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Hi Claim Nﬁmber:
AUTHORIZATION FOR CARE & TREATMENT: | hereby agree that Kaleida Health may perform care and
treatment, and may canduct such examinations, laboralory tests and procedures, administer. such
local anesthetics, medication and treatment, as may be directed by my physician or treating practitioner,

I acknowledge that no guarantees have been made to me as to the effect of such examinations, tests,
procedures or treatment of my condition.

CONSENT TO USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION: | consent to the use

and disclosure of my Protected Health Information by Kaleida Health for pumposcs of treatment, payment,
and health care operations. For example, my altending physician or treating practitioner at Kalgida Health
may fumnish Protected Health Information maintained by Kaleida Health in the course of my care and
treatment, Also, as Kalelda Health is a teaching hospital, | consent to the use and dlsclosure of my Protected
Health Information (1) for training and educational purposes to faculty physicians, residents, and medical,
dental, pharmacy. nursing or other students in health-related professions from local colleges and universities
affliiated with Kaleida Health, and (ii) for reviow in preparation for possible research. Release of medical
recards and information will be made according ta state and federal regulations. | understand that Kaleida
Health may releuse medical infarmation to any third party, including my employer, which may be responsible
for paymant ol my hospital or medical expenses. (Release of medical information to employers is limited

to those employers wha are directly liable for the costs of the patient's health care henefits through and
employer, self-insured group health plan or worker's compensation, or in other circumstances in which such

disclosure is legally allowed).

INSURANCE AUTHORIZATION: | understand that | am responsible for knowing the terms and conditions
of my insurance coverage. | further understand that | may be responsible for obtaining prior authorization for

certain services in order for my insurance company to pay for those services and | understand that | may be
personally responsible for payment if | do not obtain any necessary prior authorization or my insurance
benefits are denied, reduced, or ferminated. (In accordance with federal law, the hospital will not deny or
delay necessary care or treaiment in the Emergency Department because of a person’s inability to pay for

such necessary emergency treatment.)

ASSIGNMENT OF BENEFITS, INSURANCE PROCEEDS, SETTLEMENTS: If | am entitted to health cara
services under any insurance policy from any persoh.or organization which may become liable to me to

provide such benefits, | assign such benefits to the hospital and physicians employed by the hospital who
render such services to me. | furlher authoriza paymant directly to Kaleida Health and such physicians of all
such Insurance benefits payable to me. Such insurance may include, but is not limited to, private commercial
insurance, auto liabllity insurance, worker's compensation, programs such as Medicare and Medizcaid, or

other govemmental sources. .

| certify that the information given regarding my insurance is accurate and current to the best of my
knowledge.

| further assign to Kaleida Health any payments for medical benefits payable to me as a result of any settlerent
orjudgementin a lawsult,

CERTIFICATION OF MEDICARE BENEFITS TO HOSPITAL AND/OR PHYSICIANS: {Applicable to

Medicare beneficiaries only) [ hereby authorize Kaleida Health to bill Medicare and receive payment on
my behalf for any authorized Medicare benefits for services furnished to me by Kaleida Health, including

physician services. | certify that the information given by me in applying for such paymeni under Title XVIVI
of the Social Security Act is comect, | authorize any holder of medical information or other information about
me to release it to Medicare or its agents, as necessary, for payment of this, or any related Medicare claim.

LA T —

KHog207
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. CONSENT FOR TREATMENT AND l FC EMA E ADM BT- 10/07/08
" PAYMENT AGREEMEMNT Zof2”~ © IPatert D Ara  WOMENS AND CHiL

FINANCIAL AGREEMENT: In consideration for services randered by Kaleida Health and physicians
employed by Kaleida Health, | guarantea prompt payment of all such sarvices not paid by insurance carmiers
ar third parties within thirty (30) days. | understand that any amaunts not covered by my insurance carrier or
other third parly payor is my personal responsibility, and | agree to make payment for any such amounts. If
Kaleida Heaith does not receive such payment within thirty (30) days from the data such balance is due, the
bill may be tumed over to an attorney or a collection agency and, if sa, | agres to pay all reasonable collection
costs including attomey's fees and/or collection fees in addition to the payment owed. | give the hospital the
right fo exarmine my consumer Gradit report for financial information ratating to my responsibility to pay for
medical services, ! understand that, in most cases, my attending physician, emergency department physician,
radiologist, anesthesiologist and other consultants and/or surgeons of Kalelda Health are independent
practitioners, and not hospital employeas. | will receive a saparata bill from them for their services.

LE LIABILITY FOR VALUABLES: |understand and agree that money, jewelry, and olher
valuables should not be brought into the hospital, | understand and agree that Kaleida Health shall not be
liable for loss or damage to any personal property.

TELEPHONE: If | request telephone services, | will be personally responsible for payment of the bill, |
understand that phone services may be bllled to my home telephone.

ADVANCED DIRECTIVES: | acknowledge that | received or had made available to me infarmation on
advance direclives ant a copy of "Your Patient Bill of Rights,” prepared by New York State.

ACKNOWLEDGEMENTY OF RECEIPT OF NOTICE OF PRIVACY PRACTICE: | acknowiedge that | hava

received the Kaleida Health Notice of Privacy Practices.

PATIENT DIRECTORY: | understand that | am automatically included in the hospital's Patient Directory,
which allows Kaleida Heatth fo relay my location and general candition If asked for by name and my religious
affiliation to clergy without asking by name. If 1 do not want this information disclosed from the Pationt

Directory, | will indicate that by checking the box bslow.

O Restriction: 1 do not want to be listed in the Patient Directory. 1 understand that, by checking
this box, if family members, my clergy, neighbors, friends or others inquire about me while | am a
patient, my presance here will not be disclosed, and any mall or flowers addressed to me will bs

returned.

DISCLOSURE TO FAMILY FRIENDS INVOLVED IN MY CARE: | understand that | may limit the
disclosure of my heaith information to family members, other retatives or close personal friends by notifying

a member of the staff assigned to care for me.

| have read all thp above statements and accept the teprys and conditions as stated.
| N N ) VR
PauenvPatént/AGentGuardian Signature  Date Witness Stfature Date

Inlerpreter (if used) Signature Date  Wilness Signature Date

NOTE: If the individual signing is the Health Care Agent ar Guardian(s), hefshe must provide written documentation o authorize
histher legal uulhornity te cansenl. A capy of the documentation must be plaved in the patient's medical racord.

AT
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ALLERGIES: REFER YO ALLERGY PROFILE [Pt Height om_HESHoeq Weight kg
LIST BELOW ALL OF THE PATIENT'S MEDICATIONS P&J%R TO ADMISSION INCLUDING OVER THE COUNTER
AND HERBAL MEDICATIONS. THIS FORM MUST BE COMPLETED (N LAYMAN'S TERMS,
- .Gource ' eck all used); . o )
[ Patient Medication List XPation/Family Recall []Patient's Medication Bottles [JRecord from Fagility (MAR or Discharge Summary) !
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PREVIDUS MEDICATIONS ' . i
7 Dlschagy g Medication N Weight | Duose : g : '
£ edication Name Based mg, 2 |
Conlinu?] & (wrile legibly) Dosi | meg, Route | How Often? Indication |
._. Yes| No | &]- (Fes) | e !
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: v 3 o | Ok opx
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2 g I 1Oong ORx
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£ a_ | . L Dong TR
By Mowh , T New —
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KALEIDY  KALEIDA  KALFIDA  KALTIDA  KALTIDY  KATHDA  KALFIDA  EAICIDA  KALTIDS,
Date: . _._ Physician/NP/PA Slgnaturi; EE A : .
Print Nama: : Phone/Pager:
Date: Time: RN Entry {if needed): ) .
This medicalion list is the responsibility of YOU (the patient), it was creafed by information that YOU provided. This fist is not an order or a prescription,
but is provided for your information. You should not make any changes fo your medicalions without consulting your primary care grovlder.
| have received a copy and understand this Medlcation Reconciliation form, | have been instructed lo give thes form to my next heafthcare provider.
Patient Signature:
TE CHAR ey
(LK VALY | Al TopFrom of Discnares Shak o Hostar T
KHO0?752A Rev. 11(18/08 [__MEDICATIDN RECORCILATION ) Hecords Scanning to Next Provider
CANARY - PATIENT DISCHARGE COPY
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Dale of Birth. 4

MRN: 1001428581; 433054
FIN: 68927647

* Auth (Verified) *

] Buftate General Hospitel

[ 0eGraff Memarial Hosphat

L Miftard Filtmore Gatas Cirche Hospitat
O Mitlard Fillmora Suburban Hospital
CIWomen & Children’s Hospital of Buliale
O Others

L g +

¥R 1uoiszeaod PY- 68827647

poB: ABE O14Y SEX. F
ATT- LAWRENCE, LYNN M

PCP-

FG- EMRA E ADMDT- 10/07/09

Patiert D Arss WOMENS AND CHIL

r““’e s%ﬁ'gm . Pulse Oximetry:] 1* . O Hypoxic
g lbs % FiO; lon-Hypoxic
Nurses Note reviewed? ss ONo )
Hisfory limited due to: ) Stedus fica! liness
Adwtonal history frum: [0 recorss ity
‘(<J~ O Emergency Medical Services records
Chief Complaint ) \_Qr [ DNRY Advancayrectives
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- ed
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Em'
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- Rackieck g sive
Reclel N o ST OMNE T et Sin
Genitglia  }~ ) Rash  Uewr  Lecarabon  Algatve
.\ > Neurologlcal:
Garm 8\7\ A0 a2 o n Q Fey "\ﬁ ; Allered menla Slatus  Foced w s+ Selaure
yuscu!oskeleial C\) \\ ) ;\ ) N\\a x \)n '\(\.\,\ -~ & f\ P:;;;:;:Ias Gait dshebance Al ?(eganve .
| ymphatis o) L(Zx Vi %TCL/ \5 Ceprassion Anxisly Suicidal thoughty P' osls AU Kdgathe
. I 3 ¥ ' - Endoerine:
Neyrologic (\) \ m\ o G\f) 2 5 LS Polyuis  HotcoldWiglernca  AX Megative
. Py Hamnmlnnldl.ymphatln
Psychiatic &..P {‘ ) Casybriiting  Adencpowy Al

“Resut DPostive CNegative

Oocull Bleod I\ 0QCBPass Fail

Allargichmmunsiagy:
[nitials; Trodws ket A Al Regative

1

ARy - L2y

Residar Siudenimaeos Prmec Hams RedeniStudeniid-level Sigraturs

Emergency Maricine Ah21Sing Printed Name
m 7

Lwiane Mm -
rgency Medidne Allending Signalure

(T

EMERGENGY DEPARTMENT MU NOTE l
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Patienl Name:
Pale of Birih;

_4’ ;

Fadilily; KH CHOB

* Auth (Verified) *

£ Buffalo Ganeral Hospital

) Deirafi Memanal Hospital

CIMillard Fillmore Gsles Circle Hospital
I Millard Fmore Suburban Haspital

) Women 8 Childran's Hospltel of Bufialo
L Others:

L T H s ey s SR
e FEMERGENCEDEPARINIENT

PLP-

10G1428bH1

| AR

MRN: 1001428581; 433054

PT- 68927647

AGE- 014Y
ATT- LAWRENCE, LYNN M

SEX- F

ADM DT- 10/07/09

FIN: 88927647

_+.

Y HYSIGIANSSPEDIATRIG FG- EMRA E
l_“_ST@Il; L 5101%5;}’5&%? (:'g D PatientID Arer  WOMENS AND CHIL
edical Decigion Makjng: Imaging:
_ AN ot i
o S alae N s hog L\\J}r S
e N ¥
— Interpreted by:
. { EKG;
P dure{Treatment/Additional Notes:;
’ : e )
C: - ﬂ] = = P ) |MON'TOR.
““““”“ \-\\;ﬁ& R A | ca ;
Y ‘;T 1 \ ?'- . ey WBC O Gie
~ ¢ VAR A %A o an Cateh
il »! C b S . HGB 0 Gatheter
e s lo N W C HCT Lauks
X\ o/ ) PLAT Mitrites
N P opce, Q) (D! No gﬁg
| 21 MEDICAL DECISION MAKING DICTATED )( P oh
Emarae icine Teaching Attending Note (Rlevans History & Phyatcal Exam Asacssment Plan): | Bluod
O1 have seen and evaluated the patient. | have reviswed the detalls of service as 0, Spechic Gravity
indicated on the resident note. | agree with the above treatment, plan and diagnosis [gun Ketones
belpw. | have indicated any griendmentsyor additions to the resident note below: GREAY T lem
Time Evaluated: __\_\‘ LA A o CA Glucose e
Y . _ Glucose S _
- "_::L-A\-"“" . \ - ’ : Tolal B2 _PREGNANCY _
\> - - 3) @ Al Phos HCG
{‘).«,\‘ RN BN ARV T Var — §9_0_Tlé§'l'm O Pasitive -
—— LY BGPT/ALY 0 Negative
L \ \ HOC ISR\ s ¢ ALQ . _{lpase Quant
asa
Traponin wec
cK RBC
e - Peptide Glucose :
S — . COAGS . Prolain !
 CULTURES SENT
LI TEACHING NOTE DICTATED
] See Continuation Note ~ CHART COMPLETE]
Imprassion; , Q Q_uM"
ér.,g&}u o OOHD .
Primary Physician: Notified: [1Yes §1No Tima pagad: Tima answared:
Consultant: . Time paged: Time answered: Time of arival:
Condition on Disposlﬂon:\ﬁ‘g%od/lmpmved (O Critical  Critical Care Tima: CHome ClTransfer (JExplred
Dispositian tine: _ Admit: Floor: ,f’f“\)_ Attending:
ol A’ | e
Res denl/Sludart'V:3 Jovel Priated Name ResigbnVStudenyMiddeval Signature Emergercy Mediging ANanding Priczed Name  Enpirgancy Megichne Ahending Signature

T

[(en

ERGENCY DEPARTMENT M) ROTE - |

KHODOZ5-001 Rev. 04/08/08 (Pediatic)
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MRN: 1001428581; 433054

Patient Name:
FIN; 68927647

Dale of Birth: {
* Auth (Verified) *
l . ) Buffalo General HospHal _
“ 3 DeGrall Memarial Hospital "IIII "III[ "' |||
i% O Millard Filimare Gates Circla Hospliial Il ”'llllll" II I
O Millerd Fllmore Suburban Hospita
D wWomen & Children's Hogpital of Buffalo MR 1AN1A2ARSS FY- 68827647
KALE Im O Others; DDB- AGE- 014Y SEx- F
ATT- LAWRENCE, LYNN M
PLP-
318 EMR E ADMBT- 10/07/09
i Patieni D A2 WOMENS AND CHIL
ALLERGIES O2ctal  \weight kg
e s Helght HEm

DO NOT USE THESE UNSAFE ABBREVIATIONS: U~ and "1U" should be unil, “Ug™ should be mog, "AD* shauld be daily, “QOD*
;hould be every other day, "BIW- should bo two mes 8 week, “TIW® shauld be three imes a week, “AU " "AS," "AD "03 " and QD" should

ut in full, Correct Use of Leading and Trsiling Zeros - Always Leading Na iling .4 e 0.13 be 1
LABS O Computerized Physisian Order Entry ([CPDE}
OBMpP OUrina CX DCSF C85/Gm Staln D Chest Pain Order Set
O CBC with diff ocMme JU/A Dip [JCSF Glucose/Protein  [J Diabatic: Order Set
D Biood Culture x sets [D-Stick {JClean Catch 1 CSF Cell Count/DIff O Type and Boieen
. DESR ClLiver Profile  OCatheter I CSF Viral Culture D ABO RN Typs & Antibody Screen _ unltsl
DRetic DAamylase OU/A Micro [JCSF PCR OuimT gy Screen
DOMonospot Clipase OVrine HCG ORapid Strep O8erum Salicylates
Oasc T ai (GCIChiam CThroat C8S OSerum Acetarninophen
OvaG CIDirect Bilt Source: DSerum ETOH
OopT OcCulturs: ADDITIONAL LABS:
. QaPTT Spurce: _
OINR
D1V Fhulds: Dintermittent Infusion Device  Fluld: Amount: mikg Bolus: m! over minutes
CIMaintenance:  Fluid: Rata: mifhour
0520, D Oxygan via al FiOz D Cardiac Monltor OEKG
NG Otavage Olow Sucdon (] Streight Catheterization O indwolling Urinary Calhotorization
OOther:
Imaging: (speclfy clinical Indlcatlons) O Computarizad Physician Ordsr Entry (CPOE)
DAbdominal serdes w/PA chest [INasal Bones OCT Head
. OAbdoman:  Dlsingle viaw CINack Soft Tissue QCT Abdomen
OAnkie Complete:  [lleft  LIRight 1 Orbits OCT Pelvis
NCalcansus: Otet  MRwgHt Oirelvis: O1or2views  OCompleta acT
l [ Chest PA & Lateral DRibs w/PA chestt Dleft ORight OBiateral
OChest:  DOPortable {}5acrum & Coceyx Dlwith contrast
DClavicle: (lek  [IRight [ Scapula Complete:  (JLet  ORight Qwithout pontrast
DEbow2view:  Otet  ORight (JShoulder Complate: Dlef  [JRight Qv
DFemur2views DOleft ORight O Spine Carvical: [11view [OComplete oPro
DFingers Complete:  Oleft  ORight 3 Spine Lumbosacrsl - 2 or 3 views ORectal
DFpot3view: DOLeft [DRight () Spine Thoracie: 31 view 07 view
Dfarearm 2view: [Dlieft  ORight O3Stermum us
. OHend 3view: Oleft  [DJRight OTibis/Fibuta;  Oleft  ORight OAbdomen
OHip Complate: [IBilateral Dleft [CIRight (1Toes Complete: [Jleff ORight CPelvic
OHumarus: [Cteit  DRight Clvwiist Complete:  DlLeft ORight CITesticular
O Knee Complate: OlLeft DRight D 0ther:
OMundible Camplete O Gther:
Raeaeon List: Check Primary Reason for Exam = OStridor
. (JAbdominal distension DDsformity O Mental status changes [IForeign body:
OAspiration [Dysphegia 03 Pain: [ISwalling
[Bioody Stop! DFever Dfost-Reduction: __ OVomiting
OConstipation Oieadache [JResplretory Distregs OWheeze
CCough [IHematuria OSeizure OCther:
Clinical Information:
ALL MEDICATIONS ARE FOR ONE TIME ONLY, UNLESS OTHERWISE INDICATED
Date Time Medication Dose per kg Dose Roule Interval Indication
Acetaminophen 15 mglkg
buprophan 10 mgkg
mg'kg -
DATE e TIME PROVIDER SIGNATURE: -
MR T
[ eavory aprvarcavcomuLy | | b :opy mg"seev?&f ™

KHU0695 Rev. 0408/08

Fadilily: KH CHOB

Page 14 of 61




Med Rec Nbr: Ul NEr: 1001428581

Financial Nbr: 68927647 Patien! Name: .

Cliant Med Rac Nbr: Organization: KH CHOB

oos: Patient Location: ZZC~Emergency Rm

Sex: Famala Physician: FRASER-BRANCHE,EMILY MD
Adm: 10/07/2009 Dsch: 10/07/2009 LAWRENGE.LYNN M
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Patient Namae: 160451477 Master Report Template




Patient Name™*
Bate of Birth: .

Facilily: KH CHOB

MRN: 1001428581; 433054

* Auth (Verified) *

FIN: 68927647

_{__

WO BT 2/
/N (1 DeGraff Memoriod Hospita! Patrd b :
& % g Millard Fillmore tssaxes Circle Hospital : ) - ——
ifd Millard Tlimore Suburban Haspial i R MR .
; D Millard Fillmore Surgery Lierter Meciaal R op. AGE. Oﬁ%‘:fmﬂ? R
KALEI A ) Women & Chidran's Hospital of Siftala Dot AT 1ENNEY EMILY F SEX-F
HE A LT H EOthe(s: — T pep
T T ST I I T st T e Date o 2
= XPEC’T”NQTE'EMERGENG Leledk AFG- EMR g ADM BT 10/07
et , VIERGEN . R E ¥ 109
L DEPAREMENT REFERRAL FOKM;L 5 | PatiemiD Area - .

/
Call From: __ ,J// )%J/M/dw Phone Number/Pager:

Respond To:

Phone Number/Pager: _ __

Coming From: [JHome [MOfice 0 Faciliiy: i .
Estimated Time of Arrival:

Transpont Via:

Reason for Relerral; : W

Otcned 0770 Ao

/SS

1%4

Plan/Recommendation: M
O/vw el

Calf Taken By: {@/‘ Time:

L L
KHOg020 ov. 08/28/07
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Ul Ner: 1001428581

Med Rec Nbr:

Financial Nbr: 68927647 Patienl Name: i

Cliant Med Rec Nbtw: Crganization: KH CHOB

DoB: Patient Location: ZZC-Emergency Rm

Sex: Famale Physician: FRASER-BRANCHE,EMILY MD
Adm: 10/07/2009 Dsch:  10/07/2009 LAWRENCE.LYNN M
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Patient Name: IMRN: 1001428581, 433054
Date of Birlh: FIN: 68927647

* Auth (Verified) *

NS D, BEREEAMREN VAR T +
&ﬁ 3 Miliard Fillmore Cuies Cirolc Hosphal )

OMillarg Fitimore Suburban i{aspital o
. MR- 1001428581 PT- 8BD27647
gg?‘m. & Chilren's Hospital of Buffalo DOB: ABE- 014Y SEX- F
ATT: LAWHRENGE, LYNN M
FGP-
FG EMR E ADMDT- 10/07/09

PationtiD Acca  WOMENS AND CHiL

Date: J_O _7*09 Time:
Significant Other: O Present ONot Available  DONone [0 Notified O Notified Deferred
Advance Directive(s): [INone [Unknown DOHealthCareProxy DOLivingWill DODNR [ Organ Donor

lnformation Source: O Patxent O Family Member (] Emergency Medlcal Serwce D Tmnsfer Documentation

Al Zb‘&

e ncontibuting O Psln o010 Cisite 48N un-oon(ribuung D Pain0-10____ O1Site __,_____J s n-contnbuung Opaino-10___ OSite
Otormat O Prescurs [ Palpitatians | Normal O cough Cloyepnsa EANormat O Nausea Ovomiting
D Edama ODuezress ODiaphoresss [ Othopnea  DOSpulum  Clacoessory musciz use [ Dianhea D Gonstipation  {IBowel Sounds
1 8ynzope {INumbness CicapReflt  |Golor [Ipik Dpattor Deyanosis  Cltrach D 0istension O Finmness M¥endemess
Bulse Quality: (I stong Dweak Clireguiar O absent | Bresth Souncy: Oclesr Debnomal O GwRdding 0 Rebound
WG e ot AT I Ty : T = CHIOSK zt
ENEOROLOGICSAE ST GLU/RERRODUCTIVES &=L Y MUSCULOSKEEETALE
F,E!ﬂ&?unmum'\g DPen0-10___ Disis O Nen-contributing L) Pain0-10____ DI Site JANon-cantibiting DIPaine-10,___. Ds,:a
Mentaton: JA&O DAbnarsz —  {L] Nomeal O Pregue ) oysuria . Deere
DOWeakness RT__LT___[JPprolysis RT__LT D ugency 0 Rehmj:nw L1 Odor CInomal - W‘_"Y ) ol Ased ROM
O Falal droop Speech — Opeformity OGaitdsfict T Weakness
0 sismatuiz O incontinance L) Suprapabic ) .
gaeﬂavbr change g geadache o O tnowelling Cathster (fcley) 1l j3Humbness O IntExt Rotation T Joirt swaling
Pt CIPEARRLA. iabeommal 0 |OlVaginallPenile Lesions [IVagihal/Penie Diseharge [Neurovsscular Llintsct T Puise___CIGan rel___
Dunequal O Sluggish [ vaginal Bleud ng O Gontractions D Oecreases sonsation
O pevieteo, RGN (Lelt Oa___r__aa____ DFHR Oeoe.

Sid 1

beily
action:

Ry Qpenihg. Bes! Verbal: Bast Motor: DI 8kin infu! upon arival O Non-conbituting
4 Sp 5 Orienled 3 Dbeys commands 3 Reacvon1o pain 8 E‘;‘n‘*‘“n—‘- Herm DR: [& )
5 E . P ness urm
3 ToSpeech |4 Conlueed 2 Extansion la pain Ouicar  ClPetechiae ClAbrasion LI Ecchymosis
2 Topain 3 Inappropriats words Qincislos Qlesion  OCdema L Ominage

7 Inappropriate sounds
1 Nons

T

OPaller ClCyanneis Cliaundize [DDecreased Turgor
OWam DCoal [1Dlaphoretio

e INGURIES RS b St TR 23
- m-contributing  CIPein 0410 . (I Cleanger /-Bﬂ'&v’-;u‘r)\mbuﬂng n Pain 010 D siin __,aﬂs'mmnbunng [ T
Dsite Length O Normal Qlnjury. Olepistanis |} Diabetes - newly disgnosed
CITime of Iryury Blesding Conuoliea, . _|CJEdema O svidor DlRedness  |01Cangestive Hean Failure  newly Sagnosed
Neursvascutar: Oistal Puise_____Caprefil ,_____ |3 8oeign Bocy  [JAbnomnal mucosa C1Unpiarmed weight foss greater the 10% of usuel
Howe I Muctas Membranes: O Meist QOry wsight
ULy Svresd
0 Srainage. D Headachs
_— D Sersory defick. O Toothache D Eyas Sunken | ggy.
. Location{i.o. schoo homg,work) _ Fonlenalle (lss than 18 months). DBulging DFtal | p. PARA  AB-Abortion  FHR - Felaf Heart Rate
Tesrs OYes O No

DVascu!ar Calheu-u pleseni upon amval o Is the pahent at nsk ¢ fal? L Fm'RANSF ER MODE (nfu- to palir.y CL.73)
Emergency Department CIYES Clindependent (no i device] [ Total Mechanical Lift
Typu: - £ Non-Frction of Alr Matt Sing type:
N SAFETY PLAN D Translor/GaitBell (1+ assisf) OHyglene Sling
SITE ASSESSMENT (318 demils up 1 8it/Stand Mocnanical L DI Hammoxk Kling
1 Clean, dry, wilhout rednass O Cal! bati inraach gaamess type: 518
s ) (3 Out of bext with assistance onl and Hames3 -
Oother: - ! [ Towa! Transer Hamess: Sag::gfe
Owith leg sSlraps Bérssiny
. Cwitnoun t2g straps
O Limited English Proficiency (3 Hearing impaired O Visually Impaired
Personal Belongings: (0 Glusses DHearngaid: OLei CORight [DBoth
O Dental Appliances: D Upper lLowsr [1Both
O 0Other:

B T - S PAGE POINTS I l
LI
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Fadility: KH CHOB

MRN: 1001428581; 433054

* Auth (Verified) *

(O Buffelo General Hoapital

O DeGraff Memorial Hospital

O Millard Fillmors Gates Circle Hespital
1 Miltard Filimore Suburban Haspaal

() Women & Children's Hospital of Bufalo

KALEIm QOthers

NIRRT

MR 1N014A3REH1 PT. 68927647

DoB- ABE- D14Y SEX- F

ATT- LAWRENCE, LYNN M
FCP-

Fe- EMR E ADMBT- [Q/07/09

FIN: 88927647

PatientID Ares  WOMENS AND CHIL

o = 5 o
OPulse Oxygen [l Oxygen ) D

Cardiac Monitor 2

Start Time:

EKG |

IV INSERTION ;

size: location:

time: ..__ - I .
Peak flow he:

pre: post

X .

LP Assigt ] Mediport Accacs i3 . I
indwelling Caiheter 15 Suaight Cathetes e

Nasogastric Tx;:a Care B4 Gastic Care m!

Suction Alrway R0

Child Protection Services/Phatography _ B9)

Cnema BY Dacontamination 9

Monitor Chest Tuba  BY Monxor CvP o]

Sodial Servwaleamily Needs [20f

Maoderate Sedation Eye Wash A

T L 3Y —

Sexua) AssauiiiNurse Examinr (SANE) )

Pelvic Exam l

Wound Care “Simpta 1@ Complex [i8:

Dressing Care/Change  Simple 18 Complex 15—
)

» xcnsive Fatient Care

VN

B&wd Cuturn o c"w Xeray

URINE Cullure cr

Rasplrabory Sereen OTER s

CSF . /

Ml/aPTT .

Urinalye's Uringt . . - - - —
Towicalogy TH ’E% N Q D,/"’

AGGVEG Blood Glucasa Test

Upgmner Trinzport l 51 wapin sTRER U :

Oblain Other Speoimen L____ —y JE —

Rk > P
MR

KHQ0487 Rev, 02419408
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* Auth (Verified) *

IMRN: 1001428581; 433054
FiN: 68927647

Patient Name v
Date of Birth;
_{_. L\ﬁ-' D Buffale General Hospital
O DeGraff Memonal Hospilal
D r4itland Fiimose Gates Ciede Hospital
CIMillard Filtmo: Suburban Hospital
ClWemaen & Children's Hospital of Bufialp

KALEIDA O Others: _

MR 10N1428581

age.
ATT. LAWRENCE, LYNN M
PCP
FC. EMR E

Patient D Area WOMENS AND CHIL

a

L TR

PT- €B527647

+

AGE. 0114Y SEX. F

ADMDT- 10/07/09

gty

Ry g o
5@5':“; ol .6‘(!°¥I“ IRfuselzRIoRTIEL

B/ DRIP
o TR e StapLTIneL i
-5,.2'3;7’““’ Ao | Batsmuhoiit Anfount RfiEed iR nd iRiN

\ NEOUSI iNTRAV N

[~7d

s
R .

(,,3‘ ,/ ‘ol }mn_f:gzif %{;
AVAYE Y 1 -
PR mbivic liplPenl | HIVPEP 7z
bbbl =o “nolono iAo A

§: 1A R S ARt iece " ihitals

PRes N SR A BT THIS S i

!’ IIHHlllllllﬂlllﬂllllilllllll!Illl!lllllHlﬂ
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Patient Name: . .
Date of Birl

+

Facilily; KH CHOB

= _?%Eﬁf’ﬁ?g WW&
Mﬂlﬂ.@ﬂg CARE'RECD)

MRN: 1001428581; 433054
FIN: 68927647

* Auth (Verified) *

0 Buffalo Ganeral Hospital
O DeGraff Memonal Hosprtal

) Mitlkard Filhinore Gales Cicle Hospital
[ Millard Filimore Suburben Hospilal

I AEER RO ’

0 Women & Childrer’s Hogpial of Buffalo MR- 1N0142RER1 P 68827647
£ Qthers: noB- AGE 014Y sEx. F
ATf- LAWRENCE, LYNN M

EPARTMENT:

?‘;‘;ﬁt: "
:_;<,

FGP-
kG- EMR E "ADMODT 10/07/09
Patient DA WOMENS AND CHIL

INSTRUCTED
1-PATENT

2-SIGNIFICANT OTHER 4 - NONE GIVEN

MODE
3- CARETAKER 1 - VERBAL

PAT!ENT EDUCATION RECORD

é DEMONSTRAT]ON 2« VIDEQ 2 - DEMONSTRATE 4 - REINFORCEMENT NEEDED

EVALUATION
3- WRITTEN 1-VERBAL RECALL 3 - RECALL/DEMONSTRATE WITH ASSIST

[

Advancs Direciives

¥ WETROCIEB[FMODE S| v5 Sa e N[ 1eTiaL V] HETRULTED ﬁmeoE;F:‘ ST TEAGHING &h«ﬁjﬁvummu*smmg
! 3 " inessinjury Process I Lijestyle Managmeni
' « Treatmeis/Tests/Procedwes ! = { » Medications
<1y et — e ’):3«—— - - L
« When (o confodt primory care .
! ..Ei ! provider _ | Dietary
34 - ! —
) P Medisal cquipmentTreatrents » Activily
b1 -
7

Communicalion Resourans

L L

: 2 i8IS, xo,a,saje?paﬁ?rit fischar Ao BT _ n,{?: SR
A None dentfed [J Guardianship Issues ', A D Crlsis Managemem

DUsknown capecity of caregiver D Pregnant adoloscent/ 1D SBclal Work DORape Crisis

[ limited family/social support adolescent mather O Pastoral Care [ Psychiatry

Dliack of primary care provider DI MHA/Sulcidal [IHome Care Agency D Pofice Department

DLack of resourcesiequipment  [TPotential Against Medical Advice | [1Physical Therapy 1 Other

DOFamily Concerns - , DOther ______ =~ . |[Language Interpretey.

TIME: 7%) | NmiaL: K,/ \ / TIME: "@@Mmu;\l_ ﬂ' A_ _/

3T

O Barmiers and high dsks a-ddnessed" 0 Pian oréa

re ln plar.e entlFafmly varbaliz S omprehanslon of plan of care
Discharge Tlme,_:é}f O Transfer Time:

OAdmit  Time:

0icUR DORE DiTelemetry@ CIMed/Surg [ DoPCHE ome 0 Abscond aoamakd

Bad #: Time bed assigned: Out of facllity with RNB3  [J Other:

Report callad to: Time: P Stable DOAlert [0 Other:

Time af transfer: 1 Discharge instruclion shaat O Iransfer Form&8
Mode: £1Simple o Moderutw&) tensive E§
Accompanied by: Pain level on dischagge (0-10):

Pain level on fransfer {0-10); Mode of Transport: %gte vehicle

0 Patient Expired  Time: LJ Ambulance/T ransport Servica:

O Postmortern Documentation Shaat campleted O0ther = =

Initialy: Initiuls;

Disposition Vital S|gns DN}A T__ P R: BP: _ [E]

nitiale;

PAGE POINTS TOTAL POINTS

LRy
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Med Rec Nbr: - U Nir: 1001428581

Financial Nbr, 68927647 Patient Name:

Cliant Mad Reac Nkr: Organization: KHCHOB

DoB: Patient Location: ZZC-Emergency Rm

Sax: Famala Physicizn: FRASER-BRANCHE,EMILY MD
Adm: 10/07/2009 Dsch: 10/07/2008 LAWRENGE.LYNN M

SERVICE DATE/TIME: 10/07/2008 16:31

RESULT STATUS: Auth (Verified)

PERFORM INFORMATION: FILBERT,PATRICIA (10/07/2008 16:31)
SIGN INFORMATION: FILBERT,PATRICIA (10/07/2009 16:31 )

ED WCHOB Triage Entered On: 10/7/2009 16:39
Performed On: 10/7/2009 16:31 by FILBERT, PATRICIA

Acuity
Age Range Aduif: No
Age Range Ped: 1B & under

DCP GENERIC CODE
Visit Reason: SA

inage Date/Time: 10/7/2009 16:31
THage Acuily: Yellow
Tracking Group; CHOB Tracking Group

FILBERT, PATRICIA - 10/7/2008 16:31

FILBERT, PATRICIA - 10/7/2009 16:31

Chief Complaint - Adult/Peds
Chief Complaint: Code R
FILBERT, PATRICIA - 10/7/2008 16:31
General Peds
Arrival Date/Time: 10/07/2009 16:27
ED information Given By: Family membet
Mode of Arrival: Ambulance/BLS
Chief Complaint-Adtilt/Ped: Open
Chief Complaint Description: transfer from St mary's - SA
Do you have pain?: No
ED Condensed Assessment: Yes
Vital Signs Assessed: Yes
Allergles/HT/WT: Yes
Pregnancy Status: PFatient denies
Last Mentrual Period ED: 08182009
Significant Medical Hisfory: Patient denies
Medication History ED: Completed Med Recon Form
High Risk/Psychosocial Screen: NIA
immunizations Current: Yes
Pre Hospital/Tilage Treatment: Yes
FILBERT, PATRICIA - 10/7/2009 16:31
Vitals
Vital Sign (1) D/T: 10/7/2009 16:35
Temperature: 36.7degC(Converted to: 98.1degF)
Temperature Routs: Oral
Heart Rate: 92bpm
Respiratory Rate: 18BR/min
Systolic Blood Pressure: 103mmHg
Diastolic Blood Pressure: 69mmHg
Oxygen Saturation: 89%
Oxygen Therapy: Room Alr
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Med Rec Nbr: Ul Ner: 1001428581

g Hy Financial Nbr: 68927647 Patienl Name:
W B Cliant Mad Rac Ner: Organization:  KH CHOB
z;@ ﬁgﬁ DOB: Lo Patient Location: ZZG-Emergency Rm
. Sex: Famale Physician: FRASER-BRANCHE,EMILY MD
Medical Record Request 10075000 Dsch: 10/07/2009 LAWRENGE,LYNN M

FILBERT, PATRICIA - 10/7/2009 16:31

Height/Weight/Allergies

Height Measurement Type: ED Only - Not Required per policy
Weight Kg: 45.00kg(Converted to: 98.211b)

Weighit: 45.00kg

Body Surface Area: 0.00

{dentified or Suspected Allergy: No

Allergies (Active)
Benadryl Estimated Onset Date: Unspecifled ; Created By: FILBERT,

PATRICIA; Reaction Stafus: Active ; Category: Drug:
Substance: Benadryl; Type: Allergy ; Updated By! FILBERT,
PATRICIA; Reviewed Date: 10/7/2009 16:33

FILBERT, PATRICIA - 10/7/2009 16:31

Condensed Assessment
Level of Conscilousness: Alert
Onentation: Criented X 3
Affect/Behavior: Calm
FILBERT, PATRICIA - 10/7/2009 16.31
Triage Treatment
Pre-hospilalfTriage Treatment Grid
1V Insertion: Pre-Arrival

(Comment: 20 g R a ¢ [FILBERT, PATRICIA - 10/7/2009 16:31])
: FILBERT, PATRICIA - 10/7/2009 16:31

Printad: 11/24/2017 15:11 Page 23 of 61

Patient Name: 160451477 Master Report Template




Ul Nk 1001428581

Med Rec Nbr:
Financial Nbr: 68927647 Patieni Name:
Cliant Med Rac Nbr: Organization: KHCHOB
DOB: Patient Location: ZZC-Emergency Rm
) ) Sex: Famala Physician: FRASER-BRANCHE,EMILY MD
Medical Record Request 0715000 Dsch: 10/07/2009 LAWRENGE,LYNN M
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Patient Name:
Lale of Birlh; (

MRN: 1001428581; 433054
FIN: 68927847

B ST RQICAL HIRTORY

LR 0F
IO CTHSHESS

PlIPILS 1

* Auth (Verified) *
e
p‘ggshﬁ% EOO70R [TIOSRIH] 8- 8?5%95 [o[o[1]4[7]8]"
" [ AURAL METRO MEDICAL SERVICES - ~ - - * COOMETER RRADBIGY
CTUTE A3 DSUTCLED COIGLY ET B me_._._ 74
o = arscencll 2
Mﬂﬂ%”ﬁyﬂgl “"/ ’-72“;/1./\._-1,_ rRoM soeENe |/ 3 4/ T
res = o e O flesi Al DESTINATIN A5
2\; CLLTIT 4 y ll.‘.l;lJJHHlng»Fg::? w sevice
k [T] LTI PP EPT LT ]Qmhm  mequasrens
gH]HHHIHHHUH!] ' i)!'_“i"L‘&ﬂé%?ﬁmu
A o - et )
for AV i v B g 7 5ol
¢TI A e _J-TFT-E O nrenceer :
P — = - T T T GARRE IN PROGAFRS (N ARRIVAT - — ’ - o - l :
l O None () Gitizen D) PCFD/Other Fim Responder (O Othar EMS (O PAD Lsad
MEC ) gﬁfagnmm? ' 8 Gﬁw u 24 ’/ O&:“ am;";\mm :‘a“(le:m Ne O Unknows Haj:::; Py
B CHEF oL _, ‘UBJ..H!'JEAS[ wrm e o FoUMD SER7ED 179 BED(P }.lpwl-ww o
- ASSHrT ! }L i o ROE AL bBﬁ"g clorvone and L gat GEspermess ix | o - crin
¥ (LD 7o CHOR wr7® Morert gsa Goad
() UneenesiouaRieep. O ghogk O 125507 Treunta Q .CEBYN
Scxnmw ) C et tury Treuoc-Atunt O Burs
O Bshaviure) Bicorder O gatned Infury Envboommest
O Subatenes Abuen (Patetis) (O Frmetov) ). Baf Tiocus inkay . O Hemt
D Peisaning (Rectdee) O Konputensn O Bisoting/Nemantugs Coid

R § 1 1 . ' ) Namal ® linr mark hie
8 urna BRTSUS TG 0 1110 84 (15 B W, B 3 B |7
) ( L anolc 7
O Hypentension C Stoks QShafow | ©Regular Q Pdl"’ : Stuglsh ﬂ o ughed | OGP
O Selzures O Diabetes F Olsbared | Oliepulyr O[S iy o No- RO ction 0 8Jaund|ced | 83 .
8 &%PD‘U " 8camlac 7 ipd nawﬁ'nam 106 © A l§ g 'fﬂ;'{é’g § o 0 Unremamable | 8
81 {LJ Asthma 2 Voice 1
W®Hegular 1Y {
O Shafiow CRegular O Fdn g %&Zﬂ&ﬁ" olo ng" p’-’IV anouc f et
Cormy Nedear oas ) ) Qiahored | Olrergular r Uneasp. Q No-Radction OO Ny Jaundlcea .ss .
¥ - Normal O 1)
Ry : | 2fe IS T 8 B g8
- - Otraon ORegil O Pain O 'Esmd S 10 o[st l%
Qlaborsg | Olmegular O Unresp. | O No-R o | i os

4 Yo

£ Exann.pliss

%MW

'rmg Dfnu E}I\IDQ’]

ﬁ» £O00 SEATED s 86D, - DINIES /e - appents prsio @Aﬁi aoﬂl fear .
. C FoR
 SANE . .

._;;mm}.ﬁls_s&ﬂﬂe_?ﬂ;ﬂb_lu HOB Ansd fpr7 e (ute

kS MEDICAL REABON FOR AVBULANDE TRANSPOHT@UN&'[W /(' TN ()?[!5]6\/0%’(_’, JOIMNU‘

REPORAT GIVEN TO?

~ .

2 Medical conbrol contacted. Physician name

|  ruugnie

{3 Haspital Transfer Diagnosis
{7 thadication Admunstangd (i Contowaian Fom),

. O Movad to ambulance hoard { stalrchalr
© Moved DN / DFF strelcher via S 100 1ot i
" O | chose 10 walk to ambulance, Signature 4 i = Masi Inflated @ Tima

# Meds Gve
OIVEstablished Fluld___________ Cath, Gauge Tt[;

O Ainway Clearad O Bleeding / Hemorrhage Controlled (Method Used: . )
O Oral/ Nasal Alrway N O Spinat { mmobnxzauo?lg;em and Bark
2 Esophagesl Obturalor Arway / Esophugeud Gushic Tube Airway {ECA/EGTA) O Umb Immobilized by O Fixation O Traction

. ©O EndoTracheal Tube {E/T) SUX Siza Time G (Heat) or (Cold) Appliad :

5 O Oxygen Adminisiered @ L.PM., Method - O Vomiting Induced ® Time . Misthod

" {5 Suction Usad O Restrainta Applied, Type :

0 Artificial Vantitation Mathod {; Bahy Dslivered @ Time in County
O C.AR.in progress on anival by: O Citizen O PD/FD/Olher First Respondar OOther Q Alive  Q Stillborn O Mala O Femals

oceRsatdetme | 1 1 1]

O EKG Monimved (Attach Tracing) [Rhythm{s)

- O Defivittation/Cardiovarsion No. Timas

Time from Amast
Lintil C.PR.

b LI it

O Mawalt O Seml-autornatic ,

C Transponed in Trendelenburg position

< Transported In laft laterad racumbent position
O Transported with head elevated
O ALS assessment performed by
£ Othar

DiSPOSITION [l

! PLIEH wnazwnow'f‘m

01SP CODE [2 CONTHUATION 5

0 2 [ M USED

YES
~——

FORM USE

D OOPTRIGIT 1906 hEW WFKC

-+ BAREEL. 35»"5‘”( (I e e
5B gnBZ e [37] 1514208 cem | ][] ]
HOSPITAL PATIENT RECORD COPY o

] ’mn

Fadility: KH CHOB
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Patieni Name:
Dale of Birlh: (

Facility: KH CHOB

MRN: 1001426581; 433054

* Auth (Verified) *
[ HOSPITAL NAME oSROSTION HOSPITAL NAME iSO
Bertrand Chaflee Hospital 641 Mitard Fillmore Suburban 652
Brooks Memorial Hospital 061 Mount 8t. Mary's Hospital 314
Buffalo General Hospital 643 Niagara Falls Memorial Medicat Gir. 316
Buffalo Mercy Hospllal 657 Olean General Hospita 041
Childrens Haspital 937 Qur Lady of Victory Hospital 853
Ds Graff Mamorial Hospital 317 Sheshan Mamorial Hospital 647
Eria County Medicai Genter 646 Sisters of Charity Hospital 654
Genespe Memorial Hospital 181 St. Jerome Hospital 182
Inter-Cammunity Hospital/Newfane 312 St. Juseph Hospital 8§56
Jones Memorial Hospital 023 Trl-County Memorial Hospital 662
Kanmore Mercy Hospital 648 Veterans Admin. Medical Center 655
Lakeshore Hospital 063 W.C.A. Hospital 082
L ockport Memorial Hospital a3 Westfield Memorial Hospilal 084
Medina Memorlal Hospital 362 Wyoming County Community Hosp. | 601
Millard Filimore Hospital 651
NON-HOSPITAL DISPOSITION CODES:
NURSING HOME ... .. ittt it it ianaees i n 4193
OTHER MEDICAL FAGIHLITY ... i i i i e v s trtecarn s ennanes 002
RESIDENGCE ... it e e e e e e e e 003
TREATED BY THIS UNIT, TRANSPORTED BY ANOTHER UNIT ........ 004
REFUSED MEDICAL AID OR TRANSPORT . ... i i i it ssennnarnns 005
CALLCANCELLED ... ... . i et eariesannasanarannns 006
STANDBY ONLY (NO PATIENT) ... o e 007
NO PATIENT FOUND ... i i e 008
010

L0 1 1 o | =3 o

HOSPITAL COMPLETES THIS SECTION

COMPLETE ON YELLOW (RFSFARGH) GOPY ONLY

This Patiant was:
Discharged

Admitled snd given hospital LO.F - -

Classified for critical cars

Transferred lo another facility ¢

Left ospilal against medical advice
; Explred in the Emergency Deparimant

D.0.A,

- Classified for ¢ritical care
Cardiac

Multipla Trauma

Poisan
Nesnatal

Bums

Behavioral

{ns

The admission diagnosis was:

LI L[]

FIN: 68927647
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Med Rec Nbr: Ul Ner: 1001428581

Financial Nbr: 68927647 Patienl Name: U
Cliant Mad Rac Nbr: Crganization: KH CHOB
DoB: Patient Location: ZZC-Emergency Rm
o Sex: Famala Physician: FRASER-BRANCHE,EMILY MD
Medical Record Request . 10/07/2009 Dsch: 10/07/2009 LAWRENGE,LYNN M

"08-2680-0741 10/07/2008 1

i Procedure - Result Resuit Symbol Units - Reference - Report | | Footnote
: Range . Date/Time Symbol
WaC 6.9 x1079/L P [4.0-108] ¢ 10/07/2000 20:56 @1
R e G o0k @t
g g e e D G e i 0
g e e B R 008 SO R
B T g e e G D g
GH T g e e e e e G Y2000 208 @
MCHC : 337 odL © [320-36.0] © 10/07/2008 20:56 : @1
o R g e S B 00 20 T
e gl R e e e i e S S g
MPV ; 8.4 L D [7.4-104] © 10/07/2008 20:56 @1
NGRS g e g e R e DR G
AR g ey g it e g
B AR RR IR R o SR ER T Cenp S ey ST S
Eos Abs : 0.0 ¥1079/L [<=0.7] i 10/07/2000 20:56 @1
T e by RO =" /IR oo CEREERS S
e g e g e M o G S R000 2RE T G
Lymph ; 17.0 L % C o [200-50.00  © 10/07/2009 20:56 @1
g gl g g e
B 501 " ioorisono 2088
0.4 % [<=3.01 i 10/07/2000 20:56 @1

Eus

... Basophils o

Performing Locations
@1 This tesl was perlormed ak

CH Labs. Kaleida Health Children's Hospital Laboratory. 218 Bryant Street, Buffalo, NY 14222, P: (716} 878-7403, F: {716} 878-7464
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Med Rec Nbr: UI NEr: 1001428581

Financial Nbr: 88927647 Patienl Name:

Cliant Med Rac Nbr: Organization: KHCHOB

DOB: Patient Location: ZZC-Emergency Rm

Sex: Femala Physiciar: FRASER-BRANCHE,EMILY MD

Adm: 10/07/2009 Dsch: 10/07/2008 LAWRENGE,LYNN M

Comprehensive U 08°280-07417 10/07/2008 1745
| Metabolio PaneIoCMP) T O SO
Procedire . Resulf  Resuli Syl Units ~ Heference ~  Hevet " Footiste
5 : Range ' Date/Time -  Symbol

C ' Bodiom Leval T R T T T T T T el T [135—145]”' TUAGI07R008 2107 @1
 Btgai el T T e i 901 e g
CTT Chloride T T T 0 T T T T T T T il T T {@E 0 T A GARR008 210 T T @ T
. Carbon Dioxide 24 mmoliL [20-30] ©A0M07/2009 21:01 @1
BB T B B RS CERTEE
Cregtinine : 0.66 mgrdL © [0.40-0.90] © 10/07/2009 21:01 : @1
i Caleium Leval . 9.6 mgidL L e.0-100] © 10/07/2009 24:01 @1
RGBT e e e e g e oot S R TR
Alkaling ; 214 unitiL [64-480] ¢ 10/07/2009 21:.01 @1
Phusphalase L L
SEE e e i g6 - Sine T
N e ‘iih'it'/i;"'“"”g""”'“["53"6]””'"“;'10107/20092 ..@1
R R TCREREES RRSRo A SURES B eree cvogt i iR - O
. Albumin Leval 4.5 g/dl [3.55.01 L 10/07/2009 21:01 @1
e ,G,UCGSB Level SERE ,10.3.,,. g “‘[5:(3:{1::1@" GRS Y T et
Performmg Locat:on

@1 This lest was performed al:
CH Labs, Kaleida Health Children's Hospital Laboratary, 219 Bryant Street, Buffalo, NY 14222, P: (716) 878-7403, F: (716) 878-7464
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Med Rec Nbr! Ul NEi: 1001428581

Financiaf Nbr: 68927647 Palienl Name; .

Cliant Med Rac Nhr: Organization: KH CHOR

DOoB: Patient Location: ZZC-Emergency Rm

Sex: Famale Physician: FRASER-BRANCHE,EMILY MD

Medical Record Request

Adr: 10/07/2009 Dsch:  10/07/2008 LAWRENGE.LYNN M

| Syphilis Testin e

st Besan Sumnal Ui e " Beport 1 Eootigte
1 Range . Date/Time -  Symbol

. Thon Reaclive] '+ 10/0BI200812:15 . T @t

Miscellaneous Viral Testing

Result Symbol " Units 7 "Reference ' Report ' Foofniote
. Range ° Date/Time @  Symbol

Broceduis | Resaf
T R N e e R

Interpyetive Data

i1 HIV-1/2 Ag/Ab Sersen
This information has beer discloced to you from COXPIDINTIAL
RECCRES, which are protecstod by Stats _aw. State _uw
PROH™H™TS yeu: fyor mak-ne any furt-er dina onurens of r-is
infcrmaticr withour the spec=foc written consext of the verson
to when ic pertarng, or as othsrwise permittad by law. Any
further disc_osure in violat-eor of State Llaw way rosuals -n i
FINE cr ZAZI SENTEXCE o1 ROTE.

Nige caure of JCNFNENTTAL H™Y irformabion that ocoarn e a
resu.t of a ceneral author-zat-or fcr the release of med-cal
or ctasy irformatien w21l be ir vioclat-on of txe State law
and may resut in a FINE or JAZIL SINTEXNCE or BOTE.

" Hepatitis B Virus Gore _ 10/07/2000 17:45

Bt e i S T T T
: ; Range . Date/Time - Symbol

O A
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Med Rec Nbr; Ul NEr: 1001428581

Financial Nbr: 88927647 Palienl Name:

Client Med Rac Nbr: Organization: KH CHOB

DOB: Fatient Location: ZZC~-Emergency Rm

Famala Physician: FRASER-BRANCHE,EMILY MD

T Sax:
Medical Record Request

Adm: 101072009 Dsch: 10/07/2008 LAWRENGCE.LYNN M

" Procedure - Resuit " Resul Symbol 7 Units 7 Reference " Report ! Footnote
: : : Range : Date/Time -  Symbol

 epalilis B Viris 1T i s idnain08 111 T TR

: P Iru

| Surce Ag(HBS ARy R U SN N

§ : - Range . Date/Time :  Symbol
Hepalitis B Virus Negative [Negative] i 10/08/2009 11:11 . @1

B G AG e e e e e e e e e

Interpretive Data

i2: Hepatitis B Virus Surface Ab

Heputitis B Virug Surfacc Antibooy Intorprotatios:

< 10 r211iThaze /el Negat-ve [/ Jom-mhute.
»=10 m211liTaze /el values crzater than or ejual to
1¢ mill-Urit/mL s-g=ify immun-ty =o 3V,

Jer MMAR 39 (85): " -a%, Feb. 9 1991 for cu-dslinest o
Hepatitis b vacconation.

Performing Locations

&@1: This lest was performed al:
FL Labs, Kaleida Health Center for Laboratory Medicine, 115 Flint Road, Williamsville, NY 14221, P: (716} 626-7200, F: (716) 633-2361
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Med Rec Nbr: Ul Nbr: 1001428581
Financiat Nbr: 68927647 Patient Name:
Cliant Mod Raa Nbv: Organization: KHCHOB
DOoB: Patient Location: ZZCG«Emergency Rm
. T Sex: Femala Physiian: FRASER-BRANCHE,EMILY MD
Medical Record Request . 11000000 Dsch: 10/07/2009 LAWRENGE,LYNN M

3%
FILBERT,PATRICIA Reaction Status: Aclive; Allergy Type: Allergy: Category Drug; Recorded On Behalf Of:
FILBERT,PATRICIA; Raviewed Date/Tima: 10/07/2009 16:33 ; Raviewad By: FILBERT,

PATRICIA
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Ul NEr: 1001428581

Med Rec Nbr: .
Financial Nbr: 68927647 Patienl Name:

Cliant Mad Ret Nhr: QOrganization: KH CHOB

DO8B; Patient Location: ZZC-Emergency Rm

Sex: Famalea Physiciat: FRASER-BRANGHE,EMILY MD
Adm:  10/07/2009 Dsch: 10/07/2009 LAWRENGE.LYNN M

‘ ~ Laboratory

' T Order DaleiTime: 10/07/2000 2340
" Department Stalus: Compieted” ™~ """ """ ""Catalog Type: Laboratory T Activity Type: Generallab T T
End-state Date/Time: 10/08/2009 12: 09 R " End-state Reasan:

Ordenng Physician: BUSH, LINDAL ; Consulhng Physician:
" Enferéd & Elsdiranically Signed By: COLWELL HOLLIE B on 10/07/200823:40 "

Order Delﬂllb R0ul|ne, 10/7!09 4-00:00 PM EDT Om.e, Blood 4&:28522
T Order Cnmmant
" Adtion Type: Complete T Aetion DatefTime: 10/08/200812:68 T Action Personnel: BARYZAKARENA T
Order Detalls Routme, 10407709 16:00:00, Once. Blood 4628522
' T 'Raview Informatian: T
Doctor Cosign: Not Required
Order Comment
“action Typs: Status Change 77T K Stion DatelTime: 10/07/200823:40° 7" " Relion Personnal: System, System
Ordar Data;ls Romma 10/07/09 16:00:00, Onre Bload 4628'522
i " "Review Informalion:
Doctor Cosign: Not Required

Actien Parsonnel, COLWELLHOLLIED ™"

“"Order Delails; Routing, 10/07/09 16:00:00, Om.e, ‘Blood, 4628622
Review Information:
Doclor Cosign: Nol Requlrad
Order Comment:

. Aelien Type: Order
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Med Rec Nbr: Ul Nbr: 1001428581

Financiat Nbr: 68927647 Palienl Name:

Clisnt Mad Rac Nbr: Organization: KHCHQB

DOB: Patient Location: ZZC-Emergency Rm

Sex: Famala Physician: FRASER-BRANCHE,EMILY MD
Adm:  10/07/2009 Dsch: 10/07/2009 LAWRENCE.LYNN M

Medical Record Reqguest

Laboratory

preaveee

' Deparjment Staius: Compleled . Catalog Type: Laboratory ¢ i Achvlty Type General Lab
End-s?qge Date/Time: 10#38!2009 12 1a o o " "End-state Reason:
‘ Ordenpp Physman : Consullmg Phg}snp_l.an

"0
: Action Date/Time: 10/08/2000 12:15
Order Delalls Stat 1040709 17:46:00, Once, days1 Bfood
‘Raview Infarmation: ~
Poctor Cosign: Not Required
Order Comment:
7 Action DatelTime: 10/07/2008 23141 Action Personnel: SHERRELLMARYE ™"
Ordsr Datauls Stat. 10/07/09 17:46:00, Onee, days 1, B!nnd
g e e et e e e e+ e 4 e e s s e e
~ Doctor Cosign: Not Required
‘Order Comment:
"7 Relion Type: Btatus Change T T Action DatefTime: 10/07/2008 22037 T " Rétion Persénnel: Kid BAMELAY
T g ke Sl G700 17 4600, Orics. c'ﬁ'éiy's"i', Bioga " e R
Review Information:
Doclur Cosign: Nol Requ»rud
' “Grder Comment:

e SR Bnad T R Gl e atbTiab0e Boids

"hction Type: Complete " Aciion Personnel: GALL RUTHE ™"

" action Type: Stelus Change

i i KPR

" "Ordar Dafails: Stat, 10i07/08 1746100, Once, days 1, Bicod o
Review Information:
Dactor Cosign: Not Required

~ Action Parsonnal: ERB,BRITTANY M
' ""Order Detanls Stat “10/07/65 17 46 00 Onoe days1 Bload' Trommommrmmr e
- R e e e e e e e s e e e e
Doctor Cosign: Nol Required
Order Comment:
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Patient Name: ' 160451477 Master Report Template




Med Rec Nbr: . Ul NEr: 1001428581

Financial Nbi: 68927647 Palienl Name:

Cliant Mad Rac Nbr: Organization: KHCHOB

DOB: Patient Location: ZZCG-Emergency Rm

Sex: Famala Physician: FRASER-BRANCHE,EMILY MD
Medical Record Request 10710009 Dsch: 10/07/2009 LAWRENGE,LYNN M

Laboratory

P

PEAAR

107;2009 1743
" Department Stalus: Completed” ™ ""Catalog Type Laboratory  Aclivity Type: General Lab
)  End-slate Dale/Time: 10/07:2009 2066 : " 'End-state Reason:

. Ordermg Physsman ) R Consumng Physuman o
) " Entarad & Elactronically Signed By: ERB,BRITTANY Mon 10/07/2009 1743~~~ " oo
_ Order Delails: Slal, 10/7/09 5:45:00 PM EDT, Once, days, 1, Blood o

" Aclion Type: Complete ~ © Action Date/Time: 10/07/2008 2056 Action Personnel: HODGSON KAREN A~
Order Delalls Siat 10/07/09 17:45:00, Oncet days 1 Blood
T Ravisw Information:
Doctor Cosign: Not Required
Order Comment

“* Action Date/fime: 10:07/2009 20146
Ordar Datails: Stat, 1 0i07/08 17:45:00, Onca, days 1, Blaod

' "7 "Review Informaiion:
~ Doctor Cosign: Not Required

‘Order Comment:
T Adlion Type: Btatus Changs T T T Retion DatefTime: 10:07/2008 200467 T Action Personnel: KIS PAMELA'J v
o  Brder Delails: Slal, 10107709 17:45:00, Onee, days 1, Blood T T e
Review Information:
Doclur Cosign: Nol Requured
o “Ordar Comment. "~ "~
CTT Achion Tyge: Order T T Ax,uon Daleﬂ ime: 10 07l2009 17 45 ’ Auuon Peraonnel ERB BR!TTANY M o
o e “Order Details: Siat 1010709 17:45:00, Oncs, days 1, B!ood e
.. i e aian: e e e
Doctar Cosign: Not Required

. Order Commenl e e e e v s e e e e e e s e e e e

“" Action Personnel: KiJ, PAMELA ™

" Action Type: Status Change
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Med Rec Nbr: Ul NEi: 1001428581

Financiat Nbr: 68927647 Patienl Name:

Clisnt Mad Rec Nbr: Organization: KHCHOB

DOB: Patient Location: ZZC-Emergency Rm

Sex: Female Physician: FRASER-BRANCHE,EMILY MD

Medical Record Request 10070000 Dsch: 10/07/2009 LAWRENGE.LYNN M

Laboratot_y

Order DaterTime: 10/07/2009 17:43 N .
" Depariment Sialus: Compieted 77" ""Catalog Type Laboratory "7 Aclivity Type: General Lab T
_End-state Date/Time: 10 7!2009 21 01 SR ‘End-state Reaso

" Ordering Physician: N o 7 Consulting Physician:

' 7 "Entared & Elerb‘omranv Signad By: ERB BRITTANY Mon {0/0722009 17:43 7"
_ Order Delails: Sldl 10709 5:45:00 PM EDT, Onw, days, 1, Blood e
. T et e e e s et e
“Aciion Type: Complete 7T " Action DatelTime: 10/07/200021:07 7 Adtion Personnel: MUNSON ROBERTE

Order Detalls S1at 1040709 17:45:00, Once, days 1 Blood
‘Raview Information:
Doctor Cosign: Not Required
Order Comment
“action Type: Status Change " " Adtion DatelTime: 10:077200020:46 T T Adtion Personnel: Kid,PAMELA ST
Ordar Datails: Stat, 10/07/08 17:45:00, Onca, days 1, Blood
N B ST e e e e e e e e e+ e
~ Doctor Cosign: Not Required

Order Comment:
T Retion Type: Btatus Change T T T Retion DatéfTime: 10:07/2008 267467

T  Order Delails: Slal, 10107709 17:45:00, Once, days 1, Blood

Review Information:
Doclur Cosign: Nol Requ:rud
“Grder Commant: ’
T Achon Type: Order T T T T "’ Adlion DalefTime: 10/07/200017:45 ) ALlIOﬂ Pen,onnel ERB BRITTANY M T
CIomomm T Grddar Dalails: Stat, 10107709 17:45:00, Onee, days 1, Blood e
. g s e e e e e s o e e
Doctor Casugn Not Required

‘ N . ord&r Commel]l Peve o wnas A.‘ :‘. :. .: A:. :-. ..‘ .-.. ...‘ ‘.‘ ... .'.‘ ‘.A .: .... ... .‘. ..'V ‘.- .‘4 ..4' '~. "A -'v. :.‘ ... .... ’.., .‘. ...- :‘. .}- ‘.‘ .... ..‘ ‘: ‘-‘. .: ..' ..‘ .. .-.

" Adtion Personnel: Kil. PAMELAS ™
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Patient Name: 160451477 Master Repoart Template




Med Rec Nbr: Ul NEr; 1001428581
Financiat Nbr: 68927647 Patient Name:

Cliant Med Rac Nhr: Organization: KH CHOR
DoB: Patient Lacation: ZZC-Emergency Rm
Sex: Famale Physician: FRASER-BRANCHE,EMILY MD

Adm: 10/07/2008 Dsech: 10/07/2009 LAWRENGE.LYNN M

Laboratory

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

..b'raér.ljé‘lé m 10;’07:'2009 1 43
" Department Status: Compigted” ™7 " Catalog Type Laboratory ~ " Adlivity Type: Generaf Lab T
B ’ End—siate Date/Time: 10'08!2009 11 11 o : " "End-stats Reasan:
" Ordering Prysician; S Consuliing Physician:
" "Entared & Elacironically Signed By: ERB,BRITTANY Mon 10/07/2000 1743~ "7 " ™
" Order Delails: Slal, 10i7/09 5:45:00 PMEDT, Once, days, 1, Bood

" Adtion Type: Complete 7T Retion DatelTime: 1000820084911 7T Action Personnel: 8ZCZPIEROWSKI NANGY €
’ Order Detalls Stat 10/07/09 17:45:00, Once days1 Blood
' ‘Raviaw Infarmation:
Doctor Cosign: Not Required
Order Comment
““Aclion Type: Status Change T Rtion DatedTime: 10:0772009 23741 T T T Action Personnel: SHERRELL MARY E ™"
Ordar Datails: Stat, 10/07/09 17:45:00. Ones, days 1, Blond
e S e e e e e e e e s e
~ Dactor Cosign: Not Required
‘Crder Comment:
" Retion Type: Status Change T T " Retion Datelfime: 1040772008 2223 CETTTTT Adlion Personnel: KIJBAMELA ST
ToTmmmm T  Order Delgils: Slal, 10/07/09 17:45:00, Onee, days 1, Blood T e
Review Information:
Doclur Cosign: Nol Requured
' “Ordar | Cammant

‘Aclion Personnel: Kid PAMELAT 7777

" "Ordar Datails: ‘Siat, 10i07/09 17:45:00, Once, days 1, Blnnd‘;_w Crmommrmmrmo e
g e sl P e e e e

Doctor Cosign: Not Required

HERR e Tvpe Sialus :bfh:é'angq

Order Details: Siat 10107108 17:45: 00 Once. 'days 1, Blood ™~ """ o e e e
.. S e e 4 e e e e e
Daclor Cosign: Nol Required

CQrder Comment: L
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Med Rec Nbi: Ut Ner: 1001428581

Financial Nbr: 68927647 Patienl Name:

Cliant Med Reac Nhr: Organizafion: KHCHOB

008: Patient Lacation: ZZC-Emergency Rm

Sex: Femala Physician: FRASER-BRANCHE,EMILY MD
Adm: 10/07/2009 Dsch: 10/07/2009 LAWRENGE.LYNN M

Medical Record Request

" Depariment Status: Completed "™ """ """ " Catalog Type: Laboratory : LT Adlivity Type: General Lab T
_End-state Date/Time: 10108!200911 A1 : T T EndCstate Reason:
o Ordermg Physsctan CoTmoTmommoamo o Consulhng Physxcaan
A " Entared & Elactronically Signed By | RB BRITTANY Mon 1007220081745 -
_ Crder Delails: Stal, 10/7/08 5:45:00 PM EDT, Once, days, 1, Blood o
e e i e e e e
""hclion Type: Compiste T Action Date/Time: 10:08/2008 11117 "Action Personnel: 8ZCZPIEROWSKI NANCY ¢
Order Detalls Stat 10/07/09 17:45:00, Once,  days 1, Blood
‘Ravisw Information: ~
Doctor Cosign: Not Required
Order Comment
“ hction Type: Status Change "7 Ketion DatedTime: 10/071200023:41 7 ‘action Personnel: SHERRELL MARYE ™™™ "
Ordar Datails: Stat, 10/07/08 17:45:00, Once, days 1, Blood
g et 2 e e e e s e e e
Doctor Cosign: Not Required

' Aetion Type: Status Change ™" Actior Personriel: KIJ PAMELAS ™" """

" Order Delails: Sial, 10/07/08 17: 45 46, One, days 1, Blood
Review Information:
Doclor Cosign: Nol Required

“Adiion Personnel: KiJ PAMELA J

’ . Onos, days 1, Blood | — " T
“Review Informatmn e
Doctor Cosign: Not Required o

"Order Deiails: Stat 10/‘07/09 17 45 00 Ones. days’l Blogd ~ o
.. e il e et e e e e e e e e
Doclor Cosign: Nol Required

QOrder Comment;
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Patient Name ) 160451477 Master Report Template




Med Rec Nbr: Ul Nbi: 1001428581

Financial Nbr: 668927647 Patien! Name:

Cliant Mad Rac Nkr: Organization: KH CHOB

Do8: - Patient Location: ZZC-Emergency Rm

Sax: Female Physician: FRASER-BRANCHE EMILY MD

Adm: 10/07/2009 Dsch: 10/07/2009 LAWRENCE.LYNN M

Order DalerTim 1010772000 1 ”43 o
" Departmen Staius: Completed . " Calelog Tyoe: Laboratory DL AGlily Type: GerralLab T

" End-state Dale/Time: 10/08/2005 1111 " End-stale Reason:
Ordermg Physm;an ' Consulhng Physman

" Entared & Elacronically Signed By: ERB BRITTANY Mon 10/07/2009 1743 "~
" Order Delails: Slal, 10/7/09 5:45:00 PM EDT, Orce, days, 1, Blood Coom e
. e Ordar Commsnt D e e e e
" Action Type: Complete 77T " Adtion DatefTime: 10/08/2008 11117 "Action Personnel: 5ZCZPIEROWSKINANCY €~
Order Detans Stat 1040708 17:45:00, Oncek days 1 Blood
' ‘Raviaw Informatian: ~
Doctor Cosign: Not Required
Order Comment
“aclion Type: Status Change 77T Ketion Date/Time: 10:07/2008 2341 T Aclion Personnel: SHERRELL MARYE ™"
Order Details: Stat, 10/07/09 17:45:00. Onca, days 1, Biood
g T et e e e e e e e s e
 Doctor Cosign: NotRequired ‘
Order Comment: S
" Achion Type: Status Change ™" Aetion GatefTime: 16/07/2068 22723 Action Personnel: KIS BAMELA """~
o AR SR s il SiaL G/0700 T7 4500, Onc Giys T, Blogd o e
Review Information:
Doclur Cosign: Nol Requxrad
"GOrdar Comment:

. Aclon Type: Slalus Chiange

":".Ordsr Dstmls Siﬁt 10077 ) O_npa days 1' Blood T
Review Information: oo
Doctor Cosign: Not Required

Order Details: Siat 10'07/09 1745 00 Once. days1 Blogd ~T T
o e C e e e e e e e e e e e
Doclor Cosign: Not Required

QOrder Comment;
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Patient Name: 160451477 Master Report Template




Med Rec Nbr; Ul NEr: 1001428581

Financiat Nbr: BB927647 Patienl Name. i

Cliant Med Rac Nkr: Organization: KH CHOB

DoB: Patient Location: ZZC-Emergency Rm

Sex: Famale Physician: FRASER-BRANCHE,EMILY MD
Adm: 10/07/2009 Dsch: 10/07/2003 LAWRENCE.LYNN M

B ,

Order DalerTinve: 10/07/2008 16:

" Deparitment Staius: Compieted """ """ "Catalog Type: PafientCare T 1T " Activity Type: Emergency Depariment

" hction Type: Complste

Printed: 11/24/2017 15:11

~End-siaie Date/Time: 10/19/2008 08:10 : S End-state Reason:

Ordermg Physmlan System System Physi
"Erterad & Elsctronically Signed By: System Systam on 10/07/2009 16:28°

' Consumng Physrccan

Order Delatla Rou\me 10/7/09 4:28:15 PM EDT Om.e
Ordar Commenl Thlx & 3 discarn rula which ﬂred upon ED sugn m T
: “Action Date/Time: 10/18/2000 0810 " "Action Personnel- FORGIONE THERESA M ™~
Order Detalls Routine, 10/07/09 16: 28 15 Once
. e o e e e+ e e e
Doctor Cosign: Not Required
Order Comment
" Rction Date/Time: 10:07/2009 16728~~~ "7 "7
Ordar Datans Rautina, 10/07/08 16 28: 1‘3 Onre
' T "Review Informalion;
Doctor Cosign: Not Required
" Order Comment: This is a discern rule which fired upon ED sngn in..

Action Personnel: System,System”

Page 30 of 61
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Med Rec Nbr: U Ner: 1001428581

Financiat Nbr: 68927647 Patien! Name:

Cliant Med Rac Nbr: Organization: KH CHOB

DoB: Patient Location: ZZC-Emergency Rm

Sex: Femala Physician: FRASER-BRANCHE,EMILY MD
Adm: 10/07/2009 Dsch: 10/07/2009 LAWRENCE.LYNN M

Rasplratory Rate
| Syslolic Btood Prebsure : - : 103
- Dissiolic Blood Pressure’ T e g
Lvel of Comstinusrass T e D e g e
Hgb 14.9 : - : -
Hot 441 : - : -
Bl T g
Albumin Levsl - :
Maut Abs 5.2 : - : -
Moo A g e e
Eos Abs : :
NG Al T T s e e
""Cﬁlhﬁc‘{é P g
. Carbon B~ e e e g e
b i | R
. "Pniasmum stel 4. e e 3:6‘...:. B SO VP
R R § REEREERpe
Sodium Level - : 138 : -
“EDlinformalion Given By T LT T T T L T T Family member
Affect/Behavior - H - 5 Calm
Mode of/\rnval e T i - Ambulance/BLS
: e L e D
i Temperaiure Route - : - . Oral
R T 92 SO

Printad: 11/24/2017 1511 Page 40 of 61

Patient Name: 160451477 Master Report Template




Ut bz 1001428581

Med Rec Nbr:

Financial Nbr: 68927647 Patient Name; -

Clisnt Mad Rec Nbr: Organization: KHCHOB

DOB: Patient Location: ZZC-Emergency Rm

Sex: Famala Physinian: FRASER-BRANCHE,EMILY MD
Adm:  10/07/2009 Dsch: 10/07/2009 LAWRENGE.LYNN M

Page 41 of 61

Printad: 11/24/2017 15:11

Patient Namea: 160451477 Master Report Template




Ul Nbr:
Patient Name:
Organization:

Med Rec Nbr:
Financial Nbr:
Client Med Rac Nbr:
DoB:

Sex:
Adm:

68927647

Patient Location:
Female Physician:

Dsch: 10/07/2009

10/07/2009

 Dissiolic Blood Pressure T B8 T g T

H Respiralory Rale . BRimin ¢

e ameratire T g gl

<7 Temperature Route T T Gral T T T T T T
Hearl Rale 92

Cfied
. BE0-300

bpm [70-106]

Printad: 11/24/2017 15:11

1001428581

KH CHOB

ZZC-Emergency Rm
FRASER-BRANCHE,EMILY MD
LAWRENGE,LYNN M

Page 42 of 61

Patient Nams: 160451477

Master Report Template




Med Rec Nbr:! Ut Ner: 1001428581
Financial Nbr: 68927647 Palient Name:
Cliant Mad Rac¢ Nbr: Organization: KH CHOB

Fatient Location: ZZC-Emergency Rm

B DOB;
i ' Sex: Female Physiciar: FRASER-BRANCHE,EMILY MD
Medical Record Request Adm:  10/07/2009 Dsch: 10/07/2009 LAWRENGE.LYNN M

Oxygen Therapy Room Air

Printad: 11/24/2017 15:11 Page 43 of 61

Patient Name 160451477 Master Report Template




Med Rec Nbi: Ul Ner: 1001428581

Financial Nbr: 68927847 Patien! Name:

Cliant Med Rac Nhr: Organization: KH CHQB

DoB: Fatient Location: ZZC-Emergency Rm

Sex: Famala Physicisn: FRASER-BRANCHE,EMILY MD
Adm:  10/07/2009 Dsch: 10/07/2008 LAWRENGE.LYNN M

Neurological Assessment

PR

 Level of Consciousness : :
; Affact/Bshavior : Calm :

Printad: 11/24/2017 15:11 Page 44 of 61

Patient Name: ) 160451477 Master Report Template




Med Rec Nbr. §
Financial Nbr: 68927647
-Cliant Med Rac Nbr:
DOB;
) S Sex: Famale
Medical Record Request | 1075000 Dsch: 10/07/2009

Ul Nbr:
Patienl Name:

Organization:

1001428581

KH CHORB

Patient Location: ZZG-Emergency Rm

Physician:

FRASER-BRANCHE,EMILY MD
LAWRENCE.LYNN M

Family member

Printad: 11/24/2017 15:11
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Patient Name 160451477

Master Report Template




Ul Nbr: 1001428581

Med Rec Nbr:
Financiat Nbr; 68927647 Palient Name:
Cliant Mad Rac Nhe: Organization: KH CHQB
o ,@ DOoB: Fatient Location: ZZC-Emergency Rm
) Sex: Famale Physician: FRASER-BRANCHE,EMILY MD
Medical Record Request 10075000 Dsch: 10/07/2008 LAWRENGE,LYNN M

Printad: 112412017 15:11 Page 46 of 61
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ame
Dale of Birlh:

* Auth (Verified) *

Ty

SRR
% § ) 2‘?: TENNEY EMILY iaad SEX-F
ﬂhé RN . F
: Ft-
L ™R OE o 104

KALEIDA

Chart Scanning

OTHER
FACILITY
RECORDS

ST

Fadilily: KH CHOB




,,,,, MRN: 1001428581; 433054

Patient Name’
Dale of Birlh; FIN: 68927647

* Auth (Verlified) *

MOUNT S8T. MARY'S HOSPITAY. LABORATQRY OF NIAGAﬁA FALLS
5300 Military Road, Lewiston, NY 14092 Phone: (716)298-2200

ROOM: MERT - . Patient:
Accti: MOODDZ0937033 MRN: ; NOB «
Attending: BROWN, LLOYD Order #: DOD73107

Rey. phyygician: BROWN, LLOYD

TEST-NAME RESULT ABR REFERENCE RANGE UNITH . _TEST LdC
Collected 10/07/09 11:50 by SH Received 10/07/09 13:22 by JRS558 Reported 10/07/09 13:2

Pregnancy Test, Orine Negative NEGATIVE m
Tested by sh m

Tectiog locstion key (TST LOC):
® = Huuant St. NMuary'w Howpizal
Pziateds 10/37/22¢p 12:33 PIRAL autoyeporking &lab PASE: 1 of 1

g = Quvek Suitbheiuv Tekuyetozive r w Aefersed Labegalury

Facilily: KH CHOB Page 48 of 61




Patient Name:
Date of Birth:

* Auth (Verified) *

MOUNT S MARY'S IR I UEC T IT TN

HQEPITAL AND MAALTH CuNINN

MRN: 1001428581, 433054

FIN: 68927547

I
(3
MEDICATION RECONCILIATION rorub- JURRIT FED
DOCTOR'S ORDERS Gre pres. s ean
ALL ORDERS MUST BE DATED AND SIGHED BY THEDOCTOR | :3 v
Allergies: LI R R AR
v)(b'l[,l_(,vl-y "j‘ “\/\}'vl.vfkg, *""\ . VuUs W/ U7/0%
!i'd}{/‘-” _ Al Aot ) ! il "!‘.. ~[‘." e
1&f below all of the pauant’s medicdli Hie, Catnthr);: mamms,pn;i‘ hérbalmeds:
New medicatiens or madication changes should ba written on admlssion orders,
What Pharmacy do you use to get your prescriptions?
Saurce of Medicaton st (check afl used);
0 Patient medication fist 0O Patien/Family recalt 3 Pharmacy _ LN /
Q Primary care physiciam list Q Previous discharge papeiwork 11 MAR from facility 1 no medications at home
01 Unable to oblain Medical History: Reason
MEDICATION HISTORY RECORDED: (Nurse's Signature) ! Y Caer L(/l 4
VERIFIED: (Nurse's Signature) ___ 807 e a8, &5V DATE RECORDED: X7, Q
- Biyaician Medicad
Meslication Name Last Ordars o Agmission “"’L‘::"“ Reconclied
fWrite Legibly) Dose | Raute | Freguency Doss {Check Only Onin) [ Bischamge \erbad
Dates Change | po Ruad Crage o Rea
Time jrendll B do i -2 ) i -t
- Sowet) spen | O™
’ Toddl a0 prrssldediTTider @ r<?) Tﬁ’?’/f&y Yagpr| O a 8| n] a |
z al ol a g | o|a
3 -
[n} =] Q Q [n] Q
4 ] 0 s} al a a
5
J u J n] a U
8 n] u] bu n] o o
7
9 n} 3J w} [w] a
8
Q [®] - Q u} a
g, .
n] o a o 0 a
Admisslon Physician's Signature; 0 OVER ._’
Date: / ! ) Time: Qam Qpm.

EMSTAR/QUT-PATIENT USE ONLY: NEW MEDICATIONS/PREVIOUS HOME
MEDICATIONS WITH CHANGES

Medication Name Dose Route | Frequency Duration

Discharge Physician's Signature:
Date: / / Time: Oam. Qp.m. & Copy toPatient RN Initiefs

8100-03w-062005PCS (01-0030) {Revised 1-8-08)

Fadilily: KH CHOB
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Patient Name:
Dale of Birlh; .

Facilily: KH CHOB

AT . . .

MRN: 1001428581; 433054
FIN: 68927647

* Auth (Verified) *
I R L R e L O T K R I I TR ARSI VA N Arivrat

e 3 B, 18337053

l PCr~ SyRMIT PRES

Moty SEMARYS LEG- 3EOUN, LLEYD ©

Sour berpdisd oo K2

PATIENT TRANSFER FORM  ene R d i
(I'bis forre must be complicted for any patiest ! 4
* lenving the Hospital for anofher facility) . Dos 16707709 ;
. . - T . 1
— — . UV A : i
Patient Name: ~ — Phys:cmn Jﬁi‘—rﬁz‘—a—;’?ﬁ— ne QL i
Next of Kin Nouﬁed meq 'n No L1 Male  EJsFemale
Name Age_| Y pos. CT Expected’ (5 Ret
Phone » ] . C dL) Yes No
| Medical Screening Examination Completed Reason for Transfer 1 Required service not
%’Dclcrmmed o have emergency medical Fonditlon D Putient/Fumnily Reguest © provided
Det«;m@ned nat to have emergency medical b Q Higher Level of Care Required [] Orher
condition :

Transferred to care of Dy Toene Er MD‘ at _ Jpolda R Huspital
Abcapﬁ’fﬁzl’hwktm ' "’,' . (Mdms) ) .

RepcrtGivleb Syt MD by i\,
Meaus of Transpon! [] Ambutance’ALS” Ambulanca/BLS gen’cy. ¥

Orders; Q)55 ./ Patient IV-‘L%_@%___ inl Tneluds l\"nc ey rete)
Special Fquipment: _ pana . Axéompanled By &um v fuendse s

*Condition of Patient: = m—é“@mf T Vital Signs (TPR and BP) pn
Allergies: &2 .

Pnt ent’s Working Dia ggosts. <,
Brist Hismry and Trearment Repdererd (lnclude Meédications Given)
Sryal gosacdt Wi YN (35S gy 1 T foat
Uhine RGLE
Dosumentation [ncluded: . _QMTDmgnostxcs {LabECGM-Ray Rzponlrilm<) /Q-ebmpleted Iransfer h:um
%.Be{ % Sheet _LMD Pragress Noles ‘ [Lurrent List of Madicatjons
[istory and Phyasical [IED Record/Nurse Assessment rsonal Effects Se,,ntr
[] Consults jgﬂther (Sperify) s { bupinpa . Advanced Direttives

1 hepeby certify that based upan the information available fo me at tha ume of: rransf‘% rgﬂe' hildical benef‘ i3 n:asunabiv
expected from the provision of appropriate medical care at snother medical facility nutwe;ghs the increased risk to the
individual, and in the case of labor, fo the unborn cmld. fram eﬁ'ccsmg the transfer. THIS CERTIFICATION (S BA‘S&:D

MEDICAL RISKS AND BENEFITS ‘ ' - % ' 7

.| ON THE FOLLOWING: .
Medica) Benefits: n//{/f’ s 4 / _("?"}!7/'/’/?" z a’ft’/l«"
| I DO i R 4 Ol i
.l/',/.f(;//‘/"-r’flV 'Z) )"/ 7’/7 // ’f’“r’.r’)/_'(‘ N
Mcdical Risks: - s .

ﬂffé’/ Wf YR //}f//,‘c T er gt

All transfars have the risks of traffic dclays accidents dunne,"tnnspon inclement weather, mug,h énadin or !wbulﬁl};(g ] /
and the limitstions of equipment and personncl esent.in the vehicle. _ﬂl 1744

Physician's Sighature L4 2l ,/." Lot L e 2224w zlﬁrlé am/@

=
t}{romsm TO TRANSFER

hereby consent to transfer to another medical fucility, } understand that it is 1he opinion of the physician responsible for
my car that the fransfer outweighs the risks of transfer, | have been informed of the risks and-benefits upon which this
tansfer js being mede, | huve considered these risks und benefits und consent to the trensler, I autharize the release of
i mformauon penaining to my trestment at Moint St, Maryv's Hospnal
[T PATIENT REQUEST TRANSFER
After considering the risks und benefits given to me, 1 hereby Tequest upon my own suggestion and not that of the !
Hospital, Physicians, ur viher person assucinied with the Hospital, that the paticnt be transferred 10 the above Hospiral. |

authorize the releate of information pertaining to my Jea'meqt at Mount St. Mary's Hospital. - 7 9 }/ 5

Signature of Patient ar Responsible Person) PRt . Date & Ty

Witness 771 140

Furm (.ompleled ¥ & oy

[ L

F
uhlnu Supervisor Siznnmra AN, .é"':-f"
| Siimature of person vanspomnglhem documents with patient, <, o £Z i e Datg 1 [T [t

Follaw-Up Telephunc Call if Applicable: 3 77
Copits: WRYLE-Paticnt Recard YELLOW-Tmuf:md With Patigm PINK..umbulance l.l)Ll)-Quajm Manaeemem

FAX TOP PACE SHOWING ADDRESSOGAAPY) TQ FISCAL SERVICES i2112) AND EMERGENCY SER VICES (2331} UPON PATIENT TRANSFER

HIGIGCHOTZU00 55 (R4 02D)
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Patient Name:

Date of Birlh;

Facilily: KH CHOB

MRN: 1061428581; 433054

* Auth (Verified) *

FIN: 68927647

Hh-
2'e
OUNT A YS Fop- SURHGT FEDS
HOSPITAL aNB HEALTH CENTER REG- BROWN, LLOYD W
Patient Care Services

Nurse's Notes

IULY Y 03337033

F ' t4
{8k LR
wr..  wRyRO/RIL09

Dute & Time

Notas

. '. R |
201 ,‘xzf‘.r,;. TERM D SN A ot e , B ~.|-~
e el A P i e . S
; s / SN LR 8 3 £ (3 2
T

by it /Jl{)(/m

/()//’77 nG /9%

- !fﬂ/)

T AL ﬁé*m

@%wu&@wb

/ '% % 470 ot (UL A

Lhints pors Dty dnrzis Lidd day A peliic

4

L 4 LddT

By L2 //w/z.’fmz%ﬂ//@ﬂ

/ﬁ\/ dé 7 j’/ o ilis ALlelod ALl 82

4

132

/f} agtanntd oo © il Z L2 (V’/? %ﬂ/fﬂﬂﬂ bron

LA DN Dot

&Mt (1 8ned . (006 Ainideade,

.!W

(i do glde Qp004 e
Lt 4o’ Ta tinn T

N . Thdcle5Tiz0

piofey, JHD Ofanaf ﬂ

2 A~ N (LA 4,4:10/ A/ﬁm%ﬁ/w

aanial. rM(’ 0litbeng biedin An Bade,

um m.f! Mavid e s pLa 3% A divdy,

Nabedlonds =T - Farbelaemgy —2~ /-

!L#/} A ’Y{’// }’Y}ﬂ/? ala s < mﬂziﬁ?ﬁm abhain

-~

] J(ﬁ{fq//mﬁuald'ﬂ 2

4 Duatdday . ¥Ppad- cupendt LOOHO R — 7
TTadmnat Iy £es + {hdl#

Wy J;{(ﬂﬁ«ﬁﬂ Uter, Do AN in

honancia i oy

Ok a ﬁ\r\mb 0

8100-33-082005PCS (018039}

[J Check if notes written on the reverse side. Page 1 of 2

;.

— N (] YV P TR BN
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Patient Name

MRN: 1001428581; 433054

Dale of Birth FIN; 68927647
» Auth (Verified) *
MOUNT ST. MARY'S HOSPITAL - EMERGENCY ROOM FACE SHEET
- 5300 MILITARY ROAD, LEWISTON NY 14092 ) :

PT NAME: . PT NO: 20937033 MR NO: 385423
ADDRESS : PT TYPE: E EMERGENCY ROOM

romY: s STATE: NY ADMIT DATE: 10/07/09 1l:22

S rnCNE: TRIAGE TIME: 1122 RELIG: OTH
SEX: ) RACE: 1 MARITAL ST: & CHURCH: ONE

GGN: ADV DIRECTIVE? N TYPE

MAIDEN NAME:’ //‘\\ PREVIQUS TETANUS DT:

1SOLATION INDICATOR NONE BROUGHT IN BY: 18

DOB:. .- : 14 NOTIFIED POLICE: Y 'I'IME:
BIRTHPLACE NIAGARA LS ] '
FACILITY DIRECTORY: Y POLICE SIGNATURE: . =
S===7=‘PRIMARY EMERGENCY CONTACT ======z======= SECONDARY CONT. INFORMATIQ ==
NAME : NAME:

ADDRESS : - ADDRESS:

CITY/ STATE: CITY/ STATE: °

ZIP : , ZIP: s

HOME PHONE: HOME PHONE: -
WORK PHONE: EXT WORK PHONE: - ~ eXT
RELATION: M MOTHER RELATION: T GRANDPARENT
—omsiro oo emn oo amsee=e TNSITRANCE INFOMATION T O TR R R R R S R SR T R M e em o
PLAN. 13 = CRIME VICTIMS égk\ PLAN 2:

CERT:NO: - 4§\3 CERT NO:

PRE/POL#: . 0838458375 PRE/POLH:

GROUP:NO: 999 GROUP NO:

PpIORITY 1 PRIORITY:

:==_.====== mmmmemosm=ax==== CLINICAL INFORMATION mssscsreosssssosssoozssmommmam

¥rxOVISTONAL DIAG: POSSIBLE RAPE
ACCIDENT DATE/TIME: 10/07/09 07:25
ACCIDENT INDICATOR: C

ACCIDENT LOCATION BEHIND SCHCOL WEIGHT ROOM

EEERERmEMEKE RIS RARTEN RIS

PHYSICIAN/CONSULTANT NOTIFICATION:

ATTN PHYS:
PCP PHYS:

BROWN, LLOYD W
CLARK, FALLS JENNIFER

========"‘

C’/Vd

DIFFERENTIAL PIAGNOSIS/MEDICAL DECISION MAKING

PRIMARY DIAGNOSIS OR IMPREGSION: ({// /é!:( 7 /5 éf 7 - /7}{ %ZZG/

SECONDARY DIAGNOSIS'

PROCEDURES BY PHYSICIAN PA/NP

/

- 2/
CRITICAL CARE TIME: _____ MWINUTES DISPOSTION TINE: c.‘.’,_.-. 7 i
DISPOSTION: __ DISCHARGE __ NO ‘/st.NGE Zzwz&cmm ____IMPROVED

i ADMIT RANSFER DOA DIED IN ED
a: _° LEFT BEFCRE E EFT BEFORE COMPLETED SERVICE  REFUSED ADMMISSTION

T A PO -
PA/NP SIGNATURE "PRINT OR STAMP NAME PHYSICIAN SIGNATURE

»

PRINT OR STAMP NAME
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Patient Name:
Dale of Birth;

* Auth (Verified) *

Bro ZRREE 3G 05937333

Mour\fr'SZLMApv’s

HEEPITAL AND HIGALTH GEM~ER CORIP- SUMKIT PELnc

MRN: 1001428581, 433054
FIN: 58927647

A EMSTAR KEo- REOWK, LL7YD W
PATIENT CONSENT FORM F 14
s L[MR ER
MEDICAL EVIDENCE REPORT KA BOS 16707709
FOR VICTIMS OF SEXUAL ASSAULT i S Ao
‘ - Lo .l’e:zs‘;sog}aph

Name Patient ER # = “
2093 70355 ,
Address: _. /] N Date Arived: /7 1 7 (77 '
Af Time Arrived: /J)5¢7am. p.m.

ISR BT " - ~

/ e f Braught By: '
u A LN i F4 =

Birthdate. . Refered By \/I7(d
Telephone No.: - R Mode of Transportation; mm:‘gﬁ / jd/; .
!

| understand that if | consent, an examinetion for evidence of sexual assault and callection of passible
evidence will be conducted. | understand that| may refuse to consent, or | may withdraw consent at any time for
any portion of the examination. | understand that the collection of evidence may include photographing injuries,

which may include injuriss to the genital area.

lconsent fo:

Physical Examination: OYes 0ONo
Photographing of injuries: O Yes [INo
Collaction of Evidence: OYes [No

| understand that if | consent, such evidence will be released to the police at this time, If] do not consent to
release of evidence al this time, such evidence will be preserved at the Hospital for not less than 30 days and |

may consent to its release or destruction at any time during this 30 day period.

Release of Evidence to Police: O Yes ONo

X X
Signature of Witness Signature of Fatient
! /
Date Patient’s Agent or Representative
Time Relationship to Patient
7450-192.072008PC
108

Facility: KH CHOB
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Patient Name: MRN: 1001428581, 433054
FIN: 68927647

Dale of Birlhy
* Auth (Verified) *
Pre HESYIE 59375033

E'osep- SUMKIT PO

MGUNTS MéRY.S . ' pltbrit nadE 0NN, LL YD ¥
) f
EMSTAR E MR#tW

MEDICAL EVIDENCE REPQRT FOR VICTIMS OF SEXUAL ASSAULT i =

14

ucs'iéxcyloo

aa TR w T
Date of Assault /J7/C]—q T%%7M BRI A, B

4 i A i
Date of Examination: / C:'/ 7/6’ (‘/ Tlme/ 4% am. p.m.

Name of Examining Physician(s):

PHYSICIAN / SAFE NURSE
CTIONA -

1. Identify of tha assailant and specific details of assault is not necessary. Document only mformatlon for this
Medical assessment.

L0 Jlts s /',,) g m'w W i Sdinl 4 /?71&, 4 Loy

émf A *:::;j_d /,)_&_m_' valdrd deum Aea zzz ..... /;&f/ _/____
Yasotaf mmmm/ hud ,cf ﬂﬁffv) (1o /,mf ﬂmmé Y

0//(577 éw' Wo/'z,g/ A ﬂiﬁxm 7[ {//m? ¥ J/ m’ //4/]&(?//

NOTE: RN may completa * * * questions; initial your comment and sign page 5.

*2. Pre-pubertal Yes No"ﬂ If yes, proceed to A9 ,

*4, Vaginal tampon used? YesO NOW. Agebegan /
*5. Any symptoms of pregnancy?  Yes U NQ;Q\ If yes, describe
‘6. Is patient currently using a contraceptive device? Yes O Ng'}i[
Method used: et
*7. Has patient had a venereal disease {past or present)?  Yes O chﬁ'
Describs therapy: i
*8. _ls patient on any medication now? Ves B, Na O Qﬂ /ym FErd
*3, Has patient received vaccination for Hapalitis B? Ye No 3 [
Completed series? Yes, No 2
7450-92-072008PC

2ol6

“aalily: KH CHOB

3 Gravida: 5 % ___Party. _To—___ Menarche: 7/2/(2 _TWP, '/A—J//’(”Normal YesQ No Q’/ e /‘35/
27
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MRN: 1001428581; 433054

Patient Mame 3
Dale of Birth . FIN: 68927647

* Auth (Verified)

KA- 300G 2937533

Mo s A

NOEmiTalL duD xpxH CRET
EMSTAR . f 14
.. LHMR Lk
WMEDICAL EVIDENCE REPORT . R . 005 10/0?/0?
FOR VICTIMS OF SEXUAL ASSAULY L TR teomaote ;. .
" i Ay X . :._:‘, Addresscg'aph
*1. Most recent coitus prior to incident:
Dale: 20_/ICNA Time: Oam. Opm.
*2. According to Patient:
Did penis penetrate vuiva? ONe QO Don't Know
Oid penis penatrate anus? ;Ep {1 Don't Know
Was there oral sex to victim? DY o U Don't Know
Was there oral sex by victim? 9"‘[ j , ,gﬁo L) Don't Know
Did assallant wear a condom? 0 Yes No _jko‘ciﬂ't Know
Was a forelgn object used? OvYes &Ko 0 Don't Know
Describe:
*3. Since the incident, has the patient:
Chenged clothes 0 Yes §o
Douched  Yes o
Bathed Q Yes Ne
\ Defecated 0 Yes ,BQO
a8 Urinated /'B(!% ONe
\gd:":}\ *4. Clothing:
&Xﬁﬁi "b* Neat DYes ONo ForeignMatter QOvYes 0ONo
A Q ' Disheveled OYes ONo Blood OYes ONo
“}. : Tom QYes 0ONo Hair QOYes UONo
IR Soiled OYes 0ONo  Stans QYes QONo
N
v Pulse (7?5/

2. Emotlonal State: A('swa aneraldcnphon at ima of axaminafion (a.g. calm, depre gad, angry, crying):

«?’ 77270 rm

3 Body {Check appropriate boxes):
Head Face Neck Chest Abdomen | Back Buitocks | Ams Legs

Trauma
Bniise
L aceration |
[ Fracture ' !
Sprain

if any of the above bbxes are checked, please describe the Injury below

4. Pelvic Examinabton {describe findings),
Eulva

[ Vagine
| Cervix

Perineum

Unable to complete, Why?

8. Rectal Exam:;
74550:192-072005PC

3pi6
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MRN: 1001428581; 433054

Patient Name:
Dale of Birlh:
* Auth (Verified) *
ME- TR da *0e3753)

13
e w -

PCF- SuwHIT PLAS

/

Patient Nama: ¢ ti

EMSTAR w £ iR P o
MEDICAL EVIDENCE REPORT 4. . DS 10s07/09
FOR VICTIMS OF SEXUAL ASBAULT % i 4 o R

SECTION B - EVIDENTIAL INFORMATION

*1 According to Patient:

Did penis penetrate anus? dYes CONo O Don't Know
Was there oral sex to victim? JdYes (INo 0O Don't Know
Was there oral sex by victim? dYes ©ONo O Don't Know
Dld assailant wear a condom? OYes CQNo U Dont Know
Was a foreign object used? OYes ONo U Don't Knaw
Describe;
*2. Since the incident, has the patlent:
Changed clothes OYes UONo
Balhed OYes QONo
Defecated OYes ONo
Urinated QOYes UNo
*3. Clothing:
Neat QOYex UWNo  Foreign Matter OYes [INo
Disheveled KdYes [JNo Blood OYes DQONo
Toem . UyYes LWINo  Hair OYes QNo
Soiled OYes DNo  Stains OYes QONo
SECTION C - PHYSICIAN EXAMINATION
Pulse a8.pP. Temp Resp.

2. Emptional State; [Give general description at time of examination (e.g. calm, depressed, angry, crying):

3. Body (Check appropriate boxes):

Trauma

Head Face Neck Chest | Abdomen | Back _Bultocks | Arms Legs ‘

Bruise

Laceration

|
Fracture !
Sprain i

if any of the above boxes are checked, please describe tha injury below

FIN: 68927647

4. Pelvic Bxamination (describe findings): )

Penis

Scrotum

| Unable to complete, Why?

§. Recial Exam:

7450-192-072006PC
4clb

Fadility: KH CHOB
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Patient Name: MRN: 1001428581, 433054
Dale of Birth: , FIN: 68927647

* Auth (Verlfied)

hﬁlﬁTS.h@%NB 4m“ FRELAC 59370y,

HGEPITAL axp MWEaLTs CENIER ; . N
EMSTAR FIP- surei1 ppe
PEG- 280xr, Lirrp
MEDICAL EVIDENCE REPORT

FOR VICTIMS OF SEXUAL ASSAULT [rk LR 14
: . . a Addressograph
. ;o UuS W/TI/09 T
SECTION D- NG IT, N
s e DN R .o "i‘ .
1. _Pregnancy Test aQ N/A D | Results T
2. Blood for.

a. Hepatitis B Surface Antigens, Hepatitis B Surface Antibodies, Hepatitis G Antibodies O
b. KV O (requires patient counseling and consent)

ONE-FO STING (HOSPIT OLLEC
{Use Pollce Evidence Collection Kit)

Yes | No Collectors
inftials

* Oral swalss and smears
* Buceal specimen
* Trace evidence .
* Clothing and underwear (list below) 1
* Debris collaction . '
* Dried secretions andfor bita marks
* Fingemail scrapings Right | |
Left .

a1 P PR P

8. " Puiled head hairs

9. Puble halr combings

10, Pulied pubic hairs

11. Anal swabs and smesrs

12. Vaginal/penile swabs and smears
13, *DFSA Kit
Other (Describe):

* May be collected by RN

Clothing Retained  Yes ONo
Damp stains should be air-dried. Care should be taken so that stained areas are not damaged, The suspacted

stained material or areas should be PACKAGED SEPARATELY to avoid cantamination,

SPECIFY ARTICLES COLLECTED:

The above specimens and articles were collected, secured and:

O Relegased to Law Enforcemant Agency
{Compiste "An Authorization for Ralaaga aof Information and Evidence Form")

00 Stored in a locked refrigerator in the Emergency Department
Lock # Date Time Qam Opm.

Signature

(Person Seournng Evidence)

7450-192-072008PC
5ofb
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Patient Name: |
Date of Birlh:

Fadility: KH CHOB

MRN: 100142€581; 433054

) * Auth (Verified)*
MR- JREN2YN 4937833
!  PLF- SUNRLT FEDS
NQBQLA’P{IDSH ARV R c:uvs Ff‘pﬂtl@ﬂ!ﬂéﬁ’ﬁEt LL"YO \1‘
EMSTAR L. MR#___ '

LMk ER

MEDICAL EVIDENCE REPORT DOS 10/07/03.
FOR VICTIMS OF SEXUAL ASSAULT :
xm.;m.aﬁai,
S = E
cT - -

Yes | No

Patient Information Form
Referral to Patient Resource Management Department

Referral to Rape Crisis Services
*Emergency Contraception for Rape Survivors® Brochure NYS DOH
Victime of Crime Brochure

Referral to Private Physician/OBIGYN

Referral ta Child Advocacy Center

HIV Post Exposure Prophylaxis Shast

ST v e e P S T b Ve Wk Pe e B M R gt T RN B B W Vet gy e i b PE ot 1Y P v 1Y P SRR e e e v g, T b o e Py g Y e P e

This record contains medical/evidentiary information as given to me by the above named patient
and is an accurate account of the medical findings based on an examination of sald patlent.

M.D.J/D.O. Uam. Dp.m.
Examiner's Signature Date Time
R.N. 5 Qa.m. Up.m,
Examiner's Signhature Date Time
7450-192-072008PC
Bofd

FIN: 68927647
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Patient Name:
Date of Birlh

* Auth (Verified) *

B 375
Moty SL M o i
EmStar ' . f NUTLR B
Physician's Record BG~ BROWN, (12yp o

ENT: muensa: f@u/éw leslons:

Pharynx: d fere enfthematows  axudate - TMs: hematympanem  red  duiging  perfomied  discharge
Neck: ém*’ nottandsr; VD Thyroid:  notpalp  erlamed

Chest/Bre dur s )

Resp. . Breath souncl;_ckear” decupbec wheezzs raes b

Heart: /” raguiar;} imegu fop” mummr b N W Edemaivancosities:

ot Gamtid: 0o brutts__ Aarta: nod palpable i Fem: = bilat Pedat = blat_

Gl <" distended rebounc guanhg mass B.5
Rectal! maws {ender  Stool: brown dlack Lloody ncne  Heme: « + Posconyol & - Neg couttal - -,
GU: CVAlendemess —— e e e L
Peivic: FoLr
Lymph Nodes! Ocepital’ enbuiged tender, Canical: unlaged windy Axiliary; sntaged tencer___ Groin: entaiged lander

dift  ketnig DTR's;

Newo: Nom. by
" ees:

dry; diaphorelic pale rash yallow

Laz Longth:

e cumiins W
Poy :aleﬂ'_w gffr\gd{ﬂm. dreglondus ralucingfions suicHla daatinn narm/ Bt /depesced Ao

Additional ihformation, Protedures, Reassassment, Transter of care, Test inrterpreation by Physiclan;

Reason for dejay in Thrombalytics:
waC Giu

PuN. O 4l e L
— AN LA _‘{,’t’(./é--ﬂf‘ (‘;"‘((/t-'//“’/r L A leeg Ma

CLtS R G AL SN A K

v /J//JJM/ 2L LAV, Hgb o
oW Mvﬁ e )6‘ f/M//)/)/I /ﬁ?,fﬂt co,;
ARG P e A oA "
7 ﬁ’-ﬂ/{) YL S ALt Jeaw

G LRz 7 K A los

L AL LT
Trop

CKMB

Sizad # Sutures / Sinples:

EKG intespretation: O Ol EKG from raviewed [J No significant change
X-Ray interpretation: :
/ h O tmaging studies imerprefed by Radiologls
Zpl L L
PA/NPIphysician signature 2ng physician sighatu-e
TASOTLXDUTPLS (D% 26728) Pags2ai2

Fadilily: KH CHOB

MRN: 1001428581; 433054

FIN: 88927647
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Patient Name:
Dale of Birth: ~

Fadcilily: KH CHOB

MRN: 1001428581; 433054
FIN: 68927847

* Auth (Verified) *
phe DTURPY 2931033
FoF- §LAHPI‘.H'F{T:§-
W LE G- BAROWK, LLOYD K
EmStar R i 4
Physician's Record N ERR LR
pos 10/97/09
07 &7 Ny i
Date: ___'TimaSeen: ____Qam Dpm o e *‘3&?—’:_""."} - e e

porx

Condlhon on Admlssmn 0 Good ,a’?axr Qfoor Q0DOA

Hax Obteined From anent ’_'IF 3 / EMS .'JTrinsfnr natas hurse’s Notes O Other:
ce: / ﬁ/ (& ( ﬁé Suwrigd

HPI s L (.'// ¥ ,/9? )5 el //A’ /?;74/ 7 :E(;ése /Dieskewewen
LTI A X g A A //2/ /éa a2 %

auamy:' éﬂ/ z/—ff/é‘) L AT AL L F
Sevedty. /7 & 2{"(; / et 2L é[ %__.___
Duraton /),;4; 4. ? [‘/ A &Z,(,(W //fc/ Aacli

vy (/( /(//;&’m& 4y
//uf, A AL LR

Conlexi (e 'vmnnmnm(
/ Vo7 AL IV

2) ./ l{
{azﬁ(f A:z// /)’ZJ’J Z G 0" AL
Modtiyl 'Fa::tors:/ None X N / A eA

AT mzm . % AL,
S ALA. - 7 R4 7 /M /744/%wa%

Assaciated Symptoms: QO See ROS:

‘ s’
L2 Hx & ROB limited de.s fu putivn] conditioh: C] poor Hstordan dcmvnled Cl iness Q wjury Upain O Olhel?"f /
ROE: i systems negative unless noted betow or P=positiva "Mslash=negabive u }

G d)’§!ria hnr%&uﬁs frequgnoy UGy Wd%&f/?z

Constitutional: fr(ef
vaginal bleeding/discharge LMP:

fﬂ;us ;(ak

Neuro: (éynwpe /leadache uﬁ stff neck  fucal numbness / waakness

lling l&in necwélln

Eyes: bh/zd J;asn phn}é!mbia
ENT: mt{ihma! quacne

Sa—

heat/ccld intoleranca
Last tet: —

palphiatidns  PND  cshopnes Skin: ficing .' h
Endo: polywia  polydipsia

Ccv: Chest

Resp: 5pB  coy b]mdyph::yl wheezing

. 4 N Immune:  fives throatswelng
[§ .
Gk p’t[n n:éu vé\iﬁng hw(umm meleha  hematochizia Heme/lymph:  nasy brisingiblee 0ing sdencpsthy
Psych:  anwous depressed stressed  voicos

loosn sinn!  ronstipaied  Inconsnent

PMWM; anemia anxiety/ dapress.on athiilé asthma/COFD A<4ib CHI CVAITIA dememia DM.typi. 1 2 Hin hypothyroid Ml seirores

Past Surglcal Hx:c%no, appendecomy cholaoyseciomy  hemia repalr  hysterectomy  angioplasly  CABG  slenl G

Cancer:

Old records from: reviewed Allsrgles: Ohxm. PCN sulfs  ASA9 cudeime  iugine

SBooial HX: Smoxas’é packs/dey  Quit,__ years ago sexfood/shellish IV dyre /

ETOM: [omies; Addiction Hx: & denies; %
Medicalions: O none

Drugs: | denis, ceaine
O Lives alome oéz:{ i (/ ,/fé/ L AW D LR (/
daily ASA  vits

Recent ravel: U n

QOTC Meds/Herbs: 0O denies

arding stroke peych

e p—————— = -

Famllty Hxt: [paronisisiblings/grandpargisich idren): }?ﬁm vignifivant;

245D071IP007RCS [D1-26728¢ Page’ o2
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Patient Name: MRN: 1001420581, 433054
Dale of Birlh: FIN: 88927647

* Auth (Verified) *

-

Mo RELG DN 3730533

A,'\OUM. SJNQRY'S lﬁ FIPe Sukm T PODC

EmStar (G- BkOwWK, LLCYD w
Order Sheet o H 14
; ERAR [R

d

DGS 10507703

S

DalefTime of Initial Orders: & o E Aadmatogah
ARl ordered at this ime unless otherwise noted balow i.&‘:{’;‘ f":l%“i.b‘.gb’% &L .;j:.:'f_ L.....-..;:..:;IZL:T’Q!‘:- B
Emered/Dong Results inierpreted oy Physician Entered/Oone |
Tome  biinl INIAL ORDERS Ty _Initiad Initlal Orders
Abergles: G NKDA ) . Abdamingl Panel
. 0O Saline Trap O IV: Altered LOC Panel
U AlbuleroVipratropium serosed _ Dpre Apostpeakflow . | Sepsls Panet —
A Q 7d 0.5m) 1M Major Blseding Panel
Ui May suspend candiac monitor for imaging Traums Pane)
R for imaging: | Cardiac POC
'; Candiar - BNR - POC
CBC ulii
BMP
Hrpatic .
W‘E&Jm ] PTANR PYT |

Tone | Tow inkim SUBSEQUENT ORDERS _iAmylaseiipaze
: ' UA _ cath cuture

Urine Pregnancy POC
HCG _  quandigtive
GC/Chiamydin & VDRLRPR

Cuttwe:  hlood  sputum

f Digoxin Phenviain

CKMB/Trop

EKG

Glucose stal

Type & Barpmm

F 1 Cross: tnits
CXR _PAS Lat  poit

Abd & 1 view chest

Sping: cervical fumoar |

CT: head abd  pelis

- }Sunu. shd  palvis  vag

Cardlag monita:
Pulse Ox on RA
r o

| o

I 2,103 Home Cara Q Social Services J :
,”;‘ Pogey Lot s

(’Mf(@’ . inifial B ignat

PAINP/Physician Signature

TAS0-04-H02008 (01-287I%1 -
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