KELIN R. OLsON, s.c.
LAW OFFICES

Dedicated - Determined - Dependable

September 12, 2006

d

Milwaukee City Clerk
200 East Wells Street

W Al

SS€ Hd ST 43S 5507

Room 205 -
Milwaukee, Wisconsin 53202 ?‘;
Re:  RE: My Clients: Nimiko Miner fi, £

Claim #: 06-V-83 e '

Dear Mr. Langley:

Pursuant to your denial received on September 12, 2006 I am hereby requesting a hearing regarding
my client Nimiko Miner. However, I'would ask that the hearing be postponed as [ also represent Erica
Lieg, who was also injured as a result of the accident that occurred on Apnl 9, 2006 but whose clatm
is still being compiled, and I would like to have them heard at the same time.

If you have any questions or concerns, please feel free to call me.

Thank you in advance for your anticipated cooperation.

Very truly vours,
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Offices in Milwaukee and Wankesha
Mailing Address: 407 W. Silver Spring, Milwaukee, WI 53217
Milwankee (414) 961-8700 / Waukesha (262) 544-5529 / Fax: (414) 961-1675
www.kelinolsonlaw,com




KELIN R. OLsoN, s.c.
LAW OFFICES

Dedicated - Determined - Dependable

April 27, 2006 =
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. e
City Clerk o
City of Milwaukee x
200 East Wells St., Room 205 T
Milwaukee, Wisconsin 53202-3567 = 23

RE:  Notice of Injury Form
My Client: Nimiko Miner
Incident of: April 9, 20006

To Whom Tt May Concern:
Enclosed please find the original and four (4) copies for the Notice of Injury forms relative to the

above matter,
Please indicate the date of receipt and filing on one of the enclosed copies, and then return same to my

office.

Thank you for your assistance,

Sincerely,

vl

AKelin R. Olson, Sr.

KRO/el
Enclosure

Offices in Milwaukee and Wankesha
Mailing Address: 407 W, Silver Spring, Milwaukee, W1 53217
Milwaukee (414) 961-8700 / Waukesha (262) 544-5520 / Fax: (414) 961-1675
www. kelinolsonlaw.com




NOTICE OF INJURY FORM

TO: CITY CLERK
200 EAST WELLS STREET
MILWAUKEE, WISCONSIN 53202

PLEASE TAKE NOTICE, that the undersigned will be making a claim for injuries and damages
against you by virtue of the reasons set forth hereafter:

NAME OF CLAIMANT:
NIMIKO MINER

DATE AND TIME OF INJURIES AND OR DAMAGES SUSTAINED:
April 9, 2006 at approximately 6:00 p.m.

PLACE OR LOCATION WHERE INJURY OR DAMAGES OCCURRED:

West Locust Street & North 22™ Street
Milwaukee, Wisconsin

MANNER IN WHICH DAMAGES OR INJURIES WERE RECEIVED OR
OCCURRED:

Claimant was injured when a City of Milwaukee Fire Department truck, driven by
Michael Scwade, made a right hand turn and struck the vehicle the claimant was in,
which had stopped for the fire truck.

GROUNDS ON WHICH CLAIM 1S MADE:
Negligence on the part of the City of Milwaukee Fire Department by its agents, servants

and employees, including but not limited to failure to properly manage and control the
vehicle.



GENERAL DESCRIPTION OF INJURIES AND DAMAGES:

PERSONAL INJURIES:
LEG PAIN
BACK PAIN

MEDICAL EXPENSES
PAIN AND SUFFERING

PLEASE TAKE NOTICE that satisfaction for such injuries or damages will be claimed, but that the
amount of said demand is UNKNOWN at the present time.

THIS 1S NOT A NOTICE OF CLAIM PURSUANT TO SECTION 893.80,
WISCONSIN STATUTES

Dated at Milwaukee, Wisconsin, this 27" day of April, 2006.

Claimant: NIMIKO MINER
2444 NORTH 40™ STREET
MILWAUKEE, WISCONSIN 53210

KELIN R. OLSON, S.C. LAW OFFICES

B. 5L
KELIN R OLSON, SR.,
Attorney for the Claimant
407 West Silver Spring Drive
Milwaukee, Wisconsin 53217
Telephone: (414) 961-8700

Subscribed and sworn to before me
this 27th day of April, 2006.

222 r s Livr ot
E\Eeﬁﬁz‘y Puﬁfi,c, State of Wisconsin
My Commission Expires: & /50/ €6




CERTIFICATE OF SERVICE

The undersigned hereby certifies that a true copy of the attached:

NOTICE OF INJURY FORM

was served upon the hereinafter named:

CITY CLERK
200 EAST WELLS STREET
MILWAUKEE, WISCONSIN 53172

By enclosing same in an adequately postpaid envelope, bearing the sender’s name and address
which was duly deposited in a U.S. Mailbox on the 27th day of April, 2006, pursuant to Section

801.14(2), Wisconsin Statuies.
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POST OFFICE ADDRESS:
407 West Silver Spring Drive
Milwaukee, Wisconsin 33217
Telephone: (414) 961-8700



KELIN R. OLSON, s.c.
LAW OFFICES

Dedicated - Determined - Dependable

August 28, 2006

City of Milwaukee

C/0O City Attorney’s Office
200 East Wells Street

Room 2035

Milwaukee, Wisconsin 53202

RE: My Chent : Nimiko Miner
Accident of : April 9, 2006
Insured . City of Milwaukee
Claim # : unknown

To Whom it May Concern:

Enclosed herewith are copies of the following items of medical information and special
damages regarding the above client:

St. Joseph’s Hospitai

Records of 4/9/06 In
Statement of 4/9/06 1,494.20
St. Joseph’s EP, LLP

Statement of 4/9/06 194.00
Capitol Rehabilitation Clinic

Records of 4/27/06 - 8/10/06 In
Statement of 4/27/06 - 8/10/06 1,775.00
TOTAL $ 3,463.20

Please contact me at your earliest convenience to discuss settlement,

Very truly vours,

g{éjf? S

Kelin R. Olson, Sr.

KRG/el

Offices in Milwankee and Waukesha
Mailing Address: 407 W. Silver Spring, Milwaukee, W1 53217
Milwaukee (414 961-8700 / Waukesha (262} 344-5529 / Fax: (414 961-1675
www.kelinolsonlaw. com
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ST. JOSEPH REGIONAL MEDICAL CENTER
A MEMEER COF COVENANT HEALTHCARE

ACCount No: 71486¢%94 MR#: 1053171
Sched Date: &779%486 (04:26 AM -

: {
PATIENT INFORMATng

NEAREST RELATIVE

MINER NIMIKS D Name: ZIGGLER CELIA D
2444 N 40 ST Phone: 414 449-12393
MILWAUKEER WI 532190 Bug Phone: 414 476-0025
Relat: PARENT
Fhone: 414 4495-1392 Notify: v
DCB: 10/06/1987 Age: 18
Cender: F M5: SINGLE ADDITIONAL CONTACT
Name: MINER BETTY
Religiocn: NONE Phone: 414 263-2947
Employer: NONE Bus Phone:
" Phone #: Relat: OTHER RELATIONSHIP
Cccupation: Notify: Y
VISIT INFORMATION INTERPRETER NEEDED: NO

Language: ENGLISH

Admit Reason: \PREGNANCY
Comment : QOW-PASSPORT DOWN

Visit Type: P PHYSICIAN INFO

Location:
Last Inp Date:
Last Outpt Date:

Adm: PALABRICA CYNTHIA L.
Att: PALABRICA CYNTHIA I,.
PCP: PALABRICA CYNTHIA L.

INSURANCE INFORMATION

PRIMARY: SELF PAY

GUARANTOR INFORMATION
Name: MINER NIMIXO D
2444 N 40 87T
MILWAUKEER WI 53210-00950

Phone #: 414 443%-1392
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PREGNANCY DISCHARGE INSTRUCTIONS

1 (J:et At home you should eat
i_,( A jh ng "ng. Wish
o Calorie ADA digt

= Gram Sodium-restricted diat
I

-~

et Wt IS Tm & -~y o~ lm A1 B e
drine &t igast agnt B-cunce glasses of fiuig ces

& Push fluids -

3 Noaicohol, beer or wine or smoking.

4. You have the following activity restrictions:
,DNon
{1 Pace activities as instructed
03 Frequent rest periods.
L Strict bedrest with bathroom only privileges.
[l Stay home from work/school for
(1 Sexual activity not allowed.

0 Left side-lying position

day(s)
5. Continue taking your previously prescribed medication.

6. You have received and reviewed the following prescribed medication instructi ion sheets:
Take as directed.

7. Review the following information:

[J Fetal Movement Counting O Decreased Activity in Pregnancy

8 How Wilt i Know I'm In Labor [} Pregnancy, Childbirth, Parenting Binder
/?—”ave Reasons to Call Your Doctor 8 Other:
8 Fcﬂow -up Doctor's Appointment < -‘.} A4n

Eﬂ\ Keep next doctor appointment on YDFQ v ! N .
E3 Ea to make naxt doctor appointment for day(s}/ week(s)

U assconasyougethome OR [ on Monday when office recpens.

§. Call your doctor if you have any of the following or if any of the following persists:

Headache

Fever

Visual changes
Sudden weight gain
Coniractions

Any questions

15, Cther:

understand and have recer ‘ed 2 bapy of these instructions.

Decreased Fetal (Baby) Movement

Vaginal drainage or bieeding

Abdominal cramping/tightening

Return of symptoms

Ruptured bag of waters or fluid leaking from vagina

. & & o @

minutes apart

They have been explained to me,
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Substitution with therapeutic dru
anarmnatbves as approved by th

Executive Committae is a-ucé ool PAT*ENT ORDERS

uniess initialed. Page 1 of 1
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nd content may be dispensed unlass checked

PLEAS“—’ CHECK ALL ORDERS WHICH ARE TO BE FOLLOWED.

DATE TIME | ORDERS
i . .y~  Reasonforvisit ", ..
TR N T Vst Type: B Obsewatma
Known Drug Allergies Known Latex Altergy: { ] Yes [ ] No

Environmental Allergies

{
I 1. Assessments:

[[] Doppler for < 25 weeks

120 minute initial continucus external fatal monitor strip. if reassuring, may ambulate.
L Other:

2. Diet: [ ] Astoleratad ‘g-jCIear fiquids  []ice Chips [ NPQO
3. Activity: []Ambulatory [JBRwith BRP [ Bed rest

4, Treatments
Uitrasound for:
] Biophysical Profile
7 Amniotic Fiuid Index
] Presentation
] Other;

5. Labs:

] C8C, stat

{1 TAS, stat

] Kleihauer-Betke, stat

L] PIH panet (AST, ALT, LDH, uric acid, creatinine, CBC), stat

[} Urinalysis:  [] Midstrearn ] Catheter 1 voided
[} Routine and micro. Hold for G & 8, send if results indicate UTI - stat
{7} Toxicology screen (drugs} - requires signed informed consent - stat

"] Cervicat culture for C?}:amyma routing and GC.

[ Vaginalirectal swab to culture for Group B Strep.

] Other:
6. Medications:
Terbutaline Kj 0.25mg ;ubq QEO min X 3 {125mgpo [J5mgpo [Igq hr. Hold if pulse » 120.
3 Other, 7% {6, L e
¥
i 7. IV Fluids: LR 1000 mi at mithr. (] Botus mlover __ rmin
DELR 1000 mi &t mifhy LI Bolys mi over min.
8. Other:
(] Cal provider for orders.
{1 Other: P
. T it R
. e T ey MO -
Provider s ' - ) BN izking phone order
EPH MINER NIHMIKD D
JQSJEP . Obstetric Observation Orders [M% ig}@g 8: Yleosgop y}g ;@53
»fmwﬁ GEEETaL 1 OCYMNTE
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Medication » ministration hece. o
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TRIAGE SUPPLEMENT

#355 13 not spplicable It #310 Is met

COLLABORATIVE CARE PLAN
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p VA/fail/atercatiop \”‘ w,g,
0 ae«eﬂﬂauseaxwmimg MEDICATIONS, ™ . Last dose
J pain, other v :
T other TAN Y

“including but not imited to

allergies/sensiiviies 1o medications food T
tape, LATEX, ndine

b Prescnptaur‘ OTC, nutnticnal supplements. L
herbal remedies, otber .

P;In Do you have pain? I No %es, pain intensity? 7 Z Location: {l’”?// f/? /)/Z/)S Ll‘f f%&néﬁa/)(é( / j

Describe: o

[J Seg Significant Findings
Mobility:}@mbulamry [ Bedrest L[] Needs Assist [ Recent change: Comment:
Learnigg needs: Barriers: Preferences:
Safety ¥ No needs [ Auditory deficit [J Speech deficit
{1 Visgal deficit 3 Evidence of physical, emotional or verbal abuse Commant:
Discharge: Do you have concerns about going home? (¥ No [J Yes [ Social work referral
gut:itian‘iﬂ ;310 nge}ejs 0 TDera;}euticEzij;t DiRg:em weight ! hcss (/L {/k{/:,) o f’} T L/‘g !

entures: s pper wer artia Loose teet LT
Haight ‘fNe ight: !ﬁ)) ~Scale Per pt: ﬁ}! f/ﬂ)d J f?O
0 Dietitian referral: _
Social history: Smoking )S(No D Yes
Alcohol™NZ Ng 01 Yes, Last drink?
Street driugs: (I No I Yes, how much? .
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invasive Line

Gastrointesting!

Nutrition/Hydration

Genitounnary

Musculoskeietal

Peripharal-Vascular

Comfort

Coping

Spirttual / Valuing

NP

Continuity of Care

Safety

I

Fatient Education 3
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B Intizls T LA
PHYSICAL-ASSESSMENT QRiNE
MEVB%‘«NES Z& tact 0 Eua’gmg Protein
O Ruptured Datdé /1 Time Glucose,_
O Narazine Test Toneg T3 equrvocal Doos | Ketores
O Fern Test Clneg Upos Nitrites
Leukochés '

3 Sterde Specuturm Exam (findings ;
Cf UiD I Clear 0 Bioody 03 Foul Gdor 3 Meconium Stained
REFERRALS
3 Sowal Services D Interpreter [
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Assessment Record
Triage
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~ Date | Initials
' - *as you would
use in charting

COVENANT SIGNATURE PROFILE

Print Fuli Name

Written Signature
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D. Assignment and Agreement to Pay: o

ol nd professionals as: a of

o claims for reimbur hoare plan tnsls s nn mt gt
[,

limited to Medicare or Medicaid), insurance olicy. any managed care arangaman’ o
similar third party payor arrangement that covers health cara costs and for whian

2

available {c cover the cast of the services providad to me. 5 understand thar o am e

i

applicable co-payment, deductibles, co-insurance andior non-coversd costs
urderstand that not all insurance companies pay the usual and customary fees o0
physicians and/or the professionals asscciated with the Facility. Therafcre, when
any outstanding balance will be my responsibility. | understand and agree that | & S0
the cost of collection and/or reasonable attorney fees related to my account. | understand tha
health information will be released to my insurers, payers, or others for biling rurosas
understand that | may receive separate bills from independent physicians involved n My care
inciuding radiologists, anesthesiologists, pathologists, emergency room physicians and other
independent physicians. These physicians may or may not participate in all insurance networks.

E. Valuables: Keeping valuables (such as cash, jewelry, documents) in the Faciily s s
discouraged. | understand that the Facility has a place where my valuables may ke stored. I
choose to keep valuables in the Facility, | do so af my own risk and | understand ang agree that
Facility is not liable for loss or damage to any valuables that | do not turn over for storage.

F. Photographing: | understand and agree that the Facility may take photograghic, 200!

and/or video images of me in casas when it is required to assist with my treatment or for rity

my care involves the delivery of a baby, | give consant for my baby to be pholographed -
and/or personal use.

G. Privacy Notice: | acknowledge that | was provided with a copy of Covenant Heain:
of Privacy Practices. Please refer to the Notice of Privacy Fractices for more |
release of your health information and your right to access your healih informarnnn
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Covenant MHealthcare

ixpatiznt and Outpatient Consent for Treatment & Financial Agreement

3t doseph Regional Medical Center St Michael Hosgital
Eombronk Memorial Hospital 8t Francis Ho

H

Covenant Heaithcare Hospitals have a number of ambulatory/outpatient sites that are covered
by this Agreement.

il

A. Consent for Treatment: E am entenng the above namad facility (the "Faciiity’y for the pur m se of
s or surgical treatment or diagnosis. | consent o my ;3“, sician, cther attending, consulting
and/or referring physicians and their assistants and designees, and other Facility perbemei to
provide me with such medical, surgical, diagnostic or other treatment services judged necessary
andior appropriate by my physician.  This consent inciudes my consent for hospital services,
dragno s‘sﬁf procedures and al medical treatment rendered under the instructions of my physician(s)
mctuding x-ray and laboratory procedures and other tests, treatments or medication, monitoring, and
all other procedures or treaiments that do not require my specific informed consent. | understand that
in the course of diagnosis and treatment, ceils, tissues and/or parts may be removed from my body. |
authorize Facility personnel to preserve or use such cells, tissues or parnts for teaching purposes
nd/or to dispose of any cells, tissuas or parts that are removead. :

el

-

'}

jub]

B. General Acknowledgments: | understand that the practice of medicine and surgery is not an
I understand that medical and surgical treatment and diagnosis may involve risks of
<2t death. MNo guar 'mte‘ ham een made to me with respect to the results of my
: .r aémmma in the Facility. | understand that many of the physicians on the Facility's
: ees or agents of the Facility but, rather, are independent contractors who have
the prwﬁega of using this Faciity for the care and treatment of their patients. |
'%%-‘y s not lable for any abto.;s or omission of, or the instructions given by,
actors whao treat me while | am in the Fac ity 1 understand and agree that |
5 sd.-'f‘ar recelve care from medical, nursing, and other health care students in

i

understand that it is my responsibility to follow instructions about and make

ior toliow-up care. | understand that | may review and obtain a copy my medical
own experse. and that this review shall take place in the Faciiity, during regular

exXacl science,

P
Hijuit gy, odf :(x b

i

C. Medicare Payments: | acknowiadge receipt of the “Imporant Message fram Medicare,” as
I
inpatient and Gutpatient MINER N”'LKU D
LB T it M '?@SSE'“ £E

Consent for Treatment & P !
h : £y Hi}snus Lx? ; ;

Financial Agregment Gear HH ;a; il
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ST. JOSEPH REGIONAL MEDICAL CENTER
A MEMBER OF COVENANT HEALTHCARE

PATIENT INFORMATION

MINER NIMIKS D
Z444 N 40 BT
MILWAUKEE WI 53210
Phone: 4314 449-1392
DOB: 10/06/1987 Age: 18
Gender: F M5: SINGLE

Religion: NCNE
Employer: NONE
Phone #

Bus Phone:

MR#: 1053171

NEAREST RELATIVE
Name: ZIGGLER CELIA D
Phone: 414 449-139%2
414 476-0025
Relat: PARENT
Notify: Y

ADDITIONAL CONTACT
Name: MINER RETTY
Phone: 414 263-2947

Bug Phone:

Relat: OTHER RELATIONSHIP
Notify: Y

VISTT INFORMATION

BACK PAIN
WYs T1079874

Admit Reason:
Comment .

Visit Type: E
Location:

Lagt Inp Date:
Last CGutpt Date:

Language:

EMERGENCY DEPTHTRAUMA/MAJ

INTERPRETER NEEDED: NO
ENGI.ISH

PHYSICIAN INFO
adm:
Att: RCSIER THOMAS A
PCP: PALABRICA CYNTHIA 1.

INSURANCE INFORMATION

FRIMARY: UNITEDHEALTHCARE T19
Plan: STANDARD
POTBOX 659770
SAN ANTCNIOTX 78265
Phone #: B66 592-2364
Subr: MINER NIMIKO D
Relat: PATIENT IS INSURED -
Policy#: 3920299460
Groupf:
Grocup Name:

GUARANTCR INFORMATION

Mame: MINER NIMIKO D
Z444 N 40 8T
MILWAUKEE WI  53210-06000
Phicne #: 414 44%-1392
AN
PHAAANID
CORY Date: 04/1

o]
&y

N

Time: 11:03 AM
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St. Joseph Regional Medica nter Emergenc  epartment QuaiChart®
ORDER SHEET/ TRAUMA/MAJOR Height: Weight: s/ kgs  Allergies:
Wedicai Recyrds: O Chart  Recent ED Chart  Previous EKG Additional Records;
LABORATORY: Circle specific orders By: | Time: { RADIOLOGY: Circle specific orders By: {Time:
Trauma Pane! CXH (2 view! Portable CXR
CBRC Manuai Diff C-Spine XT C-Spine #ort X7 C-Spine
BMP CMP LT ] AAS KUB
Amyiase Lipase Amimionia f-spine L-Spine
LA LA wio Micro CC o Calkh Ribs Fught Leh
UG HEG Qual 7 Cuant Finger Hight Laft
Rrug Screen:  Urine § Serum ETOH ~and Right Left
CPK CRMB Troponin Wrist Hight Laft
Myogiobin Forsarm Right Left
Rh Tyee Screen Type Cross units Elpow Rignt Left
PT /[ iNR PTT Humerus Right Left
Hemocouit Gastrocoult Shoulder Fight Left
Clavicle Right Left
Hip Peivig Right Left Portabie
Famur Hight Left
; . . Kneeg Right Left
Pert t Lab Val o WNL WHNL Except:
fnent L.ab Values g Tibia / Fbuia Right__Left
] Ankie Right Left
Foot Right Left
CT: Head/FacialBones  Contrast: 1Y PO None
CT: C-Spine T-Spine L-Spine
CT: Chest Contrast: IV PO None
CT:. Abdomen / Pelvis Contrast: IV PO None
Ulirasound of:  GB’ ABD Pelvis
Indication(s} for Xray/ CT/ US:
Xray Interp: No Acute Changes Positive
By: ED Physician Radiologist
CARDIAC MONITOR /| EKG INTERP: By: | Time: | cardiac Monitor:
| Monitor EKG  Repeat EKG @ Rate: Noermal Brady Tachy
EKG interpretation: Rhythim:  Ginus AFiB Junctional
EKG Comparison: No Signficant Change / Other: Ectopy: None PVCs PACSs
TREATMENT ORDERS: By: {Time: }Time: CLINICAL RESPONSE / RE-EVALUATION 7
Repeat Vital Signs:  Alt BP___Pulse RR  TYemp 02 8at VS5S  excepl
Pulse Ox Q2 G ¥min via NC /Mask / NRB NI Hypoxic %on FA or Q2@ min
Safine Lock _ iV: NS LR Bolus mi over min/hr
Second 1V Site: Large Bore NS LR Rate of mi/hr
Transfuse units PRBCs /
NPO NG Tube / OG Tube Foigy Cathetar
Td GE5ml 1M Lot #
-2 - e )
o, . e 12 e rd ;‘
/[é o o z
i
Disposition Orders: Discharge  Admit  Obszervation  Transier
RE.EVALUATION: Unchanged Improved Worse VSS  except: Pain: (0-10)
Appearance: NAD/
Time: am./pm, Lungs: Clear/
Abdomen: Non-Tender /
Neuro: A&LOx3/
Critical Care Provided for: 30-74 min / 75-104 min / min
SIGNATURE: O A .
Time of i MD/ DO
initial - - DA i % F‘éup N E 1 ; (U L} .
Orders: ] i g ix Mo PR
e sl L § ] Nf;? N i’ { HH‘;HE E"HNES: PN
BN/ fnit ity ; iq ;
s IR ARRRE
v A - i !

04/09/08 08:34 pm




St. Joseph Regional Medic  “enter Emergency Depar* nt QualChart® Page 1 of 2
MOTOR VEHICLE ACCIDENT @ircie ertinent positive ... Jings. Badkslagh pertinent nagative findings.
Exam Time: |Mode of Arival: Vital Signs Stable : except: gp / Cardiac Rate: NL Bragy  Tachy
P EMS @1!{{3‘?’ Puise F Rate Temp Monitor” App;}hgg Bhythm:  Sinus fib Junctional
R * DENOTES Puise Ox: NU  Hypoxic  Not Appiicabie Interp. Eotopy:  None  PYCs  PACs
am-fD-M. " oAl TY INDICATOR “won A of Os @ Limin
_?-_!ISTORY: _ HX from Patient Unobtainabie due to:  Dementia Altered MS Extremis Other:
S " HX from:: Patient Famity / Caretaker EMS Interpreter
CHIEF COMPLAINT:  Thisisa / —.varoid male £ female who presents with a complaint of MVA with pain at Head  Neck “HECK Chest
Abdomen  Extremilies
y i, ot 4 " ‘4 »
OCCURRED Minutes -Hours. Days  @fior to Arrival.
ONSET OF PAIN immediate Mindtes —Mours  Days  Post Atident
SEVERITY OF PAIN  Initiafly: {0-30} Mild- _Moderate  Severe Currently: {B-10y  None <M§!6 Moderate  Severe
MECHANISM . Car Truck Motorcycie Bicycle ATV Pedestrian
OF "?“URY Vs @én Truck  Moloreyele  Bicycle ATV Pedestrian  Stationary Object
PATIENT LOCATION Driver Passengsr: < et  Back Pedestrian
ASSOCIATED Negative Héadache  Seizure Active Bleeding  Motor / Sensory Defict SOB
SIGNS AND ) COC  Duration: Seconds Minutes Hours Unknown
SYMPTOMS , _ P ° ‘ ours &0
Extremity Deformity:
CONTEXT tost Control  Fell Asleep  Distracted Seizure  Intoxicated Other:
Ambutatory &t Scene  Backboard / C-Coilar Applied PTA
SITE OF IMPACT:
REVIEW OF SYSTEMS: _| Pertinent Positives ST
Constitutional Negative Fever Chills
Eyes Negative Photophobia Blurred Vision (?
ENT Negative  Sore Throat Ear Ache Vg w_[‘_f" o7
cv Negative Palpitations Chést Pain e
Respiratory Negative 508 Cough
Gl Negative Vomiting Diasrhea e ) ) )
Gu Negative Dysuria Hematuria Force: fow’ Moderate High Direct  Glancing
MS Negative Anthralgia Myalgia Restraints:  None Ejected From Vehicle
Skin Negative Rash Bruising tap/ Shoulder-— Pr'olcmged ﬁxiricgiéan
Neuro Negative Headache Waakness gefgi}; No Heimet Air Bag Deployed
a
Psych Negative Anxious Depresssed
v 5@ All other systems either reviewed and negative
NO of non-contributory for chief complaint

PAST MEDICAL HISTORY;

} Previously Healthy DNR / Comfort Care Ondy

immunizations:  Unknown  Tetarnus UTD  Not UTD

Endocrine Dt DM Hypothyroid  Hyperthyroid  Hyperiipidermia
oy CAD /M TN onE Lt DYT * Preumococcal ¥ Influsnza within 12 monihs
Respiratory CC}?C Asthma  Bronchitis Pneumonia  PE

Gi/GU PUD ./ GERD Gi Bleed  Urosepsis Diverticulitis  Gall/ Kudney Stones

Meuro / Psych  TIA C‘-—f;« Migraing  Anxety Repression Seizurs

Cancer Lung Colon Breast Prostate

Surgical Hx Nerne  Cervical/ Lumbar Fusion  Heriated Disc

FAMILY HISTORY: Megazive

Heart 7 HTN

Diabetes

Other

SOCIAL HISTORY: | Negative

Smoking ppd % ¥rs. ¥ Paten? Advised to Stop

ETOH / Drig Use

Cccupation

Lives Alone / With Family Nursing Home  Assisted Living

i
i
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5t. Joseph Regional Medic

“enter

Emergency Departr

1t QualChart®

Page 2 of 2

MOTOR VEHICLE ACCIeNT

@irclez cerinent positive v...aings. Ba

h pertinent negative findings.

PHYSICAL EXAMINATION: | EXAMULPITED DUE TO:  Demestia Aitered MS Extremis Other:
Normal Findings: Abnormal Findings: Complaint Specific Findings
Appearance Normai Well-Appearing i-Appearing:  Mild Mod Severe C-Collar 7 Bagkboard  (PTA / ED;
Mo Pain Distrass Pain Distress:  Mid Mod Severe Removed w/consént post exam
Weil-Nounshed Chese 7 Thin / Cachectic a8 N
Eyes MNormai EEQLT;' EQM% ~ F’u;:'?f;’mﬁﬁT L _Pupn’ e : er‘.uemcas Spasm:
Conjunctiva Clear Comjunctiva inflammed Paraspinal
ENT Normal Ears Normal This Occluged {,t: et
Nose Normal Rainordea / Epistaxis == ‘EC“_E
N Oropharynx Normaj Erythema / Exudate / Dry Mucosa Thoracic
Neck Normal Suppie Nonsupole -Lumbar o
Respiratory . Normal Airway Patent Alrway Obstructed Diniinished Breath Sounds  Right / Left
- CTA Rales @ Pelvis /Hip Stabie / Unstable
Breath Sounds Equal Aronchi @ Extremity Injury / Deformity
Wheezes @ -
Aespiration Nonlabored Retractions FE
Cardiovascular . Normal RRR IR Tachycardia  Bradycardia LY
Pulses Nomai Abn. Puises @ /u; i\\
] Ng Rub / Murmur Murmur Loy
Gl/GU - Normai Soft / Nontender Tender @ i
- No Masses Mass @
Bowel Sounds Normal Bowe! Sounds Hypo  Hyper
e No Organomegaly Hepatomegaly / Splenomegaly
MS L Normal Strength / ROM Intact Limited @
- . No Edema Edema @
i No Calf Tendemess Calf Tendemness K i\ / W
Skin WomalT Warm & Dry Paie / Diaphoretic Loy [ H=Hematoma |
. Color Normal Cyancsis @ ‘! A [ A=Abrasion
Neuro :_Nomqal, Sensory / Motor intact Focal Deficit @ i v -1 C=Contusion
Reflexes intact Abn. Reflex @ | {.& ! D = Deformity
CN Intact CN_... Palsy Vil 7 L= Laceration
e A&OX3 A V P U Disoriented VUL T = Tendemess
Psychiatric . Normal -Affect / Mood Appropriate Anxious / Depressed é/i'\s S = Swelling
MEDICAL DECISION MAKING: | Considerstion of the folfowing songitions [RE-EVALUATION: i Pain Scale (0-10)
may be warranted for the presenting problem.  These conditons are not final diagnoeses. Time: Urzchanged lmproved Worse VSS
DIFFERENTIAL DIAGNOSES: .
Abdominal Injury Nack [ Spinal Injury
Abrasions / Cantusions Normal Exam Time: Unchanged Improved  Worse VS5

Chest injury
Head / Facial in

jury

Lower Extremity Injury

Cther:

Upper Extremily injury

PHYS. NOTIFICATION/CONSULTS: [Chart Copy Avaifable to Addt! Care Providers
Discussad case/managermr ant/disposition of patient with:

ED PHYSICIAN DIAGNOSES:

T
i

! L

na

Transier o

Patient Enaomed To/Discussed With:

Name: at d.m. £ D
Nams: at a.m. f p.m
Name; at am. / pm.
Admit  OBS  Transfer  Consult  Foliow-up:

[DISPOSITION: | Rx:

Discharge: Home Work Nuwsing Mm ED - Obs ICU Tele Floor Deceasad AMA
Conditior: Stab?e Unstable e ISR

@ a.m. /pm.

Transier Form Completed

Disposition Ratonale:

g

i , . L Discussed with:( Palient  Family Othen
“ s Standard After-Care Instructions Given to Patient Hpon Discharge from B

Critical Care Provided For: min - Supervistng / Menagement / Procedure / Progress Notes Aftached: Yes No
SIGNATURE: A _f’"?;-'i' ME/DO Chart / Addendum Dictated: Yes No

Disposition i MD/DO . L

Time: PA/ NP / Resident M I NER NIM IKU I ‘
. . [ 1 E Heao o MROTERALY
. ‘ = E?i H I RS Y THINTS T NC
am,/ pom. ’ ;
i

| have reviewed available Ancillary / Nursing Staff documentation,

i
e f“é

{

Il

; ;
i
|
L

care ang irgatiment.
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CafeTime of Tn
Py
ISR L
A
§

wed. Unit

See Nursing notes for vpe of Reaction, YioONDT Fie:farfai Given {7 Never Police e
Medications MNone Additional Triage Pre-Haspital Treatmer ene"g(_' ]
2y p\é’ See Admission Med. Record Assessment Gxygen 7 C-Collar 7% W
Dl LiedeR pRese SocKboad - Spinting
Ctner . S

Harbal or Alterratve Med:
Fast Medicas ristory:. CARDIAC [, RESP. .. CANCER . NEURO _© REMAL . CSEFURE T NICOTINE 7 NFECTIOUS 07
None DIABETES [ PSYCH AODA COHTN D OTHER . Lalf (;)2:3 e
T8 Screen: Cough Yes D No il H@’mptycs:; Yes [} Nolt Either greater than 3 weeks Yes!  No »
f any of the above are yes, cont, Malaise 77 Faver '~ Decrease Appetite U7 NOC Sweat {1 Chills Urnmes ded Wt less 1 None

N - L}
Vs Tirme 8?\9@)75’ ) ™ @ R s &Q [ Termo. O Q7 R O23at.
Divert Registratior,”! Register & Wait T, Peassurance . | WG . Tdage EDT

, Tr i
Dressing o Splintis Sing Tl Other ’ ﬁ # (( \i C fx ‘l!

1
o
2
g Elevation
~J (Subjective) TIME. ___J%7 TZ(S , S ‘
E | Reason For %eking Carer _ Kewt2i 7| 2L LN Lt s B cpod Lo 220 b . i, / 4 e
W . .f«‘n\ i }ﬁgjl £ frds 4">‘{{'L~'?{ 7 & ’l_t.’:‘“’ £41 (/L"“’W I ,/,J' LL" g ]‘j
5 ,"'{t'/\.\..m f\w " “’l‘f\ L »'[.;gt ?L AL S éHL w‘]{-«i)-{—"’ Fd g “}.P 'y 1( - ?; .42 ‘g —‘J’ L
@1 BLAN OF CARE:: } INITIATE STANDING CROERS/TREATMENT PROTOCOL»S{QTHER / LG CLe L FA A [~
3 - ~ » . : &y \.)fiﬂ-’.
1 ‘ ;
-} SYSTEM BASIC | FOCUSED SYSTEM | BASIC | FOCUSED
g NEUROLOGICAL GCS INTEGUMENTARY
Z . 5 -? frr—
CARDIAC j -"{—— AHYTHM MUSCULOSKELETAL: oy Wiy
- RN MOBILITY X Dackl T
RESPIRATORY Lo PERIPHERALNEUROD |
Gl B — T PAIN/COMEORT .
L GCATION/AQUALITY T L TAE
e 4 - P
(Gl e SEXLALY ;
P ; REPRODUCTIVE
N ) PSYCH/SOCIAL

TIMESIGN  OF RN
| COMPLETING ASSFSOMENT

{ SCREEN

mwm K00 g gn |
S umuu\mmwuu\mnm%\\mn



TRE [ INITIALS | TIME INTIALS o T TE WNITIALS [ORTHG e Tima Time INITIALS
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214-447.3171

Emargency Gept 41444472171

Provisional Dlagnosis

We have exammed and treated you today on an amergency/urgent cara/cutpatient basis only. If symptorns or madical srchiemis) fail to improve, call us at 447-2171,
¥ ] b, B i P

see your doctor, of return here,

FOLLOW-UP ; Please follow the instructions below as n‘dwafed for:

1 7 . _ A Abdormral Compiaint W High flood Prassure
| You must arrange for an exam with your physician in ______ days. L Animal Bite i Mack Strain/Sprain

' You shouid arrange for an exam with your physician if your condition does
nat improve n __ days.

g Physician _____- ... : e
Community Clinic

Telephone
L__, To find a doctor, cal aur Covenant Physician Referral Service, 877-226-8367

Additiona: fnstructions - ',ﬁ,_'n..._.....__.._

days

@ you dre

taking those

2 Asthma

A Back Fain

3 Bum Care

1 Cast Care

Jd Chest Pain

3 Cold - Adult/Child

- Crutch Waiking/Crutches
2 Culture

3 Eye inury

‘A Fever - Child

1 Febrile Comvulsion

i Headache

A Head Injury - Adult/Child
Ciher

1 Nosebieed
A Otitis Media {Ear ache)

2 Pelvic Inflammatory Gizease
I Seirue

2 Sore Throat

) Strain, Sprain, Fracture

I Tetanus

A Threatened Miscarriage

2 Uhnary Tract infection

- Venereal Disease

J Vemiting/harrhea - AduitChild
1 Wound Care/Suture After Care
AW Conssious Sed

i you received x-rays, they do not always show injury or dises
fbréaks '!‘e bones) are not always reveated on the initiad x-
sequent x-rays. Your X- r"ey h-zs been read on a prelimi-
L OF YOUT TEieT-
the s

De partmant.

qdd"(‘ will 38‘ i
it :W.(ﬁ.f.f;& *r rc,L‘

se. Fractures
s DUl may

H you received an EKG tt has been read on a preliminary basis by the

pﬁ,rsw!an an csuty A

Lr\\
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ur refe

W N0 Emitations
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Covenant Heaithcare

inpatient and Qutpatient Consent for Treatment & Financial Agreernent

St loseph Regicnal Medical Canter St fichael Hosnpital
Elmbrook Memorial Hospital L. St. Francis Hospital

Covenant Healthcare Hospitals have a number of ambulatory/outpatient sites that are covered
by this Agreement.

A. Consent for Treatment: | am entaring the above named facdity {(he “Facility ) for the purpose of
medical and/or surgical treatment or diagnosis | consent to my phiysician, other attending, consuiting
andfor referring physicians and their assistants and designees, and other Facility personnel, to
provide me with such medica:, surgical. diagnostic or other traatmant services judged necessary

andfor appropriate by my physician.  This consent includes my consent for hospital services,

aagf Oslic probedurea and all medicai treatment rendered under the instructions of my physician(s)
inclading x-ray and laboratory procedures and other tests. treatments or medication. monitoring, and
ali other procedures or treatments that do not require my specific informed consent | understand that
in the course of diagnosis and treatment, cells. tissues and/or narts may be removed from my body |
authorize Facility personnet 1o preserve or use such cells, tissues or parts for teaching purposes
and/or to dispose of any celis, tissues or parts that are removed.

B. General Acknowledgments: | understand that the practice of medicine and surgery is not an

exact sclence. | understand that medical and suwrgical treatment and diagnosis may involve risks of

injury. and even death No guarantees have been made to me with respact to the results of 1 my

exar nations of treatmeants in the Facility | mrﬁ rstand that many of the physicians on the Faciiity's
)

. amployees of agents of e v but rather. are independent contractors who have
Lisen f*ras*tcd the priviiegs of using this ity fo tha care and reatment of their patients. |
neorstand that the Facility is not llable for any actions or omission sf. or the meructions given by,
ndant f“m"a*“}m wha treat ma while f am En the Facifity. | underztand and agree that |

2ve carg from medaal ncursing and other f@dl”‘, care students in
' sponsmnily o feiow o m ot :c 2 atoul 3;?:5 maxs

¥yt

ackinowiedygs recsill of the dmportant Messages fon Medicare T as
- npatient and Cutpatiznt ; SHAOR e
) ing a F Mm{ﬂmf‘””sﬁk{ R 1Es3L T

:‘_L . Lt o - )
‘?? T Consentfor Treatment &
&

. AR
Financial Agreement FEA




c©

A%sgr;mw: ai zd gre

i
0

3
T

tra ot Medoare o Mamaio. msurancs polcy any managed cars arangemeant or awy other
tar third narty r“ayor arrangemeant that covers hmi h care costs anda for which payment may be
' "}"" cost of the services provided to me. | understand that | am responsible for any

(R L L I S

dadvactcgss ce-insurance  andlor non-covered costs and charges l
surance companies pay tha usual and customary fees of the Facility, the
md;;‘r the :;"-“fess onals associated v *fﬂ the Facility. Therefore, when permitted by law,

fag balance will be my responsibi ity | understand and agree that | am responsible for
i i

i

i

P coliection andfor reascnable altcrmsy fees related to my account. | understand that my
ormanon wik be released o my insurers. payers. or others for hilling and related purposes.
Tims T’L,.y inciude re-disclosure of information obtained from other health care previders and required
for payment purposes. | also understand that | may receive separate bills from independent
physicians mvolved in my care including radiclogists. anesthesioiogists. pathologists, emergency
room physicians and other independent physicians. These physicians may or may not participate in
ali insurance networks.

E. Valuables: FKeeping valuables (such as cash, jewelry, documents) in the Facility is strongly
discouragad | um@"rbtand that the Facil ity has a place where my valuables may be stored. If |
chcosa W hesp valuables in the racility, | do so at my own risk and | understand and agree that
Facility is not liable for loss or damage to any valuables that | do not turn over for storage.

agraee that the Facility may taks photographic. electronic
iert it s required o assist with my treatment or for my safety. |If
P give consant for my baby to be photographed for security

Ciwas provided with a copy of Covenant Heslthoare's Motice

FomE D ety = ;
Jotica of & Wacy Fractices for mor information rgga?—ding
X S B e - -
0 and vour nght 1o 2cgess vour heaith information
- C' —%\ L/ O e
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ST JCOSEPH REGIONAL MEDICAL CTR PAGE: 1
BOX 68-9510
MILWALUIKEE, WI S3268-3510
Sratement on: 05/03/06 at 12:13 PM

Guarantory: MINER NIMIKC D
2444 N 40 ST
MILWAUKEE, WI 5321C-0CC0
Patient: MINER NIMIKC D
Vigit #: 71517538
AR Seg: 04/09/06 to 04/09/06

; Date Sve Code | Description | Units| Dekits | Credits

104/09/06 i 12808186 | ACETAMIN TAB 325MG UDg 3] 11.G67 i :
04/0$/06 | 61549282 | ED CARE LEVEL 2 L1 279.25 i
04/14/06 | 9848064 | ALLOW T19 UHC I l 148.27-|



MILWAUKEE, WI 53268-3510
Statement on: 05/032/06 at 12:12 PM
Guarantor: MINER NIMIKC D
2444 N 40 8T
MILWAUKEE, WI 53210-0000
Patient: MINER NIMIKO D
Visit #: 71486994
AR Seg: 04/05/06 to 04/09/06
§ Date Sve Code | Description . Units! Debits ; Credits
04/09/086 | 12808186 | ACETAMIN TAB 325MG UD] 2 7.38 | |
04/09/06 | 56382755 ; OUTPATIENT IN BED/HOU 1 35.00 ! |
04/09/06 | 56382850 | OBSTETRICAL ADMISSION| 1 663.25 |
04/09/06 [ 56382860 | REGULAR CARE/HOUR ! 1 I 219.00 l |
04/08/0¢ £1549282 | ED CARE LEVEL 2 | | 79.25 -
04/14/06 | 9848064 | ALLOW T19 UHC } -1 E ! 1061.83- |
| Balance: | 142.05 |

* - Not posted

JOSEPH REGICNAL MEDICAL CTR

BCX 68-9510

5T

PAGE: i



ST JOSEPH'S EMER PHYS LLP
ST JOSEPH REGIONAL MEDICAL CTR 800 219 981 1
O REMITT. DR #1574

CHICAGO IL 80875 1574

21860 05/23/06

NIMIKO D MINER 432591 432507
2444 N 4G ST

MILWALIKEE WI 53210

C4/09/08

PLEASE BETURN THIS FORTION WITH YOUR PAYMENT OF 3

CTDRIE T

TMOBY YR RIETIC
TPATIENT NAME - R 432591 i
04 09 06 ROSIER EMERGENCY DEPT VisiT 9283 194.00
: Dx1 64873  Dx2 7245
ACCOUNT BALANCE | f 194.00
PENDING INS CONSIDERATION _ f -154.00
PATIENT BALANCE ; 0.00

Please make check payable o St. Josegiw's Emergency Physicians, LLP. i
FPayment may be made by check, moneyf order, or major credit card. This
Gill is for the Physician services-not for téme hospital charges.

Mctice: if you have already paid this bill, iplease disregard this

staternent. Thank you. i

You can email your insurance informatioh or billing questions to

apoliobiling @ eci~med.com or call 1-800-219-9811.
i

) e : i e - 0(}{} e - — X

MIAKE CHECK PAYABLE TG ST JOSEPH'S EMER PHYS LLP

G/

194.00

TAX D 38-3426925 TGARMON

Page 1 ot 1



- MAKE CHECKS PAYABLE T0:

CAPTTOL

T Ty oy e
[ EREHRE

STHON Ui

7220 West Caprror Drnvy

Mitsv sk

() 46d-1888

Fax (dBD) d61-1850

NIMIKO MINER

2444 K.

MILWAUKEE .WI 53210

04/27/06
05/12/06
06/02/06
06/15/06
06/15/06
06/19/06
06/19/06
06/19/06
06/26/06
06/26/06
06/29/06
06/29/06
07/06/06
G7/1G6/06
07/10/06
07/10/06
67/11/06
07/11/06
07/719/08
G7/19/06

08/23/06

40TH 37T.

BG1
BG1
BG1
BG1
BG1
BG1
BG1
BGL
BRG1
BG1
BG1
BG1
BG1
BG1
BG1
BG1
BG1
BG1
BG1
BG1L

Kk KK [k

FoWisconasing B30

.- NIMIKO MINER

BING ON THIS STATEMENT ARE NOT ¢

. 0B/23/06

Account # 01G082-00

COMPREHENSIVE OFFICE VISIT
EST. PT. INTERMEDIATE QOFFIC
EST. PT. INTERMEDIATE OFFIC
ELECTRICAL STIMULATION
THERAPEUTIC EXERCISE 15 MIN
ELECTRICAL STIMULATION
THERAPEUTIC EXERCISE 15 MIN
P T MINI EVAL~-FIRST PT CONT
ELECTRICAL STIMULATION
THERAPEUTIC EXERCISE 15 MIN
ELECTRICAL STIMULATION
THERAPEUTIC EXERCISE 15 MIN
EST. PT. INTERMEDIATE OFFIC
ELECTRICAL STIMULATION
THERAPEUTIC EXERCISE 15 MIN
P T MINI RE-EVAL

ELECTRICAL STIMULATION
THERAPEUTIC EXERCISE 15 MIN
ELECTRICAL STIMULATION
THERAPEUTIC EXERCISE 15 MIN

0.00

i

Bl OVER30DAYS | OVERGODAYS | OVER90DAYS | OVER 120 DAYS

.00 0.00 0.00

160.00

1006.00
50.00
46.00

100.00
46.00

10C.00
98.00
46,00

100.00
35.00
46.00

100.00
46.00

100.00

0.00 1775.00

Camron Resasiprvnion Comid, 7220 West Caprion Drivi, Mowa s, W 53214, (2147 464-4888  PLEASE PAY THIS AMOUNT '

NEW BALANCE

01 % 1775.00

aymients not

stement wil
h's siatement,

pRviERTE T

& DREDITS

0.090

1775.00



- MAKE CHECKS PAYABLE TO:

ATl Rortanibiiaros Crinie

73907 W e Account # 010082-00

P

M wiee

. Wisoowsin A52 10
(413) 464-185%
Fas (L) dod- 1830 -

BN UPPER PG

TEMENT WITH PAY

Wi

NIMIKGO MINER
2444 N, 40TH ET.

 NIMIKO MINER oo
MILWAUKEE ,WI 53210 - : : NEW BALANCE

S————— SN 8 > ¥ %0 WA 01 SO 02 § 1775.00

08/10/C6 BG1 EST. PT. EXTENDED OFFICE VI

0B/23/06 **x/x* /%% 0.60 .00 G.00 0.00 G.00 1775.00 0.006

Carrron Resasirrarion Cose, 7220 Wesy Carcvor Daav, Mowauka:, W 53216, (414 464-4888  PLEASE PAY THIS AMOUNT ’ 1775.00
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‘CapitoL REHABILITATION CLINIC

7220 West CarrroL DRIVE
- Miwaukee, WiSCONSIN 532

%::murm—non | . (414) 464‘4888
R x4 doriss0

FINAL EVALUATION
RE: NIMIKO MINER
Gl 4-9-06

Nimike Miner <comes to the clinie today for re-evaluation of

injuries sustained relating to an MVA on 4-9-06.

She is an 18 yvear old African American right-handed female who
was involved in an MVA on 4-9-06. ghe was initially seen in our
clinic on 4-27-06 and assessed LO have sustained a lumbar
gprain/strain injury and a left hip contusion. At that point the
patient was 7-1/2 wmonths pregnant. Fhysical therapy was deferred
and patient was urged to follow-up regularly. Patient gave birth
on 5-22-06 and was recommended to start physical therapy for
persistent low back and left hip complaints on her vigsit with me

on 6-2-06. Patient gained improvements with therapies. She
received a total of 7 therapy sessions. The last session was
received on 7-1%-06. Patient reports to have continued to make

further improvements thereafter.

On follow-up today patient reports complete resolution of low
hack and left hip symptoms. She has not needed to take
medications for pain and has been going about her activities of
normal daily living and has been caring for her newborn baby.

PUYSICAL EXAMINATION shows full and functional range of motion
over the neck and upper extremities as well as the mid and low
hack and lower extremitfies with no pain, tenderness or discomfort
in any of these areas at this time.

The rest of the systemic¢ and neurological examination findings
are unremarkable.

IMPRESSION:
1Y. Lumbar sprain/strain, resolved.
2}. Left contusion, resolved.

AN:

- i
-t

Discharge the patient from my care and supervision at this
time.,

.
2). Patient was advised to continue her home axercise program
for her owh benefit and well-being.
3y, Mav discontinue medications.
4}. Patient was advised teo call on the clinic for any future

questichs Cr CoOnCerns.
“Benjamin~S. Gozolp,
Physiatrist 7

BG/cmz

Phvairal Modicine Rehahilitation and Flectradiaonocis



Patient had tolerated therapies over the past few weeks. Fatiant

reperts continued improvement along the low back symptoms. Low

back pain however still comes and goes and seems to Dbe
eyacerbated with periocds of increased activity

PHYSICAL EYAMINATION today shows some mild tightness along  the

hilateral lumbayr paraspinal region with functilonal range of

motion

ITMPRESSION:

1). Lumbar sprain/strain.

2y, Left hip contusion, resolved.

FLAN:

1). Continue physical therapy to the affected areas of the low
back with emphasis on therapeutic exercise and strengthening
and stabhilization.

2). Continue current medications and restrictions.

3). Return to clinic in a few weeks for re-evaluation and
fellow-up.

BG/cmz

CAPITOL BREHAR CLINIC 7220 W. CAPITOL DRIVE MILWAUKEE, WI. 532146

{414} 464-4538



re-avaluation of

Fatient gavs & . LOW Dack pain
ymptoms see lent however still
has  some Do a2l tightness with
pericds  of Left hip pain has
regolved

FHYS some  wmild  tenderness zlong  the
Lila eglon. Range of motion is gquite
func ins with moderate stifiness, mild
guar and range.

IMPRESZION:

1}, Lumbar sprain/strain.

23 Laft hip contusion, resolved
PLAN

1} Start phyvsical therapy to the affected areas of the low back

twice weekly with emphasis on therapeutic exercise and
lumbar stabilization. I believe that the patient will
henefit from a short course of therapy given her situation.
2). Recommended intake of regular Tyvlenol as needed for pain.
3) Return to clinic in a few weeks for re-evaluation and
follow-up.

f/ ,-4 ] ~ !
SEENV4th e M.D.
(Physig%;ist /
4

BG/omz ;

CAPITOL REHAR CLINIC 7220 W. CAPITCL DRIVE MILWAUKEE, WI. 53Z16
(414) 464-4888



NIMIKO MINER

DOI: 4-9-086

TODAY E-12-06

Mizs Miner comes ftTo the clinic todav for re-savaluation of
injuries sustzained relating to an MVA on 4-3-06.

Currently patient veporits that his low Dback pain sympLoms are
unchanged. They are still qguite hotherscme at this timae with
gignificant left hip discomfort. Patient s=ses her OR/GYN vervy
regularly at this point and was advised that she may be giving

birth any day now.

noted along

PHYSICAL EXAMINATION today shows zome tendsr spasms
the Dbilateral lumbar paraspinal region. Range of motion is
functional over the lumbar spine with significant stiffness and

guarding at end range.

There is some tenderness noted along the left hip as well.

ITMPRESSTON:

1). Lumbar sprain/strain.
2Y. Left hip contusion.
PLAN

1). Patient was advised to return to clinic after child birth.
2). 1 will make a determination whether physical therapy will be
beneficial for the patient at that point.

BG/cmz

APTTCL REHAB CLINIC 7220 W. CAPITCL DRIVE MILWAUKEE, WI. 53214
(414) 464-4888



CaPrroL REHABILITATION CLINIC
7220 West Carrror DRIVE

Muwavkes, WisconsIn 53216

AP:::Emn;wow . (414) 464-4888

APRIL 27, 2006

INITIAL EVALUATION
RE: NIMIKO MINER
DOI: 4-9-06

Nimiko Miner comes o the clinic todav for the chief complaint of
low back and left leg pain.

HISTORY OF PRESENT ILLNESS: She 1is an 18 vear old African
American right-handed female victim of an MVA on 4-9-06. Patient
was a restrained front seat passenger of a parked vehicle that
was suddenly hit on the rear driver's side by another vehicle.
Patient was jerked forward and thrown back intc her seat. No
head injury was sustained. Onset of symptoms was hours later
which prompted a vigit to B8t. Joseph's Hospital Emergency Room.
Patient was released the same day after having monitored fetal
movement. Persistent symptoms prompted consult to our clinic.

Currently patient reports mid low back pain which is
characterized as dull and achy with sharp and stabbing
exacerbations rated at 4/10. This 1s worsened by range of motion
activities and certaln positions of sitting. She denies any
radiation into the lower extremities or paresthesias in these

areas.

Tenderness 1is noted on palpation along the left hip and with
laying on this area as well as with walking activities. Patient
reports that she has some difficulty with laying on her left side

during sleep at night.

PAST MEDICAL HISTCRY: ‘Unremarkable.

MEDICATIONS: Prenatal vitamins.

ALLERGIES are to Risperdal which produces edema and hives.

PERSONAL SOCIAL HISTORY: Patient is single and is a senicr in
high school. She is 7-1/2 months pregnant.

FAMILY HISTORY: Positive for hypertension and diabetes aon both
aides of her family.

REVIEW OF BYSTEMSZ: Denies any history of loss of consciousness
or seizures. Denles any chest pain, shortness of breath, nauses,
vomiting, fevers, chills, weight loss or any bowel or bladder
problems.

PHYSICAL EXAMINATIGOHN shows a well developed, well nourished age
appropriate African American female who 13 currently not in

distress.

Phvcical Medirine Rehahilitatinn and Flocteachiaonneic



NIMIKO MINER
PAGE 2
4-27-0G6

SYSTEMIC EZAMINATION shows pink conjunctivae and anicteric
c

sclerae.

CHEST is clear to auscultation.
HEART has regular rate and rhythm.
ABDOMEN shows fundic height appropriate for gestational age.

MUSCULOSKELETAL EYXAMINATION shows tender spasms noted along the
bilateral lumbar paraspinal region. Flexicon is limited to &0
degrees, extension 5 degrees and lateral flexion 20 degrees with
moderate pain, stiffness and guarding at end range. :

‘Teanderness 1s noted along the left hip region. Sitting root
sign, straight leg raise test and Fabere's testing are all

negative.

NEUROLOGICAL EXAMINATION: Within normal limits.

IMPRESSION:
1). Lumbar sprain/strain.
2). Left hip contusion.

]

LAN:

). Patient may benefit from physical therapy to the affected
areas of the low back and left hip at this time. Patient
however reports that as per her OB/GYN her cervix has
started to efface. The station of the baby's head seems
to be descending. Due to this, I would defer from physical
therapy in the clinic at this point. Patient was advised to
carry out delivery of the baby and I will re-assess her
after childbirth.

2). Patient was advised continued use of Tylenol as needed.

3)}. Return to clinic after childbirth if symptoms continue to

persist.

g

/ .
~ Phys¥atrist
BRG/comz

CAPITOL REHAB CLIRIC 7220 W. CAPITOL DRIVE MILWAUKEE, WI. 53216
(414) 464-4888
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Patient History Questionaire /J W sy /

szw:\//ZjﬂzéO B\ﬂ{ \/Efz/dé’r“ Occupation: Saha')!\’/f»f Age: /¥

i.

fdd

Lh

[
LA

I6.

When did your present pain start? fj@{'zz_ 4 vl -
W hm was the cause of your pain? (check all applicable)
JSuddenly T - Pulling — Gradually -~ Injured at Work
] sz‘mg )f Car Accident C Twisting — Hit from Behind
T Fall .- Bending I Sports Injury  Z No Cause
W hdt activities make the pain worse? (check all applicable)
,,,,, - Exercise (during) . Bending Forward > Sitting
"""" ! Exercise (after) /YfS{andinU ~. Coughing
/i Bending Backward [ Sneezing A Walking
What reduces your pain? (check all applicable)
. Injections for Pain L Lying Down " Standing
LI Muscle Relaxants _ Sitting . Exercise, Therapy
— Anti-Inflammatory Drugs ~_/Pain Pills _I Nothing
C Manipulation ' & Walking i Other
How long have you had this pain? ah f"’:;l G =02

Years Months ' Weeks X Days
Have you had any of these diagnostic studies? (check an applicable)

= CT (computerized tomography) Scan [ Diagnostic X-Rays
L Myeiogram (x-ray with dye injection) L Electromyogram ( EMG)
X Arthrogram or fS onogram 3 =) Discogram
I MRI (magnetic resonance imaging) LI Injections
Have you been hospitalized for your problem? A4
How many times? MIA
Have you had surgery for this problem? NO
List any other problems you have been hospitalized for? N /A

What medications are vou currently taking? +)r‘g auadAal @4 \/I+ar¢(ﬂ1/&£$

Do you take Antacids? _gs  11. Do you have Allergies? UES
y : !

Do you Smoke? AL 13. Do vou drink alcoholic bev erages? Ao

Do you have any of the following: (check all applicable)

- HIV/AIDS Heart Problems L Cancer
- Hepatitis . Stomach Problems _ Epilepsy
_ Bowel/Bladder Problems — Wei D'ht Loss .. Arthritis
"""" © Sexual Difficuliies  Diabetes

V\f ?ﬁfif ather types of doctors L&vc, you seen ‘ﬁ}%‘ this pain? {5%};«’

Describe areas of pain or injury:
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Name: M/M ; My, K/C

Frequency of treatment:

Ix/wk
2x/wk >
Ix/wik

DAILY

Wnes pot: 4 G.¢¢,

Injury as a result of

W/C

Mo A %
?oxm\ FALL

OTHER

Q A~ ﬁb
V%0t
Sy S
Floed Bl

A
ES & HP X

IP/HP CONTRAST

U/S PHONO )

DIATHERMY
FLUIDO

TYPE OF TREATMENT
WHIRLPOOL
TRACTION CER/LUM.
PARAFFIN
IONTO

EVAL
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7 |
NAME, L;iglafrq ML ?%}zQEfZé%V

THE ABOVE NAMED PATIENT WAS 3CHEDULED FOR A DOCTOR S/ THERAPY

AT,

c
I
3

APPOINTMENT ON AT THE PATIENT LEFT THE CLINIC

AT

THE PATIENT IS PHYSICALLY CAPABLE OF THE FOLLOWING:

PHYSICAL DEMAND LEVEL U-33% S4-b6% 0/=100%
OCCASIONAL FREQUENT NLIRUOUS

-MAY PUSH, FULL OR CARRY
UNDER LBS.

-MAY LIFT UNDER .
—-MAY SQUAT OR CR -

—
~MAY BEND OR THISTK§,WﬂT§%

“MAY CLIME OR-REACH ABOVE
SHOULDER-EIGHT

~MAT USE THE RIGHT/LEFT HAND
TO WORK

LF
|

H ]
[ N

i~

5

DAYS PER WEEK,

fTQ HORK HOURS A DAY. —_—
von Ldaad er S Lrling iodda o Satiit,

THE PATIENT INCAPACIT ?%B FROM THR

A DETERMINATION OF PHYSICAL CAPABILITIES STATUS WIlLl EE MADE OH
& WHEN THE PATIENT SEES THE DOCTOR AGAIN
IF YOU  HAVE ANY GUESTICONS, PLEASE FFEEL  FREE TO  CONTACT 7THiZ
T iy ) I i G Oo
OFFICE AT (414} 4B4-48EE
N
r
Wy Z
AEDT . Wy LB
= a o B A F e Citai: TR
ZENJAMIN 5, gﬁéu% L - CLBLJUSEMAN, UL .
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CAPITOL REHARE
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SCHEDULED AT - . IHE PATIENT LEFT THE CLINIC AT /1/«/&

1. THE PATIENT REPORTS TO BE A STUDENT AND MAY RETURN TO SCHOOL
ON WITH NO RESTRICTIONS,

2. THE _PATIENT MAY RETURN TO WORK ON WITH NO
ICTIONS.

TIENT MAY RETURN TO WORK/SCHOOL ON WITH
ING QPSTPICTIONS
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Therapy Record

Patient Name: D T ey SoiAn
Diagnosis: AV Y Ty ST P ROITRR N
,\ :
R e
Treatment Ordered: =5 5 == 10 aay ~
,_, Ther. 2x.

QT‘:&&W

Frequency of RX: %/ U

Pt. position:

P
ey

Date
Of
Rx

1E O

G- d-O

v 7 s

o

B

3 oG

LY d \L\ C”\.

[ -

“\\; (\J ;\(
Y

Vs

i <4

V=170

T~ 1©) L

7.

Flectric Stmulation

//f“{)(;u

Hot pack

AR

— — 7904

o L2606

,—-f-w.'[ﬁ.!okoe'

/P Contrast

BaN

b

Do

Paraffin

e

942D
e

Dy

Diathermy

0 SLLEL

A e/

D

Ultrasound/Phono

e

A i

/

2l

Whirlpool

%}uidoiherapy

et

Therapeutic Exercise

)

by

25

S

Traction Cervical

1 Fraction Lumbar

lontophoresis

Body Mechanics N
Education 1 ¢
Trigger Point N

- Injection .

Joint Injection

OMT

Thomas Malone, BT

Lea Minerlev, aide

Julie Bauer, PTA

Mary Spath, PTA

Aaron Rivera, aide

“Capitol Rehabilitation Clinic 7220 W. Capitol Dr. Milwaukee W1 53216 (414) 464-3888 Tax (414} 464-1850



Therapy Record
1 = Ay o \ H
DOE S -G-O

PT" NLEEE}C: . Ki i'\\g (\ !‘ ‘ N 1 \e-\\fxwz}‘«/ remeeer o e eemee e 1

: ' '.-\r\s::.";(s_‘) heing Rx R\ ecetved this daten

A '\/q“}\i\-\?‘f’lf--«“/ _ E“‘ Y — "\; i T - ﬁ%;’zué 1Y Ll ?‘ e [had
= | j a 7
See ’h;mp‘» Intake Form for Work "imtux : _
Physical therapy Orders: F<4 o \J{_A/\"\\ A MR S AV L R O e Ve U S (T
: - (]
- N - . ~“/?/rv . "‘ L
Physician: L ez P LANGS (W icne.
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Therapy Record
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Therapy Record
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Therapeutic exercise:
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Capitol Rehabilitation Clinic
7220 W. Capitol Dr.
Milwaukee WI. 53216

Physical Therapy Fellow Up

P

Y. L
Name: / (L 0 / / /J R

- / n ; - ) — P -
Date: /107 01 s L
Changes Notcd and RX Rc:sponse /

* g e ke g A e S 5
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P.T. initial 17

Date:
Changes Noted and Rx Response

Comments:

P.T. initial B

Date:
Changes Noted and RX Response
Comments:

PT imtial



Office Policies

Appointments: It s imporiant for you to receive the treatments vour doctor has
ordered for vou to recover from vour injury. Please phone the ofiice if vou will be
late or unable to attend your bc,hc,duiui appointment.

Therapv Services: When making your appointment it’s a must that you schedule
on é&vx you can complete vour entire treatment regime. As part of your recovery
it’s essential to complete exercises in the chinic. If you are unable to stay for vour
m%i Ereatmem vou must reschedule vour appointment. If you wear loose clothing
that will move with vou stretching will be easier and more beneficial.

Due to the nature of our equipment it is extremely iiportant small/young
children are supervised by vou at all times. They could become seriously

injured if they are exploring any of the therapy equipment.

Work Status: It is important for you to discuss your work status with your doctor
at each doctor visit. Please inform the staff of any changes in yvour status between
visits. Be sure to ask for your updated work status sheet when scheduling

vour appointments.

Contagious Diseases: If you are ill with a contagious disease (flu, chicken pox
etc), both for yourself, other patients and our staff, please phone the office and
reschedule your appointment. For lengthy ilinesses treatments and doctor
appointments will be at our discretion.

Confirmation of Appointments: If is the policy of this office to confirm
scheduled appointments. If you are unavailable when we call, we would like to
leave a message stating

“this is Capitol Rehab Clinic calling, I’d like to leave a message for patient name
to confirm the appointment for patient name on date at time.”

Please check below to indicate your preference:
g OK to leave a message Do not leave a message

K/‘""*" “
//Q/f sz i T

Patient signature

You may change vour preference at anytime by aotifying our staff. We will require you to sign a

new form indicating your change,
Thank vou,

The Capitol Rehab Clinic Staft



Capitol Rehabilitation Clinic Irrevocable Lien

.- . ; N \.'\ \"\_/ iy (L o ) - . s .f,’; 1
Patient Name: 7] Iy "ﬁ’:h\ff*:z DT Myle Date of Injury: % 784
| h ' L

] fully understand that | am directly and personally responsible to Capitol Rehabilitation Clinie for ail
fees of medical services rendered. This Lien authorizes the appropriate Insurance Company to pay directly to
Capitol Rehabilitation Clinic such sums as may be due and owing for medical services rendered. [ understand
that this Lien is Irrevocable. [ also understand that [ will be held responsible for any attorney’s fees. collection
agency costs, cowt costs or any other expense incurred in order to collect the amount owed to Capitol

Rehabilitation Clinic.

This lien authorizes Capitol Rehabilitation Clinic o provide the said insurance company with any
medical information necessary to process claims for payment.

~ Insurance Company
Insurance Co. Name: U @144% Hg’fjé, A _ Phone:
Address:

Adjuster:

Potential or Pending Litigation

This Lien authorizes the Attorney representing me to withhold such sums from settlement, judgment or
verdict as may be necessary to adequately protect fees for medical services rendered by Capitol Rehabilitation
Clinic. This Lien authorizes the Attorney representing me to pay directly to Capitol Rehabilitation Clinic such
sums as may be due and owing for medical services rendered by reason of the above listed date of injury.

This Lien is made regardless of the outcome of any pending or potential litigation. This agreement i3
made solely for Capitol Rehabilitation Clinic’s additional protection and in consideration of awaiting payment.

[ agree that a photocopy of this original authorization shall be considered equally authentic as the
original.
TN

e T > 7 .

Patient Signature: 7/}%?3??’%’”’/;%? la Date: 7 - 37 &
; = .

/] gﬂjﬁ/}}%@z}u Date: /- A7 &€

Relationship to patier t:\ﬂ%@{{gﬂ
H




Capitol Rehabilitation Clinic
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We artempted to obtain written acknowledgement of receipt of our Notice of Pri ivacy Pra
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Be obtained because;

T An emergency

Z  individoal refused to sign
2 Communications barriers prohibited obtaining the acknowledgement

situation prevenied us from obiining acknowledgement

. bur acknowledgement could
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Consent for Dz\ losure of Medical Record Information

DaCial »eturn

CAPITOL REHARBILITATION CLINIC
7220 W, CAPITOL DR.
MILWAUKEFE, WI 33216

The following information: Cencerning the fol!
n disclosed includes: LPhvsical Illn

gnesis
Check one: © Complete Chart
- Limited wpatient {includes: Face Sheet, Discharge Summary, History & Physical,
Consultation Rencr‘ . Lab Repons, X-ray Reports: Operative Reports, Pathology Reporis)
Outpatient services {includes: Emergency room reports, Physician Progress Notes, Lab
Work, X-ray Reports, Other)
. Cther
PURPOSE FOR ries) B-Continuing Medical Care
) g

3

NPT S | ef .
e Eligibility/Benefits

H

 Claim resciu

YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZ.. %TI{)\
Right to Receive Copy of this authorization-[ undersiand that if I sien th
authorization. Right to refuse to sign this authorization-T ynde ‘rﬁtzmd that [ am under no obligation o sign this form znd that
Capitol Rehabilitation Clinic may not condition freammenr, payment, enroliment in a health plan or eligibility for heaith care benefits
on my Jdecision © sign this authorization except regarding: a) research-related mearment 5) health plan enrollment or eligibility ¢) the
provision of health care that is solely for the purpose of ¢ creating PHI for disclosure to a third party, W1 law requires the patient’s
authorization to disclose 25215 or $1.30 records for pavment 1 pUrposes.
Right to Withdraw This Authorization-] undersiand I have the right to withdraw this authorizarion at any time by pro wdmg &
writien statement of withdrawal to Capitol Rehabilitation Clinic. | am aware tha my withdrawal will not e effective ontil received
oy Capitol Rehabilitation Clinic and will not be effecrive regarding the uzes and/or disclosures of my health information that
Capltol Rehabxluatmn C{mxc nas made prior 1o receipt of my m;hdz’awal statement. | understand if the anthorization was obtained
law provides the Insursr with the rig i oclicy or the
"Ef'. Rmht to mspcct or copv He:%l{h ;nf rimation to be Used or Disclosed- | understand thz [have o inspect or
oﬁ&h e fee) s ne hea Li‘" ormaticn [ have authorized 1o be used or disclosed by tétus autorization form.
i information by contacting Capitol Rehabilitation
rmation i ej or disel aced ums, on this autherd ,,a*}on may

I'lZaLOIl i may be D{'f“vlm: fwitha COTY of this

copy W“Tv be provi ided at a rea
[ may arrange 10 inspest mry healtd
CEmu-"ﬂcd:cai Records Dept. Redttc lasure \onc
S suject to re-disclosure and no jenger protected by |

sent wiil expire automatically one vear afl

PATIENT’S SIGNATURE: 7/ Date: - A7 D¢

Dte: f/ A7 D




Consent for Disclosure of Medical Record Information

532
release o CAPITOL REHABILITATION CLINIC
220 W. CAPITOL DR.
MIL‘N-\.UKE}E. WI353216
The following information:  Concerning the followi ing dates; * C A Iuncarsza d that the
information disclosed includes: Qﬁiaa! Hilness = t:motmnal Euness — Alcobol, Drug Abuse 7 HIV results or

iat@d diagnosis

Check one: — Complete Chart ;
— Limited inpatient (inciudes: Face Sheet, Discharge Summary, History & Physical,
/oz}suitan{m Reports, Lab Reporis, X-ray Reports, Operative Reports, Pathology Reports)
" Outpatient services (includes: Emergency room r eports, Physician Progress Notes, Lab
Work, X-ray Reports, Cther)
= Other

PURPOSE FORNEED OF DISCLOSURE: (check & applicable categories) i‘”/Co/nt;numw Medical Care
— Claim resolution T Coordinating care for dependent/spouse T Insurance Eligibility/Benefits

YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZ %TEON'

Right to Receive Copy of this authorization-I undersiand that if | sign this autherizarion, { may be provided with a copy of this
authorization, Right to refuse to sign this authorization-I understand thar T am under no obiigation to sign this form and that
Capitoi Rehabilitation Clinic may not conditden freatmeny, payment, enrolment in a health plan or eligibility for health care benefits
on my decision 1o sign this authorization except regarding: &) research-related treatment b) health plan aorollmens or {muihr}e ¢} the
provision of health care that is sclely for the purpose of crearing PHI for disciosure w0 a third party, Wlliaw requires the patient’s
authorization 1o disclose 232,15 or 51.30 records for Pavinent purposes.

Right to Withdraw This Authorization-{ understand | have the right 1o withdraw this authorization a1 any time by =rcvidizzg a
written statement of withdrawal 1o Capitol Rehabilitation Clinie. T am aware that my withdrawal will not be effective unti] recsived
by Capitol Rehabilitation Clinic and wili not be effective regarding the uses and/or disclosures of my health micmaitc’z that
Capitol Rehabilitation Clinie has made prior w receipt of my wng drawal statement. | understand if the suthorization was ohiained
aining insurance coverzge, other law provides the instrer with the right fo contest a claim under the policy or the

as 2 condition of
policy iself. Right to inspect or copy Health Information to be Used ar Disclosed- { understand that [ have the right o nspect or
formation I have authorized o be used or disclosed } by this authorization form.
ﬁf"

copy (mav be prcmdeg at a reasonacie fee) the hca.
s of my health information by contactng Ca p:to Rehabilitation
by

[ may arrange o inspect my health informartion or oh
Clinie-Medical Reca-‘ds Dﬂpt‘ Redisclosure \{?ti(‘é* :wd that informartion used or disclosed based on 1
! ¢ and no longer protestad by ds. E mratmﬁ date-If no prior noo

LENL Wi SRDUS auioms Lsi.&n} GOg Vear a

;q ”L‘L‘CI‘IZ:&Z” on '“"za*r

be subject to re-di

received, thi

PATIENT'S SIGNATURE:

PARENT/GU XRDI ’&\f SIGNATURE: -;_
RLEVM;OKL‘:{‘ED Ly i.J&&é.A k‘f{ {/ ’ "’J"”,"'

:

Witness:




1 wictal activity
f o

e MV A faiifaitercat

i] ‘eve:”‘ausea

“Inciuding but not imited to

alergies/sensitivities o meadications, foad, ]
fape, LATEX, lodine

" Prescription, OTC, nulritional supplements,
herbal remedies, other .

a-}\

‘ ] Y ‘(L
Pain: Do you have pain? 0 No E{Yes pain intensity? ’,'Z Location: /4 /,?/ff /’( f/{’,f S '”"a nten(s/efyég’:/
r

Desoribe:
1 See Significant Findings

Mobility: mbulatory [ Bedrest [0 Needs Assist [0 Recent change: Comment: __

Learnig g’ eds: Barriers: Prefersnces: ‘ .

Safety: v Neg needs LI Auditory deficit [ Speech deficit

0 Visdal deficit [J Evidence of physical, emotionat or verbat abuse Comment:

Dlscharge Do you have concerns about going home? [X No [ Yes [I Sccial work rﬂierrai

J(Z(//’

Nutrition: \E(}j\la needs [ Therapeutic diet [ Recent weight ioss LL Lf{: S 7 F g} L/;f 3 7
DenturesNZ No fiIl Upper O lower [ Partial [ Loose teeth

Height: ] _ Welght iﬁ_{ L-Scate Per pt: ;’}”“ffflfo‘//

0 Dietitiaf referral ’

Social hlstorv Smoking \‘Z'No O Yes
Alcohol \{’3( iNg [ Yes, Ladt drink?
Sireet dr{ugsjf\;’\io [1 ¥Yes, how much? ' . o T
Religious/Cdltural: T e T A ,\ i
Patient Rights: & None (I Unknown I Living Wil ;ff.'f J\‘/ ' /1‘ aAr Z/! H'jiaj’" ”“/"’J L= CZ’/” )
O Durable POA for Healtheare [ Copy on chart {‘_‘ S
information: 01 Given 4 Dectined
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St. Joseph Regional Medica  nter Emergenc  epartment QualChart®
i ' ORDER SHEET/ TRAUMA/MAJOR Height: Weight: s kgs  Afiergies:

Medical Rac ards: OFViChart  Recent £D Chant

Previous EKG

Additional Records:

' SIGNATURE: T
Time of -~ - \
initiat - ’ _ 2A S MD ;
Orders: i &7

R

L LI
i

LABORATORY: Circle specific orders By: | Time: RADIOLOGY: Circle specific orders By: | Time:
Trauma Panel CAR (2 view; Porable TKE
CHC Marua Diff C-Spine w1 C-Bpine Port XT C-5pine
Epe OAA - Mg AAL KLiB
Amylase LI ArmporEd T-5pine L-Spine
LA A wio Micio CC Cath Rigs Hight Leht
UCG HCG: GQuat 7 Guant Fngar Fiant Can
Diug Screen. Lrine ¢ e ETOH Hand Hight Len
CPK CKMB Troporin Wrist Hight Left
Myagiohin Faorearm Right Left
B Type Screen Type Cross drits Elbow Right Lefl .
PT /INR PTT Humerus Highi Lefl
Hemeecoult Qastrocouit Shouider Right Left
Clavicle Right Left
Hip Pelvis Right Laft Poriabiz
Fermur Aight Lef
Pertinent Lab Values: WXL WNL Except: Kneg Right __ Left -
inent Lab Vajues xe Tibia / Eouia Roht . Left
Ankle Right Left
. Foot Right Left
CT. Wead/ Facial Bopes  Contrast; 1V PO None
i £7: C-Spine T-Spine L-Spine
. CT. Chest Contrast, IV PO Nong
CT. Abdomen / Peivis  Contrast 1V PO  None
Ultrasound of:  GB ABD Petvig
Indication(s) for Xray/ CT/ US:
Xray Interp; No Acute Changes Positive
By, ED Physician Radiologist
CARDIAC MONITOR ! EKG INTERP: By: | Time: | Cardiac Monitor:
| Monitor  EKG _Repeat EKG @ Rate: Normal Brady Tachy
EKG Interpretation: Rhythm:  Sinus AFIB Junctional
E£KG Comparison: Mo Signficart Change / Other: Ectopy: None PVCs PACs
TREATMENT ORDERS: By: {Time:|Time: CLINICAL RESPONSE / RE-EVALUATION
Repeat Vital Signs; Al BP Pulse RR  Temp OZ5ai V88 axcepti:
Pulse Ox Q2 = Vmin via NC / Mask / NRB Nl Hypoxig % on VA or Q2 & min
Saline Lock  IV: NS LA . Bolug mi Over minhr
Second 1Y Site; Largs Bore NS LR Aate of mifne
Transfuse units PRECS /
NPO NG Tube /[ O Tube Foley Catheter
Td 0.5 mi M Lot #
A )
' “:;_M L -~ s ) ‘.\._,, 1.. . ,i‘
At SR
Disposition Orders: Gischarge  Admit  Observation  Transfer
RE-EVALUATION: Unchanged improved Worse V5SS  except Pain: F3-10)
Appaarance:  MNAD/
Time: am. { pom. Lungs: Claar/
Andomen: Non-Tander
Neuro: ARKGxZ/
Critical Care Provided for:  30-74 min_/ 75-104 min / min




St Joseph Regional Medic  Senter ' Emergency Depart 2nt QuaIChart@ Page 1 of 2
MOTOR VEHICLE ACCIDENT @im%;)oemnem sositive .angs, Bad sh pertinent negative findings.
Exam Time: |Mode of Arvan -Vital Signs Stable - except: BF____ s | Cardiac . =~ Rate NL Brady  Tachy
2 g EMS _ = Plise R Rate Temp Monitor] s oniams. POVIhmD Sinus 5?@ Junctionai
e * DENOTES Pulse Ox: NL  Hvpoxc ch Applicaize interp. copy: hone FvCs Fals
am. AP0 [QUALITY INDICATOR | “hon /A or Op @ _____ Lmin
HISTORY: | HX from Patlent Unobtainabie due ta: Dementia Altered MS Extremis Other: .
T HX from:” Batient Family / Caretaker EMS interpreter
CHIEF COMPLAINT: L year oid male ¢ {emale who presents wih a complamt of MVA wih pain ot Head  Neck CBETk Chest
Abdomen  Exiremibes 3
PR R e ;J .L1"/
OCCURRED Minutes Hours, Days  €riorto -
ONSET OF PAIN ftnadiate o WSS oo Days  PostAcCident )
SEVERITY GF PAIN  Initially: (G- 10} <Milg— _Moderate Severe Currently: 0-10)  None d%id  Moderate  Severe
MECHANISM < Car’ Truck Motorcycle Bicycla ATV  Pedestrian
OF INJURY Vs C’é:_‘ar: Truck Motoroycle  Bioyele ATV Pedestrian  Stationary Object
s Y Y
PATIENT LOCATION Driver £assgngsr: CFrent  Back Pedestrian
ASSOCIATED Negative Hdadache  Seizure  Active Bieeding Wotor / Sensory Defict 508~
SIGNS AND [9C Puration: Seconds Minutes Howrs Unknown '
SYMPTOMS . .
Extramity Deformity:
CONTEXT Lost Comtrol  Fell Asleep  Distracted Seizure  Intoxicated  Other:
Ambulatory at Scene  Backboard / C-Cotlar Applied PTA
SITE OF IMPACT:
REVIEW OF SYSTEMS: - Pertinent Positives
Constitutional Negative Fever Chills
Eyes Negative Photophobia Blurred Vision |} 7
ENT Negative Sore Throat Ear Ache 7§ =P
cv Negative  Palpitations Chést Pain ST e
Regpiratory Negative SCB Cough
Gl Negative  Vormiting Diarrhea _ _ .
Gu Negative Dysuria Hematuria Force: oW Moderate High Direct  Glancing
MS Negative Arthraigia Myalgia Restraints:  None Ejected From Vehicle
Skin Negative Rash Bruising Lap/_.__‘:‘:_houidwn—‘ PFGIOng@d Extrication
Neuroc Negative Headache Weagkness Ei'r";:; No Haimet Alr Bag Deployed
Psych Negative Anxious Depressed -
fY_E_,S/ All other systems _either reviewed and negative
NO or non-contributory for chief complaint
?FAS‘!‘ MEDICAL HISTORY: | Brevigusly Health DN/ Cornfort Care Oy
i \ . 4 o ¥ o o .C . af MY Immunizations:  Urknown  Telanuws UTD Net UTER
Endocrine oM DMl Hypothyroid  Hyperthyroid  Hyperiipidemia - -
cv CAD /A HTN SHE Afits v * Preumoroosal ¥ influenza within 12 moniis
Respiratory ZOPD Asthma  Bronghitis Prsumaoni
Gi/ GU PUD/ GERD Gf Bleed  Urosepsis
Meuro/ Psych  TiA/CVA i
Cancer Luing
Surgical Hx Nore  Cen
FAMILY HISTORY: : Negative
Heart 7 HTN
Diabetes

b

SOCIAL HISTORY: | Negative

YIS, * Havent A

o Sion

Murging Hoing




st. Joseph Regional Medic ~ernter
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MOTOR VEHICLE ACCIDeNT

@%rc@{:eﬁm@m positive ..aings. SMﬁ perinent negative fnding

P!‘(YSE(}&yEXAMINATIGN | EXAM LIMITED DUE T Dementa Alterad MS Exiremis Other:

Normal Findings:
Appearance MNiormal

Well-Appeanhng
Np Fal

— Complaint-Specific Findings
o-Collar r-Bagkboara (PTA YV ED)
Aemoved w/consent post exam

Eyes Mormal
oY 4 I . .
ENT Normal | Ears Narmal s Occiuded araspindl
Nose Normal D?‘maﬂh“a 7 E:"p'grax:s Cemcgé
_ Cropharynx Norral thema / Exudale / Dry Muccsa Tharacic
Neck Siormal  Supple Norsupple -Lumbar
Respiratory S Momad Airway Patent Airway Obstrusted Dirflinished 8'55{# Qcmcs Aight / Left
T CTA Bajes 8 Pehis SHE p Sta ; Unstable
Sreath Scunds Egual Rhonchi @ Exsremity injury / D”'"'f‘ iy
Wheezes @ . o
Respiration Nonlabored Retractions : i
Cardiovascular ‘Normai . BRR TR Tachycardia  Bradyce
T o Pulses Normal Abn. Pulses @
i Mo Rub 7 Murmur AMurmmir
Gi/GU \fsgmal Soft / Nontender Tender &
. - No Masses Mass @
Bowe! Scunds Normat Bowel Sounds Fyvpo Hyper
. Mo Organomagaly Hepatomegaly / Splenomegaly
Ms ﬁar'ﬂa; Strength / ROM Intact Limited @
No Edema Edema &
L no Calf Tenderness Calf Tenderness J \
Skin Mormai  Warm & Dry Pale / Diaphoretic i H=Hematoma '
J— Color Normal Cyanosis @ v A= Abrasion '
Neuro {:Eormad Sansory / Motor intact Focal Deficit @ e ¢ = Contusion
- Reflexes infact Abn. Aeflex & | D= Daformity
Ci intact CN Palsy ! [ t = Laceration
L A&OX3 AV P U Disoriented [ T = Tendemess
Psychiatric \\_bggfrg;ai Aftect / Mood Appropiiate Anxious / Depressed ﬁ;\; 3 = Sweling
IrﬁEBICAL BEC!S?ON RAAKING: | Consigeration of e leliowng conditions (RE- EVALUATIOL __________ 1 Pain Scale {0-10)
may be warranied for ihe presenting prabism, Thegse condihans are ! nal giagnoses. Timea: Uﬂchanged !mpr ved Wworse Vas
DIFFERENTIAL DIAGNCSES:
Apdominal injury Neck / Spinal Injury
Abrasions / Contusions Normai Exam Time: - Unchanged Improved  Worse VSS
Chest injury Upper Extremity Injury

Haad / Facial Injury
Lower Extremity Injury
Other:

[PHYS. NOTIFICATION/CONSULTS: "Chart Copy Available to Addti Care Providers

Discussad case/rnanagement/disposition of patient with:

Name: at am. [ 0.,
Name: at am. / om
Name: at a.im. /g

Adeit  OBS  Transfer  Consull Folow-um:

[DISPOSITION: | RX:

&
o

ED PHYSICIAN DIAGNOSES:

Dswafge Heme Work Mursing Mm ED-Cbs 10 e
el - y

E JO cussed With: @ a.m e

- I Trarsier Form Complated
z s
o . - N \ Fa Other:
A et B Standard A"fer—Care Instructions Given lo Patient Upor Discharge from ED.

i Critical Care Prov;ded For: _ min n Supervising / Management  Procedure / Progress Notes Attached: Yes No E
SiGNﬂTURE S MO0 Cnart/ Addendum Dictated: Yes HNo
Disposition '_, e _ i MnInG
Tane:
. . P/ NP Resident

i
"

am/ p.m!

| have reviewed avallabie Ancillary / Nursing S1p# dorumentation.

04/06706 GB34 P
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TODAY'S DATE: ¥ A7 ¢
CAPITOL REHABILITATION CLINIC

Patient Name: “Fzvizke 1 V;FJ‘?‘?%&{; / BirthDat é{i/‘ L, 1957

s
Ed
.
t/

o . . . 7 L
If patient is a minor, signjconsent beiow

Address: J44< Y. < S Marital Status: O Sex: /i Age: /K

City: A R State: M": Zip Code: S32/< Home Phor}cfﬁ-ﬁfﬁr/ VAL T BT
Employer: A Occupation: A /A Work Phone: A/
Social Security# J5 A b2 BGC o Cell Phone:  A//A
Spouse’s Name: A /A Birth Date: _ A/A SS# 3LR-aRGIY.
Spouse’s Address: /A Spouse’s Employer: AL
Parent/Guardian Name, (if patient is a minor) A/ A
Parent Employer Name & Phone# (if patient is a minor) N /LA
Referring Physician Name: M /A
Insurance Information

; . if applicable ).
Insurance Name: U,U’ Z‘;é_é:’(:/ /%55/ s&l Subscriber :
Address: City: State:  Zip:
Policy# 1D# Group#

List any other Insurance Coverage:

Accident Information
{ if applicable )

Date of Injury: ﬁ,ﬁrz ! G Zepd, Work Related: Ll yes Xho Auto Accident: X¥es U no
Did Injury Oceur in Wisconsin? X¥es 0 no If no, State Where Injury Occurred:

Consent to Treat a Minor
{ if applicable}
This authorization provides consent for Capitol Rehabilitation Clinic ( inctuding physicians and

?ff ) to examin and %{ﬁinor patient listed above. ,
ﬁé’i&f‘) A ' Date: %9?7'&4’

t
Parent or Legal Guardidh Signature

5

Date:

Witness

Pavment Agreement and Assienment of Insurance Benefits
[ understand that [ am fully responsible for payment of the medical services rendered by Capitol
Rehabilitation Clinic. [ hereby assign insurance benefits payable for medical services rendered
to me (or minor patient) by Capitol Rehabilitation Clinic to be paid directly to Capitol
Rehabilitation Clinic. 1 understand that Tam responsible for any applicable co-payment,
deductible, co-insurance and/or non-covered costs deemed by the insurance COmpany. [ agree
that I am respongible for the cost of collection and/or reasonable attorney fees related to my

accgunf. - /o S T
@}A_\W@ S i P fffﬁ/u Date: ¥+ A7 0%

Signature of Patient Pefrent or Cegal Guardian
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