will ba provided

nd consents | may sign during my
d consistent with terms of this document.

CHS are not employees or agents of CHS,
acilitles for the care and treatment of their
ysicians, emergengy medicine physigians,
, nurse practitioners, physician assistants,
care is not based upon any represenlation
employees or agents of CHS. CHS bills do
| understand | will receive a separate bill
5 terms and ¢onfirm | am the patient or am

re at another medical facility, or | may
provided in connection with my transfer to
rate bill directly from the service provider

USE AND BISCLOSURE OF HEALTH INFORMATION

Unless | request otherwise, GHS will provide my room location or telephone numnber to visitors and callers.
| understand CHS will use and disclose my health information for the purposes of treatment, payment, and health care
operalions, as permitted by law as described in the CHS Netice of Privacy Practicas. Certain information can be used

without obtaining my consent. | fully understand that the use or disclosure of my h
diagnosis and /or diagnostic treatment of mental health/ developmental disabilltie
Acquired Immune Peficiency Syndrome (AIDS! HIV).

onsible for all costs incurred by me for treatment. [ agree to releas

51

If Irefuse to allow disclosure of my heaith information to process my insurance claim,

alth information may include history,
conditions, alcohol or drug abuse and

I may be
and hold harmless CHS, Its agents, and

from any liability that may arise from the use or disclosure of my healtq information.
PICTURESAMAGES

Initials-~

| understand photagraphs, videotapes or other images may be taken to document my care. These images may be kept by
CHS andfor by the Independent professional Involved in my care, | understand | have the right to view or obtain coples of
these materials which are In possession of CHS upon written request. It is my responsibility to confirm if such pholographs,
videotapes or other images have been taken. | understand images Identifying me Wwill only be released as allowable under Jaw

or with my written authorization, PRINTED BY: SJS0422
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'Lfniilalg RELEASE FROM LIABILITY FOR VALUABLES
| understand my belongings are my responsibility and | have been advised tosend any items of value home, 1release

CHS from any liability for the loss, damage to, or theft of any of my belongings. Bafes or lockers are available at the
hospital facilitles and may be used to store valuables,

PATIENT PRE-CERTIFICATION RESPONSIBILITY
| understand | am responsible for the notification to my insurance company tg obtain authorization before service is
rei?_dﬁr;ad._lll gurlthcgi understand that if | do not pre-certify | may incur a reduction or loss of paid benefits to the hospital for
which [ will be liable.

ASSIGNMENT OF BENEFITS/ AGREEMENT FOR PAYMENT
I hereby authorize payment to be made directly to CHS and to the Independent;professional(s) for all insurance benefits
otherwise payable to me. [ understand | am financlally responsible to CHS and independent professionals for alf charges
Incurred. Patient "out-of-pocket" amounts will be reguested prior to or upon discharge. In the event of default or non- .
payment, CHS shall be entitled to the right of recovery of all coliection expenses, jncluding court costs and reasonable
- attorney's fees for the purpose of securing payment. It is further agreed that any credlt balance may he applied on any
other account owed CHS by the guarantor/responsible party, or any open account for his/her dependent family.

PATIENT INFORMATION QFFERED

¢ Pationt Rights/Responsibllitios . ... .. .. If No, Explain;
s Advance Directive Information .. ... ... If No, Explain:
» Notice of Privacy Practices. .. ..., . ... If No, Explaim:
. = Fatlent Billing Information . . If No, Explain:

PATIENT CERTIFICATION

By signing this General Consent and Acknowledgement Form, | acknowledge | have read and understand the Information
contained in this form and accept its terms. | also acknowledge | have received & copy of this form for my records,

INPATIENTS ONLY:
TRICARE (Military) Insurance PATIENTS Yes, | have received TRICARE "Important Massage”

VO & Por 7 g _(ojaxt

Patient/ Ruthorized Person 7"/ Relationship Date
g
e MU /L

‘Witness

I, , have Interpreted/translated the above form to the patient. The
patient has informed me he/she fully underslands and agrees to the terms set out In this consent form.

Interpreter/Trans|ator {Please Print Name) Language InterpratFtIonrrranslatlon Provider {GCompany name or
Relatlonship 1o Patfent)

PRINTED BY; SJS0422

GERERAL CONSENT AU ARBNGWLEDGMENT
Page 2 of 2




