=
CLAIM AND ITEMIZED STATEMENT OF RELIEF SOUGHT g —_ O
Pursuant to Section 893.80(1)(a) > h I
o5 & <
TO: City of Milwaukee e T 2
200 East Wells Street ~o=
Milwaukee, Wisconsin 53202 =20 X
| oo 2 L
Pursuant to law the claimant, Mary Ann Brannon, hereby files this claim against t vq.;ga.m§
municipality through her attorneys the law firm of Weigel, Carlson, Blau & Clemen Cm §;
2 o m
1. Name and address of the claimant are: 3 m
Mary Ann Brannon
9219 West Adler Street

2.

West Allis, Wisconsin 53214

For statement of relief sought is a demand for damages as a result of the accident

described as follows:

A. That Mary Ann Brannon is an adult residing at 9219 West Adler Street, West
Allis, Wisconsin 53214.

B. That on or about the 2™ day of June, 2010, at approximately 12:00 p.m., Ms.
Brannon suffered injuries while walking on the sidewalk directly in front of
the Marcia P. Coggs Human Services Center located at 1220 West Viiet
Street, Milwaukee, Wisconsin, when she tripped on the in-ground planter that
is on the sidewalk and fell, causing injuries to her. _ \

(G&

C. That as a direct and proximate result of the ‘eumy of Milwaukee’s
negligence in said planter’s poor design and/or maintenance which caused
said planter to not be level with the sidewalk. o, eC>

Gy (G

D. That as a direct and proximate result of the €eunty of Milwaukee’s
negligence, Ms. Brannon was caused to suffer personal injuries including, but
not limited to, a broken right fibula, broken right ankle and sprained left
ankle, as well as other injuries.

E. That on July 30, 2010, a Written Notice of Circumstances of Claim Pursuant
to Section 893.80(1)(a) was served upon the City of Milwaukee and a copy
thereof is attached hereto. ~

L =
3. An itemization of the claim is as follows: et o2
<5 =
Bell Ambulance 6-2-10 $715.86
Internal Medicine Assoc. 6-2-10 to 6-3-10 & 10-20-10 92.57
Milwaukee Anesthesia Consultants 6-3-10 $207.65v
West Allis Memorial Hospital 6-2-10 to 6-4-10 25,2485
Aurora Medical Group 6-2-10 “$100.00=
ERMED, S.C. 6-2-10 $912.0
Aurora Visiting Nurse 6-4-10 to 11-9-10 $256.6
Gentiva Health Services 6-5-10 to 9-16-10 $16,641.00
8-3-10 $258.00

Diagnostic Mobile Imaging, LL.C

Total Medical Bills: $45,231.93



Plus Pain and Suffering of $4,768.07
TOTAL CLAIM:  $50,000.00

Dated at Milwaukee, Wisconsin this @ day of December, 2011

WEIGEL, CARLSON,
BLAU & CLEMENS, S.C.

Attorneys for Claimant Ann Brannon

GEC/kr



. BELL AMBULANCE afte :

264-BELE ,
(414-264-2355) ;
“IF IT DOESN'T SAY BELL ON THE SIDE,
YOU'VE JUST BEEN TAKEN FOR A RIDE/i!"®
549 E WILSON ST
MILWAUKEE, W,
53207-1635

#BUNDSFD
#Pb 10 0153 004Y 0O y#

MARY A BRANNON
2 3 10ceND ST

EQLUAUKEE1 WwI 53227-1317

BELL AMBULANCE

264-BELL

{414-284-2355)
*IF IT DOESN'T SAY BELL ON THE SIDE,
YOLU'VE JUST BEEN TAKEN FOR A RIDE!!{"®
Billing Department: {(414) 486-2000
Toll-Free: (800) 896-6200

549 E WILSON ST
MILWAUKEE, WI, 53207-1635

Client Name: BRANNON, MARY A

Trip Number;

Service Date: 06/02/2010

Amount Due: $ 0.00

Billing Date: 10/04/2011

Billing Department: (414) 486-2000

Toll-Free Number: (800) 896-6200
Se Habla Espaiol: (414) 486-4016

Service Date: 06/02/2010 Trip Number: 10-1530041

Client Name: BRANNON, MARY A

Caller:

From Location. N 12TH ST & W VLIET ST
To Location: WEST ALLIS MEMORIAL

Insurance Information
WPS Medicare Part B

Patient SSN A

DATE DESCRIPTION OF TRANSACTION HCPC QUANTITY UNIT PRICE  AMOQUNT
06/02110 BLS Emergency Base Rate A0429 1 $510.00 $510.00
06/02/10 Mileage A0425 10 $14.00 $140.00
06/02/10 lce Pack -BLS - F A0382 1 $3.52 $3.52
06/02/10 Misc. Services A0382 1 $62.34 $62.34

- 06/22110 Manual Contractual - Medicare WPS Medicare Part $331.57
B
06/22110 Payment - Medicare WP$S Medicare Part B $52.92
06/22/10 Payment - Medicare WPS Medicare PartB $253.51
40/20/10  Manual Contractual FMEGICAIT WISCONSIRA o i GRS ees $75.18
" Wedicaid (EDS) s BELL AMBULANCE gf
10/20/10 Payment - Medicaid Wis in*Medicald (EDS i& $1.68
(414-264-235

As custodi ?E@@RE@EW' N ‘BEL | |

i) ?héetr;;rcﬁs'.ﬁf SAbEeRLe (LY, PELL ON THE SIDE, s

hereto, consisting ofiw POGRENTS b ekt PLEASEPAYRIAIS KMOUNT =>

legible and compiete du
bills for the named c'!:; c

Pages, are accurate,
es %f medical records or

IS WDRIAMIDED 20 423A7000



FINAL

BELL AMBULANCE
264-BELL

(414-264-23585)

ik

549 E WILSON ST

*IF IT DOESN'T SAY BELL ON THE SIDE,
YOU'VE JUST BEEN TAKEN FOR A RIDEN!™®

{414) 486-2000 Ext.

BELL AMBULANCE INC

MILWAUKEE, Wi 53207-1635

Run Number: 1530041

Date of Service: 06/02/2010

Patient Name:

CREW INFO

e it A Y

Vehicle : 433

Crow #1:
Crow #2:

Doc'd By:

Assisled By: g
0

RESPONSE INFO

s s R N P P A e B i RS b Rl FIL Lelat e

MediTrauma: Medical and Trauma

Response Priority:  CODE-3 (10-17)
Nature Of Calt  LEG / FOOT PAIN
Start Mileage:
Response Mileage:
Resp. Delay:

0.0

<Nona>
<MNone>
<None>
Trans. Delay: <None>
<None>
<None>

Call Taken by: MILWAUKEE FIRE DEPT

Resp. wilh:

Location: N 12TH ST & W VLIET ST
MILWAUKEE, Wi 53205

Locn Type: Publlc Outdoors

mary ann brannon

Patient Care Report

DISPOSITION TIMES
— e e e et ey T e
Qutcome: Treated/Transported FAX Recvd: 10:39 06.02-t0
REPORT NEEDED
Dest. Rsason:  Closest Facillty Dispetch; 1040 06-02-10
Transport Priority:  CODE-2 (10-18) En route: 1040 DE-02-10
At Scene Mileage: 1.9 At scene: 1045 08-02-10
At Dast. Mileage: 11.6 At patienl; 148 06-02-10
Condition at Dest.: Unchanged Traneport: 1108 06-02-1D
Level of care:
Barriers to Cere:  None At dest: 1%26 05-02-10
None
None
Pt Transported:  Supine/Head Elevated - in service: 1158 06-02-10
Stretcher
Al base: 1t58 06-02-10

Destination: WEST ALLIS MEMORIAL
HOSPITAL
Dept EMERGENCY DEPT
B801 W LINCOLN AVE
WEST ALLIS, W1 53227-2408

Pt.Found:  Other (See Namative)
Transport Reason : Col Needed
Transport Reason : Emergency Situation
Service Not
Avallabls :
Transport
Explanation : i ankle pain
- PATIENT INFORMATION
Name : mary ann brannon Phone : (414) 731-1563 BLinfo:
SSN: 394-58-4068 DOB : 08/29/1951 (60 yrs} Welght : 2001bs
Sex : Female Home Addr. ; 20828102 109 Malllng Addr, :
Race : White MILWAUKEE, Wi §3227
NEXT OF KIN
. ACE T T SRATLEE LA CTE Sax
Name : fred brannon Phone : (414) 731-1561
SSN: DOB :
Sex: Home Addr. :
INSURANCE
. LAy N T A S e, T MR AL T B AT P T RN SAN I A CREDY SIS R ) S P T s

Work Related: No

Providar info:

Company: WPS Medicare Part B

Policy #: 384-58-406%

Group #:

Page1of 7




FINAL Patient Care Report
* BELL AMBULANCE BELL AMBULANCE INC Run Number: 1530041
264-BELL 549 E WILSON ST ,
(#14-264-2365) MILWAUKEE, W1 63207-1635 Date of Service: 06/02/2010
m = 414) 486-2000 Ext.
IF IT DOESN'T 5AY BELL ON THE SIDE, ( i .
YOU'VE JUST BEEN TAKEN FOR A RIDEIY™ Patient Name: mary ann brannon
Employer Information
Employer: Employer Phone:
Employer Address:
Employer Clty: Employer Stala: Employer Zip:
_ . i __HISTORY —
Allergies
Other - Not Listed Latex Aspirin (ASA)
fNote: cefiax
Cause of injuty
Falls
Note: sianding fall
Chief Complaint
Fall Victim
Medicatlons
Albuterol - Singulair -
Past Medical Hisfory
Other
Nole: asthma

Page 2of 7




FINAL Patient Care Report
* BELL AMBULANCE BELL AMBULANCE INC Run Number: 1530041
2%&‘_:923%!"' MILwi‘l’fK‘;‘é""\‘;v?%';;TT_ms Date of Service: 06/02/2010
. . 414} 486-2000 Ext.
YOE'@?SE’%&%?A%# FquT;:[lEe rsnlr?rfr:l " e Patient Name: mary ann brannon
ASSESSMENTS
ﬂogx Arga 2-1:) ent
Airway Patent Breathing Normal Respirations
Patent : Normal Respirations :
Clreulation Pulses - Radial - Normal {2+) Central Nervous System Neuro Iniact
Pulses - Radial - Normal {2+) : Neuro trtact ;
Head Assessed with No Abnormalities Face Assessed with No Abnormallties
Assgessed with No Abnormalities Assessed with No Abnomalities :
Right Ear Assessed with No Abnormallties Left Ear Assessed with No Abnormalities
Assessed with No Abnormalities : Assessed with No Abnormaiities :
Right Eye Pain Left Eve Assessed with No Abnormaiities
Pain: Assessed with No Abnormalities :
Nose Assessed with No Abnormaiities Neck Assessed with No Abnormatities
Assessed with No Abnormalities Assessed with No Abnormallties :
Trachea Midilne Chest Assessed with No Abnormaiities
Midline : Assessed with No Abnormalities :
Pelvis Assessed with No Abnormalities Genitalia Not Assessed
Assessed wilth No Abnormaities : Not Assessed .
Upper Right Arm Assessed with No Abnormalities Upper Left Arm Assessed with No Abnormalities
Assessed with No Abnormallties : Assessed with No Abnormailties :
Lower Right Arm Assessed with No Abnormalities Lower Left Arm Assessed with No Abnormeiities
Assessed with No Abnormalities Assessed with No Abnormallties :
Right Hand Assessed with No Abnomallties Left Hand Assessed with No Abnormalities
Assessed with No Abnormalities : Assessed with No Abnormaiities :
Upper Right Leg Assessed with No Abnormallties Upper Left Leg Assessed with No Abnormalities
Assessed with No Abnormalities : Assessed with No Abnormalities :
Lower Right Leg Assessed with No Abnormalities Lower Left Leg Assessed with No Abnormalities
Assessed with No Abnormeiities : Assessed with No Abnormaiities ©
Right Foot Assessed with No Abnormalities Left Foot Assessed with No Abnormalities
Assessed with No Abnormalities : Assessed with No Abnormaiities :
AlconoliDrugs Patient Denles Aicohol/Drug Use Back - Lower Assessed with No Abnormaiities
Patient Denies Alcohol/Drug Use : Assessed with No Abnormaiities :
Back - Upper Assessed with No Abnormalities Level of Consciousness A&Ox4
Assessed with No Abnormaiities : AROx4:

Page3of 7




BELL AMBULANCE

FINAL
264-BELL

{414-264-2355)

“{E {1 DOESN'T SAY BELL ON THL 5IDE,
YOU'VF JUST BEEN TAKEN FOR A RIDEII®

{414)

BELL AMBULANCE INC

549 E WILSON ST
MILWAUKEE, Wl 532071835

Patient Care Report
Run Number: 1530041
Date of Service: 06/02/2010

486-2000 Ext. )
Patient Name: mary ann brannon

S T TR 2 A L B a by 3 LA AR B o Bt T e DRl R

Lower Left Quadrant Assessed with No Abnormalities Lower Right Quadrant Assessed with No Abnormaiities
Assessed with No Abnormaiities : Assessed with No Abnomnalities :
Mental Status Normai (A & O x 4) ThroatMouth Assessed with No Abnormalities
Mormal (A& O x4): Assessed with No Abnormalities :
Upper Left Guadrant Assessed with No Abnormaiities Upper Right Quadrant Assessed with No Abnormalities
Assessed with No Abnormalitties : Assessed with No Abnormaiities :
IMPRESSIONS

b S et T VA IR AT AT LA G D 0 D AT IR

HOW SECURED=slderails up,
seatbelts x 5

PILLOW CASE=01

Primary Impression: PainfOther General Symptoms
e s TRAUMA
Trauma Descrlption
Fall of 1-6 Feet
N s JTAL SIGNS .
Time BE Bulse BRespiratorv SPO2 Etco2 Glucose GCS
71:08 T58/60 88, Strong, 18 Normal, E4+VE+ M6 =15
Auscultated Regular Regular
Skin Temp=Normal Skin Color=Normal Skin Moisure=Normal Lung Sounds Lefi=Normal / Clear Lung Sounds Right=Normal / Clear
Pupll size: Lefi=3mm, Right=3mm  Pupll Reacts: Left=Reactive, Right=Reactive Pupil Dilation: Left=Normal, Right=Normal
Pain Scale=10; Arm Movement: Lefi=Spontaneous, Right=Spontaneous; Leg Movement: Lefi=Spontaneous, Right=Spontaneous
Completed By:
. » TRAUMA SCORES .
| ho trauma scores entered -
Comments:
TREATMENT SUMMARY
Time PTA Treatment Who performed Comments
11:06 PATIENT CONTACT MADE
Complication Complication Narrative
GLOVES PER PAIR=04
Jime P1A Ireatment Who petformed Comments
14:06 SECURED TO COT
Complication Gomplication Narrative

FITTED SHEET QTY=01 FLAT SHEET QTY=01

Pagedof 7



FINAL
BELL AMBULANCE
264-BELL

(414.264.2355)

"IF IT DOESN'T SAY BELL ON THE SIDE,
YOU'VE JUST BEEN TAKEN FOR A RIDE!™

Patient Care Report
BELL AMBULANCE INC

Run Number: 1530041

549 E WILSON ST
MILWAUKEE, Wi 53207-1635
(414) 486-2000 Ext.

Date of Service: 06/02/2010

Patient Name: mary ann brannon

i et ey A 8 S N | 530

Iime PTA Treatment

T T EL

TREATMENT SUMMARY CONTINUED

S T LA LN L L Sy, e ATl TR AT N S KT -

LA R Sl P b

Comments

Who performed
11:20 COLD PACK
Complication Complication Narrative
Indication=Swelling Control Result=None Location=rt and left ankle
Quantity=02 Performed PTA By=Not Applicable
Time PBYA TIreatment Who performed Comments
11:22 Miscellaneous Supplies
Complication Complication Narrative
lce Pack=02
Time PpPyA Ireatment Who performed Comments
11:23 SPLINTING
Complication Complication Narrafive
INDICATION=Possible Fracture EXTREMITY=Right Foot/Ankie CMS BEFORE=Present
TYPE=Pro-Splint SPLINT QTY=01 RESULT=Immobllization without CMS
Change
PERFORMED PTA BY=Not Applicable
Yime PTA Ircatment Who performed Comments
11:24 iImmohbilization Supplles
Complication Complication Narrative
Pro Splint Leg - Adult=01
NARRATIVE

Upon arrival found a 58 y/o female sltting on the ground cutside a public bullding. Pt complaining of rt ankle pn from a standing fall. Pt was, “pushed from
behind and twisted it on a depression near the sidewalk.” Pt denies any other pain. Pain does not radiate and it rated 10/10. Pain is contant but worse
with movement Pt had full cms prior to and after applying a proslint to her ankle. Ankle was swollen, an ice pack was applied. Pt transferred and secured
to cot times 5. Pt vitals taken, w/in normal. Along the way the pt left ankle began to swell. A second ice pack was applied to the left ankle. Pt
transported to west allis hospltal woi. Pt care transferred to facility care member.

PageS5of 7




FINAL

BELL AMBULANCE BELL AMBULANCE INC
264'BELL 549 E WILSON 5T
(414-264.2355) MILWAUKEE, Wl 53207-1635

(414) 486-2000 Ext.

Patient Care Report
Run Number: 1530041

Date of Service: 06/02/2010

“IF IT DOESN'T SAY BELL ON THE SIDL,
YOU'VE JUST BEEN TAKEN FOR A RIDEH!"®

Patient Name: mary ann brannon

B

Time JType

) GRLTE NI N—

06/02/2010 11:39 Report Given To

X glg)ﬂz"!‘ m anle]

SIGNATURES

Who slaned Why patient did not sign

06/02/2010 11:25 (1} Assignment & Guarantee / HIPAA Self - brannon, mary ann N/A

ASSIGNMENT & GUARANTEE / HIPAA

| acknowledge that | am legally responsible for the ambulance services provided to me. |
request payment of authorized Medicare benefits and/or other insurance benefits be made
on my behalf to Bell Ambulance, Inc. for any ambulance services and supplies fumished to
me by Bell Ambulance, inc., whether In the past, now or in the future. | authorize any holder
of medical information about me or other relevant documentatlon about me to release to the
Centers for Medicare and Medicald Services and its agents and contractors, any and aff
appropriate third party payors and their respective agents and contractors, as well as Bell
Ambulance, Inc. any Information or documentation In their possession needed to determine
these benefits and/or the benefits payable for related services, whether in the past, now or
in the future. This authorization is in effect until | choose to ravoke it.

| hereby agree to pay charges for services provided to me by Bell Ambulance, Inc. in
accordance with Beli Ambulance, inc.'s regular rates and terms. | understand that each bifi
is due and payable within 10 days, and 1% per month Iate payment penalty will apply to any
amount not paid when due. Should my account be referred to an atiomey for cofiection, |
agree to pay reasonable attomeys' fees and collection expenses.

i hereby acknowledge that § have heen provided with a copy of the Beil Ambulance, Inc.
Notice of Privacy Practices on this date.

| certify that | have read the foregoing, understand it, and accept its terms.

Facliity Staff Member - b, jana N/A

I have recieved report for mary ann brannon from CONDON, BRIGID, ANTON, KEN and
accept this patlent. .

Page 6 of 7




FINAL

BELL AMBULANCE

264-BELL

{414-264-2355)

"IF IT DOESN'T SAY BELL ON THL SIDE,
YOU'VE JUST BEEN TAKEN FOR A RIDEMI™®

BELL AMBULANCE INC Run Number: 1530041

MILWAUKEE, Wl 53207-1635

Patient Care Report

549 E WILSON ST Date of Service: 06/02/2010

{414) 486-2000 Ext. :
Patient Name: mary ann brannon

CREW INFORMATION

Start DatefTime:  06/02/2010 10:00

Grow # Hame
3465

T ‘/f f/:;
Je S e, . N
X. 7 -5:}- PR ol

Crew # Name
3386
x )

pPate/Time Change Who Changad

CHANGE TRACKING

Page 7 of 7




@@Aumra Health Carer

CERTIFICATION OF MEDICAL RECORDS

Patient Namei%ﬁﬂ_hmmwﬂél_

) certify that the documents attached fo this certificate, cansisting of qu__ pages, are
accurate, legible, and complete duplicates of the original medical records of the pationt
listed above for the following time period;

Lolplean . e ban

Exclusions:
ona

] As follows: crl e

1 further certify that the original records were: (1) made at or near the time of the
occurrence of the matters set fodh by, or information transmitted by, a pson with
knowledge of those mattars; (2) kept in the course of the regularly conductud activity;
and (3) made by the regularly conducted activity as a iegular practice.

} cenlify under penalty of perjury under the laws of the United States of Amenl wa that the
foregaing is true and carrect.

Executed on this J:]___ day of % .......... — -i“_ﬂ-.. et

WMAM),E-H-[H

honda Niehaus, RHIA

Aurora Wast Allis Medical Center
8901 W Lincoln Ave,
West Allis, W1 53227



R

MRN: é,; q/ (0

LATEX ALLERGY MRU: WMH-D0275564

PT PREFERRED NAME FIN NUM: WVH-=-0BOX857116
DOB 08/28/1851 AGE GENDER PT EMPLOYER ADM DATE: 06/02/2010 17:31

BRANNON, MARYANN 58Y Femala Nong CPl: WMH-000275564

ART 109 LANGUAGE INTERP LOCIUNIT: 2P2-WAMH

2082 $102ND 8T English ROOM: 306

WEST ALLIS, WI 53227 MARITAL STATUS BED: (1

H: (414) 731-1563 Married SERVICE: Medical

A: RELIGION CLERGY VISIT Status: Not Empioyed ADM TYPE: Emergency

MAIDEN NAME Catholic NONE Occ: DISABILITY ADDL LOC:

APKARIAN CHURCH Ael Date:

BIOREP None ENC TYPE: inpatient

GUARANTOR DOB GUARANTOR EMPLOYER

BRANNON, MARY ANN 09/28/1951 None Status: Noi Employed

APT 109 GENDER Occ: DISABILITY

2092 $102ND ST PT REL TO GUA Famalb Ret Date:

WEST ALLIS, Wi 53227 Seif

H: {414} 731-1563 A:

PRI TNSURANCE 317 SEC INSURANCE 38D INSURANGE

*Medicare Part A

NGS

PO Box7149

indianapolis, IN 46207

POL#: 3245840604 POL#: POL#:

GRP#: GRP#: GRP#:

GRP NAME: GRP NAME: GRP NAME:
SUBSCRIBER SUBSCRIBER SUBSCRIBER
DOB 08/28/1951 DoB DOB
BRANNON, MARYANN

PTRELTO SUB PT REL TO SUB PT REL TO SuB
Seil

NETWORK NETWORK NETWORK
PHYSICIANS

Admit: Munim, Shahida R
Attending: Munim, Shahida R

Family: Munim, Shahida R
Referiing: Nore, hone

lﬂl!\qﬂllﬂll\llll\llﬂlllllﬂﬂlllﬂll |

Procedure: Resident:
COMPLAINT: BILAT TRIMALLEOLAR FX < VEAIFY THAT THIS IS THE MOST CURRENT CONTACT INFO *
1ST CONTACT PERSON 2ND CONTACT PERSON
ACCIDENT ACC DATE {BRANNON, FRED M BAILEY, ROBERTA M
Other Accident 06/02/2010 §{414) 7750945 (414) 758-3235
OTHER ALLERGIES PT REL TQ CONTACT PT REL TO CONTACT
Wite Molner
COMMENTS:
UPD TGACC 3/17/10/COPAY $40 DENIED ER MD SMITH
Pre-Admil By:
Admit By:

MNRETGHR

Facesheet

Lasg: Updated By: KA
Prirm Date: 06/02/10 17:39

FACESHEET ~ PERMANENT PATIENT RECORD



West Allis Memorial Hospital MRN;:

Patient Name:
Aurora Heglth Care* DOB:
Case #:

Admit Date:
Discharge Date:

Pt. Loc/Type/Room:

West Alllis, W1

SPECIALTY CODE: 953

CONSULTING PHYSICIAN: Sean E Wilson/ESA, DPM

DATE OF ADMISSION: 06/02/2010
DATE OF CONSULTATION: 06/02/2010

REFERRING PHYSICIAN:
Emergency department.

CHIBF COMPLAINT:
Right ankle fracture, left ankle sprain

HISTORY OF PRESENT ILLNESS:

The pativnl is a 58-year-old feanale who reports being down at the sounty
building this morning. She said there was a 1ot of commotion and an
argument between 2 parties wnkmown to the patient, and she was pushed,
and fiell, rolled over | ankle, and then fell and broke the other ankle.

‘The patient is currently experiencing 10/10 pain oo the right and mild
pain mm the lefi. The patient is able to bear same weight on the left

side. She presented to the West Allis emergency room where she is seen
at the present time, No other complaints.

ALLERGIES:
Aspirin.
Cyclobenzaprine.
Codeine.
Darvocet.
Keflex.

Latex.

Nubain.

PAST MEDICAL HISTORY:!
Hemarrhoids.

Chronic obstructive pulmonary disease.
Hypertension.

Chdlecystectomy.

SOCIAL HISTORY:

The patient smokes a pack and a half of cigareites a day. Denizs
aicohol or illicit drug nse. She is unemployed and married, lives with
her husband. Has an elevator in the building.

PAST SURGICAL HISTORY:

WMH-00275564
BRANNON, MARYANN
09/29/1951
WMH-08000657116
0610212010

06/04/2010

3P2-WAMH Inpatient 306

FINAL CHART COPY

Print Date: 1/17/2011
Print Time: 1:18PM
Rev QU056



West Allis Memorial Hospital MRN: WMH-00275564
Patient Name: BRANNON, MARYANN
Aurora Health Care* DOB: 09/29/1951

Case #: WMH-08000557116
Admit Date: 06/02/2010

Discharge Date: 06/04/2010
Pt. Loc/Type/Room:  3P2-WAMH Inpatient 306

West Allis, W1

The patient reportedly has had multiple surgeries on both ankles foc
previous fractures.

FAMILY HISTORY:
Noncontributory.

REVIEW OR SYSTEMS:
Negative other than what is noted in the history of present illness.

MEDICATIONS:

Percocet

Flexeril.

Albaterol.

Advair Diskus.

Singulair.

Multivitamin.

Seuna.

Sea Mist Nasal Spray.
Currently receiving Morphine.

PHY SICAL EXAMINATION:

GENERAL.: The patient is awake, alert and criented to person, place and
thing,

VITAL SIGNS: Reviewed per chart,

HEENT: Normocephalic and atraumatic. Pupils are egually round,
reactive to light and accommodation. Extraocular movements are intact.
CARDIOVASCULAR: Repualarrate and rhythm.

LUNGS: Clear io auscultation bilaterally.

ABDOMEN; Nontender, nondistended. Normal bowel sounds.
EXTREMITIES: Lower extremities integument: The skin is intact
hilateraily with no lesions. There is no ecchymosis noted at th:s time.
Vascular: Dorsalis pedis, posterior pulses are palpable bilaterally,
Capillary fill ime is instantanecus 1o the toes bilaterally, There is

noted edema to bilateral ankles. There is nonoted erythema.
NEUROLOGIC: Intact to light touch of the digits bilateratly.
MUSCULOSKELETAL: There is pain on palpaton and range of motion of the
right ankle. There is some mild pain on palpation of the left ankle,

No gross deformity is noted.

DIAGNOSTIC DATA:
X-rays reveal a frachire of the ripht fibula and a posterior malleolar

fracture with medial gutter widening of the right ankle. Left ankle:
No fracture is noted.

Cultures: Mot applicable.

LABORATORY DATA:

FINAL CHART COPY

Print Date: 1/17/2011
Print Time: 1:18 PM
Rev D2/06



West Allis Memorial Hospital MRN:
Patient Name:

Aurora Health Care* DOB:

West A!lis, WI Cm #:
Admit Date:

Discharge Date:

Pt. Loc/Type/Room:

Hemoglohin 16.0, hematocrit 47.0, white blood cells 11.2, platelets 184,
Sodium 139, potassiom 4.0, chloride 106, carbon dioxide 25, BUN 12,
creatinine 0.9, glucose 97, INR 1.0

ASSESSMENT:
1. Right ankle fracture.
2. Lof anklc speain.

PLAN:

1. The patient was evalvated and consult dictated.

2. Will schedule open reduction internal fixation on 06/03/2010 at
10:45am.

3. N.p.o. afier midnight tonight.

4. Nonweightbearing to the right, weightbearing as tolerated on ths
left with a Cam walker.

5. Dispense a Cam boot for the Jeft.

6. Physical iherapy and occupativnal therapy Lo evaluate for crulches,
walker or & wheelchair,

7. BKG, chest x-ray.

8. Hospitalist for surgical history and physical.

9. Medical management per hospitalist.

10. ‘Wil follow.

11. Page for questions, 558-1488,

This consult was pexformed in a leaching fashion with Dr, Sean Wilson.

Electronicaily Authenticated
Sean E Wilsan/ESA, DOPM 06/03/201C 13:56
Signing Provider

Dictating Provider Sean E Wilson/ESA, DPM

Michael Corcorsn/ES A, DPM

MC/SMR (004091168)
d. 06/02/2010 5:06P
1. 06/02/2010 7:45P
Document #: 1184408

copies:  Michael Corcaran/BSA, DPM
Shahjda Munim/BSA, MD
Sean E Wilson/BESA, DPM
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West Allis Mesnorial Hospital MRN: WMH-00275564

Patient Name: BRANNON, MARTANN
Aurora Health Care® DOB: 09/29/1951
West Alfis, W1

Case #: 'WMH-08000657116
Admit Date: 06/02/2010
Discharge Date: 06/04/2010
Pi. Loo/Type/Boom: 3P2-WAMH Inpatient 306

WEST ALLIS MEMORIAL HOSPITAL

ADMISSION DATE: 06/02/2010

HISTORY OF FRESENT ILLNESS:

Sheis a 58-year-old female with past medical histary of bronchial
asthma. The patient came tothe emergency room after a fall. According
1o patient, she was in her vsual state of health. While she was in the
county building, she was pushed and after that she fell down and twisted
her ankle with severe pain. Svhsequently, the patient came to the
emergency room. The patient is admitted for further evaluation and
treaument. The patient denies any shortness of breath. Denies any

palpitation. Denies any chest pain, denies any blesding from any part
of the body.

PAST MEDICAL HISTORY:

Significant for bronchial asthuna and hypertension, The patient also has
a sorgical history of cholecystectomy.

AT ERGIES:
Codeine, Nubain, Aspirin, Keflex and Darvon.

SOCIAL HISTORY:
Significant for smokes about 1 pack a day.

MEDICATIONS:

1. Advair Diskus 250/50 one puff b.i.d.

2. Albuterol 1 puff every § hours as needed.
3, Fiexeril 10 mg p.o. .60, pI.n.
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West Allis Memorial Hospital MRN: WMH-00275564

Patient Name: BRANNON, MARYANN
Aurora Healith Care® DOB: 0972971951

West Allis, W1 Case # WMH-08000657116
Admit Date: 06/02/2010
Discharge Date: 06/04/2010
Pt. Loc/Type/Recrn:  3P2-WAMH Inpatient 306

4. Singulair 5 mg p.o. daily.

LABORATORY DATA:
Sodium is 139, potassium 4.0, chlaride 106. Glucose 97. WBC 11.2,
hemoglobin 15.5, hematocrit 46.2. INR 1.0. Urinalysis is negative.

THYSICAL EXAMINATION:

WITAL SIGNS: Blood pressure 133/82, pulse B6, temperatare is 98.
HEENT: PERRLA. Throat clear, no exudate.

NECK: Supple. There is no adenopathy. There isnoJVD.

CHEST: Nontender, moving equally on both sides. There are no wheezes,
no aackles.

CARDIOVASCULAR: Normal S1 and 82. No £3, 54.

ABDOMEN: Soft and nontender. Mo hepatosplenomegaly. Bowel sounds
positive, !
EXTREMITIES: Shows tenderness, positive in bath ankles, no deformity.
Edena js positive in both ankles.

IMPRESSION:

1. Right ankle fracture and the left ankle sprain.
2. Bronchial asthma.

3. Hypertension.

PLAN:
Admit the patieat on the floor. Order for the EKG and chest x-ray.

Pain control with Marphine. Continue home medications and sossible
SUrgery tomarrow.

Electronically Anthenticaled
Masroor Munim/ES A, MD 06/11/2010 16:27

Dictating Provider
Masroor MunisVESA, MD
MM/MMD (004091294)
d. 06/02/2010 5:20P

t. 060022010 7:47 P
Document # 1184499

copies: Masroor Munim/ESA, MD
Shahida Munim/BSA, MD

(Update is required at time of admission for any Eistory and Physical

FINAL CHART COPY Print Date: 1/17/2011

Print Time: 1:18PM
Rev Q2/06



West Allis Memorial Hospital MRN: WMIH-00275564
Patienl Name: BRANNON, MARYANK
Aurora Health Care' DOB: 09/29/1951
West Allis, WI Case #: WMB-08000657116
Admit Date: 06/02/2010
Discharge Date: 06/04/2010
Pt. Loc/Type/Room: 3P2-WANH Inpatient 306

done prior Lo patient arrival at the hospital. This section may also be
used at the end of the stay as an update for patient transfer to another

facility.)

Addendum to this history and physical:

__ Nochange OR — Additions as stated here:
Physician's Signature Date

WEST ALLIS MEMORIAL HOSPITAL

ADMISSION DATE: 06/02/2010 DISCHARGE DATE:
06/04/2010

DIAGNOSIS:
Ripht ankle fractre.

REASON FOR HOSPITALIZATION:
Pain control and open reduction internal fixation right ankle fracture.

HOSPITAL COURSE:

The patient was admitted to West Allis Memarial on the afternoon of
06/02/2010. The patient was started on Vicodin 5/500 q.4-6h. for pain.
The patient underwent open reduction internal fixation of the xight
ankle on 06/03/2010 by Dr. Sean Wilson. The patient tolerated the
procedure and anesthesia well. The patient was then started or Dilavdid
PCA for pain control. The patient was discharged the following dey,

06/04/2010, on Percocet 5/325, OxyContin 20 mg g.12h. and Cournadin 2 mg
tablets 2 pills p.o. daily.

PERTINENT DIAGNOSTICS:
X-rays showing fracture of the right ankle.

IMPRESSION:

Status post open reduction and internal fixation right ankle fracture.
The patient is deing well.
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West Allis Memorial Hospital MRN:

Patient Name:
Aurora Health Care® DOB:
West Allis, W1 Case #:
Admit Date;
Discharge Date:
Pt. Loc/Type/Room:
DISCHARGE PLAN:

The patient is to be non-weight bearing to theright foot and ankle with
vse of crutches or walker for PT. The patient is to follow up with Dr.
Sean Wilson in approximately 1 week.

DISCHARGE MEDICATIONS:
1. Pezcocet 5/325.

2. OxyContin 20 mg.
3. Coumadin Z mg 2 tablets daily.

Gentiva Home Health has set up outpatient labaratory draws to monitor
INE.

CONDITION ON DISCHARGE:
Stable and good.

Primary care physician, Dr. Munim periormed pre-surgical Hand P.
This patieat was seen under the teaching service of Dir. Sean Wilson, who

was avaitable for any questions or concerns for the patient and the
family.

Electronically Authenticated
Sean E Wilson/ESA, DPM 06/24/201C 12:32
Signing Provider

Dictating Provider Sean E Wilson/BSA, DPM

Michael Carcoran/ES A, DPM

MC/HB (004111465)

d. 06/08/2010 1:38P

t. 06/11/2010 1254 P

Docoment #: 1187624

copies: Michael Carcaran/BSA, DPM
Shahida Munim/ESA, MD
Sean B Wilson/BSA, DPFM
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Wesl Allis Memorial Hospital

West Allis, W]

WEST ALLIS MEMORIAL HOSPITAL

ADMISSION DATE: 06/02/2010 DISCHARGE DATE:
06/04/2010

REASON FOR ADMISSION:

Right ankle fracture and left ankle sprain. For mare details on Histary

of Present Iliness, Past Medical History, Family and Social History, and
Admission home meds, please refer to the dictated H& P from 06/02/2010.

HOSPITAL COURSE:

Patient was admitted to the orthopedic floor via emergency room. Seen
in consultation by podiaty, Dr. Sean Wilson. Her x-rays done on
admission revealed distal right fibular metaphysis fracture and
posterior malleolar fracture. Left ankle: No evidence for fracture,
subluxarion or dislocation except for small calcaneal spur. Since
patient was in excruciating pain, she was subsequently taken to the

operating room on 06/03/2010 for open reduction internal fixation of
right ankle.

Her postoperative course was uncomplicated except for some. pain issues
which was predictable. Her pain was controlled appropriately initially
with PCA, later on switched to oral narcotic pain medications. The
patient vnderwent PT, OT evaluation for nonweightbearing training of
right foot today, which is 06/04/2010. Hence being dischargec home it a
stable condifion. Het husband is on her bedside. The hushand went
through OT, PT orientation along with her and both patient and her
husband feel that they would be gbie to handle her at home. We are also
setting her up with home OT, PT. Also, since pateat has been started

on Coumadin, she will have home draws twice a week for her INR check.

DISCHARGE MEDICATIONS: These are her home medications which are:
1. Montelukast (Singulair) 5 mg daily.

2. Mulivitamin 1 tablet daily.

3. Senna B.5 mg 3 times daily.

4, Sodium Chioride nasal sea mist nasal spray as needed.

5. Nicotine patch 14 mg daily far 2 weeks. After that, would be on
Nicotine patch 7 mg per day for 2 weeks and then she can discontinue it.
Patient is aware that she cannot wear the patch and smoke at the same
time and she has decided to quit smoking. Hopefully, she will stick to
her decision.

6. Omeprazole 40 mg daily for GERD.

MRN: WMH-00275564
Patient Name:
Aurora Health Care* DOB:
Case #:

Admit Date:
Discharge Dafe:

Pt. Loo/Type/Room:

BRANNON, MARYANN
09/29/1951
WMH-08000657116
06/02/2010

06/04/2010

3P2-WAMH Inpatient 306
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West Allis Memorial Hospital MRN: WMH-00275564
Patient Name: BRANNON, MARYANN
Aurora Health Care® DOB: 09/29/1951
West AHis, WI Case # WMH-08000557116
Admi¢ Date:  06/02/2010
Discharge Date: 06/04/2010
Pt. Loc/Type/Room: 3P2-WAMH Inpatient 306

Pain medications that she jis being discharged home on ars;

1. Percocet 5/325 mg 1 1o 2 tablets every 4-6 hours asneeded for
pain.

2. OxyContin 10 mg daily, 1 tablet every 12 hours for pain.

3. Ccumadin 2 mg 2 tablets daily.

ASSBESSMENT AND PLAN:

A 5B-year-old female status post apen reduction and internal fixation of
right ankle fractire being discharged home with blood thiming medicines
and narcotic pain medicines, as well as nicotine patch. The patient is

to have home OT, PT. Wanld also get home lab draws for her INK to be
monitored closely while she is physically not active or ambulating. She
i8 10 be followed 1p as an ouipatient in my office once she becomes
ambulatary or if she has any other problems. Also, 1o be followed up by
Dr. Sean Wilson as scheduled,

Electronizally Authenticaled
Shahida Monim/BESA, MD 06/30/2010 16:28

Dictating Provider
Shahida Munim/ESA, MD

SM/DML (004099341)
d. 06/04/2010 2:49 P
t 06082010 2:02 P
Document # 1185944

copies:  Shahida Munim/ESA, MD

WEST ALLIS MEMORIAL HOSPITAL

DATE: 06/03/2010

PREOPERATIVE DIAGNOSIS:
Bimalleolar ankle fracture, right.
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West Allis Memorial Hospital MRN:
Patient Name:

Aurora Health Care* DOB:
Wesl Abfis, WI Case i
Admit Date:
Discharge Date:
Pt. Lo¢/Type/Roam:
POSTOPERATIVE DIAGNOSIS:

Bimalleolar ankle fracture, right.

PROCEDURE:
1. Open reduction internal fixation of right bimal eolar ankle
fracture.

2. Open repair of right deltoid ligament.

SURGEQN:
Sean E Wilson DPM

RESIDENT:
Michael Corcoran DPM

ANBSTHESIA:
General

INDICATIONS:

The patient presented to the emergency room with an acutely fracmred
and displaced right ankle fracture. This fractire was reduced ia the
emergency room. The patient was splinied. Discession was had with the
patient regarding the need for surgical intervention for stabilizatior

of the fracture. The patient imderstands all risks and benefits and.

expected cutcomes of the procedure. Radiograph:¢ and clinical evidence
carrelates well with the above diagnoses.

DESCRIPTION OF PROCEDURE:

The patient was brovght to the operating room via garney and placzd on
the operating table in supine position. After induction of general
anesthesia, the mid ankle was anesthetized with 30 cc of 0.5%
Ropivacaine injected proximal at the swrgical site. The foot was then
prepped and draped in the usual aseplic manaer. Previously applied
thigh tourniquet was then inflated on the right side to 300 mmHg.

Attention was directed to the right lateral aspect of the right ankle
where the fracture was palpated in an € ¢m linear incision was placed
directly overlying the fracture. The incision was deepened through
subcutanecus tissue with caretaken to identify and refract vital
nevrovascular stuctores. Periosteal tissues were reflected away from
the fracture and the fracture exposing the operativs field. A hematoma
was gently debrided from the fracture site. Next, -he fracture was
reduced and tempararily held in place using a reduction forceps, Next,
according to standard operating techmique, a Syathes 3.5 mm cortical
screw was driven across the fracture in a perpendicular orientation with
excellent compression being noted. The redoction of the fracture was
checked using mtraoperative fluoroscopy and noted to be excellent.

WMH-00275564
BRANNON, MARYANN
(9/29/1951
WMH-08000657116
06/02/2010

06/04/2010

3P2-WAMH Inpatient 306
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West Allis Memorial Hospital MRN:

Patient Name:
Auroro Health Care* DOB:
West Allis, W1 Case #;

Admi¢ Date:
Discharge Date:
Pt. Loe/Type/Room:

Next, a Synthes 7-hole 1/3 tubular plate was bent to follow contours of
the fitwla and applied and vsing standard operating technique. The
distal 3 holes were filled with 4.0 mm cancellous screws, the praximal 3
holes were filled with 3.5 mm cortical screws. Flacement of the
hardware was checked under intraoperative fluorcscopy and noted to be
excellent. Also, the ankle was stressed under live flucroscopy, the
syndcsmosis was noted to be stable. Howcver, thare is noted to be
gapping in the medial malleclus and the medial clzar space. The lateral
incision was then flushed with copious amounts of sterile Normal Saline.
The periosteal tissues were reapproximated with 2-0 Vieryl.
Subcutanecus tissues were reapproximated 3-0 Vieryl. Skin was
reapproximated with staples.

Atiention was directed to the medial aspect of the ankle where the
medial malleolus was palpated. A 3 ¢m linear longitudinal incision was
made overlying the medial malleclus. Incision was deepened to
subtulaueous Lssue wilth care Laken W identifly and retract
neurovascular structores. The rupture of the deltoid ligament was
directly identified and it was noted that the medial aspect of the jaint
was visible. Next, using 0 Vicryl to the deltoid ligament was repaired
with 4 figure-of-eight somwres. The wound was then fiushed with copicias
amounts of sterile Normal Saline. Subcmaneous tissnes were
reapproximated with 3-0 Vicryl, Skin was reapproximated with skin
staples.

The wounds were then covered with Betadine-soaked Owen silk, serile
4x4s, and Kealix in the formation of moderate compregsion dressing. The
tourniquet was deflated at this time with immediate hyperemic response
being noted to all toes of the right foot. Next, a postericr splint was
applied consisting of Webril 4-inch ortho glass and 4 and 6-inch Ace
bandages. Anesthesia was discontinued at this time and the patient was
transported to the PACU for postoperative monitcring with vital signs
stable and vascular status intact to the right foot. The patient was
instructed to be nonweightbearing and was readm-tted to the floor and is
1o follow up upon discharge with Dr. Sean Wilsor.

This case was performed in a teaching fashion. Dr. Wilson was present
through the entire procedure incloding preoperatively and

postoperativel y and available to answer any quest:ons for the patient
and/or family.

Electronically Avthenticaled
Sean E Wilsan/ESA, DPM 06/10/2010 11:46
Signing Provider
Dictating Provider Sean E Wilson/ES A, DPM
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West Allis Memorial Hospital MRN: WMH-00275564

Patien! Name: BRANNON, MARYANN
Aurora Health Care® DOB: 09/29/1951

West Allis, W1 Case #: WMH-08000657116
Admi¢ Date: 06/02/2010
Discharge Date: 06/04/2010
Pt. Loe/Type/Room: 3P2-WAMH Inpatient 306
Signed By:

Rupprecht, Ckristine M 06/03/10 13:08
Rupprecht., Ckristine M 06/03/10 1Z:28

i i A .“.- s BN B nenoneops oo
D laygnestlic
Exam Exam Date/Time Accession Number  Ordering Provider
DX Chest 1 View AP or PA 06/02/2010 20:30:21 DX-10-0449522 Munim, Saahida R

Reason for Exam
Pre-OP

DX Report
ONE-VIEW CHEST
Indication: Trimalleolar fracture. Preoperative exam.

Findings: Portable AP chest is submitted without comparison. The lungs are clear. The heart size and
puimonary vascularity are normal.

IMPRESSION:

No acute abnormality.

0 A G 0 0o Ve o 20 DI A O A0 O 00 T o e e Shoke A R o A K R A I 2R e Ok ke
Dictated By: Reabe MDD, Scott M

Blectronically Signed By: Reabe MD, Scott M

Signed Date/Time: 06/03/10 13:32:45

Transcribed By:/Transcribed Date Time: WR , 06/03/10 09:12:52
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West Allis Memorial Hospital MRN: WMH-00275564

Patient Name: BRANNON, MARYANN
Aurora Health Care® DOB: 09/29/1951
West Allis, W1 Case #: WMH-08000657116
Admi¢ Date: 06/02/2010
Discharge Date: 06/04/2010
Pt. Loc/Type/Roam: 3P2-WAMHB Inpatient 306

Exam Exam Date/Time Accession Number  Qrdering Provider
DX Ankle 3 View Min BILATERAL 06/02/2010 13:25:58  DX-10-0448051 Dillig, Cari L

Reason for Exam
Trauma

DX Repori

BILATERAL ANKLES, 6/2/10
Indication: Trauma.
Right Ankie:

Mildly oblique, but primarily transverse fractures seen involving the distal right fibula just at and above the
ankle joint. There is approximately 5 mm of posterior subluxation of the distal fracture fragment. No evidence
for medial malleolar fracture, but there appears to be a posterior malleolar fracture measuring on the order of
1.8 cm in greatest dimension which is distracted somewhat posteriorly on the order of several millimeters, It is
somewhat difficult to visualize, and additional oblique views would probably be helpful in further evaluation.

There is mild to moderate soft tissue swelling at the lateral malleolus. The ankie mortise is not widened. Bony
mineralization is normal. There is a small calcaneal spur.

CONCLUSION:

Acutc fracturcs involving the distal right fibular metaphysis and the postcrior mallcolus. Some additional
oblique views would be helpful in further evaluation of the posterior malleolar fracture.

Left Ankle:

No evidence for fracture, subluxation, or dislocation. No arthritic changes. There is a small calcaneal spur.,

CONCLUSION:
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West Allis Memorial Hospital MRN: WMH-00275564

Patient Name: BRANNON, MARYANN
Aurora Health Care® DOB: 09/29/1951
West Allis, W1 Case #1 'WMH-08000657116
Admit Date: 06/02/2010
Discharge Date: 06/04/2010

Pt. Loc/Type/Room:  3P2-WAMH Inpatient 306

PT Daily Assessment
06/03/10 07:40 am Performed by Lehky, Kelly E
Entered on 06/03/10 07:45 am

Pain Interventiona
Non-Pharmocological Used

Tes
Commaent Y/N kKop-pharm No
Confort Msasures Elevation, Ice Pack(s), Relaxation/Resz/Sleep,
Rapositianing
Conment ¥/N Comfort Measures No

Intervention Evaluation

Faln Re-Assessmeit

Commnent ¥/N Fain Intexrvention
Pain Reassessment Commenta

Pain Mot Acceptable (4-10 score)
Yes

reporkts 1010 right ankle pain
Subjeqgtive
FT Subjective pt reports 10/10 rigkt ankle paln. left ankle
6/10 at rest., agreeszble to get up. havirg
surgery this morning on right ankle

PT Patient Persoaal Goal retarn home

Rehab Comments ¥/MN FKospital Course BT Yo
Oheervation/Cognition
Cognitive Skill Retraining — PT Intackt
bhddit ional Cognicior Grid - PT
Followirg Directions: Incact
Verbal Expression: Irtacs
Nemory: Incact
Neurclogical
Neurologiral Grid - PT
Sensaticn: TIntact
Light Touch Sensation Grid Commant LE'z

ROM/Strength
Active ROM Grid - PT
ELE: Limited
LLE: WFL
Active ROM RLIE Limited - PT

rigat ankle s/p fracture
ROM/Stzength — PT

Gross Etrengtlh is Within Furctional Limits except
as noted

bilat =nkles KT das to pain; left anklz with Full
. ROM though painful ard did ot MMT

Ther Ex/Treatments

Rehab — PT Trer Ix Supine Ankle Fumps

Rehal> - PT Ex Reps 10

Therapeutic Exercise Commerts - PT 10 AP to LLE

ROM/Strength Comments — PT

Bed Mobility/Transfers
Bed Mobility Grid
Sapine to slt: Min
Sit to fupine: ®in
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Wesl Allis Memorial Hospital MRN

. WMH-00275564
Patient Name: BRANNON, MARYANN
Aurora Health Care* DOB: 09/29/1951

West Allis, WI Case #: WMH-080005657116

Admit Date: 06/62/2010
Discharge Date: 06/04/2010
Pt. Loc/Type/Room: 3P2-WAMHE Inpatient 306

PT Daily Assessment
06/03/10 07:40 am Performed by Lehky, Kelly E
Entered on 06/03/10 07:49 am

Bed Mobility/Tranafera

fitting Balance: Supervision
Rehab ~ PI Bed Mobility Commen:zs
Transfers Gxid

it to Etand: Suparvision

stand to 5iz: Superwviaion
Transfaer Comment - ET

Ambulatien

Distance 1 {(ft) - PT

Ambulzte fasgiatance — PT

Weight Bearing Asaistive Dewvice PT
Amdbuletion Comments

Assistance Reguired - PT

Equipnent
PT Equipment Grid
1. BT BEguipmenz Date
BT Equipment Iritials
PT Equipmenz Note

Teashing

Learning Session — Bed Mobilitky
Ready to Learn - Bed Mobility
lLearner —- Bec Mobilitcy

Laarning Method - Bed Mobility
Learning Evaluation ~ Baed Mobility
Learning Session — FT Tranafers
Ready to Learn - PT Transfers
Iearner - PT TiaasFexrs

Learning Mettod - PT Transfers
Learning Evaluation - PT Iransfers
Learning Session - Rmbulate

Ready to Learn - ambulakte

Learner - Ambulace

learning Method - Anmbulate
Learning Evaluation Ambnlate

Goals

Evalustion Date - PT

Goal Set Date - 3ed Mobility
Goal Assistarce - Bed Mohility
Goal Review Date — Fed Mobility
Goal Bet Date - Trarsfer

Goals Assistance - Transfers
Goal keview Date

Goal Set Jate - hmbrlate

assaz for ROLE cue to pain

cues for hand placement; lssued ané Fi: for CaM
booz or LLE ir standing

2 aidesteps

Min

Iwo Wheeled Walker

use of CAM boot on LLE; WWB RLE and WW: limited
due to pain ir LLE ir welightbearing

Balance, Safety, Creing for Seqience

06/03/10
k1l

has w/c and crutches; script for WK placec on
chart

Inizial

Yas

Patient

Varbal

Verbalizas Understanding, MNeeds Further Teaching
Inizial

Yasa

Patient

Verbal

Verbaliges Unceratancing, Meeds Further Training
Inizial

Yes

Patient

Verbal

Verbalizes Uncexrs:ancing, MNeeds Further Teaching

D&e/03/10
06/03/10
modified independent
06/09/10
06/03/10
modified independent
D6/2%/10
06/03/10
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‘West Allis Memorial Hospital

Aurora Health Care®
West Allis, WI

MRN: WMH-0M275564
Patient Name: BRANNON, MARYANN
DOB: 09/29/1951
Case #: WMH-08000657116
Admit Date: 06/02/2010
Discharge Date: 06/04/2010
Pt. Loc/TypefRoom: 3P2-WAMH Inpatient 306

Goals

Gozl Assistarce - Rmbulate
Goal Fevisaw Date — Bmbulate
Gozl Set Dake - Home Pgm
Goal Rhssistarea - Home Pgm
Goal BRaview Date - Fome Pgm

Assessmant/Plan
Assessment Comments — PT

Rehab Comments ¥/N Flan Next Sassion 27T
Treatment Plan Comments - FT

Rehal> Comments Y/N D/C Plar PT
Discherge Planning Comments — 2T
Therapist Recommendation for D/C FT
PT Treatmsnt Plan

POC: Fxeguancy - PT
Rehal> — PT Treatment Duration
Goals/POC: Patient Rgreemert PT

Bassion Length/Location
Gesalon Langth - PT
Rehab-Bill Selecc AB
Rehal — PI Assessmert

Sagsion Unit AB

Rehab-PT Therapy Visit

Rehab-Physical ITherapy Eval AB
Rehab-Therapeutic Rctivities PT #Unit AB

PT Daily Assessment
06/03/10 D7:40 am Performed by Lehky., Relly E
Entored on D6/03/10 07:45 am

modificd independent 10 feet with WW
D6/09/10
D6/03/10

w/e maklity 50 faat medified indapandent
06/09/10 '

pt curiently supervision to min asst Far mobility
limitec due to right ankle fracture and left
apkle sprain. ilsauned CAM beot and plated on LLE
during sessior per oixdera. pt achedulad for
surgexry for right ankle thie am. rt from home
with her husband and anticipate pt will be able
to retuxn home with use of WW, w/c at d/c. PT
will continue to follow and progress as ordered
after surgery.

Yes

need new ordera poat surgery; progress tianafers
and gait ws w/c mabillity: turn in eeriant for W
when signed (conslde:r increase =o BID if needed
for d/c home}

ies

pt from home with her husbard in aparthnent
Conzinve Bkilled Therapy

Therapeutic Exercises, Transfer Training, Gait
Irainirg, Pre-gai- Tzaining, Bed Mchility

Trainirg, Balance Activitiesz, Patient/Family
T'eachirg

7 Days par Week

LOS

Patient Agrees w/Goals and Treazmert Plan

56 MIN
Rlpaa Billing
PI Asscssment

PI Thexrapy Visit
Evaluation
3 units

PT Daily Assessment

D6/04/10 D8:00 am Performed by Wacker, Chris

Opdataed on

Entered on 06/04/10 10:08 am

J6/64/10 12:29 pm by Wackex, Chzris
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West Allis Memorial Hespifal

Aurora Health Care®
West Allis, W1

MRN: WMH-00275564
Patient Name: BRANNON, MARYANN
DOB: 09/29/1951
Case #: 'WMH-08000657116
Admit Date: 06/02/2010
Discharge Date: 06/04/2010
Pt. Loc/Type/Room: JP2-WAMH Inpatient 306

P? Assesament Type
Rehab-Assessment Type PT

Dxa/Precautions
biagnoais

Diagnpasies Oneet Date
Rehab Prerawntions
Precavucions Commankts
Weight Bearirg Left
Weight Bearirg Right

Pain Assesswment
Pain Agsseasment Type
Conment Y/N Ft Comfort/Function Geal
Pt Preferred Pain Tool/Cogritive Ability
Pain Evaluation Conktrol
Pain Score at Rest
Pain Score with Activity
acute pain grid
Acuts Pain L
hcute Palp 1 Concern
Acute Pain 1 Descriptor
Acute Fain 1 Location
Acute Pain 1 Qualitvy
Acute Pain 1 Comments
Pain Intervertions
Conment ¥/N Fain
Pain Assessment Comments
ANCO Fain Cortrol
Pain Pediatric Control

Pain Interventions
Non—Pharmocological Used

Comment ¥/N Bon-pharm
Confort Maasvres

Conment Y/N Comfort Measures

Intervention Evaluation
Pain Re—Assessment
Conment ¥/N Fain Intervsntion

Bubjective
PI Subjective

PT Patient Persoaal Goal
Rehab Corments Y/N Fospital Coarse PT

PT Daily Assessment
06/04/10 08:00 am Performed by Wacker, Chris
Entered on 06/04/10 10:08 am

Daily 2ssessment

right trimalleolar fracture; left ankla aprain
D6/02/10

HWeight Bearing

CAM boot te LLE

WBAT

Won-Weight Bearing

Assaasment

No

Yumeric Rating Scale
Both

10

10

Yes

Bilatezal

Ankle

Discomforc

right worse than left

Yes

Yeas

10/10 pain on R, 7/1C pain ocn L
1

Adult Fatient (18 yezars +)

Yas

2]

Elevation, Ice Pack(s), Relaxatlon/Resc/Sleep,
Repasitioning

Ne

Pain WNet Acceptable (4-10 scoxel
No

Pt reperts feeling of lightleadsdness with
mobility, statea that she ie hoping to gc home
when d/c'd

retarn home

No
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West Allis Memorial Hospital MRN: WMH-00275564

Patient Name: BRANNON, MARYANN
Aurora Health Care* DOB: 09/29/1951
West Allis, W1 Case #: WMH-08000657116

Admit Date:  06/02/2010
Discharge Date: 06/04/2010
Pt. Loc/Type/Room:  3P2-WAMH Inpatient 306

PT Daily Assessment
06/04/10 08:00 am Pexrformed by Wacker, Chria
Entered on 06/04/10 10:08 am

theervation/Cognition

Cognitive Skill Retraining — PT

Ohservatian - PT

Additional Cognitiorn Grid - PT
Fellowirg Diraectiona: Inzact
Verbal Expression: Irntac:s
Memory: Inzact

Neuxalogical
Neurologizal Grid - PT
sensation: Intact
Light Tourh Sensaticn Grid Comment

ROM/Strength
Active ROM Grid - PT
BLE: Limited
LLE: Limited
Active RCM RLE Limited - PT
Active ROM LIE Limited - PT

Ther Ez/Treatments

Rehal> = PT Thexr IxX Supine

Rehab = PT Ex Se:ts

Rehal> = PT Ex Reps

Therapeutic Exercise Commerts - PT

Vitals/RAativity

Fahay — Pulss During Treatmant
Rehalb — 02 Sat Darirng Treatmen:
Rehak - 02 Flow During Treatment

Bed Mcbility/Tranefers
Bed Mobility Grid
suplne to Sit: Min
§it to Supine: Min
fitting Balance: Min
Rehab - PT Bed Mobility Commen:zs

Tranasfers Grid
8it to Stand: Min
stand toe SizZ: Min

standing Palance: Mir, Sapervision

Iransfer Comment — FT

Intact
IV, Cortinvoue Pulse Ox

bilat LEa

immobilized R foor ard ankle, ochexwiss WFL
limitec ankle mability, pairful

Ankle Eumps

1

10

L 13 active arkle pumps witlkin pair telezance and
BAROM eversior./dorsiflexion. Educated to aveld
inversion

84
100

total assist to don CAM boot on L, min assist at

R 13 ir and ott of bed and to sappcrt Foxr HWB in
sitzing.

assist to stabilize WR and support R LI ir N2
for sit to stand; mir assist initislly teo support
R L3 ir NWB ir standing at ¥W, beccming
supervisicn
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West Abllis Memorial Hospital MRN

: WMH-00275564
Patient Name: BRANNON, MARYANN
Aurora Health Care® DOB: 09/29/1951
West Allis, W1

Case #: 'WMH-08000657116
Admit Date: 06/02/2010
Discharge Date:  06/04/20%50
Pt. Loc/Type/Roomy: 3P2-WAMH Inpatient 306

PT Daily Assessment
N6/D4/10 08:00 am Performed by Wacker, Chris
Entered on 06/04/10 10:08 am

Ambulation

Weight Bearirng Assistive Device PT
Amoulztion Comments

Dguipnent
PI Eqguipment Grid
1. PT Eguipment Date
PT Eguipmen: Iritials
FT Bquipmen:z Note

Taaching

Learning Session - Bed Mobllity
Ready to Learn - Bed Mobility
Learner - Bed Mobility

Learning Metlkod - Bed Mobility
Learning Evaluation - Bad Mobiiity

Learning Sescion — FT Transfezxs
Ready to Learn — PT Transfers
Learner — PT Transfers

Learning Metrod - PT Transfers
Learning Evaluation - PT Transfezrs

Learning Session - Rmbulate
Ready to Learn - Arbulate
Lenrner - Ambulace

Laarning Methed - Ambulata
Learning Evaluation Ambulate

Learning Session - Fome Pregram PT
Ready teo Learn - Home Program 7T
Le&arner - Home Program PT

Learning Metrtod - Home Program FT
Learning Evaluation Home Program FI

Goals

Goals Reviewed - PT

Evaluztion Date - PT

Goal Set Jate - 3ed Mobility
Goal Assistarce - Bed Mchility
Goal Review Date - Bed Mobility
Goal Set Date - Trarnsfer
Goals Assiatance - Transfers
Boal Review Dnte

Goal fet Sate - Ambulate

Gozl Assistarce - Ambulate

Two Wheeled Walker
attempted 1 atep forward and backward, very

painful in both feet, needirg to retura te
aitzine then svpina.

06/03/10
k1

has w/c and cruteches; script for WK placed on
chart

Reinforcement

Yeas

Patient

Verbal

Verbaliges Underszanding, Retprna Cemonatration,
Needs Further Teachirg

Reinforcement

Yes

Patient

Verbal

Verbalizes Unders-ancing, Retwrns Cemoastration,
Needs Further Trainirtg

Reinforcement

Yes

Fatient

Varbal

Vorbalizes Understanding, Returas Lemonstration,
Needs Further Teachirg

Inizial

Yes

Patient

Verbal

Verbaliees Uncerscancing, Returns LCemonstration,
Needs Further Teachirg

Reviewed/Unchanged

D6/03/10

D&/D3/10

mocified independent

06/09/10

06/03/10

modified independant

06/29/10

06/93/10

modlfied independent 10 feet with WKW
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West Allis Memorial Hospital

Aurora Health Care®
West Allis, W1

MRN: WMH-00275564
Palient Name: BRANNON, MARYANN
DOB: 09/29/1951

Case #: WMH-08000657116
Admi¢ Date: 06/02/2010
Discharge Date: 06/0472010
Pi. Loc/Type/Reom: 3P2-WAMH Inpatient 306

Goals

Goal Review Date - Rmbulate
Gonal Set Dake - Home Pgm
Geal Assistarce — Home Pgm
Gorl Raviaw Date — Eomée Pgm

Assasumant,/Plan
Azsassment Comments — PT

Rehalb Comments ¥/M Flan Next Seaaion 2T
Treatment Plan Commenta - FT

Rehal Comrents ¥/N D/C Plar PI
Discherge Planning Comments — 2T

Tharapist Recommsndation fer D/C FT
PT Treatmant Plana

POC: Eraecuency = PT
Rahaly = PI Treatment Ouration
Goals/POC: Patieat Rgresmert PT

Sassion Langth/location
sesslon Langth - PT
Rehab-Bill Selec:t AB
Rehal> — PT Assessmert

Session Thit AB
Rehab-PT Therapy Visit
Rehab-Therapeutic Activities PT #Unit AB

PT Daily Assessment
06/04/10 08:00 am Performed by Wacker, Chris
Entered on 06/04/10 10:08 am

06/09/10
06/03/10

w/¢ moblity 5C feet modified independest
D&/09/10

Pt seer todey following surgery: is below
baselire for mobilicy. Pt limited by 3air in
both arkles, continues to be NW2 or R and WBaAT
withl C2M bhoot on o. Pt needing mir assist wizh
bed mokility, tranafera, ané standing -—o asaist
with R LE movemenz ard support againat gravity.
Pt limited in ability tec take steps once
standirg. Pt plainirg d/c Lome when stable bat
will continue to monitor progress teo assist wlth
d/c planning. Pt incieased to BID toc promcte dfc
home following surgery '

Yes

progreza tranefera ard gait vs w/c mability; curr
in acript for WH vher signeé. (modified)

Yes

pt Erom home with hex huoskarnd L1n aparctment
(modified)

Conzinue 8killed Theiapy

Therapeutic Exercises, Transfer Trainisg. Gaiz
Irainirg, Pre-gaiz Tiaining, Bed Mcbility
Trainirg, Palance Activities, Patient/Tamily
I=sachirg

Twice Daily (modified)

LOS

Patient Agrees w/Goals and Treatmert Plan

45 MIN
Alpha Billing
PT Assegsment

PT Theiapy Visit
3 units

PT Daily Assessment

06/04/10 O01:30 pm Parformed by Wacker, Chris

PT Aseesament Type
Rehal>-Assessment Type PT

Entered on 06/04/10 03:15 pm

Dally Zszessment
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West Allis Memorial Hospital

Aurora Health Care®
West Allis, W1

Dx/Preceutions
Diagnosis

Diagnosis Onset Date
Rahab Presautions

Precautions Commante
Weight Bearirg Laft
Weight Bearirg Right

Pain Assersnent
Pain Asseassment Type
Conment ¥/N Ft Comfort/Functiaon Geal

Pt Preferred Pain Tool/Cogritive Ability

Pain Evaluation Controel
Pain Score at Rest
Paln Score with Activity
acute pain grid
Acute Pain 1
Acute Pain 1 Concern
Acute Pain 1 Descripter
Acute Pain 1 Location
Rcute Pain 1 Quality
Ecute PFain 1 Comments
Pain Intervertions
Conment Y/N Fain
Auto Fain Cortzrol
Pain Pediatric Control

Pain Interventions
HNon-Phaxrmseslogical Used
Conment Y/N Kon-pharm
Confort Maascres

Conment Y/HN Comfort Measures

Intervenotion Bvaluation
Pain Re—-Asseasament
Comment Y/N Fain Intexventicn

Subjeotive
PT Subijective

PT Patient Personal Goal
Rehab Comments X/N Enspital Coaxse PT

Vitaels/Activity

Rehab - Pulse During Traatment
Rehab - 02 Sat Darirg Treatmen:
Rehak - 02 Flow During Traatment

MRN: WMH-00275564
Patient Name: BRANNON, MARVANN
DOB: ©5/29/1951

Case #: 'WMH-08000657116
Admit Date: 06/02/2010
Discharge Date:  06/04/2019
Pt. Loc/Type/Room: 3P2-WAMH Inpatient 306

PT Daily Assessment
D6/04/10 01:30 pm Performed by Wacker, Chrie
Entered on 06/04/10 03:15 pm

rigat trimalleolar fracture; leFt ankle sprain,
s/p ankle DRIF

06/02/10

Waight Baaring

CAM baot to LLE

WBAT

Non-Weight Bearing

Assessment

No

Numer ic Rating Scale
Bota

10

10

Yes

Bilatexal

Ankle

Discomfort

right worse than left

Yes

No

1

Adult Eatient (18 years +)

Yeos

Na

Brace/fupport/Sling, Elevation, Femily's
Presenca, Ice Packis), Relaxation/ﬁeatl&leap,
Repositioning

HNo

Pain Not Acceptable (4-10 score}
Ne

Pt atates that she is not cenfident about going
homa teomorrow.

retarn home
Ne

83
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Wesl Allis Memorial Hospital MRN:

WMH-0275564
Patient Name: BRANNON, MARYVANN
Aurora Health Care* DOR: 09/29/1951
West Allis, W1

Case #: WMH-08000657116
Admi¢ Date: 06/02/2010
Discharge Date: 06/04/2010
Pt. Loc/Type/Room: 3P2-WAMH Inpatient 306

PT Daily Assessment
D6/04/10 01:30 pm Performed by Wacker, Chris
Entered on 06/04/106 03:15 pm

Bed Mobility/Tranefere
Bed Mobility Grid

Supine to SBit: Min

Sil Lo Supdine: Min

Sitting Balance: Independent
Rehab - PI Bed Mobility Commen:cs

Transfars Grid
5it to Stand: Supervision
ftand te Bit: Sopervision
Stand — Pivot: Supervisisn
standing Balance: Suparvision
Iransfexr Comment — FT

Ambulation
plstance 1 (ft) - PT
Amoulzte Assistaice — PT

Welght Bearirg Rssistlive Devics PT
Ampuletion Comments

Byulipmsul
FI Equipment Grid
1. PT Eguipmen: Date
PT Fguipmenc Iritials
PT Equipmen: Note

2. FT Eguipment Date
ET Equipment Iritials
ET Eguipmen:z Note

Paaching

Learning Session - Bed Mobility
Ready to Learn - Becd Mobility
Learnexr - Be< Mobility

Learning Methed - Bed Mobility
Lezrning Evaluatlon - Bed Mok ility

Learning Session - FT Transfers
Ready to Learn - PT Transfers
Learner — PT Transfexs
learning Metlod - PT Transfers

min aszist to bring B LE to EOP for sunine to slit
and . 1E into hed for sit teo supine. Spouse was

avajilakle to observe and he educated o2 bed
moblility

suparvision for safety with pt trarsferxirg to
standirg at WY and piveting on L LE to chalr at
bedside. Pt able to maintajin WWB ¢n R LE, Pz
transfexred to and fiom chair and red. Spouss
was available to cbsexve an< be edvcatad on
transfsr techrigue.

3
Supv
Two Wheeled Walker

pt able to take seveial steps wlth WW and NWB on
R L2 fiom bed ta chair, pairful.

06/03/10

k1l

has w/c¢ and crutches; script for WK placed on
chart

06/94/10

cw

eguipment delivered

Reiaforcement

Yes

Patient

Verbal

Verbalieses Underszanding, Returas LCemcastiation,
Needs Further Teachirg

Relaforcement

Yes

Patient

Verbal
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‘West Allis Memorial Hospital

Aurora Health Care®
West Alllis, WI

MRN: WMH-00275564
Patient Name: BRANNON, MARYANN
DOB: 09/29/1951
Case #: WMH-08000657116

Admit Date: 06/02/2010
Discharge Date: 06/04/2010
Pt. Loc/Type/Roam: 3P2-WAMH Inpatient 306

Teaching
learning Evaluation — PI Transfers

Leoarning Session - Ambulakte
Ready to Learn - Awxbulate
Lenrner - Ambulaze

Learning Method - Rmbulate
Learning Evaluation Ambulate

Lenrning Session - Fome Program PT
Ready to Learn - Home PFrogram ?T
Learner - Home Program PT°
Learning Mathod - Home Program PT
Learning Evalusztion Heme Program FT

Goals

Gonls Reviewed - PT

Evaluztion Date - PT

Goal Set Jate - 3ed Mobility
Goal Rhasistarce - Bed Mohility
Gonl Review Date — Bed Mobility
Goal Set Date - Trarsfer

Gonls Assistance - Iransfers
Goal Review Dakte

Goal Bet Date - Ambrlats

Goal ARasistarce - Rmbnlate
Gopl Review Date — Imbulate
Goal Sat Datce -~ Home Pgm

Goal Assietcance - Home Pem
Goal Review Date — Fome Pgm

Assessment/Plan
Lasessment Cocmments - PT

Rehab Comments Y/N Flan Next Session 2T
Treatment Plan Comments - FT

Rehab Comments Y¥/M D/C Plar PT
Dischzzge Planning Commancs - 2T
Therapiat Recommzndation for DfC FT

PT Daily Assessment
06/04/10 01:30 pm Performed by Wacker, Chris
Entered on 06/04/10 03:15 pm

Verbalizes Undexrs-ancing, Returas LCemoastration,
Needn Further Tralnirg

Reiafoxcement

Yaa

Patient

Verbal

Verbalizes Uncerxs:ancing, Returns LCemoastration,
Needs Further Teachirg

Reinforcement

Yes

Patient

Verbal

Verbaliges Uncersstancing, Returas Lemoastratioen,
Needs Further Teachirg

Reviewed/Unchanged

D6/03/10

06/03/10

modl fied independant

D6/0%/1¢C

06/03/10

modified independent

06/99/10

06/93/10

modified independent 10 feet wizh KW
D&/09/10

06/03/10

w/c moblity 5C faet modifieé independent
06/0%/10

Pt belew baseline for mobility. Pt neadirg mln
aaslat with bed mobility ané total assist with
putzinc cam boot on. Spouse available ané
educated on providing assitance ané CRM boot
applicztion. Pt able¢ to transfer te ssanding andé
pivet to chair and back witlk suopervisiosn tsing WK
while maintairing R NWB for txansfer. Anticipate
pt will be able to d/c home using =tand pivots tc
WC <o get to bed and toilet and will fallow-up
with heme PT to progress mobility at hame, pt
voiced doubt that she was ready.

Yes

if still here, practice starnd pivot transfers to
WC, WC mobility, progress ambulaticn

Yes

pt from home with hex husbard ia apartment
Conzinte sSkilled Therapy
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West Allis Memorial Hospital

Aurora Health Care®
West Allis, W1

MRN: WMH-00275564
Patient Name: BRANNON, MARYANN
DOB: 09/29/1951

Case #: WMH-08000657116
Admit Date: 06/02/2010
Discharge Date: 06/04/2010

Pt. Loc/Type/Room: 3P2-WAMH Inpatient 306

Apsessment/Plan
PT Treatment Flan

POC: Freguency — FT
Rehab — PT Treatment Duration
Goala/pPoC: Patient Bgresmert PT

Sesgion Length/Location
Seasion Length - BT
rehab-Bill Select RB
Rehah — PI Assessmert

Eagsion Unit AB
Rehab-PT Therapy Visit
Rehab-Therapsutic Ackivities PT #Unit AB

PT Daily Assessment
06/04/10 01:30 pm Performed by Wacker, Chris
Entered en 06/04/10 03:15 pm

Therapeutic Exercises, Transfex Training, Gai:
Trainirg, Pre-gait Training, Bed Mcbility

Trainirg, Balance Actiwvities, Patient/Family
Teachirg

Twice Caily
LOS

Patient Agrees w/Goals and Treazmernt Flan

30 MIN
2Alpha Billing
PT Aasessment

PT Therapy Visit
2 uniks

OT Daily Asssssmant

06/03/10 03:45 pm Performed by Prell, Kathryn M

OT Aesessmant Type
Rehab-Assessment Type OT

Dx/Precsutions
Diagnosis

Rehab Precautions
Precancions Commante
Weight Bearirg Left
Weight Bearirg Right

AssesEmant/Flan
hssessment Comments — OT

Rehal Comments ¥/N Flan Next Gession OT
Treatment Plan Comments - <T
Rehab Comments ¥/ D/C Plan OT

Session Langth/Locstion
Session Length - OT

other Treatments Tomments — OT
Rehab - O Assessmert

Entered on 06/03/10 03:47 pm

Daily 29sessment

rigat trimalleclar fracture; left ankle spraia
Weight Bearing

CAM boct to LLE

HWBAT

Non-Weight Bearing

attempted to aee pt, pt had just returaed Erom

s%. No new orders in chart, RN aotified,
Ies

await rew orders and eval pt
Ne

0 MIN
awaitirg new orders post Sx
OT Assessment
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West Allis Memorial Hospital

Aurora Health Care®
West Allis, W1

OF Aspessment Type
Rehab-Assessment Type OT

Dx/Precautions
Diagnosia

Diagnosis Onset Date
Rehalk> Prezautions

Precautions Comments
Weight Bearing Left
Weight Bearirg Right

Prior Mobility

Rehab Pxriosy Meobility
Rehab Prior Mobility
Nunker of Steps Into

Review Type

Review/Modi fy DT
Hoxe

Nurber of Steps In Fome

Hone Layout Use

Prior Mobkility Grid
Bed Mobility: Indeperdent
Tranafers: Incdependert
Amk - Home: Irndependent
Amk - Comomanity: Independent
Steps irto Home: Independent
Steps withia Home: Irdepandent
Car Trarsfers: Independent

Prior Living Situation

Rehab Prior Living Review Type
Fohal: Pxiosx Liviag Feviaw/Modify DT
Living Situation — Rehas

Living Bnvixonment

Rehab Prior Living Eupport Syscem
Living Sitvatinn Comments ~ Reiab
Baseline Information - Rehab

Prior ADL'e

Rehab ADLs Review Type

Rehab Pxior 2DLs Review/Modify DT

ADL Grid
Feeding and EBating: Independent
Grooning: Independent
oral Byciene: Indaperden:
Upper Ext Bathing: Irdependent
Lower Ext Pathing: Irndepandent
Upper Ext Dressing: Independent
Lower Ext Dressing: Independent
Halk-in Shower: HNot Zpplicekle
Tuk Showex: Indepandent
Tub Bath: Wot Applicable

MRN: WMH-00275564
Patient Name: BRANNON, MARYANN
DOB: ©09/29/1951
Case #: WMH-08000657116
Admit Date: 06/02/2010
Discharge Date: 06/04/2010

Pt. Loc/Type/Room: 3P2-WAMH Inpatient 306

OT Daily Assessment
06/04/10 11:00 am Performed by Prell, Kathryn M
Entered on 06/04/10 12:48 pm

Evaluation

rigat trimalleoclar fiacturae; laft ankla spraln,
s/p ankle ORIF

D& /02/10

Height Bearing

CaM bost to LLE

WBAT

Non-Weight Bearing

Reviewed/Unchangad
pse/03/10

1]

D

Uses First Floar

Reviewed/Unchanged
06/04 /10

Spoase

Apartment

Spoase, Fanily

apoase works part time
Patient

Revliewed /Unchanged
D6/04 /10D
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West Allis Memorial Hospital

Aurora Health Care*
West Allis, W1

WMH-00275564
BRANNON, MARYANN
092971951
WMH-08000657116
06/02/2010

06/04/2010

3P2-WAMH Inpatient 306

iy | 4 £
R 3%

Lt £ e

OT Daily Assessment
06/04/10 11:00 am Performed by Prell, Kathryn M
Entered on 06/04/10 12:48 pm

Prior ADL's
Sink Side Bathing:
Toilet Tranafer: Independent
Toilet Fygiene: Independent
Homanaking 3kills: Irdepandeant
Maal Preparation: Independent
Home Cleanisg: Independent
Laundry: Independent
Shopwing: Independant

Hot Applicab

Pain Assessmnt

Pain Rsaeasmaht Type

Cowment Y/N Ft Comfozt/Function Goal
Patient Comfort/Tunction Goal Comment

Pt Preferred Pain Tool/Cogritive Abil
Pain Evaluation Contzol

le

ity

Aasesament
Yeas
paia ir RLE with actiwvity ard a- rest, pain

medlcation at beginirg ¢f session, use of PCa
Numeric Rating Scale

Bota
Pain Bcors at Rest 7
Pain Score with Activity 8
acute pain grid
Acute Pain L
Acute Fain 1 Concern Yes
Acute Pain | Descriptor Bilatezal
Rcute Pain L Location Ankle
Acute Pain 1 Quality Discomfort
Bcuts Pain 1 Comments right worse tkan left
Pain Intervertiaons Yes
Commant Y/N Fain No
huto Pain Cortrol 1

Pain Pediatric Centrol

Pain Interventions
NWon—-Pharmocological Used
Comment Y/N Kon-pharm
Confoert Mzasvres

Corment Y/N Comfort Measures
Interventicn Evaluation
Pain Re—Assassmaat

Coxment Y/W Fain Intervsntion
Paln Beassaasmen: Comments

Subjective
OT Subjective

Rehalr Comments Y/N Eospital Coarse OT

Adult Fatient (18 yezxs +)

Yes
Ne
Brace/fupport/Sling, Elevation, Ice Pazk(s),

Relaxation/Rest/Sleer, Repositionirng
No

Pain WNet Accaptable
Tes

pais ir RLE with actiwvity ard a: rest, pain
medlication at heginirg of sezssion, uss of Pia,
elevation

(4-10 scozxe)

tearful about retarning heme and nct havirg
assist she needs, "I won't go to rchabk.”

Yes
Rehab — O Hospizal Coursze 6/3: arkle sx
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‘West Allis Memorial Hospital

Aurora Health Care®
West Allis, W1

MRN: WMH-00275564
Patient Name: BRANNON, MARYANN
DOR: 09/29/1951
Case #: WMH-08000657116
Admit Date: 05/02/2010
Discharge Date: 06/04/2010
Pt. Loc/Type/Room: 3P2-WAMH Inpatient 306

Cheservation/Cognition

Cognition Impaired - OT

Cbservation

Addilional Cogni.ios Grid - OT
Following Directicnsa: In:zact
Vexrbal Expresasion: Irtac:
Memory: Inzact

RoOM/Strength
Active ROM Grid - OT
RUE: WFL
R Hand: WFL
LUE: WFL
1 Hand: WFL
ROM/Strength ~ QT

Vitals/Activity
Rehab - Activity Tolexance Commants

Household Mobility
OT Mchility Tranafer Grid
Bed Irarnsfer: Supv
Chair — with arms: Min
Eehab — O crair Transfer %/ Arms Grid C

Home Managemsnt Skills
Rehab - DT Home Mgt COXMErT

Self Cares/ADL's

ADL Deily Grid
Lower Ext Dressing: Mod
Jeiletirg: Modified Independent
Toilet Tranafer: Min

Rehab - OT Low Ext Dressing Grld Comment

Rehab - OT Toileczing Grid Comment
Rehalb - OT Toile: Xfer Grid Comment

OT Self-Care/ADLs Comment

Equipneat
01 Equipment Grid
1. 0T Equipment Date
QT Eguipment Iritials
QT Equipmenc Mote
OT Vender Chcices

OT Daily Assessment
06/04/10 11:00 am Performed by Prell, Kathryn M
Enterad on 06/04/10 12:48 pm

Intact
IV, Cortinuous Pulse Ox

Gross ftrength is Within Furccional Limits

abla tc telerate pair

assist for balance ard safety, stand pivot
txransfer from bed to commode and retura, KWB on
RLE., use of ww

pc repcrts huzhand "will have ©o" complere IaDLs

pt neecing aaseist for peaiticning, assist to pull
nver hips, cues for vse of RE

in seated positioen

asslst for balance ard safety, stard plvet
transfer from bed to commode and return, KWB on
RLE, wusa of ww

discussad neec to spongebathe

06/04/10Q

RP

order 1eacher and commocde chaix
Patient provided wikl wendor choices
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West Allis Memorial Hospital

Aurora Health Care*
West Allis, WI

MRN: WMH-00275564
Patient Name: BRANNON, MARYANN
DOB: 09/29/1951
Case # WMH-08000557116
Admit Date: 06/02/2010
Discharge Date: 06/04/2010
Pt. Loc/Type/Roam: 3P2-WAMH Inpatient 306

Teaching

Learning Seszion — BDLs
Ready to Learn - ADLs
Leatner = ADLs

Learning Method - RDLs
Learning Evaluation — ADLs

Discipline Teaching ADLs

Learning Sesszion - OT Tranafers
Roady to Loarn - OT Transfexs
Learner — OT Transfers

Learning Metlod - OT Transfers
Learning Evaluation -~ OT Tranasfers

Discipline Teaching OT I'rarsfers

Goala

Boals Baviewsd - OT

Evaluztion Date - OT

Goal fet Date - ADLs QT

Goal Assistarce - ADLS OT

Goal Beview Date —~ hDLs OT

@Goal Sat Oate - trarsfer OT
Goal Assistarnce - Transfer OT
Goal Review Date — Iransfer OT
Goal Set Date - Lower Body ©OT
Goal RAgsistarce - Lower Body OT
BGoal Revisw Date - Lower Body OT
Goal set ate - Toileting OT
Goal Additioral Toileting - OT
Goal Review Date - Toliletirng OT

Assessmant/Plan
Assessmant Comments — OT

Rehaly Comments ¥/N Flan Next Session OT
Treatnent Plan Comments - OT

Rehab Comments ¥/N L/C Plar OT
Discharge Planning Comments - OT

Therapist Recommendation for D/C ©OT
0T Treatment FPlan

OT Daily Assessment
06/04/10 11:00 am Performed by Prell, Kathryn M
Entered on 06/04/10 12:48 pm

Inizial

Yes

Palienl

Verbal

Verballges Understancding, Retunrns Cemonstration,
Needs Further Teachirg

oT

Inizial

Yas

Patlent

Verbal

Verbalizes Uncders:zanding, Returas LCamoasttratisn,
Needs Purther Teachirg

oT

Reviewed/Updated

06/04/10

06/04/10

mod I for sporgebathing
06/i1/10

D&/0¢ /10

mod I for commode tranafer
06/11/10

06/04/10

mad I for LB cresainc with RE
06/11/10

DE/04 /10

mod I for tolileting cares
06/11 /10

Pt below baseline of indeperdent ard is planning
to retivrn home. 2t would beneflt from home OT
and home care aide ac hnsharnd worke part=time. Pt
tearful during aeasicn and concerned adout
retarning home today. Ordered A=.

Yes

review LB dressing, commode transfer, AE receivec?
Yeas

from home witl husbhard, baselins irdepsndent,
plan te returr home with home Or ard home care
aide, husband woris part-time,

Conzinte Skilled Therapy

ADL Self Cate Retrairing, Adaptive Equipment,
Energy Conservation, Family/Carsgiver Teaching,
Home Management, Safety Training, Therapeutic
Betivities, Trerapeutic Exercises, Traasfer
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West Allis Memorial Hospital MRN: WMH-00275564

Patient Name; BRANNON, MARYANN
Aurora Health Care* DOB: 09/29/1951
West Allis, W] Case # WMH-08000657116
Admit Date: 06/02/2010
Discharge Date: 06/04/2010
Pt. Loc/Type/Room: 3P2-WAMH Inpatient 306

OT Daily Assesament
06/04/10 11:00 am Performed by Prell, Kathryn M
Entered on 06/04/10 12:48 pm

Assepsment /Plan

Trainirg
Fraquency Rehah Goala - DT 7 Days per Week
Rehab ~ OT Treatment COuratien LOS

Goals and Txreatmant Plan - OT Patient hAgreaes w/Gozls and TIraazmanrt Plan

Basaion Length/Location

Session Length - OT 60 MIN
Rehab-Bill Selec: AE Rlpha Billing
Rehab - OT As=sessmert OT Asseasment
Segsion Unit AB
Rehab-0T Thexapy Vieit OT Thexapy Vieit
Rehab-Docupational Therapy Eval AB Evaluation
Rehab-ADL/Self Care OT #Unit AB 3 units
FINAL CHART COPY Print Date: 1/17/2011

Yrint Time: 1:18 PM
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West Allis Memorial Hespital MRN: WMH-0{0275564
Patient Name: BRANNON, MARYANN
Aurora Health Care* DOB: 09/29/1951
West Allis, W1 Case # WMH-08000657116
Admit Date; 06/02/2010
Discharge Date: 06/04/2010
Pt. Loc/Type/Roam: 3P2-WAMH Inpatient 306

. Social Work/CM Asseszsment Form
66/04/10 01:30 pm Pexrformed by Cheinsgki, Donna
Entered on 0&/04/10 04:27 pm

Prograsa Hots

5SVC Progress Note 6-4-10 Donna M. Cheinski FN CCC 205-2324 ™D

order for home therapy. Received call fram asper
orthopedic office yesterday indicating that they
already made a referzal toe Gentiva Homs Healtl
for this pt. Chart zaviewad. 7t 1a 58 years
old. 2dmittec for bilateral trimalleclar
fractuzes on €-2-10. Per OFT rounds right ankle
was fractured and left ankle was sprained. P:
had an ORIF of the right ankle on €-3-10.
Therapy indicated home therapy is apprapriate for
pt. Met with pt earlier today. S&he liver with
her husband irn their apartment. BSke agrees with
home therapy and is willing to ase Gen:ziva since
her physician ordered it. Gentiva referral form
was plazced on froat of chart. Called Gentiva
earlier today and gave them preliminary referral
informetion., Pt was discharged home this
afterncon, Gentiva was inFormed. Genciva will
conzact pt at bhama te arrange tlme for initial
viait. called pt at home ard inFformed hex that
Genzivz will bhe calling her. BM faxed firal
referrzl paperwor< tc Geptiva at time of

dischaxge.
Dancgraphics
S6VC Referral Soarcse MD
s5VC Referral Daze D&/04/10
ssVC Referral Reasorn D/C Plan, New Homa Czre
ssvC Information Sovrce current Medical Recoid, Patient
Primary Language Englisth
SSVC Employment Status Disabled, Unemployed
S6VC Marital Stacus Marriec
Contact Perscn Grid
1. Contact Peraon Hame FRED BEANNOM

Contact Person BRelaticnzhip Spoage

Contact Person Prixmary Nurber 414-775~-9915
Intecviaw
S6VC Interview Patient

55vC Nental FTA Alert, Oriented t2 Psrson, Crieanted to Place,

Oriented to Time

Alert, Oriented to Person, Criented to Place,
oriented to Reasen fer Hoapitalization, Orienzed
te Time

Cooperxztive, Fleazant

S8SVC Mental Kow

SSVC Patient Communjication

55VvC Living Eitwation Spouse, Apartment
Agenoy/Supportse/Coping
56VC Formal Support Nonse
ssvC Informal Support Family
FINAL CHART COPY Print Date: 1/17/2011

Print Time: 1:18 PM
Rewv Q206



West Allis Memorial Hespital MRN: WMH-00275564
Patient Name: BRANNON, MARYANN
Aurora Health Care* DOB: 09/29/1951
Case # 'WMH-08000657116
Admit Date: 06/02/2010
Discharge Date: 06/04/2010
Pt. Loc/Type/Room: 3P2-WANMH Inpatient 306

West Allis, WI

Social Work/CM Assessment Form
06/04/10 01:30 pm Performed by Choinski, Donna
Entered on 06/04/10 04:27 pm

Discharge/Care Flan

SEVC Patient D/C Goal Dischazge/Referral Meeds

EEVC Plan Status Antlcipated Aftercare Meeds
BEVC Flan ;5T
EW Plen Bervices Grid
1. 8# Plan Services Bome Bealth-Skilled
EW Plmn Services Comment Genzive
EEVC Plan Weeds Mone Icentified

SEVC Agres Lo Goal

Fatiant Rgrees and urderstands Goals and Flan

FINAL CHART COPY Prini Date: 1/17/2011

Print Time: 1:18§PM
Rev O2/06



l U

%Aurora Health Care*  wiwoukee, Wisconsin

6564
[] AHCM-AS  [[] AHCM-5S HAWAMC 0 AMG ¢sie) MRN ynn~002T 20
[ ascmsL  [] aMowC “ [ Auwame BRANNON' ANNSBV nee: 08
N:
el Y von 01448 e Wﬂ% W e
Patient's Name: U oy - T mmﬁﬁm
D/ Clinic: J
Here Before:D Wurtman's Comp: [} 1
Pre-Astival:L ] FULLY IMMOBILIZED [ ] SPUNTED [ ]Gz [ ]CPR [ JDEFIBRILLATED ISOLATION ____/TIME__ x [Jss. GCS
Treatment: [JINTUBATED [}V [JMeds: -y
AmivelMode: []Walk [ ]Wheelchall []Can []Carried Ambatance ZODY L 25 [ inPolls Custody [ Refasal Form Signed
Tdage Treatment: || SPLINT DELEVA'HON [ COLD PACK |:| FULLY MMOBILZED [ ]CCOLLAR [ ) DRESSING [) Mask Given
s I Emetgem:ycherilrm?
IE’gA,tESaI lime: e N . Ll 2 3 f' 5
Triage ime: ‘ cC Interpreter called / Time
ED MD notified: TRIAGE NOTE: s
Time in room: l ‘ r W P LU
i iu . Iy 4 '
Tlme.seenbyMD:” E ﬁ
Tirne left ED: . ~ [[] waiting in Labby/Patient Aware
o TRIAGERN: | J .
z:‘r‘: ﬂuammﬁ;ﬁ We: Immunizotions | Medical History |[ )Dentes | Surgical History | [JDenies
Right Eye 20/ kg | LastTemnus $£ E‘, i = Eﬁ:ﬁﬁwmm Eﬂysmamny
PYD Kidnay
il Fads Shots up o date: (] Cam:ir E mq'?..if'.?e DCABG grawluco
Roth Fyes 20/ - Clves [re [ CHF O Msntsl linexs | C:Secion 2 Tensiloctomy
BiherBe———1 B Cholesterol [ MI [0 Gelibladder DTransplant
TIME qo e I Chronic Pain [ Seizures [ Gastric Surgey [ Tubal Ligaticn
- ‘% 6 Birth Control: g gs:?m O mSi:&Ie.geﬂ Bt Other:
il @ | h)QJ J P | O Dementa gv ve Disease
" 1¥8 | Dy Nrilomimesen (<M
AW Tl B T = —
! - WEEDS yad Sdxigf History [] Denies
T Q@U l e |GCaal _/— -
R _ °"°‘5f
5202 mj SAFETY SAFEVY PLAN I aty ”’\ DE-QH,
- [y \ W7 TSI wick ofugs.
Gama A =l R
ALLERGIES] [ ] Dlvrknown|___ ST RN N
ABUSE P oti
mL “PN;P,}" O ﬂvnfé m SoCUL =
a P . n
e 1 oo CHLIATZZ7 R WAL . |
97 N e s ey LA S WY T N717 Ve Y R 7Y g
J INLAL m J -
| MEDICATIONS [] Denies [Junknown {0 /1 . i Q@Z
[XseeReconcilationform ~ p  {Hewe  fuusaas | - NALMELD  \WALA 2 0 02k
g“ﬁ a5 s [t g vy Y
e 4 aMal -
L AN e i i oV :
A — 1 L}
= o [TEG W eadCon vl
cu EENT B i
! i M.{/Jv— AL,
AR Dafaw 7
i j 1
VL) e Y/ S &4 1V W 1’2_/

rannnTn

EMERGENEY DEPA&TMEHT RECd)RD
{H&P [ Emer)

F 11

White - Medical Records [ Yellow - Department

Pink - Fhysician Bliling
AHC 05403970 .| (Rev. 05/09) Front
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®Aurora Health Care*

C1SLMC [SLSS OwWaAMH
Ankle ! Foot Injury

' Cheek : ug}&qmﬁﬂﬁrmaﬂu&uﬂd@g

Date: PMD: t '

Miwaukes, Wisnansin

#44

n_G p_ Sl 1R rexour_G
me_mm_lmwb‘w”m 1234

faceration / contusion / spin / pain / frachwe / daformity /

HPL: (L= Levef of Service } _L1-3: 7-3clerents;

§ formily / fiend / EMS/ inlempreter/

merial ststus /eculty / mioxication / dementia [ age
/ family / EMS /

L4-5: 4+ plements

dhlcl

/ whesichair / polica { car driven by: solt ! friend / femily
mmm / DNR / Yull vode® / comforl care /
Onset: &aRy / graduu! / unsure
Began: __, dsle today / yestemdsy
{2 mz@mtwum wwm
Location:
Loy  dght / loft
Knge ; rght / left
nght / left

Toes: dghl great #2

Locale: nhome / woik / schoo

Course / Timing / Duration: @ / inlermiterd
TinY fuctusting / warse / / resobved  ftime; Necs
Durt oleplsoder

@qw[

Gharacter / Quallty:

Mechenism: Jfaversion / smlm / axiemahu@f

MRN: WhMH-D0275564
BRANNON, MARYANN

DOB: 09/29M961 F 58Y REG 06/02/10
ATT: Dlllig, Cari L

LT

ast Medical, Family, Sowmal hx: L7-4: 1 area; L5: 20fl3 areas

Al NKDA gee

D_W i
Medlcatlons:

ﬁ%lhﬂeﬁ/&“@g&/ mﬂldmdluml#
recdd  Supitn / diganik

nope  see €D caumadin

PMH / Surgical HX! ___none see EO mcord

arthritis f gout f DVT I‘mperﬁdal thrombophiebits / venous stasis
HTN ! hyparcholesierclemia / NIDDM / IDDM / CAD 7 WI
PUD / gastitis / UGIbleed / LGH)I *1 \*
pnor(hjmylmmuy} ankle / foni { lower extremity

N ‘Jms' Lidhescrry

/ Tetanus immunization carent: yea / no

Social Hx: unknown
cigaslies / packs per day / weak
= dinks per dgy / week LastETOH:

tas. cocatine / imarfrana /
Docypstior utempioved / shudend /7 ietimad / employed :

Lives: house / aportmert / homeless / homfass shefter / group home [ -
assisled fving / nursing home /

Living gituglion: afone / simificent oiher / chiddrery / paronts /

Domeslic Violencg: __ no yes

18me /muud/m/?&,](

ion

hyporaxtension / jam / Fsll / cirectblow / crush /£ ot / bum/ foreign
|nturv descripfon {oually:  defrmity / dictcation / sprain { sireir /
lacaranion / abvasion / forelgn body | stab / GSW / bum /

Pain: atrast / wih weight bearing / with movement [ with pafpetion
Pain guality. “pain® / sharp / dull / aciing I itwobbing /
Severity: cani desaie

As max (0 o 10)x mid / moderute / savere

Mow (0 0 10% none / mid / moderai(7 sadme
Assotlated $x: __none

{ Immediate / graduel / W:mmunw

ahness / Pajior

Alleviated/Relieved by: __nothing
ice ! elevation / -4 immoblization /
Aggravate acerbated by: _ o

othing

fing. / movement /
Prior TX:QQ k=3 oot comprass 1 NSAID @sﬁliﬂl )

ED PHYSICIAN RECORD

3‘niiy HIX! noncontributory / urknown { IDDM / NIDDM / HTN / CAD

RQS: L1-3: 15ystom; LJ 2- stsrﬁms; LE: 10+ systems

[ ] I‘H-arahmsmm nog except as par HPI and/or circled be ¢
Consﬂlmional ver! .'.I weakrass
Eyes vi

NT: mlh:nallw\gasiml

_’L&V chestfscomfort / palpitations :m:mma ! PND / ankle sweliing |
_oFceplratory: ‘SCE! hemoptysis / cough
B! abdo I tamry siools { rectal blesding / consipation
_—_GU: dysuria / urmgency [ frequency / hemalurie / kidney problems
LAP: —WHNL abnomal
Qral Contraception: no / yes
/H

usculogkeietal: ether painful msew_r\ol
§kln ~ggsh { sk.m‘nQ:ms
“_Neurolegic: gamnrmahly ! anﬂssl namk

__Paychiatric: stresd 1 anxdety / dopr
=~ Hematology / Lymphatic: blelging J

ing { swollen lymph nodes
ndogrine: polyuria / palydipais / thyroid problams

r:__lmmunalogy ! Allergy Immunn}ap{mssarﬂ therapy | cancer

{HBPED)

A LTI O 0

Form X21875-44 (Rev. 7/05) Page 101
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ea;f-'turora Health Care*  wiwsukee, Wisconsin

OSLMC OSLSS DWAMH Ankle & Foot Inury 4
Phiys:cal Exam: L2 »4 arganiareas, | f-7 L paareas; LS reas
5 VS Re d Exam limited by: urpency of 1 partieni uncoopqruma

gneral: | confused / oblunded person | plage | time

Andous: @% I sovere mild | moderate! severe

ritional &m { abeas Hydralion: ___@ dehydrated
Mﬂ: =~  (Baghuintestinal / Abdomen / Back

ular rate and riythm spedmmdhcwel sounds nomal

—normal 51452, no murmur so non-iendsr, no masses

—__ DPB posl tblalls pulas equal bil.

m palpabln Gords, wegaiive Homan's B, ho cyanaaly

_ﬁ warn & dfjl capliary refill « 2 sec diOlOﬂy
fﬂmww disress -0 peripﬁ edema %1 foot / toe B i
_Zfo Lymphatic:

ungs CTA bileierally ]
—_ o inguinal, poplitesi lymphadenopatiy

MRN WNH-00275564
BRANNON, MARYANN

DOB: 097201851 F s8Y  REG: 080210
ATT: Difiig, Cerl L

ERANDENLE =

. W

Lower Exiremity wer Extremity
ppeararce YWNL. no nce WHL, no, eformily — WRL
Miull!mm_\_-jﬁ iu!lipam fowsrbg“m f13-Read by. EDME / Radn:lagyﬁspad Dz-Readhy ED MD | Radiclogy Raport
@ uro., ,‘ fw « toss | Treatment / Management Options / Course:
Stable: _c~knee _foes Steble: _ o ATRE” ./ oriidac= 083 s o
e e e vy . muscle &ivength and tone takact ] 02al Uminute'] % FIOZ (NG, face mask, )
_i_-Aight touch, sharp-dull sensation intacl Vr_hgnl Louch, sharp-dufl sensation intact W cap/ infusion (NS, ). Bolus mL; Rate__ . mlinr
Acetaminophen / [buproten me PQ [l vicodin / Petocsl 11 2 PO
Commanta: Pf LA rphine sulfste § mg N@ totgldose=______ . mgp
'&L% rocadurl sedatior: IV ferfény / wvarsed | prapofal / efomidate /

ML&Z»:'

DO Oisincated joirt reduction: { rght / jeRt ) ankle / toed !
[0 Education: crutches / walker | wound mansgement by MD / PA ] ED Tecn

O Spiink: ( stimup / pasteriorshortJeg /)by MG/ PA | EDTech
[ Wound dressing: topical anfibiotic ! bencage ! Kedex by MD ! PA | ED Tech

19T 0.5 ml M )

..-o
S —

. i Oratien avalua!od a
level: __1__ 2 3__4__5 22247 ZJ i%

GCritleal Care Timo (eacluding proce
ED Ohservation Adralssion

Consultatign f Other Dath

Consulted s
Suggests: 2 I disGhT

I ; right / left : right / ek :
m O Lab Resulta Reviewsd O Wine ! Serum preg: ___neg  pos ankle gprein Achilies tendon upt
TICBC: _ WNL__ WNL sxcopt; [J Chewn: ___WNL __ WNL except: Sth metatorsal frecture Contusion:
) Jone's fracture Fraciure:
Wound Repair. | tinia [ fibula fracture Lacatation :
Location Length / Depth_ Repgir J Dlspo '
- cm suture / Dermabond / siaphes Dnmha.gimh}um 0BS hed | ’: Tete | meciical /38y
superficiel ) SQ / I #of___-O (ethion / prolene / ) gmrmn. g&”':_dm PR p——
—Hd__ -0 vie [ Y | Condilion: good 1 sarfous / cmcd isoistion: none / droplet | contect / slrbon
__ sansation intacl . naumvassular intact Reatriciions: off 1 fimhed duty | 9?'" i SG"W for
Lovei of contaminalior; ___clean  mat/ mod/ severo Discharge '"Ewd"’"sgwe"' (zrbah Lorlipe TV inferpretor
Anesthasia: topical | locel J digel | with ml of: Y7 00/ FA O
idocaine | memaine ( & NHCO3 | epinsphrine ): 0.25% / 0.8% / 1% _‘Lh_n_
O prep CIsuture / staples removat in days MD 1 DO ! PA Dalﬂ

{1 sapiored: __no tendon injury __ basa of wound visuatized __ no foreign body
OJirgat. O debrided [ undemmined [J reviaed [ foreign body removed

Sea: | te | dicaion [} tempiate compieie, lull 7 perilel dictation comp
B See RN Notes & £0 Chen tempiate complate, no muﬁeeded

'
M“ndut {_Qf_ﬂbm L ternpiate complem, dication andlng

UGB o snecone

Farm X21675-8 (Rey. THOS| Page 2 0
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- MRAN: WMH~00275564
. BRANNON, MARYARN
DOB 09!29!1951 F 58Y REG: 080210

0 Health Care*  wimekss, wsconsin
urora Health Care"  vavmss, w AR ..

O ASLEG [ ASLSS[ AWAMC

{Acdendum): Orthopedic Procedures ' #63

Cheek o If WL, chretd pesliiver ) slech acqutfios or negocy, wierk L1 for est ovdered or tashs done

[] PROCEDURAL VIMEQUT:  Confinmed patien! D, reviewed procedure & equipmant nneds, sila identified & marked,

D PROCEDYRAL SEDATION: Intra-Sarvice Time:  Starl fime: Stap time:
Medication: versod / fantsmyd / piopofol / etomidale / kefamine pdwginistered IV / M/ PO 7/ PR/ intreness!
Complicationy: none / vomiting / hypoda [/ irensient epmes /
- indepandent Obsarver: RN / EDYech [/ PA / MD [t DO
Physician Parforming Sedation: MD / DO

[ Distocated Joint Reduction [lFracturs Reduction [} Frecture-Dislocstion Reduction [ Other:

Indication: fracture / disiocaiedjolml / vasculardefich J neurclogicdefick

Localion; ( sight / left ): shoulder / em / efbow / fovarm [ wrist J finger # f 2 3 4 §
{ rigit / fet ): hip / thigh / knes /[ kwerlep / ankle [/ ioed Tt 2 3 4 5
{ rignt / telt )

Proprocedute Exam: ____ vastularintact ___ neuro intact _ skinindact  J

Anstthesls: none / procedural Bsdalion / local [/ digiat / regionatblock / hematomne block / intrparticular /

with mlot: marcaine { 0.25% / %} / Gdocaine { 1% / %) o NaHOQR3 / epinephrine
Techmique: siendand manuel redixtion / axigitraction /
Shoudder GH reduction:  tection-couniviracion / Stimson technique / adduction-axtermal rotation /  scapuilar nranipulation

Radial Head Subtwglion: pronefion-Bexion /  supinsion-pronaton
Lolley' Frachis Redugfor,  finger trag imcon / manualiracton  /
Clher:
Postprocedure Exam: ___ vascularisisel _  newraintacd ___ skin intact _ clinically educed, aligned ____ lolerated well

Postreduction x-ray. __ safisfaciory reduclion & alignmenl /
[ Read by ED MD [ Radiokogy report raviewad by EDMD

O spint Application [ Post-Splint Naurovascutar Exam [ Cast Application

Indication: @ / spmin  drain [ dislocatedjolt / joint knmobWization [} flaceration /
ity / pbslsr / shouklerimmobRzsr / shoukersting / removabie wiist / finger / ankleslimp / post-oparstive shoe / walking boot

{ right / faft ). wolsr [ dorsal / anl. / posl / shoddder immoblfzar / kngerm / shoramm / uinegutior / thumbspics / sugartong /7 wrist

{ foft ) el [/ posl. / kiweimeobdiiax 7 hugley / rifeg } / aende / wgarmg_/

{ rght / left )

Spinted by:  ED physicin  / / EDisch / RN

Posteplint Neurovascular Exam:; mm/ poumoma"/m:mma ma gredonmed by: @/ ED physician

Patient Education: (acfure gdvcalion /  joist dislocation education / spiint education / crutohes education /
0] Cast Removal [ICestiBivalved  [1Ring Removal [ Muscie Compartment Pressure Meanurament

Indicstion: pein / edems / newologicel comproinise | vasalarcompromise | ring toumiquel  /  polential neurtsvascular compromise

Lecaion: see above |

Technique: Ca5l Removal/Cost Bivaived:  oscilisting casl saw / castgpreader / Wabdlcut / ace wiap applied /  splint applied

Ring Removal: digitalblochwith _____ meof [ 1% lidocalne / 0.25% mwxalne J : thumb | Index [ middle / rdng 7 libe
surgical lube & traction / wrap compression melhod  /  ring cutles  /
Compariment Preasure Maasyrement:  Stryker System [/ Armdz! Ling System !
Compartment = mm Hg ; Compardment - mm Hg
Comparbnent = mm Hy: Compartroent - mm Hg

Complications: none ! beeding /
MD / DO f PA Physuanm’lg _z'dateﬂima éz_-l i

MD r&m Physician S L] 2T datetime z / ?’/ [DD pitte complets, dicttien pending

[] wmpiata complets, tull; partis! cictation samp

¥ 77T
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@gAurom Health Care*  wiwaukee, wisconsin
AWAMC
ABMC e B LS S '
AHCM-AS AMCK AMHB [ A”"G""(‘“;‘:) MFN: WiH-D0276564
AHCM-S1 ises APH L] awsts BRANNON, MARYANN REG: 06/02110
8 AHCM-SS AMCO ASMMC poB. 092011061 € BBY
Aﬂ: EHMED. X FIN:
T
1 -STAT ECEs I=STAT Cres
Pt :BOO0BS? | 16 P 1300065
Pt Mame: ___ Ptkﬂame: s
Na 139 mmal/L Cr
K 4.0 amoi/l “ .S
iy - ‘B
amo 16.07 ;
gl'l!l g m;g][ . : azZJine
u my perator 10- @PR43057
Het 47 %Py Physician;
pH 7,318 Serial; 33492
PCO2 41,0 wallg Versian: JANS1278
5933‘ 2-1.} mo:;L EULEII: Alg
o - Eom; BSC3a0
Anbap 12 anot /L o R
Hb% 2 W/dL B Y
#yla Het . Reference Renges
CPB: Ho Crea 6.5 1.3 my/dL
16:07 QJUN1B e e e e ———
Operator iD: @a343es7
fhysician:
Serlal. 301263
Yersion: JANS127A
CLEM: a18
Custom: 0SC300SL
ReFe;;m:e Ren;;; -
Ha 136 145 mmol /1
Loog =
OF CARE mnmo
NORMAL RANGES FOR POINT OF ;ﬁ'? %g g '““:,’é f"
- mng
- c
thy TS T4
bin = Ne . 4 mallg
Do w02 Baol
lone = g . Dem
Ke . 9 = 5 - 1.030 AnlGap 16 mmo| /L 1onas, Yeast = None Seen
Specific Gravity = 1.005 - 1. Ho® 2.8 i7.0 o/dl
Blood = Neg ————————_ T
pH=50-7.0 g e 9
Protein = Neg Pregnancy Test = Pos far pregnant female
Uroblfinogen =0- 1.0 mg/d| = Neg for male or non-pregnant female
MNirlte = Neg
Leukocytes = Neg
LAB MOUNT SHEET

AHC ¢5628000 System ). (Rev, 01/09)



mAurom Health Care® wiwaukee, wisconsin - MRK: WhH_0027656¢
N
AHCM-AS AHCM.SS AWAMC [ AMG (she) NON, MARYANN A

DOB: owzon
AHCM-St AMCWC AUWAMG ATT: o, gi;h F €8Y  REO: 0802110

PERIOPERATIVE NURSING RECORD Page 1 . | lmmmﬂmmmﬂmuﬂwm Fiv:

8900
PREOPERATIVE STATUS sa7ie
Date: _&- 3~ 7 Time:_2¥5
P inpatient [J] Outpatient [ Blow
Allergies:
O2 Sat. r ) 0z2____Umin [E-1Y: [] Capped auge place g
PREOP TUBES 0 Foley O NG Fluid/ Site __+24~ /0, 9 o4 ? ﬁ_’ J
[ Cther Xylocaine Wheal: (] Yes [] Inserted gauge in by
Level of Consciousness; Skin condition:
EAlent [ Lethargic E-Warm BPqy [ Diaphoretic  [J flushing
[] Sedated [JComatose [1 Other: O Ceol [ Pale  [1 Jaundice [ Dusky
1.fc}Fotential for anxiety related to: [-Améffective patlen

[ Kmowled deficit R/T Surgleal intervention [J Sensory/perceptual alteration

[€}-Risk of death, alteration of body image or Iifestyle change [C1 Age reiated

(] impaired verbal comrunication . [-Hisk folEcuttithronic pain

[ Surgical experience [} Other:

Nursing action/intervention: S

[g-Clear concise explanations given E’?:tgp:tz:o?m .

[F-Analyzefinterpret preop. heath data F'r ovided paln contiol

{@-Support provided to patient Ol Other- p P

Expected outcome: ZJ-The patient verbalizes and/or demonsirates decreased anxiety.
HAProtocol  Narrative Notes: —
palientrepresentative and medi rml.ope e_progegue i d sitg(rightlieft, multiple structures,

multiple lavels) per poli
Prophylactic IV Antibiotic:
INTRAOPERATIVE STATUS Patient

i Preop RN Signature

o 145 by'%&
Z/ MM LEY . - RN Sihnature

oR#:] |Wound Class: | |Arrival: | | | 5 Operation Start: | | 33| Operation End: 1.5 §1 Dischangd 120) '

Anesthesia: ASA_;’;.__ [FGeneral () Regionai Block [ Epidural L] Spinal L] MAC l Local [ Fully monitored *

ials ) Iniials
gu) Circulagtor Ry: Ll [ AL ' ﬁ)
ﬁ Refiet: SIDENOANR : )y

Assistant: ( ) Rellef:__N 3
Assistant: { )} Refet:
Second Surgeon a— D7 o Wy,
Assistant: —~ { }  Scwub 4 )
Assistant: N 2 . ) Relief; ( )
Anesthesiologist: /4_'LQ1m_‘:f,uAJ_(_ ) Reflef ¢ )
Relief: Va | ) Rebef: ( )
Relief: / { } ClrculatorMonitor RN: ( 3
Anesthesia Resident; eon . Relief: ( )
Anesthesia Supporth.T.m naYe Xy Medication RN;, ( 3
Rellef: A 7 ¢ }  Relief: ( )
Balloon Tech: (: l ( ) Rebef: { )
Laser RN/Tech: ( ) Refief: ( )
Others: { )} Others: ( )
OPERATION:{_J{, - Y/ ll=YY V-3
2ND OPERATION: / {

DISCHARGE REPORT: [] 5DS [SPACU [] Pt. Room TRANSPORTED BY: [ ] Cast [} Wheeichair

[ Critical Care () Other [8€d [] Mobilizer ) Crib ] Other:

elaf 3
NN E G AR NN pemoperamve nursivG Recorp-page 1 e
05635250

Iteen Numbet 125403
(Procedure) AHC 08635250 | (Rev. 07J09) Frant



%Aurora Health Care*  witwaukee, wiscansin
[] AHCwm-As  [[] AHCM-55 E“WAMC [ AMG sie)

J aHcmest [ aMCwC AUWAMG
PERIOPERATIVE NURSING RECORD Page 2

MRN: WMH 00275584

BRANNON, MARYANN A
DOB: 094‘29/1951
ATT: Munim, Shakica R

F 58Y  REG:0&t2/10

i
Date: b /3/ 10 WWMW M’l 800085711¢
E—Fﬁenﬁal for [S-TMpaired skin integrity and/or B ijury related to:
[J-Pre-existing disease process [(F-thcorrect procadure and site [ J-AftETed body temperature
[F-Ptacement of electrical dispersive pad [ Laser usage [ Other yiempe
(] impaired circulation
I . - {1 Cellsaver
[-Positioning /impaired physical mobility S-ray fim
[(F-€kternal constriction of peripheral drculation dy fimage
[0 Retained foreign object [G-Atiergic reaction
Nursing action/intervention; [FAnalyze / interpret health data
lergles status noted Tourniquet # IQ IS i g Applied by
Pre-procedure "Time-Out” (correct patient, procedure, accurate s :
consent form, leve), sid Left), site, surgeon, patient position, @2 Left'Ar m@“PLQLdUW" N mmmﬂg
radiographs, implants, and equipment, safety precautions, fluids for Right / Left Arm / Leg up down @ mmHg
irigations, plﬂ%c antibiotic confimmed and administered). Right / Left Arm / Leg up SN @ mmHg
Time; _1Se s Right / Left Arm / Leg up down @ mmhg
fositioning in OR Groun d 8
E’C’ollabcvrates with health care members ESU# Cut Coag Logatio whom-.
E—-Sipine O lthotomy  [llateral Right/Left
) Semifowler [ Fowler
[ Prone [0 Foot of bed down
D] Kneechest ) jack-knife Bipolar # Cut Coag U J
e cart [0 Specialty table
Ell gthe, Dther Erergy Generators #
Pasition Aids (Use/Location) -
E—-Sélety strap E’Bﬁnkets A0 ey |[] PHACO unit # Time
] Mummy wra [ Crani headrest ermia unit ¥ Q| ALY
E/Armboard Dm”f’.m [0 Rectal probe by
GOt L) Duval airba [] SCDs thigh/knee  Right / Left
|:| Axitlary rolt: Right / Left [-FGam Pads v : Right / Lekt
D) Ankle pillow [ Hip positioner 3 AV pulse boats ig
[ Beach chair [ Leg hoider/stirrups/cradies Right/Left INITIAL COUNT
[J Chestrolls [} Overhead armboard Right/Left bnges EN Scrub
[ Cosgrove piliow (S-Pilows teeedies/sharps RN serub TP e
[ Footboard [sand bags 0 instruments RN Scrub
[] Foam headrest O Shoulder Traction
[ Kidney rest ] Tape PERMANENT RELIEF COUNT
[] Olympic Vac Pac [ UVinar nerve pad (] Sponges RN Scrub
[ Pelvicroll 0 Other [J Needles/sharps RN Scrub
O Wilson frame {3 Other 3 tnstruments RN Scrub
Ski: Right Left
Armstucked:  Right Left FINAL COUNT
O Laser protocal ) Latex protocol [J Sponges RN Scrub
0 Cell saver protocol [ Gonadal shielding [] Needles/sharps RN Scrub
[0 S$moke evacuator [J Megative Pressure Protocel [ instruments RN Scrub
{0 Other
XRAYS:[] Regular llat plate  [Jimage  [FFPiorascan interpreted By:
[3Hrmiplant Placement  [] Dx [ Closure [(F5ugeon [} Radiologist [ Anesthesiologist

Expected Outcome: [J-MF Patient's skin integrity is maintained

[ Fmepatient is tree from injury

(T, |

PERIOPERATIVE NURSING RECORD
{Procedure)

Page Zof 3

lem Number 126398
AHC 05400700 ., (Rev, 07/09)




sg/¢Iur‘n.':.r¢:1 Heaith Care*® wuiweukes, wisconsin
AHCM-AS AHCM.SS AWAMC
AMCWC AUWAMG

AHCM-SL
PERIOPERATIVE NURSING RECORD fage 3

pae____0/3/10

] AMG (site)

..

MRN: WMH~00275584
BRANNCIN, MARYANN A
DOB: 08/29/1951  F 53Y

REG: 06/02/10

ATT: unim, Shahlda R

LT

FEN:
800065711€

]9 otentlal for infection related to:

berative procedure {1 Wound classification [Frre-existing disease process [J Other

Nursing action/intervention:

Inr.aln sterile igld [P Analyze / Interpret health dzta Utindryjcathaterinseied by:
0 ci A By whom: . [0 Straight  [] indwelling [ Temp
EI’SEII:I prep Site:_} By whor; LT
(] Chlorhexidine ¢ [J Hexachloropfigne Ballo i filled miSize___Fr
[Erl”;vvidone bodi é ] lodopher cohol {1 D/C'din OR
%ﬁgﬂone lodinesbap [ Alcohol '
Chlorhexidine Gluconate with Alcohol [] Other:
Devices placed in OR: Drain Drain Chest Tube Qther Other
Size/type:
Location: ¢ PR . A
Dressing/packing/location:
Expected Outcome: 1 The patient's risk of infection is minimized.
V. [T Potential for ineffecitve alrway related 1o:
7] Positioning [ Ffe-existing disease process [} Surgical procedure
dation BAnesthetic agents (] Other:
Nursing action/intervention

[(FCellzborates with heathcare team members
[FPosition for adequale airway exchange

[Z+8Upport during anesthesla [1 Other:

[ Analyze / interpret heaith data [} Wonitor airway
[Er™onior oxygen saturation.

Expected Outcome: [J-Fhie patient's airway is maintained.

v. Fotential for hemodynamic changes related to:

[ Electrolyte imbalance [3 shock / rauma

[F-Pre-existing disease
perative procedure [ Excessive blood loss ] Oter

Nursing action/intervention

[3Collaborates with heathcare team members. [T Mon tor blood / fluid oss. [3vital signs

[F Aualy ze / intecprel heatth data, [ Monitor urinary output. [J ©Other:
Expected Outcome: [FThe patient's hemodynamic status is malntained.
SPECIMEN: CULTURE: CYTOLOGY:

o,
e ll\
Narrative Notes: _l_'@_ﬂ%_ﬂ (<P
Ao ol ey (R
i EQ,)QA_\LLL% aAma e \J
, (
Nursing diagnosis and care plan ihki \ RN Signature
CONDITION ON DISCHARGE: ee Angh
Expecied Outcomes evaluated by: RN Signature
Final count confirmed with Surgeo:.-[g ; Jo.
B il Page 3 of 3
N I~ rmorenane s necons 3
05400710 C.

{Procedure)

lfem Mumber 126399
AHC 05400710 j (Rev. 07/09)



wAurom West Allis Medical Center®  miwoukee, wisconsin

PRE-ANESTHES]A ASSESSMENT
Date: b -”/ 1B Time:

aliF Sismallerlan fe®

Anesthesla History: B/No previous problems

Procedure:

WMAN: WMH-00275564

BRANNON, MARYANN ‘
DOBR: 09r2gnast  F S8Y AEG: 080210
ATT: Munim, Shahida R

[T

FIN;
BOQDES7116

Medical History: Heightt (.7 Weight __99.5 by AsA__Zor

Yes , No Yes HNo Yes HNo Yes Mo

g {0 Hyperension B’ [} Asthma O Seizure a Diabetes
0 CAD " [ copo 0J Hx CVA A Liver
O Angina O o URi 01 Coaguiopathy O Kidney
] M [ soB 0O Hiatal Hernia 0 Thyreld
0 Hx CHF O] Smoke |7z pod [ GERD @ O Obesiy
O Hx Arthythmia [0 [ Sleep Apnea 0 BMi> 35
0O AICD / Pacemaker

Remarks:

Family History: [ Non-contribulory

Current Medications: [] None

A : .
ASH, Ltga&hﬁw; csdewnd, damvud, b%‘b: Lotex

otpon__otficha ol brtons

Allergies: [INKDA__ Atz &AM"

Dental: lero abnormafily 7] Dentures [] Loose Teeth / Chips [] Caps [) Bridge

gt~ 40

Lab: #fH~ 134/ 43¢

Physical Exam: _Lungs: E/C'Eaf Bilaterally (7] Other:

Heart: [ Regutar 51 and §2 without murmur ] Other:
Airway: [MP Class | [ MP Class I [JMP Class Il [] MP Class IV 3 Other:
Plan: Anesthesia Type: Monitoring: Past Procadure Care: Extendad Past-op Pain Control:
General v Routine ___ «  Roullne __ =~ Epldu-al
MAC invasive [ Spinal
Regional

informed Consant:
Quastions answered and agreemsent obtalned.

E/Anasthesla banefits, risks and allernatives discussed with patient and/or representalive.

Comments:

Signature: M Date: &Aﬂ'ﬂ J  Time:
Post-Operative Assessment:

O Pt awake and alert, VSS [T] No Apparent Anesthetic Compications

Anesthesiologist: Date: Time:

PRE-ANESTHESIA ASSESSMENT
(Prog)

L

AHC X37711,j (Rev, DI/0Y;



mA[..'ﬁD." o Health Care*  Miwaukee, Wisconsin

MRN: WMH-00275584

RN
BRANNON, MARYANN &

ABMC AMC [ AMOWC AWAMC DOB:
H Mowas % AMCK  [] AMHB /Er AJWAMG ATT: ng;’giimz 38Y  REG: 0502710
AHCM-SL AMCMC APH E] AMG Gite) )
AHCM.SS AMCO B ASMMC Imﬂ“ﬂmmmﬂmﬂmmm FIN;
8000857 41¢
Date: Jﬁ/s/ 1o
Time:
implants/ Solutions/ Types [pcatiop* | Size | Model | Lot /Serial /Exp /Contrel # Manufacturer
Ly
!
L x| | 7hdle e

(o4-1. 371)

36 .
Egﬁﬁw (

Se s
(onheal 3.5
(03 . Q00. 090)x||
(03 . 200. O« 11
Qomerous 4.0

(06 .018) x )§

(306 Ol x 1

{0 Flash Stariized with Biologicai Indicator

* Document location if not specified by type of implant. Designate Rjght / Left if applicabz. 2
Signature; J I& Q’ M»Q.Q
L

G0 T O 6 RO

IMPLANT RECORD

White - Modical Record / Yellow - Burgery / Pink - Invenitory



Aurora Health Care*
ALMC
AMCG
AMCK
AMCMC

ABMC [

AHCM-AS

AHCM-SL
AHCM-55

Milwoukee, Wisconsin

AMCO APH
AMCS ASMMC
AMCOWC AWAMC
AMHB o

O

niziint Dale & Twoe

AUWAMG
AMG (site)

MRN: WMH-00275584
BRANKNON. MARYANN A

Procud s 5 DOD: 0%¥26/1951 I 5oY ACG: 0G/02/10
L;Tg e E)CMLL& ATT: Munim, Shatida R -
B RBERIMREN =oes-.-
T __cannula Dhemsol
On
of ,Off .
< I .
B’ w g f'::::'vwn“ﬂsm ' mifup  [miiten
T
15T A 350"
&
=
Toted IV
Total Inigation
Talal Blood 7 Produds -
7 - otk | J oLt
A 2 Time JFolay  |Hemovac NG | void ohar
Y i;
© o —
Tol Output _ A3
by we  [Med_ Ocke |Route | nfjais
\ y > ‘ Vo -
£
s,
2 ) ji P | A0 1N
4 [t - " = ___!E[
2] D ]
AS L s
A kv 2
[
— ' =
s
Hu { 2 15 23
9 o o
g Osvgen Salratio 2 l [Vime tio Scale 910 Intorvention  iinlials
3 [Crvoen g 111y 1] =l 2 >
retom (W ¥ (% 1 19 ._qu_L__}],H fdﬂél?é_z
L =R LA El1=n ¢ y % |y
Cardlac 2 2150 <2 [sa = o e B
Namaﬁ:"_‘a’ V,' L/ 1./ o \f 143 - o) = :
Spinal/Epldural ¥ > ] ot
‘Neurological - - ; !’LL—CB—‘L——Q
>H ol S [V 2
a
\#‘\Surgiwlsm IV NV
= EITY
;gumenlary T Care dafivered as per Prolocols ] Care Plans
\T& Wuscaioeraiatal Policies | PfcmEu@;lSBi\_ﬂi&de
Fundusfinvoisiog Uierus - 5 _*,S_ e
8
2. 1t yRNyi Y
L N | R 2 , 2
Report Given fo: " Dischasged io: A}, Time: _! if @3

RN Signatures: _IC

A

Discharge Mode: [ Cadt

NBed [ | Whesalcnair  § | Cany

WO 0 AL

POST ARESTHESIA CARE UNIT PHASE 1 RECOVERY Q7 / “7/‘:’7 6 0 ql//m



agAurorr:: Health Care®  Mivauee, wisconsin MAN: WMH-00275584
8
[] AHOM-AS [ AHCMSS [ AWAMC [ AMG tsite) FANNON, MARYANN

DOB: 09/29/t851 F 58Y REG: 068/02/10
C] AHem-sL O AMCWC [ AUWAMG ATT: Munira, Shahida R

PRE-PROCEDURE FORM mﬂﬂﬂmmmmm m“ﬂllmmlm :(1120657116

NOTE: Placing your Initlals in the completed box m s the task is completed l

Date |
b-lado l - i;: Pre-Procedure Checklist Comments
inltials Z <
y 1. Ordered preoperstive testing {within last 48 bours) compleizd and on chart {Lab, CXR, EKG,
! Blood)
] (M) 2. Pregoancy test result in chart :
| <F 3. __Notify OR for ¢fitex allergy)MSRA, Isolation, Bariatric >350 1hs. Or 159 kg) [/ Ig},ﬁ/ ,tj"
| <2 | 4. [ ICD/ Pacer present EP/Pacewai=h notified day of surgery [] OR notified
5. Old records and Xrays sent 10 OR
o305 6. Heigh_ {3 1"  Weight bs._ M5 ke
SE 7 NPO after 23'5‘_3[
‘ s History and Physical on chart (within 30 days and updated within 24 hours
Sk [day of] procedure), @
| For Emerpency Dept. patients; entire ED record sent
1 9.\~ Documentation of MD Informed Comsent inchart. #
; ¥ Notiochart []MD calied Higzd X
! [0. y Patlent Cansent form signcd by patient or guardian/ activated >0A @ ¥ ne=A ¥
| 11. Transfer MAR on cbart

Complete 1-2 hours Pre-Procedure

12. 1D bands on {iD, sllesgy, biood band, cods status) -

<F |14  Blood glucose (diabetics only) @ (tlme)
¢ 15.  Pasientvoided Time: mm . Catbeter in place

.
s

F. Y
16. Sensory Irupuirment/ Barriers: J€) Sight ] Hearing [] Speech Vil “\
17. [ Language Barrier [[]OR notifled [] imerpretive Services Notified hd
18.  Mental Status: [} Alert [] Sedated ] Unresponsive [ Confused

_W :
wé 13, Viel Sens TSP @2 R W srlblpseo, A7l b
G
SE
5z

SE. [ Cognitively Impaired
<E | 9. Equipment: [l restraints [ eelemerry DO; L/mia
20. - Surglcal site clipped 07

SE
{M 21.  VTE Prophylaxis applled (TEDS and/or SCDs)

Qlﬁa 22.  If patient on routine Beta-Blocker ensure dose was taken and document
47

23,  Preoperative antibiotic ready (o be sent to OR
24,  Postoperative Order set on chart

| ZﬁE 25, PERSONAL ITEMS Removed | Seot Removed | Sont
Glasses/ contact lenses ] (] | Jewelry/ piercings _E
Dentuges/ partials/ bridge _ | ] | Wigsmairpins/ neil palish
Hearing Aids O] dght 03 seh [] | Prosthesis 1 [l

Valuables secured: |} Pamily/ SO [T Bedside/ Locker [ Sccunty

(){i/ . 26, Fumily wailing: ﬁ‘ft& O No Wherne? ﬂ I‘k]‘ﬁnq
Inidals | Signatum i

Inmials | Signacre 7
b A [ - L
e By

A8 00 AR OO R0 0 PRE-FROCEDURE FORM  intar o sy e

ALY AR ORI T L AR T




E ; West Allis Memorial HOSpitO’ ' MRAN: WH-00275564
Aurora Health Care Milwaukes, Wisconsin BRANNDN, MARYANN
DOB; DY28/1951 F SBY REG: 06/02/10
MONITORS __, POSTION | - ATT: Munim, Shahida R
MACHINE CHECK CO2 ART LINE SUPINE A EIN:
e = i ...
ECG “BAI&Q L *~T swaN LATERAL
TEMP E__ |V | NERVE STiM | FOLEY E LITHOTOMY L,
[sTEH P € BLODD WARMER 8IS V| Pressure Pis. Padded] |
= 5 I » (3= A i P
[ (4
I
{
Reifantant ml
Neotligniine
G molats
5194 to
Piv 7.0 .
IS0/ JDES FA7 : =
Techmaue  [sarxiB gt gk A dd gt EE :
o il 2 IS TTEHS - =
nal f ' 3 U A L q lad 8
Sl Heeds Termp L = =l :
WBLOCK cve
MAC
o Srkgdla e da e .
200
AIRWAY m
CASK ARWAY &5
€T 7 75 2 1%
MAC 2 4 1;
w0 sEQ cricowPRs| 1
2345 DFF | 17
BS =LTA
23485 w00 - 7
r) yi
Natural Alrway o ] Y17 N O AAVA
- L 4 19
h Loy
o h F.
NEEVEV Y
wn
. = ‘ ,
FLUINS URINE r— T D —
ABX J Time: CODE: ©PULSE AV BP. QO RESP. © OPER X ANIS FLUID SUMMARY
Operaton. (ARSI F_Bivnmalle, oy fz Cell Saver
Cell Mass
Pre-Dp Glumose: Anesthesiologist: la/'l{ | Surgeon: '] 1. 258
i Date: /3715  Anesthesia Tims From: /77 7 o 73 - Lazt Ringers
REWARES X s OR| amtrs of . Altwarin { Hetastarch
@} i i EST. BLOOD LOSS
[FFacu 2 Report Given
L] v8 Noted
Meets PACU DC criteria.
May be transfered to NSC or floor

ORI G O R 0

ANESTHESIA RECORD

Ilrmmmed s vant

White - Medl¢al Records / Yeliow - Pharmacy
AL AanianaT

D NlAES



c°m.vm

ra Health Care* Miiwaukee, Wisconsi

O AsmC ] almc O amcoe [ arH O auwamc MHIN: YeMR—UUEZ 5904
0 adcmas [ AMCG O amcs [0 ASMmC [0 AMG Gsite) SRANNON, MARYANN
O aHemst [ AmMck 0O amcwc [ AwaMC DOB: 09/28H851  F 58Y REG: 06/02/10
O ancuss DI AMamc [ Amiis - ATT: Munim, Shahida R
PN
MY INFORMED CONSENT FOR SURGERY OR OTHER PROCEDURE ‘mmmwmm mm‘ B000ST118

Performing Provider(s): &an (D;\G AN

Treatment/ Procedure: QMLMQZM () &:ﬂ Zﬂ ¥ iXQLj
OF g anklt (aciue.

R N o sl

Current Condition: | understand my current medical condition, including my diagnosis and prognosis.
Treatment/ Procedure: | understand when, where, and how this Treatinent/ Procedure will be done.

Risks and Benefits: | understand the risks and benefits of this Treatment/ Procedure, including the likelihood
of these risks and benefits. | understand that my health care providers cannot describe every possible risk
that may occur. | acknowledge that no guarantees have been made to me concerning the results of this
procedure(s). In addition to the reasonable known risks of blood loss, damage to tissues, infection and

cardiac arrest, the following is a list of some possible additional risks {other risks may have been discussed as
noted in the physician notes of history):

"] -3 [+]

Use of Anesthesia: | have received information about the use of anesthesia or sedation during this
Treatment/ Procedure. | agree that if anesthesia or sedation is used, it will be provided by a qualified health

care provider. He/ She will discuss the risks, benefits, and alternatives related to anesthesia or sedation with
me prior to my Treatment/ Procedure.

Other Chaoices: | understand my other treatment options and that ) could choose not to have any
treatment/ procedure. | understand the risks and benefits of other Treatments/ Procedures that 1 could
consider, and the risks and benefits if | choose not to have any Treatment/ Procedure.

Persons Who May Participate or Observe: | understand that persons other than my Performing Provider
may assist, participate or observe during my Treatment/ Procedure. A physician, resident physician, or
other qualified health care provider may perform important parts of the Treatment/ Procedure. My
Performing Provider will supervise all resident physicians and other qualified health care providers, but may
not be physically present in the same Treatment/ Procedure room for some or all of the tasks pedformed by
such persons. My Performing Provider will decide which physicians, resident physiclans, and qualified health
care providers may assist and what tasks they will perform based on my condition and the assisting
providers’ availability, level of competence, scope of practice, and skills. A qualified health care provider may
only perform tasks for which the hospital has granted him/her privileges to perform. Students, vendors,

and other persons may also observe or participate, but only under the express direction and supervision of
the Performing Provider.

Unexpected Events: If something unexpected happens during this Treatment/ Procedure, my health care
providers may decide that it is important for me to have other treatments/ procedures right away. If my

health care providers decide that additional Treatments/ Procedures are in my best interests, | consent to
such Treatments/ Procedures.

Use/ Disposal of Discarded Tlssue. My Performing Pravider may decide to use Discarded Tissue (tissue,

body parts, or organs that are removed from me during this Treatment/ Procedure) for scientific, research, or
teaching purposes, but will keep my identity confidential. | agree to such use.

A O e

© AHC 536469 (Rev, 02/10} Page 10f 2
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Do-Not-Resuscitate (DNR) Orders: i | have a DNR order, my '
Performing Provider and | have discussed how my DNR order
will be managed. | agree that my DNR order (check one):

O will continue as stated in my DNR order

O wili be modified as follows:

0 will be suspended during the Treatment/ Procedure and until | am transferred from the recovery
room to the patient care area.

Use of Implanted Tissue/ Devices: Transplanted tissue, organs, bone/ tissue grafts, devices and/ or other
instrumentation that will remain in or with me as a result of this Treatment/ Procedure is called an “Implant.”
| agree that the following Implants may be used and that during the Treatment/ Procedure my Performing
Provider may decide that other implants may be necessary.

Transfusion of Blood/ Blood Products: | understand that if my heaith care providers decide that | need
blood or blood products during my Treatment/ Procedure, | will receive blood or blood products through my
vein(s). | understand that a bload transfusion may expose me to certain ilinesses, such as HIV and Hepatitis B
or C, but that the presence of these viruses in blood/ blood products is extremely rare. | also understand that
transfusion of the wrang blood type can be fatal, but that this is also very rare. Other risks that can accur with
blood/ blood products include bruising, sweiling, fever, headache, and local infection where the needle
pierces the skin. | understand the alternatives to blood transfusion and the consequences of non-treatment.
0 irefuse Blood or Blood Products

Limitations on Confidentiality: ! understand that in same circumstances my health care providers may be
required to share information about me with others. For exampie, if | have a communicable iliness, my health
care provider, or the clinic/ hospital may be required by law to inform the public health department.
Withdrawal of Consent: | understand that | can withdraw my consent to have this Treatment/ Procedure at
any time before the Treatment/ Procedure is started.

Time Limit: This Informed Consent Form Is only effective for sixty (60) days after | sign it, unless otherwise
noted here:

Other Information:

PATIENT / REPRESENTATIVE SIGNATURE: | read and understand the information on this form and all the
information that has been provided to me about this Treatment/ Procedure. 1 do not have any unanswered
questions and 1 wagnt tg proceed with this Treatment/ Procedure,

L-3-1 105 7
flelationship to Patient Date Time
Telephoné Consant from
Witness (Only if Telaphane Consent) Date Time

Interpreter Assistance: If an interpseter assisted, please complete the following:

Signature: Date: Time:

Practitioner Documentation of informed Consent Discussion: | discussed the information described above (as
applicable) and other relevant information with this Patient/ Representati r to requesting that this Patient/
Representative review and complete this informed Consent Forn} This Representative denled unanswered

questions and consented to this Treatment/ Procedure.
_@é@_ Time: /OS2

Practitioner Signature: (—\Q /—%
R RO 00 4 0 INFORMED CONSENT
] 5 3 4 & [ 9 -

{Consent) © AHC S36469 (Rev. 02/10) Fage 2ol 2




%Aurora Health Care® Miwaukee, Wisconsin

MHN: WMH~DUZrd84 ™
ERANNON, MARYANN
DOE oa/2ones1  F S8Y REG: 06/0210
Munim, Shahida R

O awcwmas [ amcx O avHe [ AMG (site)
~ [ anemese 3 amcme O arn
- [ axeMm.ss O amco I asmic
O awve O amowe O awamc
MEDICATIONS:

& See Medication List (bring to your doctor
appointments)

& Other:
Prescriptions called to:

VACCINES:
Your inlluenza vaccine was given on

Your pneumonia vaccine was given on

O Follow-up with your doctor regarding influenza
and/ or pneumonia vaccine(s)

ACTIVITY:

& Continue activity as you were in the hospital, slowly
increase to what you were doing previously

0O Up as desired / no restrictions

0 Check with your doctor if able to go to work/ schooi

O Other:

mmmnmmmmm Boecria

® Call 911 if you have trouble breathing
or chest pain.

CALL YOUR DOCTOR IF;

O You have symptoms that are not “normal”
tor you

You have new or worse symptoms or pain,
not relieved by medicine or rest

Temperature greater than 101 °F, chills or
flu like symptomns

O You gain more than 3 pounds in 2 days

O Increased swelling, redness or drainage
0 Other:

REFERRALS (Type/ Agency/ Phone):
3 Home Health

O Community Services
O Telemanagement: 1-888-676-7812
O Other

SMOKING:
X Avoid all tobacco products and second hand smoke
O Smoking Cessation Counseling offered

Wisconsin Toll Free Quit Line: 1-877-270-7867

DIET:

Limit salt (sodium) and salty foodds unless told
otherwise by your doctor.

O No Restrictions
O Special Diet

O Other
Additional instructions:w M\M .
AMLS —

FOLLOW-UP (Call for appointment if not scheduled):
Follow-up appointment with:

Tel (1) When NLH 022X}

Follow-up appointment with:
Dr.

Tel( ) When

This form was reviewed with patient / tesponsible person by: gy KN

Final Discharge {d %LLQ Method:
with whom: __J _b Nurse Signature®

Discharged to: (:{am C

’.ﬁ‘" M

G OO TN MR e e S oo
. 1] 5 1 1] o ° & 1} x

{tdu { D/C Plan)

© AHC 05100940 {Rev. 05/09)
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CERTIFICATION OF MEDICAL BILLING RECORDS

Patient Name: MARY ANN BRANNON

| certify that the documents attached to this certificate, consisting of 7 pages, are
accurate, legible, and complete duplicates of the original billing records of the
patient listed above for the following time period:

To: 6/2/2010 to 6/4/2010

Exclusions:
¥ None

[ As follows:

| further certify that the original records were: (1) made at or near the time of the
occurance of the matters set forth by, or information transmitted by, a person with
knowledge of those matters; (2) kept in the course of regular conducted activity;
and (3) made by the regulary conducted activity as a regular practice.

| certify under penalty of perjury under the laws of the United States of America
that the foregone is true and correct.

Executed on this 2nd day of November, 2011.

Susan Claussen
Manager, Patient Accounts
Aurora Health Care Business Office

For questions on this account, contact Customer Service at (866) 244-0821, Monday-Friday 8:30-4:30

Patient Name: MARY ANN BRANNON
Account Number 000275564

Wi Office Use: Please apply to account number 505/2008/770000



PATIENT NAME: BRANNON, MARYANN A

AURORAZA

HEALTH

CARE

AURORA WEST ALLIS MEDICAL CENTER

BILL TO

PATIENT ACCOUNT - DETAIL

ACCOUNT

NER:

PAGE

1

11/02/11 08:13

000275564-0153
BILLING PERIOD: 06/02/10 11/02/11

MARYANN A BRANNON

APT 109

2092 § 102ND ST

WEST ALLIS WI 532271317
USA

SRV DATE
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/03/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10

REF NBR
37200000
87900300
88051500
87885800
20044551
20046261
20047681
82744951
92759341
92744983
92744999
92745011
927450159
92745007
92745003
92746428
92766457
892743208
92743218
92743229
37200000
15800250
15800250
15800150
15800010
15800010
15800080
15800250
15800250
15800010
15800010
15800010
15800010
15800250
15800010
15800010
20044551
20048511
20207461
92754683
82754698

DESCRIPTION

STANDARD ROOM

ANKLE COMPLETE BILATERAL
COUNTER-~PORTABLE

CHEST 1 VIEW

CBC W/AUTO DIFF
PROTHROMBIN TIME

PARTIAL, THROMBOPLASTIN TIME

POC
POC
POC
POC
POC
POC
POC

CREATININE

CHLORIDE SERUM
BLOOD GASES

GLUCOSE SERUM
POTASSIUM SERUM
SODIUM SERUM
NITROGEN SERUM

POC HEMATOCRIT

ECG TRACING ONLY

ED LEVEL 5 TYPE B VISIT
INHALATION TX HHN INITIAL
INHALATION TX MDI INITIAL
PULSE OXIMETRY SINGLE
STANDARD ROOM

MORPHINE INJ 10 MG/M
MORPHINE INJ 4 MG/ML
BULK MEDICATION

UNIT DOSE

UNIT DOSE

IV SOLUTIONS

MORPHINE INJ 2 MG/ML
PANTOPRAZOLE INJ 40
UNIT DOSE

UNIT DOSE

UNIT DOSE

UNIT DOSE

PANTOPRAZOLE INJ 40
UNIT DOSE

UNIT DOSE

CBC W/AUTO DIFF

COMPREHENSIVE METABQOLIC PANEL

VENIPUNCTURE
ANESTH GENERAL 1ST 1/2 HR

ANESTH GENERAL ADD'L 30 MIN

(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY

OF
OF
OF
OF
OF
OF
oF
OF
OF
OF
OF
OF
OF
OF
OF
OF
OF
OF
OF

0000001)
0000001)
0000001)
0000001)
0000001}
0000001)
0000001)
0000001}
0000001)
0000001)
0000001)
0000001)
0000001)
0000001}
0000001)
0000001)
0000001)
0000001)
0000001)

(QTY OF 0000001)
(QTY OF 0000001)
FLUTICASONE/SALMETER
MONTELUKAST CHEW 5 M
NICOTINE PATCH 14 MG
DEXTROSE 5% / NACL 0
(QTY OF 0000001)

(QTY OF 0000001)
SENNOSIDES CONC 8.6
ALBUTEROL/IPRATROPIU
MONTELUKAST CHEW 5 M
NICOTINE PATCH 14 MG
(QTY OF 0000001)
VITAMIN - THERAPEUTI
SENNOSIDES CONC 8.6
{QTY OF 0000001)
{QTY OF 0000001)
{(QTY OF 0000001)
(QTY OF 0000001)
{QTY OF 0000003)

1410.

571

142

61.

78
77
50
62
91
54
54
20
65
30

144.

1560
163
23
82

1410.

51.

397
24
16
75
53
41

24
le
41

17

€1.

201
20
2446
444

00
.00
.00
.25
25
.25
.75
.50
.50
.00
.75
.25
.00
.75
.75
00
.75
.00
.50
.25
00
.30
09
.72
.15
.02
.38
.87
.41
.92
.11
.15
.02
.41
.43
.77
25

.50

.00

.00

.75



PATIENT NAME: BRANNON, MARYANN A

SRV DATE
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/03/10
06/04/10
06/04/10
06/04/10
06/04/10
06/04/10
06/04/10
06/04/10

REF NBR
92755234
68640517
68640517
68640517
63639270
68640430
63637910
63631560
63637760
63635070
92743209
92743209
92743219
92737892
92742165
92737902
73733070
15800250
15800250
15800250
15860010
15800250
15800250
15800250
15800250
15800310
15800010
15800250
15800080
15800250
15800250
15800250
15800250
15800010
15800010
15800250
15800010
15800310
15800040
15800300
15800010
92753017
92753019
92737892
92737902
92737939
92742167
92737944
92737892
92737902

AURORA HEALTH

CARE
AURORA WEST ALLIS MEDICAL CENTER
PATIENT ACCOUNT - DETAIL

ACCOUNT NBR:

DESCRIPTION

ECG INTERPRETATION/REPORT
BNCHOR/SCREW BONE/TISSUE
BANCHOR/SCREW BONE/TISSUE
ANCHOR/SCREW BONE/TISSUE
MAXI SURGIKIT DISP
EXTREMITY DRAPE

SPLIT SHEET DISP

TOURNIQUET/STERILE CUFF DISP

SPLINT ORTHOGLASS DISP
OPERATING ROOM A TO 2 HOURS
INHALATION TX HHN SUBS
INHALATION TX HHN SUBS
INHALATION TX MDI SUBS
COUNTER-THERAPY VISIT/PT
PHYSICAL THERAPY EVAL

THERAP ACTIVITIES PT PER 1SMIN

BLADDER SCAN-~RESIDUAL URINE
CLINDAMYCIN INJ 150
CLINDAMYCIN INJ 150
MORPHINE INJ 2 MG/ML
UNIT DOSE

MORPHINE INJ 2 MG/ML
ROPIVACAINE INJ 0.5%
MIDAZOLAM INJ 1 MG/M
FENTANYL INJ 50 MCG/
SMALL VOLUME PARENTERAL
UNIT DOSE

HYDROMORPHONE PCA 0.

IV SOLUTIONS

DROPERIDOL INJ 2.5 M
ONDANSETRON INJ 2 MG
MORPHINE INJ 10 MG/M
ENOXAPARIN INJ 40 MG
UNIT DOSE

UNIT DOSE

PANTOPRAZOLE INJ 40

UNIT DOSE

SMALL VOLUME PARENTERAL
CONTROLLED SUBSTANCE SCH
CONTROLLED SUBSTANCE SCH

11/02/11 08:

PAGE

000275564-0153

(QTY OF 0000001)

PLATE

CORTEX SCREW
BONE SCREW

(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
(QTY
{(QTY
(QTY
{(QTY

OF
OF
OF
OF
OF
OF
OF
OF
0) )
OF
OF
OF
OF
OF
OF
OF

0000001)
0000001)
0000002)
0000001)
0000001)
0000001)
0000001)
0000001)
0000001)
0000001)
0000001)
0000003}
0000001}
0000006)
0000012)
0000001)

ALBUTEROL/IPRATROPIU
(QTY OF 0000001)
(QTY OF 0000150}
(QTY OF 0000002)
(QTY OF 0000001)

SODIUM CHLORIDE 0.9%

ALBUTEROL/IPRATROPIU

(QTY
DEXTROSE
(QTY
(QTY
(QTY
(QTY

OF
5%
OF
OF
OF
or

MONTELUKAST
NICOTINE PATCH 14 MG

(QTY OF 0000001)
VITAMIN -~ THERAPEUTI
SODIUM CHLORIDE 0.9%

UNIT DOSE SENNOSIDES
PACU LEVEL 3, 1ST 30 MIN (QTY OF
PACU LEVEL 2 EA ADD'L 30 MIN (QTY OF
COUNTER-THERAPY VISIT/PT (QTY OF
THERAP ACTIVITIES PT PER 15MIN (QTY OF
COUNTER-THERAPY VISIT OT (QTY OF
OCCUPATIONAL THERAPY EVAL (QTY OF
ADL/SELF CARE OT PER 15 MIN (QTY OF
COUNTER-THERAPY VISIT/PT (QTY OF
THERAP ACTIVITIES PT PER 15MIN (QTY OF

0000003)
/ NACL 0
0000001)
0000004)
0000001}
0000004)
CHEW 5 M

II OXYCODONE/APAP 5-325
II HYDROCODONE/APAP 5-3

CONC 8.6
0000001)
0000001}
0000001)
0000003)
0000001)
0000001)
0000003)
0000001)
0000002)

13

657
257
147

275
le8

120
35

53

53
66
51
51
75

25
53
123

13
17
801
151

221

246

2

.75
1785.
1328.

00
00

.00
.00
.25
317.

00

.75
.50
51l42.

120.

00
50

.50
.25
.00
267,
369.
148,

38.

6.

75
75
00
16
33

.87
.11
.87
.15
.54
.03
.33
.11
105.

75.

27.

95
38
0o

LT
.30
.61
24,
1s.
41.
.43
150.

13.

15
02
41

67
45

.53
ST
.75
.75
.00
369.
.00
.25
351,
.00
.50

75

75



PATIENT NAME: BRANNON, MARYANN A

SRV DATE
06/04/10
06/04/10
06/04/10
06/04/10
06/04/10
06/04/10
06/04/10
06/04/10
06/04/10
06/02/10
06/02/10
06/02/10
06/02/10

06/09/10
06/24/10
06/24/10
07/01/10
07/06/10
07/07/10
07/07/10
07/08/10
07/08/10
07/08/10
07/13/10
07/13/10
07/13/10
07/13/10
06/09/10
07/01/10

07/23/10

REF NER
15800250
15800040
15800040
15800040
15800040
15800250
15800250
15800250
15800150
92744861
92745178
92744736
92759355

00059100
00004709
00006902
00059100
00006959
00004709
00006909
00004709
00006909
00006959
00059100
00004709
06006909
00059100
00052100
00059100

00059100

AURORA HEALTH

CARE

AURORA WEST ALLIS MEDICAL CENTER
PATIENT ACCOUNT - DETAIL

DESCRIPTI
DIPHENHYDRAMINE INJ
CONTROLLED SUBSTANCE
CONTROLLED SUBSTANCE
CONTROLLED SUBSTANCE
CONTROLLED SUBSTANCE
PROPOFOL INJ 10 MG/M
FENTANYL INJ 50 MCG/
MIDAZOLAM PF INJ 1 M
BULK MEDICATION
IV PUSH 1ST OR SINGLE DRUG
VENIPUNCTURE
APPLY SPLINT SHORT LEG
ACE BANDAGE 3-5IN/EA YARD

SCH II
SCH II
SCH II
SCH II

-- WE HAVE BILLED THE FOLLOWING INSURANCE (S}

MEDICARE PART A
MEDICARE PRO COMP
T19 STANDARD
MEDICARE PART A DRG ADJUSTME
MEDICARE PART A
MEDICARE ADJUSTMENT
MEDICARE PART A
MEDICARE PAYMENT
MEDICARE PART A
MEDICARE PART A DRG ADJUSTME
MEDICARE PART A |
MEDICARE PAYMENT REVERSAL
MEDICARE PART A
MEDICARE ADJUSTMENT
MEDICARE PRO COMP
MEDICARE PAYMENT
MEDICARE PRO COMP
MEDICARE ADJUSTMENT
MEDICARE PART A
MEDICARE DAYMENT
MEDICARE PART A
MEDICARE PAYMENT REVERSAL
MEDICARE PART A
MEDICARE PART A DRG ADJUSTME
MEDICARE PART A
MEDICARE ADJUSTMENT
MEDICARE PART A
MEDICARE PAYMENT
MEDICARE PART A
MEDICARE PART A DRG ADJUSTME
MEDICARE PART A
MEDICARE PART A DRG ADJUSTME
MEDICARE PART A
MEDICARE PART A DRG ADJUSTME
MEDICARE PART A
MEDICARE PART A DRG ADJUSTME

ACCOUNT NBR:

ON
(QTY OF

PAGE 3

11/02/11 08:13

000275564-0153

0000001)

OXYCODONE/APAP 5-325
OXYCODONE/APAP 5-325
OXYCODONE/APAP 5-325
OXYCODONE/APAP 5-325

(QTY OF
(QTY OF
(QTY OF
SEVOFLURANE
(QTY OF
(QTY OF
(QTY OF
(QTY OF

06/02/10 -
06/02/10 -
06/02/10 -
SERVICE ON

SERVICE ON

SERVICE ON
SERVICE ON
SERVICE ON
SERVICE ON
SERVICE ON
SERVICE ON
SERVICE ON
SERVICE ON
SERVICE ON
SERVICE ON
SERVICE ON
SERVICE ON
SERVICE ON
SERVICE ON

SERVICE ON

0000020)
0000001}
0000002)
INHALATI
0000001)
0000001)
0000001)
0000005)

06/24/10
06/24/10
06/24/10
06/02/10
06/02/10
06/02/10
06/04/10
06/02/10
06/03/10
06/03/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/02/10
06/04/10

06/02/10

26.55
13.45
13.45
13.45
13.45
74.62
51.03
50.61
286.20
63.00
20.50
612.25
13.95

17798.11
0.25
6330.64
709.50
0.00
10.85
7.12
709.25
6330.64
6330.64
709.50
0.25
0.00
709.50
17798.11
709.50

18507.61



PATIENT NAME: BRANNON, MARYANN A

SRV DATE
07/26/10
07/26/10
07/26/10
08/20/10

10/22/10

REF NER
00059100
00059100
00006909
00004715

00006915

REMIT TO
AURORA WEST ALLIS MED CTR

PO BOX 341100

MILWAUKEE WI 532341100

MAKE CHECK PAYABLE TO:

AURORA HEALTH CARE
AURORA WEST ALLIS MEDICAL CENTER
PATIENT ACCOUNT - DETAIL

ACCOUNT NBR:

DESCRIPTION

MEDICARE PART A

MEDICARE PART A DRG ADJUSTME SERVICE ON 06/02/10
MEDICARE PART A

MEDICARE PART A DRG ADJUSTME SERVICE ON 06/02/10
MEDICARE PART A

MEDICARE PAYMENT SERVICE ON 06/02/10
MEDICARE PART A

MEDICAID ADJUSTMENT SERVICE ON 06/02/10
T19 STANDARD

MEDICAID PAYMENT SERVICE ON 06/02/10

T1S STANDARD

BEGINNING BALANCE

NEW CHARGES/ADJUSTMENTS
NEW PAYMENTS/CREDITS
CURRENT ACCOUNT BALANCE

AURORA WEST ALLIS MED CTR

IF YOU HAVE ANY QUESTIONS CONCERNING THIS ACCOUNT PLEASE CONTACT:

AURORA HEALTH CARE

PHONE: (800) 958-6202

PAGE

11/02/11 08:

000275564-0153

17798.

18507.

1100,

70013.
70013.

4

11-

61

.00

.78 -

00-

.00

36
36

.00

36



ACCOUNT NUMBER

B40*0028322751
PATIENT NAME

08/20/2010

MARYANN A BRANNON

FINAL NOTICE TOAVOID
FURTHER COLLECTION ACTION

o i dokek ok dok

THIS AGCOUNT MUST BE PAD - R

IMMEDIATELY,

.. **!t*tti*!t!!**ﬂ**!***i!ii**tit*tt8***] L

SEE REVERSE rSIDE FOR IMPORTANT BILLING INFORMATION

DATE OF STATEMENT

BALANCE LRIVIOUERNT Dodlhe

$36.43

PAYMENTS AFTER THIS
DATE WILL APPEAR ON
YOUR NEXT STATEMENT

BILLING QUESTIONS
OUT OF AREA: 1(866)-898-7139 CUSTOMER SERVICE
MON-FRI 8:30 AM THRU 5:00 PM EST

Por 'Assiétencia“en Espanol Llama Al Numero Arlba.

Tax 1d 394 499986
Place-of Senvice; WEST ALLIS MEMORIAL HOSPITAL

NIAKE CHECKS PAYABLE TO: 45
ERMED SC.

PO BOX 78012 '

MILWAUKEE W153278-0012
(865)-8%8-7130,

. Pa_.g’é 1
Date Doctor Gad’e"' Descrlptlon . Amou
06/02/2010 CARI L DILLIG, PA 9928525 EMERGENCY DEPARTMENT VISIT 663.01
06/02/2010 CARILDILLIG PA 29515 SHORT LEG SPLINT CALF TO FOOT 2480
07/14/2010 0030036 PAYMENT - INS#1 -114.8
07M14/2010 0030036 WRITE OFF - INS#1 -519.3
07/14/2010 0030036 PAYMENT - INS#1 -30.8
07/14/2010 0030036 WRITE OFF - INS#1 210.4
KELLY SMITH DO CARI L DILLIG PA
ACCESS/CHANGE YOUR ACCOUNT VIATHE INTERNET ANYTIMEN]
W Visit us at http:/fwww. peryourhealth.com and enter your account
R number of 840-28322751 and password E11558
PLEASE DETACH AND RETURN THE BOTTOM PORTION WITH PAYMENT
840*0028322751 ACéOUNT NUMBEI=I Ayt : . FATIENT NAME
IE-"ROMEB%)S(CBOB 840*0028322751 . MARYANN A BRANNO
GRAND RAPIDS M 49518-0808 STATEMENT OATE AORTIVETS RN B

Return Service Requested

¥

.GOT501. MH'I‘IQﬂO(]lGBS JOSUO0J. 004688 004685

P e el el R LT LY I.-IIIIuII

MARYANN A BRANNON
2092 5 102ND ST APT 109
o MILWAUKEE WI 53227 - 1317

S8

IIIIIIIIIIIIIIIIIIIIIIIIIIIII”IIIIIIIII“IIIIIII'IIIIIIIIIIII

08/20/2010

e

To make credit card payments:

www.peryourhealth.com (see statement detall for account
number and password) or call (866)-898-7139

MAKE CHECKS PAYABLE AND REMIT TO:

LAt el o LNl s TE M e e DRl BT LT TR s

ERMED SC
PO BOX 78012
MILWAUKEE Wi §3278-0012

IIIIIUI'IIIIIl”II|IIIIII”Ill“'llll|IIIIIIIIII|”|IIIIIIIIII



PRy
Dwﬁﬁostw dz/(ogcfs ﬁmagmg L 17 z/XRay Requisition Form

N4 W22540 Bluemound Road - Waukesha, W1 53186 ( Please Prin 54/1
Phone: (262) 544-9825 - Fax: (262) 544-9827 1,%9’

PATIENT'S NAME: &AN’W’N (e Lfrrr pos T T 27-S S /oate. &-3-10
NH./RESIDENCE: 2052 S [/627°<7 room# 10T PHONE:

PERSON PLACING ORDER:_K 1/ AGENCY:54 ri TIVA 'F_}ﬂ# 2.5
PHYSICIAN: QWQM{;; ’ 57/{, vi- PHONE: 2L 9L
TvpE oF x-Ray (WA

X
HHS REQUIRES PHYSICIAN'’S SIGNATURE .
requesting exam, certifying reason, No. of views, Dx/SYMPTOM: 0'0 N% éﬁ/} Bt\-)

and that the patient is consudered ‘homebound.’ Please do not use Rule Out
. ] 2_\ as reason for X-ray
L

MEDICARE#._3 Z4 S& O &G A Timietes. %7 & O L/ 2L oF
OTHER INS.: '

ADDRESS;
GROUP #: : POLICY:
RESPONSIBLE PARTY:
ADDRESS: PHONE:
010 CHEST AP [RI{L] { ] 73060 HUMERUS 2 views
71020 CHEST AP & LATERAL [RIfL] [ ] 73070 ELBOW 2 views

[RI[L] ['] 71100 RIBS Unilateral 2 views [RI{L] [ ] 73090 FOREARM 2 views

[ ] 71110 RIBS Bilateral, 3 views [RI{L]) [ ] 73110 WRIST 3 views

[ ] 72170 PELVIS AP [RI[L] [ ] 73100 WRIST 2 views
[RI[L] [ ] 73510 HIP Unilateral 2 views [RI[L] [ ] 73130 HAND 3 views

[ ] 73520 HIPS Bilateral [RI[L] [ ] 73120 HAND 2 views
[RI[L] [ 1 73550 FEMUR 2 views [ ] 70250 SKULL 3 views
[RI{L] [ ] 73560 KNEE 2 views [ ] 70210 SINUSES 2 views
[RI[L] [ ] 73590 TIBIA & FIBULA 2 views [ ] 70140 FACIAL BONES 2 views
[RI[IL] [ ] 73610 ANKLE 3 views [ 1 74000 ABDOMEN (KUB) 1 view
[RI[L] [ ] 73600 ANKLE 2 views [ ] 74020 ABDOMEN SERIES 2 views
[RI[L] [ ] 73630 FOOT 3 views [ ] 72040 CERVICAL SPINE 2 views
[RIEL] [ ] 73620 FOOT 2 views [ 1 72070 THORACIC SPINE 2 views
[RIfL] [ ] 73030 SHOULDER 2 views [ 1 72100 LUMBAR SPINE 2 views
[RI{L] [ ] 73000 CLAVICLE 2 views [ 1 72220 SACRUM & COCCYX 2v
[RI[L] [ ] 73010 SCAPULA
TECH: l(ﬁ\LLED BY: CALLED TO: leE CALLED: FAX:
RADIOLOGIST: OC‘L TRANS CODE / _SET UP CODE: DIAG. CODE:




DIAGNOSTIC MOBILE IMAGING LLC

N4 W22549@ Bluemound Road

Waukesha, WI 53186

(262) 544-9825 FAX (262) 544-9827 . '

NAME: Branhon, MarvAnn RM#: Apt 19

RADIOLOGY REPORT

DATE: ©8-¢3-2¢16¢

RESIDENCE: 2092 S. 1@2nd Street DOB: $-29-51 DR: Chang
EXAMINATION: .AP & Lateral Chestl

[ a
X-RAY #: 23641 TECH: GL ISM

AP & Lateral Chest

Indications: Congestion

- No comparison fiims.
within normal lIimits.

spurring of the thoraclc spilne is seen,

IMPRESSION:

Heart size and pulmonary vascularity are

No inriltrates or pleural erfusions are
seen, Lungs are mildly hyperinflated. Minlmal

degenerative

No radiographic findings for acute pulmonary disease.



Diagnostic Mobile Imaging LLC

Statement

N4 W22540 Biuemound Road =
Waukesha, WI 53186
262-544-9825 1/12/2011
To:
Maryann Brannon
2092 8. 102nd
Milwaukee, WI
PATIENT: MARYANN BRANNON
Amount Due Amount Enc.
$9.00
Date Transaction Amount Balance
07/31/2010 Balance forward 0.00
08/03/2010 AP & Lateral Chest Xray 258.00 258.00
09/27/2010 PMT Medicare -142.37 115.63
092712010 Discount Medicare -80.04 35.59
10/01/2010 PMT -293 32.66
10/01/2010 Discount -23.66 9.00
1-30 DAYS PAST 31-60 DAYS PAST | 61-90 DAYS PAST OVER 90 DAYS
CURRENT DUE DUE DUE PAST DUE Amount Due
9.00 0.00 0.00 0.00 0.00 $9.00
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Ttemized Statement

Page [/

Of ¢

‘ Provider / Paﬁcnt. %MJ[MM——;
| Remittance 225 5. Exetutive Dr Social 384/ <0F - 4004

Address Brookfield, W1 53005 Secutity #

Tax ID# 3G —/FDE7ET Date Of 29 /::r‘/

Birth :

1 Telephone 262-787-4026 - ’
} Statement J /7/ Date //f //

Prepared By '
' Accoumnt & Date of | Bilied Wotk Tlealth | Tatent | Remaiming
) Service Amount Comp Ins Payments Balance

’ Payments Payments )
. Grisard Ol r7tediase \
227 20857431 643/0 267.685 5% | ML 22 0. 8D




I
|
Y !
(1300) |
HEALTH INSURANCE CLAIM FORM |

APPROVED RY HATIONAL UMIFORM CLAIM COMMITTER 0ANG

) P oAl | ]
1. MEQICARE MEDRICAID TRICARE CHAMPVA GROUP FEGA OTHER | 10, INSURED'S 1.D. NUMBER {For Program In llem 1}
CHAMPUS HEALTH BLAN BLKLUNG
Emnmml)um&wa F}D (Sponnars SSM) DWM}DJSSNwJD) Dfssw D{m} 2945840692
2. PATIENT'S NAME {Lam Norne, First Neme, Middie inttlal) S, PATIENT'S RIRTHDATE SEX A, INSURED'S NAME {Losl Mame, Pisel Nema, Midrdia Inllial)
Brannon, Maryann 0912911951 [} | Brannon, Maxyann
5. PATIENT'E ADDAESS {MNo., Swaell &. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS INo,, Sireet)
2092 § 102nd St #109 SnlfBSpour.eDMdD OthnrD 2092 & 102nd St #109
CiY STATE | 8. FATIENT STATUR CITY STATE
West Allis WI singe [ ] wames[ ] omw[ | | WEST Allis Wl
ZIP CODE TELEPHONE linchude Araa Code) ZIP GODE TELEPHONE finclude Area Corle)
FulFTIme Pait-Timn -
53227 ( ) WWD Studont Suden 53227 ( 414) 731-1563
3. OTHER INSURED'S NAME (Last Hamz, Firt Name, Wigole Inftal) 10. 15 PATIFNT 2 CONDITION RELATED TO! 11. INSURED'S POLICY GROUP OR FECA NUMBER
Brannon, Maryann NONE
& OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Gurrenl o1 Pmvinis) fi. INSUR;EMD“‘S D‘g’g OF BIWJ SEX
v ] ]
Medigap 3945840'5_._90 Dves Bmo ! | MD FD
b. OTUER INSURED'S DATE QF AIRTH BEX b. AUTC AGGIDENT? PLAGE (St | D EMPLOYER'G NAME DR SCHOOL NAME
[} [}
L L G O Cves [Bvo, _
. EMPLOYER'S NAME OR SGHOO NAME ¢. DTHER ACGIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
v e
0. INSURANGE PLAN NAME OR PROGRAM NAME 100, REAERVED FOR LOCAL USE . 15 THERE ANOTHER: HEALTH BENEFIT PLANT K
DYES DNO I yes, retum 10 and comploie ftom 8 &-d.
[ READ BACK OF FORM BEFGHE COMPLETING & SIGNING THIS FORM. 13, INSURED'S OR AUTHORIZED PERSQN'S SIGNATURE | aulhorize
12. BATIENT'S OR ALITHORIZED PERSON'S SIGMATURE | authotize the releass of any meric:l ar ofher informatian necassary paymeni of medical hanstls i the inderiyand physiclan or supgiier lor
ta proeres this elim. | 2t reuest peymen of governmant benefits althar tn mynalf of lo e party who scoepts aasignmen anrvices describod below,
wiow. Signature on File. Signature on File.
SIGNED - e DATE ., Lo R —
- ILLNESS {Fiel siprmphom) OR 15. IF PATIENT HAS HAT) SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WDRAK IN CURAENT QCCUPATION
14. DAT ARENT: it 5 3 =SS, 16, 5 =
MM?OSI?L: ¥ {mmnvwcuenucm GIVE PIRST DATE tind ] 85 oYY MM ! DS 1 w m! 1 %D 1 Y
! ! PREGNANGY(LMP) ! ! FROM ! o
17. NAME QF REFERRAING ERGVIDER OR DTHFR BOURGE 178, 18, MOSPITAL[ZATION DATES RELATED TO GURRENT SERVICE%
: C e e emmmmmm e %: ) Br Mo, OO
17h.| W1 trom 06 021 1 © STILL
19. AESCRVED FOR LOCAL USE 20. OUTSIDE LABY § CHARGES

= ' Llves [Jw | I

1. DIAGNGEIS OR NATURE OF ILLNESS DR INIIRY (Relvie hems 1, 2, 3 of 4 10 lkam 24E by Lina)

%2, MEDICAID RESUBMISSION
. 82‘4 . 8 ; . l CODE I ORIGINAL REF. NO.
) ) 3. PAIOA AUTHORIZATION NUMBER
R Al e
ad A DATE(S) OF SEAVIGE 8. C. | 0. PROCEDURES, SERVICFS, QR SUPPLES E F. [} H, [ Jd,
From To m.cecr‘ {Explein Uil Gimumatinces) DIAGNOSIS e i?-’ﬁ,'i 0. RENOERING
M [s.7] YY MM DD vy |servce | EMG | CPTMMCPCS | MODIFIER POINTER 3 CHAAGES UNGS | P | QUAL. PROVIDER D), #
1 o6, 03 10| 06 03 10 2| W] o14golany | | |1 | 20765109 [w| 1871576413
I T P N I T T N 3
R T O N N R [ 2]
gy IO T T O I U B N S N €1 I
[T T S T S N | Cl O T 0 I
SV N T O | NN I B Y
TQEFEDEM TAX 1D NUMRAFA S8N FiIN 25, PATIENT 'S ACCOUNT NO. 2% m%ﬁ#l&?eﬂ&w DR, TOTAL GHARQE 2. AMOUNT PAII: 30. BALANCE DUE
39-1803787 (X | 222-208573430 |[Xves [In s 20765 |s {1+ odo
. mgm;mrg l?EFG mgg:ré ggog‘:?;;i%n TTAERVICE ngﬁl.smm@gw\gg Hospit|® a‘ulm PROVIDER INFOR PH?  { )
{1 enrity Ihat Ina silomaris on Ihe averce 8901 W. Lincoln Avenue Milwaukee Anes Consultants Lt
appty to this bl and aro made o par sl ) ! Bin 88845
Thomas J Guhl M.D. | Wwest Allis, WI 53227-2409 1Milwaukee WI §3288-0001
e 01/15/2011 pure ©1407801640 9902852098 P
NUGC Insiraction Manual available at: wwvy.nucc.org PLEASE PRINT OR TYPE APPROVED QRB-0933-0993 FORM CM3-1500 (08-0.

M1 N 3 HH/EILLA Telephone (262) 787-6700

i rARRIFR —F-



Certification Of Billing Records

Patient Name. Mary Brannon
Date of Birth. 09/29/1951
Date of Injury. 6/2/2010

I, Brandi Fryt, custodian of medical and billing records at

Internal Medicine Associates in West Allis, Wisconsin, hereby certify that the
documents annexed hereto, and consisting of 3 pages constitute an accurate, legible
and complete duplicate of the records regardin_g our patient, Mary Brannon, for the
dates of service 6/2/2010 1o 1/13/2011.

Dated at West Allis, Wisconsin, this 13th day of January 2011

Signature

Internal Medicine Associates
7200 W, Greenfield Avenue
Phone (414)543-1441
Fax (414)543-1521
Billing/Records (414)543-1348



INTERNAL MEDICINE ASSOCIATES

7200 W GREENFELD AVENUE
WEST ALLIS, WI53214
(414)543-1441

Page: 1 1/13/2011
Patient: Mary A. Brarmon Instructions:
2092 S 102nd Street Complete the patient information portion of your insurance
Mitwaukee, WI 53227-1317 claim form. Attach this bill, signed and dated, and all other

bills pertaining to the claim. If you have a deductible policy,

Chart#: BRAMAO0 hold your claim forms until you have met your deductible.

Case#: 16346 Mail directly to your insurance carrier.

Date Description Procedure Modify Dx1 Dx2 Dx3 Dx4 Units Charg
6/2/2010 Initial Inpatient Admission Level 3 99223 Al 8246 ES8R3.9 1 348.9
7/12/2010 Medicare Deductible MEDDED 1 0.0

Provider Information Total Charges: $348

ProviderName: Masroor MunimMD ¥ Total Payments; 0

License: 37915 Totai Adjustments: 50

Medicare PIN: .
; Total Due This Visit: $348,
SSNorEIN: 392011386 ne This is
Totai Account Balance: $413

Assign and Release: [hereby authorize payment of medical benefits to this physician for the services described
above. Ialso authorize the release of any information necessary to process this claim.

Patient Signature: Date:




INTERNAL MEDICINE ASSOCIATES

7200 W GREENFIELD AVENUE
WEST ALLIS, WI 53214

(414)543-1441

Page: 1 1/13/2011
Patient: Mary A. Brannon Instructions:
2092 S 102nd Street Complete the patient information portion of your insurance
Milwaukee, W1 53227-1317 claim form. Attach this bill, signed and dated, and all other
bills pertaining to the claim. Ifyou have a deductible policy,
Chart#: BRAMAQOL hold your claim forms until you have met your deductible.
Case#: 16347 Mail directly to your insurance carrier.

Date Description Procedure Modify Dx1 Dx2 Dx3 Dx4 Units Chargt
6/3/2010 Inpatient Follow-Up Level 3 99233 Al 824.6 ES889 i 181.8¢
6/4/2010 Hospital Discharge >30 minutes 99239 Al 824.6 EB83.9 1 182.1:
7/12/2010 Medicare Deductible MEDDED H 0.0
71212010 Medicare Deductible MEDDED i Q.01

Provider Information Total Charges: $363.
Provider Name:  Shahida R, MuninMD Totai Payments: 0.
License: 38582 Total Adjustments: $0.
Medicare PIN: A
’ Total Due This Visit: :
SSNorEIN: 392011386 otal Due This Visit: - § 363
Total Account Balance: $413

Assign and Release:

Thereby authorize payment of medical benefits to this physician for the services described

above. 1also authorize the release of any information necessary to process this claim.

Patient Signature:

Date:




INTERNAL MEDICINE ASSOCIATES

7200 W GREENFIELD AVENUE
WESTALLIS, WI 53214
(414)543-1441

Page: i 1/13/2011
Patient: Mary A. Brannon Inséructions:
2092 S 102nd Street Complete the patient information portion of your insurance
Milwaukee, WI 53227-1317 claim form. Attach this bill, signed and dated, and all other
bills pertaining to the claim. Ifyou have a deductible policy,
Chart#: BRAMAOO] hold your claim forms until you have met your deductible.
Case#: 17270 Mail directly to your insurance carrier.

Date Description Procedure Modify Dx1 Dx2 Dx3 Dx4 Units Charge
10/20/2010 Established Patient Level 4 99214 729.5 49320 530.11 278.01 1 179.6]
10/20/2010 Al Rx Sent Electronically (G8443 729.5 493.20 530.11 273.01 1 0.0(
11/6/2010 Medicare Deductible MEDDED 1 0.0(

Provider Information Total Charges: $179.
Provider Name: Shahida R. MunimMD Total Payments: $0
License: 38582 Total Adjustments: $0
Medicare PIN: Total Due This Visit:  §$179.
SSNorEIN: 392011386
Total Account Balance: $413
Assign and Release: T hereby authorize payment of medical benefits to this physician for the services described

above. Ialso authorize the release of any information necessary to process this claim.

Patient Signature:

Date:




Fax:

AURORZ VISITING NURSE ASN

Feb 15 2011 10:33am POOT/009

DME VI 6.5.0
REVIEW BALANCE SHEET - ORDER
02/15/2011
09:23 AM
Page: 0001
BRANNON, MARYANN
ACCH#: 0000000A2TRE
) B e LD b - ~RUNNING BALANGE-—-—--cmam-=-==a |
P SERVICE PROC CODE BXPLANATION CHARGE RLLOW PAYMENT PRIMARY SEGCOHDARY TERTIARY PATIENT Wa BALANCE
06/04/2010 EO183 COMMODE 3IN1 300LE 111.90 111.88 | $3.50 ©.00 0.00 22.38 0.02 111.90
06/12/2010 WA WRITE OFF ALLOWABLE 0.02] ©9.50 ©.00 .00 22.38 0.00  i31.88
07/13/2010 PA Mt DMAT 07241292154 89.50| 0.00 0.00 ¢.00 22,38 0.00 22.38
.......................... e e e eeemem wwammmmmm|mmmmmmmoo mmcceer se-seeeas m-seecios Sossssses —oooceoo-
G 001 BALANCE TUE -> 111,90 111.88 83.62] 0.00 ©.00 0.00 22.38 0.00 22.38
| Ak 0.00 DE: 0.00
I
06/06/2010 BO143 WALKER ADULT & 5" W 132.51 108,81 | 87.05 0.00 .00 21.78& ‘23.70 132.51
06/06/2010 EC155 WALKER WHEEL SIN 40 0.00 0.00 1 87,05 0.00 0.00 21,76 23,70 13%2.61
06/06/2010 A9281 RERCHER 26IN 12.1% 12.1% | 87.05 0.00 0.00 33.95 23.70 144,70
09/27/2010 WA WRITE OFF ALLOWABLE 17.11| 87.05 0.00 0.00 33.95 6.5%9 127.59
11/01/2010 WA WRITE OFF ALLOWABLE 6.59| 87.05 c.00 Q.00 33.9¢ 0.00 121.00
10/19/2010 PA MX PMNT 08151769292 5%.05] 0.00 0.00 0.00 33.95 0.00 33.95
10/19/2010 PA SERVICE NBVER COVER 0.00} 0.00 0.00 ¢.00 33,95 0.00 33.85
0B151765%2521702 0.00] 0.00 0.00 0.00 33.95 0.00 33.95
11/09/2010 FA EDS PAYMENT 0126245 18.76| ©.00 -18.78 0. 00 33.95 0.00 15.1%
11/0%/2010 DB T-19 CO-BAY 32.00 0.00]| 0-00 -18.76 ¢.90 33.95 0.00 15.19
14/08/2000 FR RESUR M2 COVER CHRR ¢.00| 0.00 -18.78 0.00 33.95 0.00 15.1%
012624527 . 0.00| 0.00 -18.76 0.00 33.95 0.00 15.1¢
.......... emcmee e e ewmemmmmmear =m==meec= moo-ssmes sess-ee-e|dAssEEres Sooesssas smscssossLosessnss SosseRsAf Somcomeos
PG 002 BALANCE DUR ~» 144.70 121.00 129.51| 0.00 ~10.76 0.00 33,95 0.00 15.19
' ] AB: 6.59 DE: 0. 00
|
- ‘AI ==
TOTAL DALANCE DUR »»»’ 256.60 232.88 219.03| o.00 -18.76 0.00 £6.33 0.00 317.57
| AN 6.59 TE: 0.00
! :
{RIAPPLIED DEPOSIT »»» | 0.00 0.00 0.00 0.00
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GENTIVA

home health

March 31, 2011

Weigel, Carlson, Blau & Clemens, S.C.
Attn: Attorneys at Law

3732 W Wisconsin Avenue
Milwaukee, Wisconsin 53208

Regarding: Maryann Brannon
DOB: 09/29/1951
Our File # 18847

Enclosed you will find copies of our file on Maryann as you requested

Christine Smith
Records Coordinator

50 Pages @ .45 per record page = $22.50
211 Pages @ .25 per record page = $52.75

Invoice Total : $ 75.25

Please Remit To:

Gentiva Health Services
10400 W. Innovation Drive
Suite 320

Milwaukee, W1 53226

wwk pantive, son
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HACOP0011-01 GENTIVA HEALTH SERVICES
DATE: 6/14/10 PATIENT INTAKE REPORT CASMITH1
TIME: 7:50:37 OFFICE: 0247 PATIENT: 18847 DATE ENTERED: 06/03/2010
»++ Pacient Information *++
First Name........ MARYANN MI:
Last Name......... BRANNON )
Attention.........
Address Line 1.... 2092 SOUTH 102ND STREET
Address Line 2.... APT 109 .
C E VP .. WEST ALLIS Scate: WI 2ip: 53227 0000
Phone #l..... .. 414-731-1563 Phone #2.......
Unigue ID Nbr .. 394584069A Residence...... HOME
Sex: F Race: 1 Marital Sts: M Birth pate..... 05/29/1951 Age: 58
%% Referral Information +*++¥
Patient Status.......... 30 Anticipated 80C: 6/05/10 Source: 46
Primary Referral #1..... 0000004747 ASPEN ORTHOPAEDIC & REHAB
RrReferral Scurce i#2...... 0000000000
rReferral Source #3...... 0000000000
BMOS:
»++ AAmission Information **+¥
Patient Status...... Laoes 30 Medicare Statue Code.... 30
Verbal Start of Care.... 6&/04/10 Start of Care........... 6/05/10
Cert/Recert From.... . 6&f05/10 Cert/Recert To.......... 8/03/10 Cert/Non Cert: C
Discharge Date..... . 0/oo/o0 Medicare Discharge Data. ©/00/00
Municipalicy Code....... 79 Product Line Codes...... JRP
Disaster Code........... 3 Aud; Visual: Speech: Tot: PLY:
Adm Source: 5 variance Code: 000
*++ Physician/Hospital Information *+¥
Physician #l.....0000005096 WILSON SEAN NPI#:1114917812 262-780-4400 15474 WEST NORTH AVE BROOKFIELD WI 53040
SUITE 201
Physician #2.....0000000000 NPI#:
Last Inpacient Location. 0000000000
Hospital Admit Date..... o/00/00 Hospital Discharge Date. 0/00/00

:¥%x Team Information ++¥
CSS: 02 SUP: 02 CASE MGR: 00753 COFFMAN, ANNE
RN: N 00000 LPN: N 00000 HHR: N 00060 PCA: N 00000 PT: N 00000 OT: N 00000 OH: N 00000 ST: N 00000 MSW: N 00000

*++ Diagnosis Information ¥++¥

Admitting ICD9.... VS789 6/05/10 00 REHABILITATION PROC NEC
Principal ICD9.... V5789 6/05/10 00 REHABILITATION PROC NEC
ACuiby. .o iiiianns

-++ Payor Information *¥+
Payors: Primary... 10 00 00 00 00

HICH.............. 394584069R Medicaid#..... 5000

Insurance ID§..... Social Security#.. 394584063

Primary Acct ID... 0000 Account Name......

Credit Limit...... 0000000 Tax Code.......... 0

t++ Medicare Information =¥+ Entitlement Expiration Entitlement Expiration

Intermediary Code: 046 Part A: ¥ 11/01/2009 0/00/0000 Part B: ¥ 11/01/200% 0/00/0000

Tickler Date Code Comment Date Entered
£/04/10 1 Per Donna C @ WAMH Patient to be D/C Fri the 4th; S0C Sat, 6/04/10
6/03/10 1 PT/OT eval and treat : transfers tech ; gait training hm safsty 6/03/10
6/03/10 1 INR per protocol; DX: $/P orif R ankle; 6/03/10
6/03/10 C MEV Complete GRERT LRKES 06/03/201¢0 15:46:11 6/03/10

RN Signatura:




HAOPOO11-01
DATE: 6/14/10
TIME: 7:50:37 OFFICE: 0247

wt+ POT Ordars **++

Eff Dt Disc Frequency and Duration

p&0510 OT 02 002 01WODL
0E0510 PT 05 002 02WO0D1L

RN Signature:

GENTIVA HBALTH SERVICES
PATIENT INTAKE REPORT

PATIENT: 18847

End Dt Units

pOROOo 005
000000 D12

DATE ENTERED: 06/03/2010

PAGE
CASMITH1

2
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Aspen Orthopaedic & Rehabilitation Specialists, S.C.

] LEE M. TYNE, M.D, (] JEFEREY E. LARSON, M.D. EPSEAN E. WILSON, B.PM,
8 PATRICK W. GUMMINGS, MD. ] AMY K, FRANTA, M.D, ] ROBBY A. AMIOT, D.P:M.
O JAMES B WOQD, M.D. [ RYAN J. KEHOE, W.D, CJ JOEL DRIER, pA_-c
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Comprehensive Adult Assessment,

COLOR GREEN Ink = OASIS kems = PPS Indicators
485 P.0.C. Worksheet and Outcome and KEY: [T} RED Ink = Speciic 485 hems {compleled per agency poicy) a1 SOC
Assessment information Set (OASIS-C, 1/2010) BLACK Ink = Addiional Comprehensive Assessment kems

START OF CARE/RESUMPTION OF CARE - e W

M1680-11730, M1740-M1510, M2000, MZ(II:IZ h‘l2ll1ll MZI!IZI]-MZZW

) EMPLOYEE TIME SLIP
Employee No.

D'r(b
[Fay7BiiiCoas]: Salt
S
L

Jzﬁ*;: S 2 POTRDL TIMe S AT e ¢

Locetion Neme Location No. Cllent No. ™
Do | T\t ST e

7| Patiant Name {Last, First) b

]
Month

Day

Hrs "t( Min | Hrs Min | Hrs % Min l Hrs f r Min
DeiPey DB O Pay

Override Blll Rates [JYes [ No|sLayerCode (i BillUnits ll’“ Pay Unlta] 1| & Bl Rats’ -\ Pay-Raal i Product Catagory | iProdictCode’
Overrids Pay Rates [JYes [JNo £

] No Pay/No Bilt

Patient Signature

Empioyes Signature

=) Start of Care Dals: = - ) l- Primary Ordering PhysicaPhons No.

To: -8/3,310 W LU\LS’I\'\ qq‘ﬁou

(MIJIJSZ) Hesumption ol Care Dais: ‘Q NA-Nat | Secondary Physictan's Name/Phone Mo, | Emergency Contact Name/Phorne No. Other Phone No.
month day vear Applicabie

i l

{M00B0) Discipline of Person Compieting Assessment: l (M0090) Daie Assessment Compieled:  month day oG ywar
E]1RN §O2-PT__D3-SPAT 407 : Ll J 2006
(Mnﬂlﬂ) This Assessment is Currantly Belng Completed for the Following Reason: A

tion re M 1 - Start of care — further vists planned {7 3- Flesurnmlun of care (after Inpatient stay)

P (mo1 nz) Date of Physiclan-ordered Start of Care (Resumption of Care): i the physician month year [ NA - No specific SOC date
indicated a specific start of care {resumption of cars) date when the patient was referred Llay OS’ ; 010 ordared by physician
for-home health services, record the date specified. {Go to MO778, 1i date entered]

P @ (M0104) Date of Reterral: indicate thie date that the written or verbal referral for Intiation ~ month  aay year

or resumption of care was received by the HHA. !

(M0110} Episode Timirig: is the Medicare home heaith payment episode for which this assessment will defing a case mix group an “eariy” episode or a “later” episode in
the patient's current sequencs of adjacent Medicare home health payment episodes?

%@'ﬁ Okt e?g O l!.l,(iL ‘Unﬁuwug (3 NA - Not Applicable: No Medicare case mix group io be defined by this assessment.
{M0150) Current Payment Sources for Home Care: (Mark all thal apply. | 3 8- Private insurance

Py

¢
7 0- None; no charge for current services O 4 - Medicaid (HMO/managed care} 3 9 - Private HMO/managed care §
ﬁ1 Medicare {iraditional fee-for-service) O 5 - Workers® compensation 3 10 - Seli-pay H
(O 2 - Medicare (HMO/managed care/Advantage pian) [ 6 - Titie programs {e.g., Titls i1, V, or XX) 3 11 - Other{speciiy): .
0O 3 - Medicaid (traditionalfee-tor-service) O 7 - Other governrnent {eg TriCare, VA.etc) O UK - Unknown

DEMOGRAPHICS AND PATIEMT HISTORY
Abllity of Patient to handie personal finances
[ independent m Needs Assistance ~ O Totally Dependent

[ e —

{M1000) From which of the foliowing inpatlent Faclilties was the patient discharged gu ng mg nasj 14 da)@ (Marlr alf that apply )
O 1 - Long-term nursing faclity (NF)

gz - Skilied nursing facility {(SNF/TCU) Name of Hospital/Facliity:

3 - Short-stay acute hospital {IPP )

4 - Long-term care hospitai {LTCH)
[J & - Inpatient rehabliitation hospital or unit (IRF)
O 6 - Psychiatric hospital or unlt
[ 7 - Other (specify):-
(3 NA - Patient was not discharged from an Inpatient faclilty {Bo to M7016]

(M1005) Inpalienlntscharge Dale {most recent): Comments

§
monrh
C{ }0 fU [ UK - Unknown
I T WHITE - Ciinical ~ YELLOW - Billing  PINK - Employee

£ actieen Wasbih Basdnar 0NV



"GENTIVA

Title

Patient Name (last, first): QALY a/\/‘/’/\- &W Patient Number: ’7 c? & (/ 7
Communication with: dMM.&:i (ﬂdﬂv(j\/)’\f\m DT

-5 70

Upon review of OASIS documentation and communication with the assessing professianal the folfowing changes will be made to the assessment completed on

{M1020) Primary Dlagnosis & (M1022) Other Diagnoses {M1024) Case Mix Diagnoses
Column 1 Column 2 ) - Column 3 Column 4
Desaription KD-9-Chi/Symptom Control Rating Description/ICD-5-CM Description/}CD-3-CM
{M1020) Primary Diagnasis
W5 [t — — ) M e — — — S I T - )
L 1 4 Co h O2 1B 04 Oo D1 EIZ O3 04 | O¢ O1 02 O3 04
(M1022) Other Diagngses ik
5”‘-?& K(—— ) b b
b bx o0 o o o2 O3 O (s — — — —) (— e — —)
FYS o0 e e —* — —) ¢ c
] 02 003 04 (S e ey ) [ — — ¢ e —)
q {— - — — —) d. d.
d. 4 56\0 m]} M2 O3 04 (—— — — —) (—— —— — )
VSR ! [ —— | e :
E Oo M EIZ El3 4 N ) {— — —— — )
' gg5 e — —) £ f
Ik ]) 5 Co Ot Oz O3 O4 (— — —— — ) (— et —— )
M1012
a Date s oY &, $YF0O
b, HR\F P!’V\MQ: Date: 1CD-9; 293 (a
C Date: 1CD-9: 945/ 0O
M should be explanation of changes:
M should be . explanation of changes:
M should be explanation of changes:
M should be explanation of changes: .
M should be explanation of changes;
L shouldbe explanation of changes:
M should be explanation of changes:
M _ shouid be explanation of changes:
Other: . : -

Name/Titie: F&M/@Mwmm}é/é{ e

Signature:

Date: 6 - /é "/0

Time: a.m, p.m.

OASIS Documentation Addendum ©Gentiva Health Services



Cllent No.

'i [ 3% =L.l

Patlent Mame (Last, FIrst) 7 .
DEMOGRAPHICS AND PATIENT HISTORY (continued) ;

: !rm 040) List sach Inpatisni Diagnosis and 1G0-8-GM code at the level of highest specificity for only those conditlons freated during an inpatient stay within 1hs last 14 days
no E-codss, or V-codes):

Iny Facllity Dlagnosis iCD-8-CM Gode Inpatient Fac]lty Diagnosls
a_ (B A o d.
b. %@" 4, v e o . 8.
c. (A sy T - - i

Y

F Commenive f e A T e R A T PR R T
I

{M1012) List each inpatienf Procsdure and the assoclated IC0-9-CM procedure cods relevant 1o the plan of care. £

inpatist Proced Procedurs Code Date T T
s (@D onloo ol _____ eiszele IR OB
. PR P _ i R B 57 FEn pr R
c. _ _ VU A A : i ik
- R R A bk AL "-é-.-?
[ NA - Not appiicabls (3 UK - Unknown . i e s
(M1016) Diagnoses He%ﬂrinn Medlcal or Treatment Regimen Change Within Past 14 Days: List ths patient’s Medical Diagnases and IG0-8-CM codes at the ievel of highest
specificity for thoss conditions requiring changed medical or traatmant regimen within the past 14 days (no surglcal, E-codes, or V-codes):

ICD-9-CM Code Changed Medical Regimen Diagnosls jCD-9-CM Code

8. - . _ 8. .
b. e f. —
C._ NI M A 7 . e [ NA - Not applicabie {no medBcal or freatment regimsn changes within
d_____ - e the past 14 days)

T R o e e P e

(M1018) Conditions Prior 1o Medical or Treatmesnl Regimen Change or Inpafient Stay Within Past 14 Days: If Stgnificant Past Health History/Surgical Procedores/Labs

this patient expsrienced an Inpatient facility discharge or change In medical or treatment regimen within the past W

14 days, Indicate any conditions which existed prior to the inpatient stay or change in medical or freatment regimen. 7

{Mark-ail that apply.) :

O 1 - Urinary Incontinence 3 6- Memory loss fo the extent that supervision required ) mnization:

i3 2 - Indweillng/suprapubic catheter .7 - Nong of the above Flu l:l No [JUnknown [JYes, Date:

J 3 - intractable pain O NA- No Inpatient faciity discharge and no change in Preumon DlUnknown [ Yes Dater

01 4 - impaired decision-making medical or traatment regimen in past 14 days : i —

£ 5 - Disruptive or socially Inappropriate behavior [ UK - Unknown L

(Mi020/1022/1024) Disgnoses, Symptom Control, and Payment Diagnoses: List each diagnosis for which the patient Is receiving home care (Column 1) and enter its 1CD-8-CM

code at ths level of highest specficity (no surgicaliprocedure codes) (Coiumn 2). Diagnoses ara listed in the order that best reflect the serlousness o each condition and support the disciplines
and services provided. Rate the degree of symptom control for each condition (Coiumn 2}. Choose one value that represents the degree of symptom control approprizte for each diagnosis:
v-codes (for M1020 or M1022) or E-codes {for M1022 only) may be used. IC0-9-CM sequencing requirements must b foliowed It multipls coding i Indicated for any diagnoses, ifa V-
code Is reported In place of 2case mix dlagnosls, then optional tem M1024 Payment Diagnoses (Golumns 3 and 4) may be completed. A case mix dlagnosis Is a diagnosts that determines
the Medicare PPS cass mix group. Do not assign symptom controi ratings Jor V- of E-codes.
Cots each row according to the foliowing directions for sach column:
Colamn 1: Enter the description of the diagnosis.

Column 2; Enter the ICD-3-CM cods for the diagnosis described in Column 1,
Rate the degree of symptom control for the condition listed In Column 1 using the following scale:
0 - Asymptomatic, no tredtment needed at this time
1 - Symptoms weli controlled with current tharapg .., -
2.~ Symptoms conitroilad with difficulty, affecting daily functioning; patient needs ongoing monitoring
3 - Symploms poorly controlied; patient needs frequent adjustment In treatment and dose monitoring
4 - Symptoms poorty controlied; history ot re-hospitalizations
Note that in Column 2 the rating for symptom control of each diagnosis should nof be usad to
detsrmine the sequencing of the diagnoses listed In Column 1. Thesa are ssparate items and sequenting
may not colnclde. Sequencing of diagnoses should reflect the seripusness of each condition and
support the disclplines and services provided.

Colomn 3: (DPTIONAL) If a V-code is assigned to any row In Golumn 2, In place
of 2 case mix diagnosis, K may be necessary to complete optional
item 11024 Payment Diagnoses (Columns 3 and 4). See QASIS-C
Guidance Manual.

(OPTIDNAL) If 2 V-code in Golumn 2 is reported In place of 2 case mix
diagnosis that requires multiple dlagnosis codes under iCD-9-CM
coding guldelines, snter the dlagnosis descriptions and the 1CD-8-CM
codes in the same row i Columns 3 and 4. For example, i the case mix
diagnosls Is a manifestafion cods, recoril the diagnosis description and
ICD-9-CM code tor the wdertying condition in Golumn 3 of that row
and the diagnosis desceiption and ICD-3-CM cade for the manliestation
in Golumn 4 of that row. Otherwise, jeave Coiumn 4 biank in that row.

Cotumn 4:

{M1020) Primary Diagnosis & (M1022) Dther Diagnoses {M1i024) Paymant Diagnoses (OPTIDNAL)
Column 1 — Coiumn 2 Column 3 _ Column 4
Diagnoses (Saquencing of diagnoses iCD-8-CM and symptom control Complete if a V-code is assigned Complete only if the V-code in
should reflect the seriousness of each rating for each condition, Note that the under certzin circumstances Column 2 15 reported in place of a case
condition and support the discipiines sequencing of these ratings may not to Column 2 In place of a mix diagnosls that ts a multtllple coding
and services provided.) - match the sequencing of the diagnoses. case mix dlagnosis. situation {e.g., 2 manifestation code).
Descyiption 1CD-9-CM/Symptom Control Rating Desciiption/10D-9-CM Description/ICD-9-GM
: S | {lowe! (Y- or E-codes NOT allowed}
s o S P AT B | 2 PR L 0| ST o
Bl Yl0 oD 00 01 02423 D4 T (o)
- of aliowed - or E-codes NOT aiio V- of £-codes NDT ailow
P e TR R, CRTIEREA R
2 A Yoy o R B W e TR = £ R s A
ESINE e T E e OIS o 01 D2 743 D4 Oy )
£ ,,fﬂ?':—.._ﬁ ‘ﬁqumqﬂwg "_.: " &TM@%’- :_:c?a";\-? »A%mi e *ﬁymﬂmﬂﬂﬁ“? ‘r?‘g‘
g’(c‘ .'G’MQJ . (s 00 O @2 03 04 - N :
T T P b T Yo anaey)
L3 LN A 0o 0O &2 03 D4
T — S Rriai L oSl
o AW 0o Ot 02443 D4
L 7% (. B | |
Lf. Dute 0% Do O 02 03 D4 (o) )
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RS (N[1 030) Theraples the patient receives at home; (Mark alf that apply }

DEMDGRAPHICS AND PATIENT HISTORY (continued) -

Comments / Iniarventions

iiraverious:oF Infusion: lherapﬂa;!_:f:des‘:l‘l’uj i

pral nutrillon (nasopastric, ja
he:gtimentary;canal) 55Sae
Qpﬂl Nong of the above

(M1 032) Risk for Hospitaiizatinn: Which of the following signs or symptoms characterize this patient as at risk for hospﬂalizatlon? {Mark all that apply.)
[J 1 - Recent deciine In mentel, emotional, or behavioral status [ § - Frailty indicators, e.g., welght loss, self-reported exhaustion
2 - Multiple hospltalizations (2 or mors} In the past 12 months 3 & - Other

3 - History of fails (2 or more falis-or any fall with an injury-in the past year) 3 7 - None of the above
4 - Taking five or more medlcations

(M1034) Overail Status: Which description best fits the patient's overall status? (Check ONE}
[J 0 - The patient ks stable with no heightenad nsk(s) for sertous compiizations and death (beyond those
typlcal of the patient's age).
1-The mem Is temporartly facing high health rtsk(? but is likely to return to belng stabie without
helghtened risk(s) for serious complications and death (beyond those typical of the patient's age).

[ 2 - The patient Is likefy fo remain In fragile health and have ongoing high risk(s) of serious
complications and death.

[J 3 - The patlent has serious progressive conditions that couid jead 1o death within a year.
(J UK - The patient's situation Is unknown or unclear.
20 PROGNOSIS: [JPoor [JGuarded [ Fair [ Good (P{Excellent

(M<036) Risk Faciors either present or past, llkely to affect current h
1 - Smoking O 3 - Alcohol dependency
2 - Obeslty [ 4 - Drug dependency

ARBANGENMENTS * : ; T
(M1100) Palient Living Situation: Which of the foliowlng best descrlbes the patlent’s resldential circumstance and avallabllﬁy of assistance? {cneck__j box onty.)

uastm ;

Comments

23 Terminai Care Interventions:
status and/or outcome: {Mark all that apply.)
§ - Nons of the above
|:| UK - Unknown

[CJ DNR

Comments - 141 &

Sl A

Avaitabliity of Assistance
Living Arrangement Around the clock | Regular daytime | Regutar nighttime Dmslggélslégogng torm N%ﬁsa?is“";"’“
a._Patient lives alons ot 0o2 03 o4 105
b. Patlent Tives with other person(s) in the home [108 ooz 08 109 116 P
c. Patientilves In congregate situation (e.g., assisied flving) [mill 312 113 (114 15 (
Comments = o

SPowneR WS pcmH—m\a =2

Marital Stalus [Single  [Sffarried (3 Divorced [ Widowed
Refiglous/Cultura issues and Significance 7/?

Suspected Abuse/Neglect, 1.e.: (Please circfe} unexpi
left unattended if needs constant supervision. Other:

bl (Jal; G P Th T A S e

1]

d bruises, inadequate food, fearfui of famfly member, c/g exploitation of funds, sexual abuse, neglect,

[FJ HOME ENVIRONMENT/  Assess: instruct: Addllmnal Orders (specl!y\ : :
SAFETY INTERVENTIONS: (4 Architectural Barriers Home Safety Measures ‘ﬁ,‘-&v‘i.. 'f.ﬁ.‘k & *sff}%i-‘%\"i* ’f-iii‘i..mzur-
Patient Safety Awareness ] Oiher: _- : R T T
SAFETY MEASURES: Anticoagulant Pracautions k9 Bathroom O Electncal D Medicatlon OF Fre
Environmental O HME [ Other (specify):
Is patient currentiy taking a prescribed anticoagulant? Yes [JNo ERG o LAN: Disaster Priotity Code [ —74—
£3K2 Will patient receive PTAINR monitoring as part of plan? %Yes CINo EMERBENCY/ ISASTIER 7 i s th y b r : — I
i. Patients who require skilied Interventions that must be provided as schedule
HOME ENVIRDNMENT: SAFETY AWARENESS:
- L s e e 11 Patients requiring a moderate jevel of skilled care that should be provided the day
Stéps/Stars Mg NA L O lns!de 3 Outside ...~ ; :Ijﬂsaﬁéﬂ;;,!“&:.ﬁ%;ﬁ scheduled, if possible, but the patient would not be at risk or In discomfort.
Ra;ll}ng NA " ] Inside [ Dutsldz_a_ _D Yei D,_NE_ . Patiemts who can safely miss scheduled visits
gctit,  BSNA Do O ousee’ o 065 COGREH °
Elevator WA [J Inside [ Outside O Yes (3 No Has an effectjve#pme Estape Route been estabhshe?ﬁ\mo Explaip: 2
ScaterRugs O NA  &Z'Yes O N0~ Uik [ ST GAINGS z
ph 0 NA Yes' 01 No O Ves w5505 Does the hdve an Evacuation Pian? (S¥es N0 Explaim %l
Doorways = . (I WA ELNes (O No 7 70 [ Yesi 1 Does home environment Impact patlent's abliity to mest goals? [ Yes é
Furniture 0 NA Yes [ Mo O Yes 1If yes, explain and notlfy Chinical Manager {including follow-up) S
Oxygen Fireé High-Risk Asséssment ,5’-@ oxygen In the home; thersfore, risk assessment not completed o

-

Circle the score of each item that is true and total circled scores at bottom

Patient is 65 years or older

Patient lives alone

Patient’s home facks smoke detectors of has non-functional smoke detectors

Patient's home lacks fire extinguisher or patient/family do not know how to use it
Patient has cognitiva imozirment

Patient has a historv of smokino vhil2 oxyoen in use

A lotal score of 3 or higher Indicates the pailenl is al high-risk lor oxygen fires
and should have Oxygen Fira Prevenlion Prolocol implemenied,

Score

Comments™

1
1
1
1
1

Total Score |




Patient Name (Last, First} . Client No.

(334
s: D D .
{J Macular Degeneration: JR OL

L SENSDRY.STATUS ik v s S gen did s i aSe it e
(M1200) Vtslon {with corrective ienses If the patienl usually wears them): [ Giasses

- Mermai vision: sees adequately in most situatlons; can see medication labels, newsprint. O Glavcoma: [OR[3L
1-Partially impalred: cannot see medicatlon labels or newsprint, bul can see. ~. - [ Blurred Vision: R [(JL
- :obstacies’In:path, and the surrounding Tayout; can count fingers-atarm's lenath. ) Nystagmus

[ Convergence; [CIWNL O

g 3 s Fuf b Rl By LA UL S (3 Puplllary Reflex: JWNL O
0 2:- Severaly Impalred: cannot locate objects without héaring or fouching them of -
"p_a_tla@:nanes,pﬁns‘tye;_ i e S PP R g 2

: O Saccades O Cther:
iy [ Cataractss (R [JL

(W1210) Abllity to hear {wlth hearing ald or hearing appllance if normaliy used): EARS
g 0 - Adequate: hears normal conversation without difficulty., Ear Pain? OL 43R Tinnitus? OL QR
1 - Miidly to Moderately Impaired: difficutty hearing in some environments or speaker Hearing Loss? CJL O R AidUsed? {JL [OR
may need to Increase volume or speak distinctly. ‘Comments
[ 2 - Severely Impalred: absence of useful hearing. e Ei i : : : :
) UK -Unable to assess hearing. : AR Y R At A R W L 0
(M1220) Understandlng of Verbal Content In patient's own language {with hearing aid or Comments

device if used):
0 - Understands: clear comprehension without cues or repetitions.

[0 1 - Usually Understands: understands most conversations, but misses some part/fintent
of message. Requires cues at times to understand.

0 2 - Sometimes Understands: understands only baslc conversations or simple, -
direct phrases. Fraquentiy requires cues to understand. T KT

[ 3 - Rarely/Never Understands. : b,

) UK - Unabie to assess understanding.

{WM1230) Speech and Dral (Verhat) Expresslon of Language tn patient’s own languape):
0 - Expresses compiex [deas, feeilngs, and needs cleary, completely, and easliy In all
situations with no observable Impairment.

[ 1 - Minimal difflculiy In expressing ideas and needs (may take extra time; makes occasional ——— o+ T : : . e
errors In word cholce, grammar or speech Intelliglbllity; needs minimal prompting Flpriigh = T L L A Rk S
or assistance).

[ 2 - Expresses simple ideas or needs with moderate difficulty (needs prompting or assistance,
errors In word choice, organization or speech Inteiligibllity). Speaks In phrases or
short sentences.

0 3 - Has severe difficulty expressing basic Ideas or needs and requlres maximai assistance
or guessing by listener. Speech limited to single words or shori phrases.

[ 4 - Unabla to exprass basic needs even with maximal prompting or assistance but is not
tomatose or unresponsive (e.g., speech ls nonsensical or unintelligible). —_ - —

[ & - Patient nonresponslve or unzble to speak. . s

[ MUSCULOSKELETAL STATUS./ PHYSICAL THERAPY ASSESSMENT

BBl ACTIVITIES PERMITTED: [ No Restrictions
54 Precautions (speclfy): O Independent at Home O Transfer Bed/Chair O Cane [ Other:
[ Compiete Bed Rest O Bed Rest with BRP Walker Exerclses Prescribed

[0 Partiai Weight Bearing (specify): [Q- Wheelchair p as Tolerated Crutches
Q/Gppern.ower Quarter Screen Completed (functiona! deficits documentad below)

STRENGTH GRADES: N (5)=NORMAL G(4)=GD00 F(3)=FAIR P(2)=PDDR T(1)=TRACE 0=ZERD ROM MEASUREMENTS

Comments

MUSCLE STRENGTH & ROM PRDM ARDM STRENGTH Hand Domlnance: CJR [JL
SHOULDER Fied et Ran Lot ,T ht lﬁ"“ Camments ;
g . el on o T : H Bt : ! I - J s
Abduction 0-180 ' K ’ng oy TR SpYOUA\/
. Fot 070 g . ——F P e - . . o
._Ext. Rot 0-90 N e ey i e i
ELBOW: " Flexlon - 0145 ] bl e ] y :
Exignsion 0-0 ] / _ M\M ﬁ) G’Y\YY\‘I‘@ Le~
FOREARM: _ - Supination 0-85 . J £ — X
) Pronation 0-85 . A i, mvvr\:p]——
WRIST; " Fexion - . 70 o g ;
Btonson 070 Tod v Vet (D) (B2
HIP: - Flexlon 0-120 |. i I . v 2 — —
Extension 0-25 : = .
Abduction 0-45 Q&b e’ Y-l
Int. Rot. 0-45 b
Ext. Rot. 0-45
2 KNEE: Fiexion 0-135
Extension {-) 0
Hyperextension {+) 0-15
ANKLE: Dorsiflex 0-20
Plantarilex 0-50

Nwh 'eewd-NSIN ARAL B



MUSCULOSKELETAL 5 i.ﬂ.TlJ ! FH\"E-]EZﬂt'TiiEHIkP‘f ASSI:E:."—;L’]ENT -rnnhrurdl

FL.IT'J[ TIONAL BAL .ﬂNCE ¥
Describe: (Static, Dynamic-Sitting, Standing)

Aﬂﬂ"u max (@ - e ﬁmmm‘f A I\JLUY’) /:Qa)

Y Tesfing Perlormed; {required by Gentiva Safe Sirides® Program)

O Tinettl £28 CINT | CODVA O+ O- OONT | Semmes-Welnstein score 5.07 Modified CTSIB:  Posiiont ____/30 [INT  Position3__/30 [NT
CJBERG ___ /56 CINT | CJBPPY O+ O- ONT | monofilament: R 5 [ONT Position2 __ /30 [JNT  Posttiond ___f30 [INT
DGl 124 D NT D ABC _._% |:| NY L _15 D NT Galt spead: faet min 580

CTONE/MOVEMENT 0 42 L RGERRELE o  e L R s L ENDURANCE/FUNCTIONAL ACTIVITIES TOLERANCE .20 7
WHL Describe: [1Good Qescribe:

1 Fasciculations 1 Faly T
01 Atrophy R" 2] ZJIH

L e L R SN S ENSATION PROPRIOCERTION =555
CiNoDefictt  Describe: 1 WNL Describe:

Enlarged 4 Light Touch

gwa}h:meu / [5)(‘0 I coree parn Ew‘.’mm IR
Paintl Qo0 nolsws ! (3 Joint Positon Sense
stiff - o

{21 MUSCULOSKELETAL INTERVENTIONS: . .

Assess: Perform: Instruct;
Balance/Posture/Coordination [} Body Mechanics - Manuai Therapy Technigues Posture/Body Mechanics
Tone/Spasticity of [ Balance and Goordination Training/Retraining ROM . %’HEP

ﬁ Functional Activity Tolerance M’I’herapeulic Exercise euromuscular Re-education

] E-Stimio area for ____ minuies for __visils, effective

AﬂdmonaiOrders(spgclfy) . S S S O — PR i

{23 EauiPMENT INTERVENTIIJNS Additlonai ofders (spgcrfy)

Assess: Perform: instruct:

Equipment Needs O] W/C Measurements/Fittings %’Use of Assistive Devices/Drthotics
Adaptive Equipment ] Prosthetic/Orthotic Training Home use ol HME
[ Reguest HME (] Home use of CPM

FUNCTIDONAL LIMITATIDNS:
O Amputation {O Hearing %"Ambuiation O Legally Blind [ Cognition [ Vision [ Other (specify):
|:| Contracture {0 Endurance Speech O Paralysis @/Paln [ Balance

P . @M (M1240) Has this patient had a formal Pain Assessment using a standardized pain assessment too (appropriate to the patient's ability to communicate the severlty of pain)?
{1 0- No standardized assessment conducted O 1-Yes, and it does not indicate severe pain - Yes, and It indicates severs pain
EGomments -5 R e ,.,wmwmﬁ N By Lo e St

P o) (M1242) Ftaquency of Paln lnteriaring with patient's activity or movement: Location: ".am‘("l' mﬂm '

F01AN RRRL &

[ 0 - Patient has no pain 3 2 - Less often than daﬂ_y’i Dnsel Date; ~—"
01- P?:ihen:;t?\?liy pain that doest not interfere Dé__'fﬁ*-:l)ai lyButng] cunsta'ﬁﬁﬁ Paln preciplated by: A W 3
with a of movemen %E-EAII of the IMBZSHEERE b duration: ¥
[=3Pain Rating: _| 0 /10 FANumerc [JFLAGC  [] Faces History of paln management ?
PR LE Neuropathic pain rating: . /10 @NA Current paln management & effectwenass
1 Pain Manage Linterventions: Assess/Performvinstruct PUCg: A Assess/Performylnstruct PUCq: A P I
Hea o _( E @_{_ﬂ_@ % 2t N Zomir— 5. cg ﬂPosmomng e
[J TENS lo onono [TMIREto______ area for increase circulation and/or pain [ 2
@«Aclwit\- hodification 7T KA. control Tor 30-43 minutes for visits, eifsclive
& fAaniat Thereny Taghniguss _ oA - Other: o O
5 ! J




Surrounding Skin

Wound ¥/ | Wound Type 1 Dimenslons _ Exudats | '
1 | L em | Amouni | Red - % i margins,
w tm | Typs | Pink - % -
10 tm | Cotor | Yellow - %
! TunnelingUndermintng - ! | Blagk - [ Location
| Location: . om | Other: %
o (L tm | Amount ! Red - % margins,
w cm Type Pink - % e
D ¢m Color Yeltow - %
Tunneling/Undermining - Black - % Locafion
Location: S om Other; - %
TYPE: II:EN(iTsitir—l I AMDUNT.  TYPE: WOUNGD TISSUE TYPE - KEY (mustadd upto100%) | SURROUMDING SXIN - KEY
Leslon/zticer ONQest hea 1N CM None Serous Red - Healthy, often boefy-red, granulation fissue | Marpins - reddened, tender, warm, rash,
Pressure ulcer: §1, 52, 63,54 | (1o nearest 1/10th of a cm). Scanl Serusanguineous | Pink - Viable issue but ot grarviating,ofien smooth maceraled, closed edges,
Incision wistaples or sutures | WIOTH - { Smal Sanguineous | Yellow- Sofi, necrotic tissue, may be loose calloused, within normal
Trauma woung Widest lett o right, In cm | Mediom  Purent ; o Tits {WNL), other {descride)
B or adherent {aka siough} h
um . (to nearest 1/10th of 2 cm). Large Purulent w/foul odor Black - Hard om - width In cm's extending out
Inclsion, closed OEPTH- COLOR: Cor ad'hgg;llﬂ(makt:s::;ﬁa“:)w pelose from the wound
Other (descrite) Too shailow to measure depth, Yollow  Green, Tan . y
use 'supesficial’ or ~0.1cm. Whilsh  Otrec esre) | Dt~ Desoribe any othar tissue by color Locaed }E‘;mm‘“ﬁ%ﬂ&qm‘“
Addional Assessment findings: _ Sy nTAC ol OAumnd- nO- dAaNoQaed. T2 Avalafo
- f_[];wh'{’% — - SR
BRADEN SCALE FOR PREDICTING PRESSURE SORE RiSK !N HOME CARE NPO": Nothing by mouth IV2: Intravenously TPN3: Tolal parenteral hutrition
2N
SENSORY ' 1. Completely Limited: 2. Very Limtted: 3, Slightiy Limlted: Impalrment:
PERGEPTION a. Unresponsive (does not moan, flinch, or a. Responds only to painful stimull. Canniot 4. Responds to verbal commands, but Responds to verbal commands.
Abillty to respond grasg) to painfui stimull, due to diminished commuricate discomtort except by cannot always communicate discomiol np sensory deficit which
meaningfully to leve! 0l consclousnees or sedation. maoaning or restiessness. or the need to be tumed. would limkt ability to feel or voice
pressure-re OR DR OR : paln or discomfort.
discomfort b. Limited abillty to feel pain over mast of tiody, b. Has a sensory Impairment which limits the b. Has some sensory impalrment which '
abliity to feel pain or discomfort over 1/2 limits abiiity to feei pain or discomiort
of body. in 1 or 2 extremities.
MOISTURE 1. Constanlly Motst: 2. Orten Moist: 4. Occasionally Molst: 4. Rjrely Moist:
QOegree to which Skin1s kept malst aimost constantly by Skin Is often, but not always moist. Linen Skin Is occasionally moist, requiring an in is usually dry; linen only requires
skin Is exposed perspration, trrine, etc. Dampness is detected must be changed at least once a shifl. linen change approximately once 4 day. Ing at routine Infervals.
o folstura overy time patient is moved or tumed, /L%
ACTIVITY 1. Bedlast: 2. Chajirtast: 3. Walks Occaslonally: 4. Waiks Freguentiy:
ree of physical Confined to bed. Attty to walk severely limRed or nonexistent, Walks occasionally during day, but for very Watks outside room twice a day
E:&vhy not bear gwn weight and/or must be short distances, with or withoul assistance, | and inslde room at least once
. assisted Into chair o wheelchals. Spends majority of day In bed or chair. every 2 hours durlng #aking hours.
MOBILITY 1. Completely Immoblle: ('2. gry Limled: 3. Sitghtly Limited: 4. No Limitation:
Ability 1o change Ooes not make even slight changes in body §r 5 occasional siight changes in body or Makes frequent though slight changes In Makes major and frequent changes
and control body extremity position without assistanca. extremity posttion but unable to make frequent body or extremity posttion Independently. In position without assistance,
position or significant changes independently. o
RUTRITION 1. Very Pour 2. Probably Inadequate: 3. Adeguate: Nent:

Usuzt food intake
pattarn

2. Never eats a complele meal. Rarely eats more

a. Rarely eats a complets meal and generally

2. Eats over half of most meals. Eats g
total ol 4 servings-of protein (meat,

05t of every meal. Never

n . Higher or designated as "unstageable"?

) 0- No [Go o M71322]

O 1-Yes

than 1/3 of any food offered. Eats 2 servings eals anly about 172 of any food offered. uses a meal. Usuaily eals a total
or iess of proteln (meat or dairy products; Protein inizke includes only 3 servings of dairy products) per day. Occasionally ol 4 or more servings of meat and
par day. Takss fivids pooriy. Oces not meat or dairy products per day. Occaslonally will refuse 2 meal, but will usually take dalry products. Occaslonally eats
& liquid dietary supplement. willl take @ distary supplemanL. 8 supplement when ofiered. between meals. Ooes not require
OR OR OR supplernantation,
b. is NPO! and/or maintainad on clear ligulds b. Recelves less than aptimum amount of b. i on a tube feeding or TPN® regimen which
or 1Vs? for more than 5§ days. Tiquid diet or tube feeding. - Probably meets most of nutritional needs.
FRIGTION AND | 1. Problem: 2. Potentiai Problem: arant Problem:
SHEAR Reguires moderate to maximum assistance in Moves feebly or requires minimum essistance, in bed and n chair independently
moving. Complets lifting without sliding against Ouring a move skin probably slides to some and pds sufficlent musecle strength to litt
sheets Is impossibie. Frequently siides down In extent against shests, chalr, restraints or other compietely durtng move. Maintains
bed or chalr, requiring frequent repositioning devices. Maintains relatively good position In paod position in bed or chalr.
with rnaximum assistance. Spasticity, contractures chair or bed most of the time but occasionaily -
or agltation leads to almost constant friction. slides down.
SCOREKEY: 15-18=MidRisk 1314 =Moderale Risk  10-12=High Risk <9 = Severa Risk TOTAL SCORE ) | /C} I
P (M1300) Pressure Ulcer Assessment: Was this patient assessed for Risk ol Developing Comments
Pressure Ulcers?
[J 0 - No assessment conducted [Go to M7306) .
[ 1 - Yes, based on an evaluation of ciinlcal faciors, 8.g., mobiiity, Incontinence, nutrition,
etc., without use of standardized tool
[k 2 - Yes, using a standardized tool, e.g., Braden, Norton, other
(M1302) Does this patient have & Risk ol Deveioping Pressure Ulcers? Comments
0 No D 1-Yes
{M1306) Daes this pailent have at ieast one Unhealed Pressure Uicer ai Stage 11 or Commaznts

“wopsspursd i ou) "SEYI-O3 AQ patyaiey
“penretal G 1y ‘WonsBien Aouen puw uspuig trigaig BiAdeD DO O

"ONI 'SSvd-03N 6661 @

[ et



SINTEGUMENTARY STATUS . (continued)

1@ (w1308) muummummummmmnmumumsuw Commens . .
{Enter "0" F none; excludes Stage | pressure wicers)

Stage Description - Unhealed Pressure Ulcers _ Hlﬁmﬁm

& Stage Il: Partial thickness loss of dermis presenting as & shallow open ulcer
with red pink wound bed, without slough. May also present as an intact or
openfruptured serum- -filled biister.

b.7. ‘Stage Ti: Full thickness lissue Joss. fal may be tlsllﬂa hui; B
""" bons, fendon stles:aranol sﬂxﬁ be; i
nmhﬂ:m 111:5% ol tissiie’ |m_ﬁ“ ‘Include Ilhn:g:ld lumoﬁ?

“': m; :nr Ful.l. “Iiuuﬁuu u.jﬁ#}gn ie, Tentlan, ar
rﬁ W s ot ihe. wound Bei -0

.imluduﬁnﬁnﬂ nd ftinngting ‘9?3{-".:1"3‘ AR :

d 1 Unsmma: Known or likely but unstageable due 1o mn—mmb drmhn

Joo o4

—
b -
%ﬂ: o

0.2 Unstageable: Known or likely but unstapeable due to coverage of wound bed
by slough and/or eschar.

d.3 Unstageable: Suspectsd deep tissus injury In evolution. o AT

m:»rurmm.mm and M1314: If the patient has one or more unhealed (non-gp MMMIIMWM - Dammarts =
unsupenorwmmmmmwmmmummmmnmmmmm T,

Irnoﬁtwa | or Stage |V pressure ulcers, go to M1320. (e i
[W1310) Pressure Uicer Laapth: Longest langth “head-to-toe” |l — | [om)
{M1312) Pressure Ulcar Whdth: Width of the same prassure ulcer;
gmmmmmmmﬁwhrmﬁnumm | — 1 — -] —1 {em}
m1 Pressure Uicer Dapth: Depth of the same pressure uicer; k
bte surface to the despast area || —1 | — | (em)
{M1320) Status of Most Problemalic {Observable) Pressure Ulcar: e
E 0 - Newly epithalialized Oe- Eam;lmmm O NA - Mo observable pressure ulcar
1 - Fully granulating as- - %‘“‘“’ e
EH o (m1322) nmmmmurn:sumlPrmmummlmmmwmnm-wmmmmmmmeyu Comiments <5 3

over @ bony prominence. The area may be painful, firm, sofi, warmer or cooler as compared to adjacent tssua, i J\m*
60 o1 Oz 03 ] 4 or more
{1 azﬂ Stage of Most Problematic Unheated (Obsarvable) Pressurs Ulcer:

(0% 8t [ RESE O NA - No ohservable pressure Llcer
nE‘E@uﬂ TI“-’ lg .shﬂ,l\ﬁgé % or unhealed pressure ulcer
g D 0s- ?ﬁwmmmmm:ﬁ“ :
1 - Yes, patiznt has BOTH observable and unobsarvable stasis wicars
[J 2 - Yes, patient has observable stasls uicers ONLY non-removable dressing) [Go 1o M1340)
5 ) {mmr Current Humber of (Dbservable) Stasis mmm
0i- 0 2-Two 0s [ 4 - Four of mors

I o 334] Status of Most Problematic lﬂhsmlh} Stasis Ulcer: - &
[ 0 - Newly epitheliakized [0 1-Fully granulating [ '2 - Early/pa !L“Wgﬁﬁ /3% Not healingl.
@9 (M1340) Does this patient have a Surgical Wound? e

] 0-No [Ge ta M1350) 2 - Surgical wound known but not chservable dus
3 1 - Yes, patient has at least one (observabie) surgical wound tonmmnm‘hlaﬂwﬂm[ﬁnlmm

55 o] (M1342) Status of Most Problematic {Dhﬂmhll] S'l'nir.ll IHII.InII

0 - Newiy epithelialized artial
B 1 Fuly granulating oy e e

7] (M1350) Coes this mm a Bkin Lesion or Open \\‘lunl m:ludhu bowel ostomy, ather than
those described above Ifiat s receiving intarvention by the home heatth agency?

‘NI 'S5Y4-0IN BBEL &

- Na O1-Yes .
%EISHTEGUHEHTMT INTERVENTIONS:
5 Pertorm: 5 instruct:
[ Skin Integrity [ Staple Removal - Post Op day 1 Pressure wicer prevention measures
0 Other: e O Suture Remaoval - Post Op day
Additional Orgars (specity): -

I T T Ty T e T Y TR R ] T i S Y T Ty

RESPIRATORY STATUS .-

@) F{GA (M1400) When is the patient dyspneic or mununnr Short of Breath?
goo- Faibentls not short of breath
O 1 - When watking more than 20 feel, climbing slairs
1 [ 2 - With maderate exerion (e.g., while dressing, using commede or bedpan, walking
distances less than 20 leet)
' 3 - With minimal exertion (.g., while ealing, talking, or performing other ADLs) or with agitalion 52
7 4 - At rest (during day or night]

—



Cttent Ma.

Palient Name {Las, First)
Brvorm o

'RESPIRATORY STATUS (continued) ¢

(34

(M141I]) Respiratory Treatments utilized at home: (Mark all that app!y ) HISTORY OF: [ Asthma

[ Pneumonia [ Cough [JEmphysema [JTB
7 1 - Oxygen {intermittent or continuous) 3 3 - Continuous/Bi-ievel positive airway pressure .
O 2 - Ventilator {conlinuaily or at night) (% 4 - None of the above [ Bronehitis [ Plevdsy  [J Sputum [J Other:
Comments - - . :

&1 Respiratorylnter\rentlons AssesslPeriormlInstruct PUCg AP I Acldrtlonal Orders (speclfy)

O Chest Physical Therapy ] G B ‘;'g.f‘éq;ﬂ.
O 0z Sat (] Rty e
O Breathing Techniques O0ooO c_g_rp;nents T

CARDIAC STATUS .

VITALSIGNS:  PULSE: [ Apical (Reg) (irreg) B/P; Lying Siting " _Standing
adial 39 (Reg) (irreg) L -

TEMP: &j_ RESP: _1_____ R T Q// 36

Patient's Height: CJActual [ Reported 0z Sat:

Welght ] Actuai [ Reported

(23 Notity Physician il temp > <___ . Blood Pressure: Systolic > < Diastolic > < Puise Rate > <

Respiratory Rate > oF < 02 Sat less than

Cardiovascuiar; (History of:) Comments, ~ . .

O Palpltations O Dyspnea on Exertion {7 BP Problems Ol Edema — - R TR I

O Claudication O Chest Pain {71 Paroxysmal Nocturnai Dyspnea [ Other {specify); . ) el e

Easily Fatigued O Cyanosis O Orthopnea (# of plilows used: __) i

Q\Tesﬂng performed (required for Senlor Heaith and Cardiopuimonary):
RPE;

Scale used (i.e., borg):
ﬂPreVS P B/P: R:

URINARY.JIMU.} Py itk it
(M1GBD) Has this patient been treated for a Urin:rv Traut Infection In the past 14 days?

I:I 2 I:I3 DG Mlnuta WaIkTest‘ feet Pnst Vs P

Gmnmenmq .5.“ o TR

-No O1-Yes [ NA - Patient on prophyiactic treatment O UK - Unknown LT .
EEB (M1610) Urinary Incontinence or Urinary Catheter Presence: Unnary Dstomy (Type)

0 - No Incontinence or catheter (inciudes anuria or estomy for urinary drainage) [Go to M1620] Sup plles‘Used'« e -

1 - Patlent Is Incontinent : -
O 2 - Patient requires a urinary catheter (i.e., external, indwelling, intermittent, suprapubic) [Go to M7620] Comments 5
{M1615) When does Urinary Incontinence oscur? Comments ¥4 G dgianse v 5ol aiin T g e
O 0 - Timed-volding defers incontinence ([ 3 - During the day only —
O 1 - Occasional stress incontinence O 4 - During the day and night

[ 2 - During the nluht unly
‘GlLSTATUS :

Eunocm:algz WNL
O Polyuria/Polydipsia/Polyphagia [ Thyroid Disease

O Neuropathy/Radicuiopathry [ Diabetes . T e e
) Biood Sugar Giugometer Use ] insufin Dependent? How Long? AL Pt Sl
O Oral Hypogiycemic Agent Most recent EBS peion o e A i B e ; ains =
LBM Usual Frequency (] Diarthea [ Constipation: [jChronic [JAcute - - .- B e S
oM [BA) (M1620) Bowel Incontinence Frequency: . Comments
(%] 0 - Very rarely or never has bowsl Incontinence  [C]; 4= 01;2 dally pas“ls“%ﬂ"%ﬁﬂ t
(] 1 - Less than once weekly 0325 More:oifer thian.once dally oz et sl _
Dg__%ﬂ ""”lpthree (i, waekly,§§ ) NA- Patient has ostomy for bowel efimination 7
Uégﬂ-h;"nug 0 Sixlimes wee ly O UK- Unknown

[ nRS] (M1B3I]) Ostomy jor Bowel Ellmlnatmn Does this patient have an ostormy for-bowel elimination that (wlthln the last 14 days) a) was refated o an Inpatient tacllity
stay, or b) necessitated a change in medical or treatment regimen? Ostory (Type).

Equipment Used (Size, Type):

: T.'IELIHGJ F['IDI IONAL; ’BEHA\.’IDRAL 1AI us

(o) “(M1760) Cubnllh:a Fanctioning: Patient’s current (day of assessmerit) levél oialanness oriantatuon comprehenslon concentraﬂon énd imrnedlata memoryfor slmple commands
0 - Alert/oriented, able to focus and shift attention, comprehends and recalls task . c .
directions independently. ormments
O 1 - Requires prompting (culing, repetition, reminders) only under stressful or unfamiliar conditions.
O 2 - Requires assistance and some direction in specific situations {e.g., on ali tasks invoiving
shifting of attention), or consistenty requires low stimulus environment due to distractibility.
O 3 - Requires considerable assistance in routine situations. Is not aiert and oriented or Is
unabie to shift atiention and recall directions more than hafl the time,
] 4 - Totally dependent due to disturbances such as constant disorientation, coma, persistent
vegetative state, or delirium.

—_— e . PPN e e nooue

“TINE '.QQVH'ﬂqIN RRBL &
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NEURO/EMOTIONAL/BEHAVIORAL STATUS (continued) -
{M1710) Whan Contused {Reported or Observed Within the Last 14 Days):

0 - Never O 3 - During the day and evening, but not constantly
1 - in new or complex situations only O 4 - Constantly

O 2 - On awakening or at night only O NA - Patient nonresponsive

. [OM) {M1720) When Anxious {Reported or Dbsarved Within the Last 14 Days).

O 0 - None of the time O 3- All of the time

f4 1 - Lass often than daily O NA - Patient nonresponsive

0 2 - Daliy, but not constantly

P @M {M1730) Depression Screening: Has the patient been screened for depression, using a standardized depressmn screenlng tool?

\a

2

h

0-No
(9( 1 - Yes, patient was screened using the PHE-28" scate. (Instructions for this two-question tool; Ask patlent: “Over the last two weeks, how often have you been bothered by

any of the following problems”)
Not at afi Several days | More than half of the days| Nearly every day | N/A Unabie (LXDifficutty sieeping: MM

- PHO-2®" 0-1day 2 - 6 days 7-11 days 12-14days | torespond Change In appeﬁte
a) Little interest or pisasurs E S ~
- doing things &N o1 D2 03 CINA ﬁﬁ@,‘:
b} Feeling down, depressed, -
or hopelass? oo cﬂ 1 02 03 ]

O 2 - Yes, with a different standardized assessment-and the patlent meats criteria for further evaluation for depression.

O 3 - Yes, patient was screened with a different standardized assessment-and the patient does not meet criteria for
further evaluation for deprasslon.

* Copyright® Plizer inc. All rights reserved. Reproduced with permission.

*For a score of 3 or higher, the Physician should be nofffied.

fi8A) (M1740) Cognitive, behavioral, and psychiatric symptoms that are demonstrated at least once a wesk h}:ﬂ%:’;r ,D?Ei “*
{Reported or Dbserved): (Mark afl that apply.)

O 1 - Memory deficit: failure to recognize famlilar persons/places, inabliity to recall events of past 24 hours;
significant memory loss so that supervislon is required

O 2 - impaired dacision-making: fallure to perform usual ADLs or 1ADLs, Inablilty to appropriately stop
activities, Jeopardizes safety through actions

[ 3 - Verbal disruption: yeliing, threatening, excessive profanity, sexual references, etc.

O 4 - Physlcal aggression:; aggressive or combative to self and others {g.g., hits self, throws ob)ects,
punches, dangerous maneuvers with wheelchair or other objects)

0 5 - Distuptive, infantile, or soclaily inappropriate behavior {exciudes verbai actions)
O 6 - Dejusional, hafiucinatory, or paranoid behavior
&7 None of the above behaviors demonstrated

. om) (M1745) Freguency of Disruptive Behavior Symptoms {Reported or Observed) Any physical, verbal, or
other disruptive/dangerous symptoms that are injurious to self or others or jeopardize personal safety

(S0 - Never [ 3 - Several times each month

O 1 - Less than once a month O 4 - Severai times a waek

O 2 - Once a month O & - At least dally

{Om) (M1780) s this patient receiving Psychiairlc Nursing Services at home provided by a qualified psychlatrlc nursa? §50mes
fQ 0-No [OJ1-Yes

[18] MENTAL STATUS:
] rlented/iZ) Person  [SiPlace Cf Time
Ed[))epress d 1 Disoriented O Comatose O Forgetful O Agitated
O Lethargic O Other.
CADLVIADLE: ;

(M1800) Groomitng: Current ébﬂﬁy to tend safe!y to personai hyglene needs (I e. washlng . “(M1820) " Current Ablifty to "[Tré’éé‘fg"\ri‘éfﬂd safely wlth or
face and hands, hair care, shaving or make up, teeth or denture care, fingemail care) without dressing aids) lncludlng undergarments, slacks, socks

[J 0 - Able to groom seif unalded, with or without the use of assistive devices or adapted methods. or nylons, shoes:
O 1 - Grooming utensiis must be placed within reach before able to compiets grooming activities. ) 0 - Abie to obtain, put on, and remove clothing and shoes without
@ 2 - Someone must assist the patient to groom self. assistan

et

3 - Patlent depends entirely Upon someone eise for groomlng needs.
"“rr"r‘ﬁ?aﬁts@.,,. S :
; S "'_; il 7{‘1{‘2‘;#1 SR

. (M181 n) Current Ahillty to Oress Uppar Budy sately (wlth or without dresslng aids) Includlng
undergarments, puilovers, iront-opening shirts and biouses, manaing zippers, buttons, and snaps:
{J 0- Able to get clothes out of ciosets and drawers, put them on and remove them from the
_upper| body without assistance,
g Abie fo dress upper body w:thoui asslslanc
thé patient.
(g 2 - Somsone must heip the patlent pui on upper hodv r:lnthlng
5 3 - Patient depends entirely upon another person 10 dress the upper body.

Comments

"dressdowe "ﬁudv%witboul assiglance Tieinl ﬁ‘ﬁfanﬁ*‘
.Ial ut hand“’El 10:the patien
?'“* Ao

ETY

"ONt 'S5Vd-aan 6661 @
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Pattent Name (Last, First)
pfh’am AT RAY

i ADL T IADLS {eontinted) - i

@) (M1830) Bathing: Current abliity to wash entlre body safely.

& Excludes grooming {washlng lace, washing hands, and

shampoolng halr).

3 0 - Abie to bathe seif in shower or tub independently, inciuding
getting In and out of tub/shower.

[J 1 - With the use of devices, is able to bathe self In shower or tub
Independently, Including getting In and out of the tub/shower.

[0,:2:=Aklg o bathie In showe or tub with the Intérinitiant asslstanée'

sgrnatanothdf persan: 35t
a)ta

rmilite s&'ﬁg;_\g:l#lh

- -rs- [ : "'- S LT o
B e an s o e
(M1840) Tollet Transferving: Current abiity to get to and from the
toftet or bedside commode safely and transfer on and off tolletcommods.

[J 0- Able to get to and from the toilet and transfer Independently
with or without a.device.

O 1 - When reminded, assisted, or Supervised by another parson,
able o get to and from the tolist and transfer.

73 Unable 1o et in,and from the tollet bist 1§ Bbledousé'a bedside
35 seommods (Wi oF el
0,32 Unable o'get s}
i |5:ableito use.

Dlr- 5 onju-ﬁhrim;- el
bl B
I A bR 1 5 it WL

v o Yy ot
(M1845) Tolieting Hyglene: Current ability ta malntaln perinea
hyglene salelyf. adjust clothes and/or incontinence pads befare and
after using tollel, commode, bedpan, urinal. if managing ostomy,
Includes cieaning area around stoma, but not managing eguipment.
0 0- Able to manage tolieting hyglene and ciothing management
without assistance.
O 1- Able to manage toileting hyglene and clothing management
without assistance if supplies/implements are iald out for
the patient.
M 2 - Someone must help the patient to maintain tolleting hygiene
and/or adjust ciothing.
[ 3 - Patient depends entirely upon anather persan to malntaln
tolleting nygiene.

(1850) Transferring: Current abillty to move safely from bed to
chair, or abllity to turn and position seif In bed If patient |s bedtast.

] ©- Abie to Independently transter.

[ 1 - Able to transfer with minimal human assistance or with use of

an assistive device.

g58aT welght and plvol durlng the trénsfer process but;

P Yy
¥ L

R R e e o g

§ﬁ|§10{§ﬁ-sfﬁr s_a]_f.':;:?"\ N P e 2y ":i:%": ]

0032 Unable 1o ranstar selland ils_‘lihdbl‘e.tn'fe"a'ﬁﬁélﬁﬁ%cﬁﬁmﬁ"ﬂ
wheg Iransietred by drother persan=: i

a3 rafsfer but i

E=3TRANSFERS: [JN/A
KEY: 7 =Total independent 3 = Modesate Assist 1= Total

Assist

5 = Supervision
6 = Adapted Independent 4 = Minimum Assist 2 = Maximum Assist

Bed Mobllly _ 2 ar_L Auto
&n{om ol Bed _Z Commode/Toilet Z Bﬂoor

CIGAT ONA

I Client No.

(3347

(M1860} Ambutation/Locomotlon: Current abllity to walk safely, once In a standing posttion, or
use a wheslchalr, once in a seated posttion, on a varety of surfaces.

3 0 - Able to indepsndentiy walk on even and uneven surfacss and negotiate stairs with or without
~ rallings {Le., needs no human assistance or assistlve device).

0 1 - Wlih the ose of a one-handed device (8:g:, cane, singis:crufct
‘. Independently walk o evélyand uneven suriaces and negoliate stairs with,or without rallings.
O 2 - Regulres.use of a:twohanded dévice(o.n.. walker of Eruiches) 1o Walk elone on 3 lovel
-- fequirestiuman asslstance to:n sldlrs-or:sleps.orss:

;.. surfac enl ps.0res
,!'.;‘._.-.: e 1;{; : H e
3~ Able sistance of another persan o1 g1l limes
O sl iV
LA 5 £ ih, ®
o9 |’

)i

b i T At Th)
omhee‘!:sali?ﬁﬁ%
M ; AR & T

b upioachalrty: LT

Yo 3 iy

KEY: 7 = Totai independent 5 = Supervislon 3 = Moderate Assist 1 = Total Assist
6 = Adapted independent 4 = Minlmum Assist 2 = Maximum Assist
SURFACE DEVICE BALANCE
i1 ww [ Dynamic
Curbs SPC [ Static
neven owc — O sit
Ramps O None [ Stand
%Stairs ] 3 Crutches O Grade

O
(X3 Distance M 0 Number of éta_l-rs ﬂ_ MA‘%’!’{—\

GAIT ANALYSIS - (W2, Bear, Falf Risk, Describe):

Propeis W/C On: [ Level Surface 1 Uneven Surface
W/C Management: [] Brakes (3 Foot/Leg Rests
o S R R R e
{M1870) Feeding or Eating: Current ablitty lo feed self meals and snacks safely. Note: This refers
only to the process of eating, chewjpg, and swallowing, not preparing the food to be eaten.
£, 0 - Able to independently feed self.
O 1 - Able to feed seif independently but requires:
{a) meai set-up; OR
. (b} Intermittent assistance or supervislon from another person; OR
{c) a liguld, pureed ot ground meat dlet. ]
O 2 - Unable to feed saif and must be assisted or supetrvised throughout the meai/snack,
3 3- Able to take In nutrients oraily and receives supplemental nutrients through a nasogastric tube
or gastrosiomy.
[J 4 - Unabls totake in nutrients oralty and is fed nutrients through a nasogastric tube or gastrostomy.
D) 5 - Unabie to take in Dutrients orally or by tubs fesding.

R G et A Ao e S O S

{M18580) Current Ahiilty to Plan and Prepare Light Meals (e.g., cereal, sandwich) of reheal
delivered meals sateiy:

0 0-{a) Able to Independentiy pian and prepare all light meals for seif or reheat dejivered meals; OR
{b} Is physically, cognitively, and mentally abie to prepare light meals on & regular basls but
has not routingly perfarmed Fight meal preparatlon in the past {l.e., prior to this home
care admission).

O 1-Unable to prepare light meals on a regular basis due to physlcal, cognitive, or mental imitations.
dz‘ 2 - Unable to prepare any light meals or reheat any delivered meals.

{N1B90) Ability to Use Telephone: Current abiilty to answer the phona salely, Including diafing
numbers, and giectivaly using the teiephone to communicate.
@_0 - Able to dial nurabers and answer calis appropriaiely and as deslred.

O 1- Able fo use a specially adapted telephone (Le., large numbers on the diai, teietype phone for the
deaf) and call gssential numbers.

O 2 - Able to answer the teiephone and carry on & normai conversation but has difficutty with
piacing cails.

[ 3 - Able to answer the teiephong only some of the time or is able to carry on only a limited conversation.

] Ramps

e e s T ey e e A V!
% CommentSii Tt R e T

‘NI 'Q]YA-(1TW 6661 @

ttoStand > D/Shower __ 7 0 0 4 - Unabig to answar the telephone at all but can listen i assisted with equipment.
l%;ﬁ:ribe: [ 5 - Totally unable to use the telephone.
[0 NA- Patient does not have a telephone.
Comments Comments

—_—~



¥ ADL /JADLS {continugd

L

FUNCTIONAL INTERVENTIONS: Perform: Instruct:
hssess: Functional Mobility Training [ Positioning ] WBAT on exiremity
Bed Mobiiity CXGalt on Levei Surfaces | Bed Mobility [ Energy Conservation [ FWB on extremity
Transfers [ Weight Bearing Status ransfer Training O NWB on extremity ) .
Whesichair use Wheslchair Training [ TDWE on extremity  Additionai Grders (specify):
wr L@ Gait on Stairs/Uneven Surfaces alt Training O PWB on extremity iy e

k/{ 1900) Prior Fanctioning ADLAADL: indicate the patient's usual abliity with everyday activities prior to this current liiness, exacerbation, or injury.
{Check anly DNE hox In eachi row.}

Functional Area Independent | Heeded Some Help | Dependent i ...&L ;m%%é o i
a._ Sel-Gare (e.9., grooming, dressing, and bathing) ] g1 g2 B R e e
b._Ambyiation &0 B 02 ‘ "’Q’M‘”‘“
c. Transter %‘ 11 Oz ; &
d. Household tasks {e.g.. light meai preparation, laundry, shopping) | [ 31 Oz il s L
Fall Risk Assessment  Assess one point for each core element “Yes” |.. Points
Age 55+ [
Dtagnosts Assess for hypotension.
{3 or more co-existing) @
Prior histary of falls Fali Definition, *An unintentional change in position resulting in coming o rest on the ground or at a iower level,” .
within 3 months j )
Incontinence Inability to make it to the bathroom or commede in a timely manner. Includes trequency, urgency, and/or nocturla. [}
Visual impairment Inciudes macular degeneration, diabetic retinopathies, visual field loss, age related changes, decline in visual acuity, accommodation, glare
tolerance, depth perception, and night vision or not wearing prescriied glasses or having the corract prescription. O
Impaired fonctional May include patients who need help with IADLS or ADLS or hive galt or transfer problems, arthritis, pain, fear of failing, foot problems, Impaired
mobliity sensation, impaired coordination or improper use of assistive devices. j '
Environmental hazards | May inctude poor lumination, equipment tubing, inappropriate footwear, pets, hard to raach ftems, floor surfaces that are uneven or ciuttered, |
e or outdoor entry and exits. /
Poty Pharmacy Drugs highly associated with fall risk inciude but not imited to, sedatives, anti-depressants, tranquiitzers, narcofics, antihypertensives, cardiac | .
@ (4 or more prescriptions)| meds, corticosterolds, anti-anxlety drugs, anticholinerglc drugs, and hypoglycemic drugs. /
Patlsnac![tiactinu ievel Pain often affects an individual's desire or ability to move or pain can De a factor in depression or compiiance with safety recommendations. ]
of fon
Cognitive impatrment | Could include patients with dementia, Alzheimer’s of stroke patients or patients who are confused, use poor judgment, have decreased
comprehension, impulsivity, memory deficits. Conslder patisnt's abliity to adhere to the plan of care. O
A scare of 4 or more Is considered at risk far faliing TOTAL | < | {

@mﬂ Most recent fail: @43 Months [J 4-6Months [J 7-12Months [J >1year [J Nofall
TUG Score: ____seconds | Reasons TUG Not Performed;

Limiting orthopedic conditions {welght bearing restrictions or ather precautions)

P (M1910) Has this patient had a muiti-factor Faii Risk Assessment (such as falls
history, use of muttiple medications, menta! impairment, toligting frequency,
general mobility/transferring impairment, environmental hazards)?

-0 0 - No muiti-factor falis risk assessment conducted.
O - Yes, and it does not indicate a risk for falls.
2 - Yes, and it indlcates a risk for falls.

Fail Prevention interventions: Assess/Performfinstruct PvCo: A P |
(J® Fall Prevention |

Known need for assistance with ambulation
O Inablfity to fatlow or remember simple commands
] Bed-bound status

ST Ty S TR :
@ﬁ-‘.ﬁ.,,::a‘:mm’?-?fa;-rg‘?:ﬁ%weu..d-. AR,

L4

d%f\’es O No

Homebound Status (Measurabie Qualifier)
Based on assessment information, is this patient homebound?
"Check ail thaf apply and provide brief example/explanation

Qg&'&nsiderabie and taxing effort to ieave home N M/ @ al g
liiness/injury restricts ability to isave home

/VLOIDIM-?

[0 Cognltive impairments {specify):

[ Psychiatric iiiness manifested in refusal to leave home

[ Psychiatric iliness manifested in unsafe to leave home

[ Specify efiort needed to leave home

[0 Describe Impact-any departure has on patient

NUTRITIONAL SCREENING

Patient has lliness or condition that requires a change in the kind/amount of food eaten

Patient has fewer than 2 meals/day

Y;s Nutritional Screening:
5 (9) or more = high risk; potential referral to MSW or dietitian

Patient eats few fruits and vegetables or milk products

{6-8) = moderate risk; provide educationffurther assessment

Patient consumes 3 or more drinks of alcchol aimost every day

Patient has tooth or mouth probiems that make & hard to eat

Patient does not have the resources to purchase needed food

Patient takes 3 or more medications per day

Patient has iost or gained > 10 ibs. In the past 6 months without dieting

There is no refiable caregiver to shop, cook, and/or feed patient if unabie to do independentiy

Patient has Inadequate/improper food storage/cooking faciilties

Patient has signilicant memory loss and/or depression

Patient has been receiving enterai or parenteral nutrition

Patient has open wounds

Total Nutrltional Score

"ONI ‘SSYd-GIW 6661 @



Patlent Name (Last, First)

I; Client No.

m = M r\-
- ADLFIADLS Hcontinued) | P : e

@ NUTRITIONAL REDUIREMENTS NEW OR GHANGED Mnular O Enterai Feeding

mL/day

Amount

0O Sodium Diel 0O Hi O Low Protein [ Heart Heaithy Low Fat Pump Type. _____
D Calorie ADADiel [ Hi [JLowCarbohydrates [ No Added Salt g g“:g;'imr:t(m- Hi-Fiber, etc.) B NG Tobe
O Bland Oiet O No Concentrated Sweets [ Other (specity): 0 Tube

MEDICATIONS

9 (M2000) Orug Regimen Review: Doesa compiete dmg regimen reviawlndicaha potantiai clinicaily sugniflcant rnedicatlon issues, e. g drug macttons Ineffective drug therapy,
side effects, drug interactions, dupiicate therapy, omissions, dosage erors, or noncompiiance? g

O 0 - Not assessed/reviewed [Go to M2070] {<] 2 - Probiems found during review
D 1 - No problems found during review O NA- Patientis not taking any medications
[Go to M2070] {Go to M2040} ; e R
{OM) (mM2002) Medication Foilow-up: Was a physician or the physician-designes contacted within one calendar day to reoolve cllnlcaily slgniﬂcam medlcanon !ssues Inoludlng reconcliiation?
& 0-No 0 1-Yes R o A e B e B T

P @8 (M2010) Patient/Caregiver High Risk Drug Education: Has the patlentlcareglver received instruction on specia1 procautlons for ali high~r|sk madications (such as
hypogiycemics, anticoaguiants, etc.) and how and when to report probiems that may occur? : R - -

[0 0-No [J WA- Patient not taking any high risk drugs OR patient/caregiver fuily knowledgeable s g :
1-Yes about special precaubions associated with aii high-risk medications D A “ ,‘ﬁfﬁ"&?}‘%'

™) (M2020j Management ol Oral Medicatlons: Patient's cutrent abllity to prepare and take ail orai medications reiiably and safsly, inoludlng administration ol the correct dosage
at the appropriate times/intervals. Excludes injactabie and iV medications. (HOTE: This reters to ability, not compilance or wililngness j

0 - Able to independently take the correct orai medication{s) and proper dosage(s) at the correct times. id"“lﬁ"“""‘ ’I"‘*"“"‘?,}:g,’-’ﬁ
1 - Able to take medication{s) at the correct times if; e

(a) Individuai dosages are prepared in advance by another person; OR 5%%“ SRIE
{b) another person develops a drug diary or chart. m@ 3 rf':'

[0 2-Abie fo take medication(s) at the correct times If given reminders by another person at the { ng 3%
appropriate times. ¥,

[ 3 - Unabie to take medication uniess administered by another person.

%ﬂ%ﬁ -
[J NA - No oral medications prescribed.

e
{m2030) Management of injectabie Medleations: Patient's current ability to prepare and take all prescribed lnieclabla medications rellably and safely, 1noludlng admlnistratlon
_ of correct dosage af the appropnate times/intervals. Em_u_d_a v medicallons : )

S oy i e B e Tt L 3 L s
[E;'rjl Abi ej 0 Inﬁependanliytake The & corracf medicahon i(3):200 proper dosage(s) al the go‘gﬁol'tlme?f L;ﬁ“%—%‘—“?&
24 Aile {6 taks, Iniaciabie madioﬂgn(sj it lhigggrect llmas'lfm’"ffh ] ,:,,%:—3-55“"“ ‘%'f _@‘W"M@"W_
%J(a Jrndlvﬁuai sﬂi&uas arg, praparad‘in advancg‘: by another pelso __ﬂ-‘???- it % ; i *‘2%3;‘;-: & ,%hb‘&}%s 7
e (] aﬁ'oiher;person deveiops ird dlaE;ornha -.ﬂ e o ”’ S f@}& 5 e T
R R P AT, % Rt 3 ‘H it B e
|} z,%,AbTe o take medinallonjéj AL1he comect l es Lgiven rerrﬂndars bvanot 118 parson basqul ‘on E‘E%F
%Ahe lregﬁggyw ‘oti{hie ]n]ecl'lrog'zﬁfﬁ SRR
_at_)l_ g.lake:in in}eﬁfibie medication ¢ uniésb aﬁinistered by’ another person* e gg&éﬁ;‘g‘ o2
m NA-Nol injectabie medications prescrlbed t; g T

(M2l14l'l) Prior Medication Management: Indicate the patient's usual ability with managing oral and |n]ectable medlcahons
injury. (Check only ONE box in each row.)

Functional Area independent | Needed Some Help Dapemlan'( Not Appticabie

a. Oral medications MU O Oz2
b. Injectabie medications 0O O2
- CARE MANAGE L ‘

(MZ'IDO) Types and Sources i Assistance: Oetermine the ievel of caregiver abllity and willingness to provide assistance for the following activities, if asslstance s needed.
{Check only ONE box In each row.)

.

nm.-m

Noassistance |  Caregiver( s cmglvar‘s} need tralnlng! cnreulver(s Unctear It Assislance needed
Typa ot Assistance needed in l:urrenl y pravid sunporl ve services to to pro carellglver(s) wlii | bt no Cere gliver(si
this araa Istance provide essistance asslstanca provide assistanca avalla
a, ADL asslstance (e.g., transier/ambuiation, bathing,
dressing, tolisting, eating/feeding) 0o O :&’2 a3 04 0s
b. |ADL asslstance (e.g., meais, housekeeping, faundry,
telephone, shoppl(ng, finances) (10 my m 2 a3 4 0s
t.Medication administratlon (e.g., oral, Inhaled or injectabie) go 01 2 03 g4 15
d. Medical proceduresftreatments {e.9., changing )
wound dressing) b ’ Uj 0 01 02 03 04 0s
e. Management ol equipment (inciudes oxygen, iV/intusion ) ’
equipment, enteral/parenteral nutrition, ventliator therapy X0 01 J2 0s 4 B
equipment or supplies)
1. Supervision and salety (e.9., due to cognilive impairment} ao O ME O3 14 as
g. Advocacy or tecliitation of pdatient-s parlioipattion g M\:& e
appropriate medical care (includes transportation to 1 2 3 4 5
or from appointments) 7z M O 0 @ O

GComments

“OINI ']K]VA-GAW 666L @



CARE MANAGEWMENT (continued) SRR
(M211D) How often does the patient receive ADL or IADL assistance f

{other than home health agency staff)?
1 - At least daily O 4 - Received, but iess often than weekiy
2 - Thres or more times per week [ 5 - No assistance recelved ;
3 3 - One to two times per week O UK - Unknown e

e il 2 e, . n
THERAPY MEED AND PLAN OF CARE gy ; : : !

\[@H) (12200) Therapy Need: in the home health plan of care
for

rom any caregiver(s) ' Comments

for the Medicare payment spisode for which this essessment will define a case mix group, what s the indicated need
Eerapy visits (otal of reasonable and necessary physical, occupational and speech-language pathology visits combined)? (Enter zero ["000°] il no therapy visils indicated.)

P

=3 '50%) Number of therapy vislts indicated {total of physical, occupational and spesch-ianguage pathology combined).
[]NA - Not Appilcabie; No case mix group defined by this assessment.

P ©@® (W2250) Plan of Cara Synopsis: (Check only ONE box in each row.) Does the physlclan-ordered plan of care include the foilowing:
Pian / intervention No Yes { Mot Appiicabie

a. Patient-specific parameters for notitying physician of changes in vital signs or other Physiclan has chosen not to estabiish baﬂent-speciﬂc
clinial findings § 0o Ot ELNA parameters for this patient. Agency wiil use standardized
clinical guidetines accessible for all care providers to referance

b Diabetic foot care inciuding tonitoring-for the presence of skin leslons on the lower 30 1 EEN A Patient Is not diabetic or !s bilateral amﬁutea
axtremities and patiemlcareg_h!g[ aducation on _proparinot care

¢. Falls prevention Interventions ] oo | &1 10 NA | Patient s not assessed to be at risk for falis

d. Depression intsrventlon{s) such as medication, referral for other treatment, or a Patient has no diagnosls or symptoms of depressio_n
9 montoring pian for current treaiment . go : O MNA

e. Intervention(s) to monitor and mitigate pain’ 06 | B41 | OONA | No pain identified

f. intarvention(s) to preveni pressure ulcers 0o [ O 1 | &INA | Patient Is not assessed to be at risk for pressure uicers

g. Pressure uicer treatment based on princlpies of molst wound healing OR order for
treatment based on molst wound healing has been requested from physician

r;ﬁomﬂ o

o e

gﬂ A | Patlent has no pressure uicers with nesd for molst
wound healing .

-_‘1%-% ‘ *1"; ‘

Do][n

L

RGO 57
% DME AND SUPPLIES : iy
fi@ DME: R ' -
‘Bedside Commede [T Elevated Tollet Seat [0 Hospital Bed (¥ Wheelchair [0 Exercise Putty [0} Stapie Remover [T Oiher: (
[OCane_____ [ GrabBars {3 Tub Bench ;@'.Waiker___— [0 Exercise Band [] Steri Strips s

Safety measures/additional equipment recommended to protect patient from Injury o veodo @ (iruﬁ =21 & Ak e —
G\)QQ_L‘\'D 50.0 =S \0\.9 fﬂm,.[l.

\ 1=

Specific safety issues discussed:

Patient/Family able to use gilequipment/supplies sately? [1] Yes {3{No i No, speclfy: N 1n LHM&? L gentd hane.
; X7, @ _nnloon gt

Sl 2w
[0 HHA Vislt Frequency/Ouration 1o assist w/personal care/ADLs/light housekeeping as needed
§5-07 bl (specity __ 10Dl 4D gaselt
[ ST Eval (specily): )
[ MSW Eval {specify): Qwe fre - - X
£ Other: ___ L0 9o bodere Hvors (10. nsevshak o wevwpum e
O impiement and lhstruct Standard Precautions/infection Controi ) '

(7 Dietitian evaluation  Refer to Page 11 Nutritionaf Screening to determing need for further Nutrition Assessment by quaiified H.C. Professional.

@May take orders from
2§ REHABILITATION POTENTIAL/DISCHARGE PLAMNS:
Rehabiiitation potential to achieve goals: [ Good &Fair 3 Poor Comments:
See Protocols, specify: ok O #%s_g#él 0. pINEN v

Discharge Plans '
Patient to be discharped when skilied care no ionger needed [ Other {specify):
H T Petient to b discharozd to ths carz i T Salf T Carspiver T Other:
7 Discharos plan initiatzd Kaisa zrgs 1o Ouipaliznt Phusical Tnarepy oD MQ.DU—PL

T Mo olans to dischargs ipaiisnit requires ongoing carsi

b
¥

>

“ONI 'SSVd-0IN 6661 @



Patient Name ({Last, First) Client No.

_ - {29%7
:SKILLED SERVI CZEr‘.‘:tGNIFLEAT’TEL!FJILAL FINDINGS sl B R P e R B
SIGNIFICANT CLINICAL FINDINGS: Du- W\_,Lg P I ‘ . mulauhms S

M A mc(mlu./\ 2o b (B) amdits (D ambilo spvean i
bO\.\.m O+ l\mu(-"l NV P MIY\Q ‘ILD AL e ﬁ'D/u_Jf\elJﬂ h o X—
/Q,bé_a-« LHLC adnoe Al patn, n,m\h’l—ﬂ-— ey . dooo hame hams v

S&:@t\ﬂmw\c ot ol tNeA ﬁ-‘rﬂ:%b& by N
M « 'fumf\i— é/J\AYY'\ .ﬁza/ml

~

SKILLED SERVICES PROVDEO THISVIST: S ie. b a0, Lco. Jram sﬁ% RSt mINg
] 7 =
?Ou_/v\ mf\@w\.*; Pawm PP@MS /

THERAPEUTIC EXERGISE: ONA

CJPROM [J PNF ] Sensaéioanropriu Describe: <A\-/{—' \’Y\U.i"lkk,. DOt {‘7 N e JUU[ £/
AAROM Bajance [ Gaze Stabfiization
% AROM gCODrdinaﬂon "l’D—M&J IL—Qﬂ&\ o

D ARROM {3, Muscle Re-Education
"SKILLED TEACHING / PATIENT RESPONSE

SKILLED TEACHING: KEY: 7 =Total independent 5 = Supervision 3= Moderate Direction

1 = Total Direction
6 = Adapted independent 4 = Minimum Direction 2 = Maximum Direction
TO PATIENT (pl) of CAREGIVEH {Cp) and RESPONSE ONA
_‘L mt Cg p Co

& Galt __LL _ Safe Handiing Techniques (] Posttioning - C]ADLs o
[ Equipment Use Home Program introduction ____ [ Pressure Uicer Prevention __ O /s infection e

Ortho, Precautions 8. % [ Activity Precautions T D ModilyEnvironment ) DC Pian _

Body Mechanics  ___ [ Energy Conssrvation o KPain Management 1 z B Transfers o K

Home Safety Z {3 W/C Management - [ Puimonary Management __ D sfs DVT —_—
[ Fali Prevention [ Prosthetic/Orthotics Mgrmt.  ___ _ ] Edema Reduction o ——
CONCLUSlONHMPRESSlDNS FROM ASSESSMENT: £~ M <, 0 ( ) G/M_Qj_ O gg,u—f /\_g_@

I~ G \R&c)r\)/\/‘-\ WW \louuwr\ mr\c:)rms:z onsb mm;{
L hvens s Onaaz. o Aol (B A 8
W shy o do P et 4 o b
7N pe—

gPOC discussed wi{h Paherg)Caregwer Maﬁenvﬁaregiver agreed with pian: (0-06
Ordering Physician Name™ Yo~ Spann UL l‘d\ﬂ— = :
Physician contacied with assessment findings and approved orders, discipfine and frequency [J PHQ-2 resuits {54 Yes, Date: Lﬂ/") l (O ‘

Gait Tralning HEP - afety Recommendation (3g OTHER: _PT IWE \1{o ﬁn%gﬂmbuf._

Transfer Training erapeutic Exercise quipment Recommendation ____MM.QB&&-.

Checked By Transmitled By

Theraplst Name: (First, M1, Last) Briai
&‘l{\ @G&P‘W\&r\
Th apist Sig
i £ Yo p“]'Y\(D(S(S Ca{‘?‘f{c,

The Ouicome and AZsessment Information Set (OASIS) Is the intellectual property ol the Ganter for Health Services Flesearch Denver, Colorado. i is used with permisslon

According 1o the Papervork Reduction Act o1 1885, no persons are required 1o respond to a collection of intormation unless Il dispiays a valid OWM@ control number. The vakd OMB conirol number {or this

{nformation is 0838-0760. The time required to complete this information collection Is estimated o average 0.7 minuta per response, including the time to revievr instruztions, search sx:shl::u data resources,

gather:ha datz needed, and complete and revievr the Information collection. i you have comments concerning this form, please write lo: CMS, 7500 Security Boulevard, Attn; PRA Reports Clearance OHficer,
afimore, Maryland 2t244-1850 Explration date 7/31/2012 DOMB # 0938-0750




Patient Name (last, first):

2
/HW"’-! . )Z\Eﬂ.q_@/_\__) Patient Number:

KE1 T

SIGNIFICANT CLINICAL FINDINGS/SKILLED PROVIDED:
~// ﬁ S/ /@F @L&ta. YRY /Aﬂ LE S Aproci

v R

@p

E m/a,/m

%aa‘_‘ugﬁz_ﬁa_mu@
,J-f\%o @ﬂ,___) ? T ggﬁ%

,\rzn,, afayt.z ::,._I
__?) :

5P ",&Cé\fﬂ(p ‘WM
), Gl

/P’ i LA o¥'a

[ P M_}../‘MA.—-?‘C... ,0/)/_4_{;-&.:4\ wjg
’ ‘ Vi al:

s S71° @

- DISCHARGE PLANS:
Dl Discharge plan Initiated

DCINo plans to discharge {patient requires ongoing care)

1 Patient to be discharged with skilled care no longer needed C10ther (specify) '
| L3Patient to be discharged to the care of:  [35elf OlCaregiver B10ther

2< ot =~ An e Tr
o r
REHAB POTENTIAL TO ACHIEVE GOALS: BIG00D  OIFAR  OOPOOR
OCARE PROTOCOLS
~EXEvaluation ClEnergy Conservation CINeuromusculoskeletal {strength/endurance/ROM/posture/refiex)
/ﬁf:alnlngﬁeifcares ettt Protection DlSensary Treatment DlOrthototics/Spiinting
C1Home Program CMuscle Reeducation E38ey Mechanics ClAdaptive Equipment
E2Patient/Caregiver Education LHnink Coptrol/Baiance ClPerceptual Motor Training DlWork Simpiification
CIFine Motor Training 257ty Traning ClEdema Management DClEnvironmental Modification
Efdabtive Environment Recommendations and Training [1Seating/Positioning DI Therapeutic Tasks
Bfandional Mobility Training
Comments: 2 s & peatty ’@,LW J'b §T Rug@ < Ae~, @
_ Ustor, oo — HATH ¢ @ LE = .
%_ dgudggﬂ Cooetatadar, ba. L,#{mgd oL Fin2le, % CM LD -
57 v 4. Kt o ; Zoly
— ’ 0, #

DlChanges in POC discussed with Patient/Careglver DIpatient/Caregiver agreed with plan: [15ee Documentation Addendum

Contacted/conference with: SN PT PTA OT SLP M5SS HHA Other(circie) Name: Date/Time:

Response:

Ordering Physician’s Name: ﬁ’ /Jd DLIA%N .

Physician contacted and approved orders, discipline and frequency/duration TiYes TINo Verbal SOC Date: L ,/ 3”[0

4 o

Therapist Signature: 7 : ! > . & ; Date: C/ﬂ Vi

b.g,diwmmonm £33 Orthopedic WHITEZClinical YELLOW -Bllling ©Gentiva Health SefvicesJ
GCL100S revised 01/10

- Safe Svides* - Senior Health

Page 4 of 4



)" GENTIVA
QFFICE /4/ /

PATIENT NAME /‘ﬁ/m, ~ N K’ﬁ/“‘fﬁ(ﬂ" PATIENT DOB 7A‘q/5/ PATIENT 4 /52?7

PHYSICIAN NAME 0 /- M/ -:- W / PHYSICIAN PHONE #

PHYSICIAN'S ADDRESS, STREET, CITY, ZIP 79979 o /\/ﬂv-u KME,MMf5jﬂ%D

COMMUNICATION WITH PHYSICIAN

ﬁéwm prcl/ e /DFMJ/)TW

___ﬂ«j@@_ﬂ*&?_mz@v/m ke ﬁofﬂpm
_ 7 7

ey

e Signature: 2 7% /f Date: f//f// o

PHYSICIAN'S INTERIM ORDE(

Dear

This is to confirm our conversaﬁon on date indlcated below and authorization of verbal orders listed below given at that time.

The orders shown below are being forwarded for your signature to authorize your verbal orders given on the date md:cated below.
Please sign end return this form within 48 hours of recelpt for our patienf's clinical record.

A pre—stamped pre-addressed envelope is enciosed for your convenience. Thank you for the referral of your patient for services.
Gentiva Health Services
Date interim Order Obtalned: Date intertsn Order to be Discontinued [if known]:

Change Primary DX to:

Change Pertinent DX to

Orders: N A,;fb/ '7/0 mﬁ? ,% ﬁ”"(‘;
0 DM ory @&’MW

64«7‘ /VZ//’MMX/{GQQ?j/’;wMMmM 42%7
fﬂam-m /‘M'Z, {ﬁ/ﬂ /I/Oz?z_y‘?/o,(/}ecﬁm A

/W/@ﬁ/pﬁpnhm V/”aff A?M

T

4
Clinician Signaturep yé) M r_— / . Date ///,Z //
Reviewed by: (Signature/Title) > Date:

. S
Physician Signature p- / %ﬁ,&—— Date_ /{2 / /é/ (O

White - Clinical Record PHYSICIAN'S COMMUNICATION & INTERIM ORDER

“llnw — Phvsician

& Genlive Health Services 21



JUN. |8 ZU1U Y:iIIAM ARICLN URINUTACY | ot O L
DEDIL v on v g avaser; oied b ourvioss Fomit Apptoved

jinsllih Curo Bipmnging Adm]g!gug;lug

HO ¥ c _E 0 OMB Mo, 0930.0357
r N L ARE
1. Patlont’s Hit Clalm o, 2, Start Of Care Dalg |3, Certftcation Porlod 4. Modloal Roocard Na. 6. Provider Ng,
_394584069A _..060510 | pom; 0605TD 714 080310 0247~18847 27207

6. Putlant's Neme and Addrens « Providor's Name, Addrass and Tolaphane Numbor
BRANNON MARYANN GENTIVA HEALTH gve 414-257-1156
2092 SOUTH 102ND STREET 10400 W INNOVATION CTL4 15298
WEST ALLIS Wi 1 SULTE 320 i 6/16/10
53227 - : —__Al4=-731.75863 ~WAUWATOSA, WX 532248
BoOptecot Bt O gL 18, B LW RO T e cutionor-nee Fcemonoy/Houte, Mmoo Ry
11, ICD-9-CM | Pringlpal Diagnosls Data WARFARIN SODIUM 2MG 2 TABE DAILY PO N
.YE?GB REHABILITATION PROC NEC| 060810 IBUPROFEN 600ME 1 TAB 2X/bAY PO N
12, 1€0+8-CM | Surglcal Procedure Dote OXYCODONE 10MG@ 1 TAR 2X/DAY PO N
7936 |OP RED-INT FIX TIB/FIBU| 060310 OXYCODONE/APAP 5MG/325MG 1-2 TABS N
13. I1CD+8:CM | Other Pertinent Dlagnoses Cute PO EVERY 4-5 HR& DPRN
VB416 |APTERCARE HEALTNG-LEG L| 060510 POLYETHYLENE GLYCOL 3350 NIF POWDER N
64500 |8PRAIN OF ANKLE NOS 0602310 17@ MIXED IN 8 OZ OF FLUID
49390 [ABTHMA W/O STATUS ASTHM| 060108 | DRINK PO 1X/DAY
— . SEf 487 e s e o e
14, DME and Supplies EEE 487 | 16, saloly Moasuras: SBEE 487
Bedelde Commode, Anticoagulant Pracautiong,
16. Nutrilional RenRegular Diet 17, Allerglas: SEE 487
18,A, Funotionat Limitations | 18,8, Activities Permitted -
1 [ Ampuvaion 8 [J Puaiyss B [ vepeity Olinw | 1 [T Complews Bedrect 8 ] Perds Weigh Beaing AN Waiasiohalr
2 [] finwnirGiaddar linconiinonced @ E] Emfutense A E{ml‘ﬁmmm 2 {:‘] a.-dmmm- 7 D tedepondent At Home 3}@ Wallor
3 ['] contrsowrs 7 Kifauvvision g KOm ispeollyy 3 7] Yo As Telerute 8 [ crvubn C [ tho hestdotlans
4 [:I Howlop 8 D Spooch 4 n Townufie Dud/itwie B [C] oo o}m Glter (Speallyd
] Bxhreines Prosolibad .
18, Montal Blatuet 1T BROined 3 ] Porgatil B [ | Dwoniond 7 L o
2 EIL.F“““‘“.‘.... A D] owess g [ ihao 8 _[o) ovw
0. Prognoalst 1 Poor 2 [ Guardsd 38 [ Far 4 [ Bond 5 XA Exsilent

27. Ordors (or Diselpline end Tranimants (Epacily Ameunl/Fraguensey/Duration]
TREATMENT WEEK: Saturday -~ Priday
HFFECTIVE ON OR AFTER: 6/05/10
PT B X WK X 2 WKs ) 2 X WK X 1 WKE
HOME ENVIRONMENT/SAFETY INTERVENTTIONS;
Assegs: Architeckural Barriers, Patient Safaby Awareness,
Inastzruckt: Home Safety Measures, :

MUSCULOSKELETAY, INTERVENTIONS:

Agsems Balance/Pogture/Coordination, Functional Activity Tolerance,
Pexform: Therapeutic Exeraise, Manual Therapy Technique, ROM,
Neuromuggular Ra«Edudation,

Ingtruct: Posture/Body/Mechanics, HEP,

BEE 487

. . I ]
22 mmmmww%%“ﬂﬁff@fmﬁgﬁTgﬁ"Bwill present with: degrees; inoxeased strengtl of the
R/L LE from 3- to 3+ grade by 6/28/10,

" SER 487
Applifbie: / 26, Dole HHA Revalved Slynod POT )
j8re App é // // o ] gihad B
f ; g 1§ ~ |28 Jeortlirocontly tiat this potkunt o aonfinod (o Wamor 1rme and noedo
2627804400 . Intarmilltent skilled nuralng cora; physical therepy andfor spasvh thorapy or
L9474 WHET NORTH AVENUE acntinuas to haed oocupatlonsl therapy, Tha pallant Is under my cara, snd | hava
SULTE 201 / U72035 ouiherzed o servioos on this pan ol care and will podedieully taviow the plan,
“BROOKBTEED WI B3040 pa )
27, .Mtenﬁng Ppysiolg’s Glgnature ahd Data Sign 28, Arsyono who uilsrasrosunla, lulsifios, or conoeuls ossonllat knformatlon
) v . /8 / raqulrad for naymant of Rederal fimds may bo eublect (o llne, Imprlonment,
. N G vt oivil porwilty wndtor applioybty Fodoral lawe,
Page 1 of J
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Heamgd YN 10, ZUIY Y 1D LA ASTER URINUTACUIY BV G AL

OMB No, 0838.6357

ADDENDUM TO: ~PLAN OF TREATMENT |, wEDICAL UPDATE

1. Putiant's H Cleim No. ‘2, 80C Daty 3, Ceruficetion refog 4, Medical Rocord No. |6, Pravidar Na,
394584069A _l 060510 |rom 060510 7o 080310 | 0247-18847 |527207
8, Patient's Name, 7, Frovider Numa ) e
ERANNON MARYANN _GENTIVA HEALTH 8VC 6/16/10
g, ltam
Na, Locator 13 - Other Partinent Diagnoses
W——J.B_ vl A T bRt o = ok ey 3 P b A ] 255 eyl bR e et ol e
-n_iﬁi\ ot g AR AR AT TN DRI MONTIORE 060 RN, 0. S i S i o Tt
Medications: Doge/Fraguency/Route (N)ew (C)hanged
Lo NICOTINE 14MG APPLY DAILY X 2 WKS
10 MULTIVITAMIN 1 TAB DAILY PO
10 BENEFIBER IT INTO 8 0% LIQUID PO DAILY N
10 NASONEX 50MCG 1 SPRAY FEACH NOSTRIL
10 2%/DAY
10 OFLOXACIN 0.3% SOLN 3 DROPE INT
10 AFFECTED HBAR PRN -
10 NEXIUM 40MG 1 CAP DAILY PO
10 SINQULAIR 10MG 1 ''AB DATILY PO
1o VENTOLIN HFA SOMCG 1-2 PUFFS# EVERY
10 6 HRS PRN
10 ADVAIR 2B0/50MCG 1 INHALATION PO DATLY
1o ALBUTEROL SULFATE SOLN 0.0823% 2.5MG/ML
10 1 VIAL PER NEBULIZER DAILY
DME and Supplies
14 Wheelchailr,
14 Walker,
Bafety Measures
is Environmental,
15 Bathroom,
Allexrgles
17 NUBANE, KEFLEX, ASPIRIN,
17 DANON, CODRINE, LATEX
Functional Limitations/Activities Permilted
18 Pain,
18 ACTIVITIES PERMITTED:
18 Precautions -- NMB right LE
18 HOMEBOUND BTATUS: Yes
16 Considerable and taxing effort to leave home -- requires maximum
18 agslgtance all mobility
Orders for Disciplinae and Treatments ' :
21 EQULPMENT INTERVENTIONS:
21 Apmegp: Equipment Needs, Adaptive Equipwment,
A5 Instruct: Use of Asmistive Devices/Orthotics,
2L
-23, PAIN MANAGEMENT INTERVENTIONS:
21

Agsepg/Instruct: Ioe to both apklee every 2 hours X 30 minuteg
B. Siguiture of Physiala e / é/% 70, Dl
i i sialan A’ = ., Dnla

TT. Optiannl Name/Signetare of NursofThorapial T2, Dats

' e Pagel 2 of ¢
Form HEFAAET 104] 11-87)

YID-0007 iyl

A wsuyrAmAie s



h HOT LI URLIY ALY T e wY LR AR 1
g0 0% 0 20 O 22 - OMB No, 0830-057

____ADDENDUM TO:  ,4PLAN OF TREATMENT |, wEDICAL UPDATE
1. Petient’s 7l Claim R, 7. BOGDae 0. Certnonlion Perlod f. Modlcel Ragofd No, [0, Providor No,
394584069A 060510 Irrom:  060%10 v, 080310 0247-18847 [527207
6. Patlent's Nomo, 4%~ Frovider Naimg' '
BRANNON __MARYANN GENTIVA HEATLTH gVC 6/16/10

"ﬁssaaa/Perform/Instruct:”ﬁcﬁivity ModiTIication, Posltioning,

; (Tity Training, Transfer Training, Gait
Training, Bed Mobility, Wheelchair Training,

FALL PREVENTION INTERVENTIONS:
Assens/Parform/Instruct: Fall Pravention,

O Bval: 1wl to eval and treat

PT/INR to be done via fingersgtick ox venipuncture

May take orders from: primary MD
BEFFECTIVE ON OR AFTER: 6/05/10

oT s X WK X 2 WK8 } 1l XHWR X L WKs
21 SKILLED AYBESSMENT ¢
v 20 Neuro/Musculo/8keletal--ROM| gtrength; vioual parcaeptual; gensation;
21 cognition; paln; righting/equilibrium xesponses; skin integrity
21 Fungtbional Statuﬂ--Grooming?parsonal hyglena; dressing; bathing)
21 toileting; meal preparation; homemaking; functional mobility;
21 functional tranafers
21 Home Environment/Safety--Patient/caregiver knowledge,; pafety measures
21 Pgycho-gocial--Fanily roles/interaction
ks
21 BKILLED TREATMEN1: _
21 Functional/gtrengthening/Re-ed Exercises using ther ex, ther activicy,
21 NM reved '
20 Functiotial RDL Tralning--Dregsing training; bathing training; tolleting
21 training
21,

21 SKILLED INSTRUCTLON: '

21 ADL techniques; functional application of bhody mechanics in ADLg;
21; positioning; safebty weasures; instruct/reinfoxoe orthopedic
21 precauntions; P/C teaching

_ Guals/Rehabilitation Potential/pischarge Plans
22 Tranpfexs/Mobility will iwprove to maximuwn potential with the leagt

22 level of asgigtance: transfar supine to/from pit with independence;
. 22| | transfer git bto/from sbtand with independence by 6/25/10,

22 ,

22 Pabient will ambulate functilonal distancesg: on even surfaces 50 feet

22 with supervision using w/w by 6/25/210.

22
T, Signature ot Physlclsn %{%;\ b é’ /j?'ﬁj 10, Gate

T7. Optional Nama/Signn(\fe of Nurso/Therapist " e tate

. o . " FPage 3 of §
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ADDENDUM TQ:

_&PLAN OF TREATMENT|

OMB fig, 0938-0357

wiEDICAL UPDATE

1. Paliwnt’s HI Claim No, 4. BOC Dol 3, Tertification Ppyiod 4, Madleal 537 o, B, Provider No-
. 324584069A ._050_510 Fromi 060510 g 080310 I- 0247-1.8847 527207
& Putiont’s Neme, 7. Proviisr Nemo o e
BRANNON MARYANN GENTIVA HEALTH gvc 6/16/10
8. 1R Pain level will be improved to 2 on a 0-10 pain gcale ms detexmiled in
_:gi- oonsuizaiion with the patient go m?ximize functional ability hy
- yerhallzinglde -madigatlon _management, use of_alternabive. ...
Vi N A SR R el S0 st ke iRkl ve, o
2
22 Patlent will be independent with = comprehensive Home Bxercise Program
22 by 6/25/10,
22
22 Patlent will demongtrate ability to pafely perform ALLs/IADLe and
22 routine hougehold tasks or alternate regources identified by 6/25/10.
22 : ’
22 Patient/caregiver will demcnstrate/verbalize awateness and strategies
22 Eo reduce xisk of falls, Lo prevent/minimize injury from a fall, and/ox
22 to reduas risk fox repeat fall, and to reduce the risk £or an acute
22 care hospitaliratilon. Patient/caregiver checks home for gafety and
22 makes &l improvement plan to gucceggfully modify/eliminate home
22 hazardg, Documenting and repoxting fallg, ciroumstances involved, and
22 plan for how to Eet vwp/get help, Modification of daily routines po that
22 frequently used items are within safe reach to avoid {eaning too fay
272 forward, reaching overhead, stooping down, and/or carrying bulky iltems.
22 Appropriate and coxxect use of walking aide and/or other
22 devices/equipment such as bhadside commode, tub/shower banch, and/or
22 grab bars by 6/25/10.
22
22 Patient will improve muscle stxength, transfer ability, balance, and/oxr
22 gait pattern. Patient/caregiver will understand benefits of exercise ag"
22 an effactive way to reduce fall risgk. Mobility will improve (i.a.,
22 getting up, walking, turning) to maximum potential witg the leapt level
22 of assisptance by 6/25/10,
22 :
22 Patient/caregiver will verbalize undergtanding of the effagts of sudden
22 position changes (i.e. dizziness, lightheadednese). Patient/careqiver
22 will understand/demonstrate safety behaviors when patient gets up from
22 & lying oxr from altting position (i.e., meving elowly, using agsimtive
22 devices, and/or having zsgsistance) by 6/25/10.
22 OT GOALS: Using enexgy conservation and work simplification technigues
22 the patientwill demonstrate: upper body bathing with no assist; lowey
22 body hathing with no assist by 6/25/10,
23
22 Tranafers will improve to maximum potential with the lempt lavel of
22 asglstance: transgfer in/cut of shower/tub with no assiat uging good
22 gafety by 6/25/10, '
22 '
22 F?ti?nt will dewonstrate adherence with safeby precautions with ADLE by
22 6/25/10,

9. BIgndtura ol Phiysiein

/{ i

10, Dawe

T1. Optianal Name/Signalura of Nursa/Tharapiet

12, Date

“Farm HCFAGEY 1G] W71
i3 .0007 (epiy) -

[y

Dag 4 _of 5
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ADDENDUM TO:

_OMB No, 0938-0357 |

NT [, viEDICAL UPDATE

PLAN OF TREATME

1. Patlont's K Tlalm Ne, 2. BOC ba & Cerufioation Pgglod 4. Modioal Heward Na, |6, Provider No.
3945840692 060510 |gom 060810 7o 0BO310 | 0247-18847 |527207

8. Pallont's Nema, — 7. Provider Name D

' BRANNON MARYANN L GENTIVA HEALTH sSvC 6/16/10

g, &5\ '

Patient will demonstrate ability to safely per

e eeneehaldtagks  ox-aliernate, Togow

i Cilseplion v

| REUABILLTATION BOTENTIAL:

Rehahbllitation potentlal for goal achievements;
See Frotovols, Speeify: Ankle protocol,

form ADLeg/1ADLs and

o=

—

Fair,

i e i e

10 L e ey e s 4208 5 i

DLSCHARGE PLANS ¢

Fall prevantieon

Patient ‘o ‘be dimscharged when skilled ¢are no longex neededq,
Digcharge to Qutpatient Therapy, a8 needed

W, signature ol Phyalolan

B L1200 =11 R

17. Optional Nama/Sighatire of Nuree/Therapist

12, Data

Form HEFAABY (CAL (87
TRO-00U7 4-plyp .
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AT .
B GENTIVA
orthopedics PATIENT PROGRESS REPORT .
{Circle one} @ o1
Physician Diagnosis/ Procedure _ , _
é-( W Ao (D) ot I Spany @ oLl &f ot
Patient Name DOB Patient #
Moy Ann Brovnas 2-29-5 | (3347
Patient woords e brevo J- sA el be glats to | Pain (0-10) Scale
Comments @md(_ NoeN U By 6 s L T2 o
o b roca, (ong feann . Taas e, do assudonal /i o
oL €S plgoka~ cnohae Fulune ? '
Sbs it Poum mdic Conre budk olly shil umoked, 1ok, wstole
to onbuisie B it
ROM/ (o O.AJLQQ. fpaeant o 8 ~no LS (SHnca  ed _

Strength _ C? taas hap 3?’/; —ggh,d; %w-k wrod . chﬁf\c & wliSha—
. %W’S P %OJ\J’ &.Qc]\n\’\tl":’) ASiShve ex & @ ‘U-P{m
Ambulation / Al 85t W SBA — Limieed 2% feahgne, Lodung (rleg

Transfers @w & UVING ouF .
Function S8 w[c_ iooun—\d?, ooneto ke o 5-3yt &cmqa@/

ey 2 instzoliby, © N Matmrcn
Therapist bvude W2 o addera a0 Y 3102, zw3 affetie’
Comments We B Glmjio B shengthan, ?A)-r\:k-",Q_dUgC. { opereele

P 3 on %\,(7_' mals 7
{

Plan 0O Complete remaining ( ) visits per plan

(J Extend current orders by ( Jvisits for (____) weeks

03 D/C Patient at this time to (self care)  (outpatient PT) ‘c'm;;"“a’

() | Slother__exsenc b w2, 23 oo ©lje

Therapist Name _ )
(Print) A/ﬂ\xcz_ Qotlnnan
Therapist . Date
Signature M%""@’U TS GES bfy 1 / (o
Phone Number O e e P e Fax Number

PR AT

- ~ PHYSICIAN ORDERS/ COMMENTS:
‘Approve plan as above

{0 Change plan as follows

.7
. ~ /// /[
Physician Signature: ﬁu W\ Date: \Z){/ Z'?//y

White - Clinical Record ® Gentiva Health Services, Inc. 2007
Yellow -- Clinician GCL3018 created 2/08



€ GENTIVA
PATIENT NAME ;E)(h DA WUV\\/(? LW\Q . CLIENT # lmf}

PHYSICIAN NAME D{: %\!\ ' (”Il‘)’){/\. ) PHYSICIAN PHONE # [‘%@—M"qﬁ-‘()h

PHYSICIAN'S ADDRESS, STREET, CITY, ZiP , /U A Y % : A 3@"\0
communicanion wirh prvsician _[ 113013 ~Sonlke i (&\’\\’\ | /)(‘\W\(T%H’f@ wt n

| oARovGl Vi apovert Dy D5 WDisbn

Snmclan Slgnatum:(;mﬂ\r/’f—}— YV\6U\) Date: ’f/’ﬂ / 20) D

PHYSICIAN'S I!ITERIM ORDER

Dear

This Is to.ct;nﬂrm our convarsation on date indicated below and authorization of verbal orders listed below given at that time.
The orders shown below are being forwarded for your signaturs fo authorize your verbal orders ghven on the date indicated below.
Pigase sign and return this form within 48 hours of recelpt for our patient's clinical record.

A pro-stamped, pre-addressed envelope Is enclosed for your convenlence. Thank you for the referral of your patient for services.
Gentiva Health Services

Date Interim Order Obtained: 7 ftﬁ [ Q\OJ D Date interim Order to he Discontinued [if known]:
Change Primary DX to: M/A

Change Pertinent DX to: l\j /A : . s

oo (2 CANTHVAT SO0 Wit VESIT0 DrovRe TR2AsDOTITon
PPLUNEA) -y Qi WA W oF Q’r\ome\rf”(br Heoirh (e

ey AWL RA oF /19710

85§

/\ Q S -
Ciinlcian Signature p ( C_\/Ij W Date
N

Reviewed by; (Signature/Titie) b Date

Physiclan Signature p- Date

White — Clinicel Record

e PHYSICIAN'S COMIRUNICATION & INTERIM ORDER

© Genliva Heallh Services 2(
GCL1321 (11



JUL. LA 2V T 1E . ranmm Av LK URITIIWVEALG L= 11 kel Vvrw [LLV A I e L= -

Yihite - Qllrleal Roonrd FHYSICIANSG COMBUNICATION & INTERIA OBDER

G GENTIVA

PATIENT HvE _ﬁl{@_\a,mma_,_mal“ VAWNE _ CUENT # W\?J‘Z’-l g

mwa:cmnmmmm, U”l‘)ﬂﬂ (\ T . /0 4% A A 1141 1

* PHysicwrt Aporess, svreer, orv zie |G ) 1 r{‘SO‘L\‘(')

COMMURIGATION W\m PHYSIGIAN A1y !
| oAl Viart ogmwai DE, /“\%‘m‘F‘ ~

gllniclnn Blgna!uras( mW'ﬁT \,\ ,\,,:J,)u) Datal:{ }ﬁ QO —)‘Q

REYSIDIAN'S INTERIM GapER
Deat : . :
Thiy i2 (o coniim Dur convereation on dale ncioated below and aufliesfzation of varbal arders fislad balow given af that ling.

Tha ordera shown bolow are being forwerded lor your slgrialure fo authorlza your varbal orders given on the dale Indlleated balow,
Ploasge slgn end relurn this form Wilhin 48 hevirs of reeslpt Ior our pallants olinical record.

. Aprasstampod, pre-acdrassed envalopa Ie enelovad for your convenlence. Thank you lor the referral of yotur paliont for services.
Gentha Haallh Savices _
Pate Interlin Grder Obtalned: Date lmerlin Cydar 1o be Discontinuad [if known]:

Change Frimary 0X to: M/A
Ohange Fertinantox tor_f\ [/

vt O DRV 0L LN Ve Vi provile Tarsriion
PO Y~ Hea;

' | ﬂ«\j& fo ardu”

CHalelan &lgnatura e
Revlewad by: (Signetura/Tive) ..

ey i

Physlolan Blgnaiurs g — i} . Dals

o

4 Guifiva Haalth Sonaas &t



€D GENTIV.«

orthopedics PATIENT PROGRESS REPORT
(Cimleo@ o7
Physician Diagngsis/ Procedure ~—
é(&d}h&)tl%ﬁ*r\ @Oﬂ\hﬂ.ﬂ_ o+
Patient Name DOB Patien
Brvonnon Mo, Ann 13847
Patient - = Pa71n ( %31 0) Scale
Comments 5ho o an
ok b.:.wé = @WM
(A nf.u./h-..
Observation mggh bASAN ot — Noping Sl bg_
AQweved c,u..\ﬁ-var {m\.\ns alovae oot Wt S0
1\md~cd1 S wob lub;\
ROM/ PAVEARS o @ ard e Qw;,ngu»\_ M oo {pat-uvke
LI z° N pcuuv\ Cp% woo suvevdaon k- ovne)
P e lnarng o [mod mmmux& ASISW e ud
Ambulation / -{1”_{ WCJL ambo N\ \ast 7o daysS &° Vid¥
Transfers l( pyrled sve~ whernd © ,Ql,wga%%n&fdﬁf’:* o vlf—

r\.uu c!o‘ﬁm_,'-ﬁua VL.V G-M\louja.aﬁrg YT-SO %2 wuw &
L.)u-d"b( -—V\omk\: ALbSerne P D

a"Q
Function & o A.u..‘: vk‘a./n Jo Lo~ fufe [Tl of-
me ‘HAEY MC_ YMO’U\"M"“:’{ .rr(ardﬂgtrn

Therapist o & ngeclozt
Comments Qaf‘) wye \L&S cﬁi&-%m gr ¢°+£nqmo§o - /

‘&) Extend current orders by (_ < visits for (_{ ) weeks [ ysdxiwk %&&"’@,
(J D/C Patient at this time to (self care) (out atient PT) ©rdeane)

Plan % : 3 Complete remaining ( ) visits per plan
B Other__plamto Aue g hvbugh $l3ye han Atgsats b+ cond Ceo

Therapist Name . :

(Print) t&mm 0o n

Therapist , Date —
Signature @«@@ZY}’\W Prms G(s /ca}lo

Phone Number

LUE}{:S’S'O- <0617 Fax Number

" PHYSICIAN ORDERS/ COMMENTS:

e ?Z 230
Approve plan as above /
O Change plan as follows ; g% W/C% & éé, y, ,ﬁ yd

4%0//;@) e d, I e P & 21

7
(Rl ~— [ hmmr
ol T i

Physician ngnature: Z ;/izﬁ' Date: ‘/// ‘//d
i S Sl = s {

White - Clinical Record © Gentiva Health Services, Inc. 2007
Yellow -- Clinician GCL3018 created 2/08



Patlent Name (last, first}: ]%fﬂ n f\Dn { Wﬂ/w\ ﬂ-/\'\/\/ Patient Number: } %uj

HME: sbtlpues

CIBedside Commode OITub/Shower Bench C1ABDs OlHydracolloid DOlnsertionkit ~ ClTape
Clcane CiWheelchair [JAce Wrap ClExam Gloves [CRolled Gauze  DI0ther (Specify):
ClEievated Tollet Seat OIWatker [JAlcohol Pads [CFoley Catherer Olleg Bag
[JGrab Bars Cother . ClChux/Underpads  [JGauze Pads OINeedles
ClHospital Bed ClDiabetic Supplies  Oirrigation Set [ING Tube Supply Specifics:
OlDrainage Bag Dlirrigation Sofution,  ClSyringe
Type:

Safety measures/additional equipment recommended to protect patient from injury
Specific safety issues discussed:

Patient/Family able to use all equipment/supplies safeiy?gYes O No

ORDERS FOR DISCIPLINE & TREATMENTS:

CASN Visit Frequency O {discipline) — —______PRN, visit for
CISN may make PRN visits for [3ST Services (specify):
" CIHHAVisit Frequency toassist  [Dietician evaluation (specify):
with persona care/ADLs/light housekeeping as needed DMay take orders from
CPT Services {spedify):
OJ0ther (specify):
CJOT Services (spedify):

GOALS - See Protocols {specify):

Rehabiiitation potential for goal achievements: EiPoor CIFair OGood

| DISCHARGE PLANS: Anticlpated Discharge Date:
{ OPatient to be discharged when skilled care is no longer needed ElDischarged plan initiated
OPatient to be discharged to the care of: ONo plans to discharge {Patient requires ongoing care)
Oself OCaregiver OOther (specify): BYOther (specify):

Conclusions/Impr: j;sions from Assessment.

/zm‘z c

%%Mﬂ%w%)aﬂw |
Aupdu b 220 hethny wp Suibet) At il plosedire. & atla0

oA g, 0 mhmtm@wmi hbe naht Lgicslone
skilled Services prgvided this vis 1der) Med condbiovied o ‘l‘s " ¢ Z—édﬂf &L

-"// A—A.’J! "‘A_;_‘_' ; a/‘ 4‘—_4 ;4‘4‘»—- C A S ] ’-_“.a- —_ ’J‘
'/“1.' N C Yo idt o NNy & T340 ;‘(/;J/J—%.’QJ‘ 8“"("%‘%
O YW lre s, Mol v ipat pord. iidinsso ., ) /ﬁﬁem, e

Mu‘r st £y bedodx o oo Dockito o nud
p U e D LAt 97 cammmw

EIPatientharegtver was involved In care planning [ISee Documentation Addendum
OPhysician notified of abnormal assessments Physician contacted & approved orders, discipline and frequencyéﬁ‘(es ONo
Ordering Physician Name: \bon, Se

Verbal order date \\Ql () £ Speafy\_yﬁﬂj*i—ﬂ <= d—-’\’“—f\

Nurse's Signature/Title: Oﬂl“l&"*/{\"/\ A !("\-I 7 /;./"-9 Approved by/Date/Initials:
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89/15/2818 ©8:48 41425 493 GeENILVA HUME F IH FRgE  verng

White -

Yelkow -

GENTIVA e

Marugna Brgn |
N Yor 1/ Ta Yol I—" b L | 1Y NN TV
I mmm PHYSICrAN PHONE -

PHYSIQIAN'S ADDRESS, SYREET. CITY. 2P

comnunrcanon wirs pavsicum DA (L WA ) BNE .
&_ﬁm

Eﬁlm Bignatre; p'&%@a/_,& ' m"/{ l‘?/ L0

Doar

This 15 1o canfirm ouroonvmaﬂw on dale indicated balow and suthorization of verbal ordars isted batow given at that tms.

Tho ofdare shawn bolow ere being g farwarded for your signatlina lo authorize your verbal orders given on the date indicsted below.
Ploase sign and roturn this form wiikin 48 hours of recolpt for our patfents Gitnical reoord,

A pre-stamysed. pre~sddressed envalogs &3 enclosad for your otnveriense. Thank you for the raforal of yaur palient for services,

Gentivg Fealth Sanvices

Pate interim Order Obtuined: _7/’9/ 2 Date Intorim Order to bo Discontinues ¥ known):

Change Prismary OX to: )

Change Portinemt DX ta: ¢ SA L!l (LR8N0, LR AN )

omers: _YOLAACANYW L0 00K LA DY, ARBAANONS /f

AL Lol

¥ @’ 2R/ Qr ‘u (m&ec/V
' 4 7 W/%Ze:

L FA
AL m?/ / 9//? /
Asviowed by: (Signoture/Titis) p""r ///"07 st . \ Date
Physiclan Stgnates p . Date
nystein Sl L7 v i '/ {
Clinlcal Recosd
st PHYSICIAN'S COMMURNICATION & INTERIM ORDER & Gomivg bt Sardcns 2002

Pink — Clinical Resord GCL1221 joaros)
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GO A v Ot norae 17 I v -t -

‘GENTIVA

OFFCE

EL

T

QoLEr
PATIGNT 0OB 7/2-? /5/ PATIENT d L&

A W:/SDQ

»e
™,

Pl.ivij.lm.?ﬂmn ,'Zé"‘ ‘:l KO’L/ ‘!Cb

Ghange Primary DX to: _
Change Partinent DX to: i .ﬁ’_ 842. 1 Z_Z_M \A)\ '
Ordars: M A - ‘ [#
NS Joole, bataclos
2. ) . 2P S
CADN 9 Nl adeecaidn
A | a . =
Clinlelan Signatwre U fa) “e) / // / Pxts wl 21|90
' Reviewed by: (Signature/Tile) _ ‘ i = Dt
Fhysiclan Signature s, 94_‘ L /> e[

wWhite - Clinloal Recerd . .
Yellow - Rhyalclan
Pink - Clinleal Record
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GENTIVA i

PATIENT NAME /) 8IF’1’?‘{'}{J . PATENTDOS -9{/)_?/5/ e e 1 B
| BAYRICLAN NAME. I'?Jyf} WJ G D&) . R — PHYSICIAN PHONE # .ﬁ"_,M

Change Primary DX to:

Change Pertinent DX to: __C" b m" ?Q,UJ(’.Q,&"\%-P\W EO rUJI:j.JLaVQ!
onsers: S SNOEHD M AN7.84044 (DUark B0 4 o LSOUMEL ¢
’ { T J._.u._:l._Ml'_ﬂ 24 L0040 e ._‘7111214_4

aunﬂ . oo @ Qayyb) ] a\..!e.t . PR YN _
I.,l’l 4" PN LAALALNCIIL T A AT A MG_Q M/m Zm
'

L ""'; N DLl ﬁ,i

(3R
Cliniclan Signature p j)( Wﬁz ‘@ Date -—] ’j lLO

Reviewed by: (Signature/Titie} p Date
Physiclan Signature p- Date
White — Clinlcal Record - . ;
¥l - Physician PHYSICIAN'S COMMUNICATION & INTERIM ORDER e

e ined



Aug. 16, 2010 12: 14PN (:ENHVA HUME HEALIK &14-22/-y0Y0 _ MUGILD 1 A2

G GENTIVA

e 7 |

. DbFFICE, ?

PATIFHT HAME _[] OW m‘*’ﬂ’m,/ BATIENT DOB ?‘/’! 9/ PATIENT & / d‘ 2[/4’7
RHYSICIAN NAME, LDy PHYSIGAN PHONE ,;32 ‘P é‘%

PHYSICIAN'S ADDRESS, RTREET, CITY, 2P

——
OOMMUNIORTIEN WITH PHYSICIAR M@M@W & Of.—c%mq‘()

{'ﬁﬁﬂolﬁnsmnmtum /_ é? M W f( /\) ' szﬁb //Q i&

FHVSICIAN'S INTERIM ORUAR

Dagr
Tiiia Is to confirm our aanvameﬂon on date indiaatad below ard authorizeflan of varhai arciara lizled befow given &l fiat s,

The ordlera ahown below are being forwarded for yoilr elgneluire to authorlze your verbal ordara given on the dale Indloaled below.
Pleass slgn and relurn this fore willitn 48 hours of racelpt far qur patiante ciirical moord

A pro-slamped, pre-addressed envalo7 anclozed for your convenlence. Thank you for the roforral of your padent for acrvicsa,

Gentiva Health Sanviose é) / ;z /J&

Date Inlerim Opder Obtalved: .

-, DBl mlaﬂm Order to he Disoontinwed {if tnowr]:

 Ghange Primary DX®o1, oo

chanﬂe Pertinent bXto:,
e ) e 1) Tt oA AAde #25 aJZ)Zmd) 242 Ay
X s A 002 Fla gt il

UL e L 5 (Drteo g8 ' (¢l 7 1S

A MML Lol (008 B oailng. Yo ci)e,
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PRGN A —(f i) ll// 3w/l %/4
Bl M| o "9 PAN 1ot c?ddfd?i”lﬁe LPQA”L&G:?M
g1 clrtadzen chﬂ,,\ég_.d e By <
/N 7 2162 EM . ~J

prmm

s [ YT T PR hathma R B 451§ A A ———— ¥ .

(03@;

Oilnilsian SIgm\turaL»,,__/ éﬂ“’) df‘fﬂﬂm/ . / e Dalo &‘" A’ /,;L / C!}J 5

Roviowod by: (Slgmatare/Tle} b .27 . e Dale 1
R 27/ - L (7

wiko - Glinlcal Record PHYSICIAN'S GOMMUNICATION & INTERIM ORDER oo et sianios

P N ] AL AT
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Phyelolan Slgnature b, .




wihite - Clinleal ReGOK PRVEICIANS COMMUNICATION & INTERIN ORRDER

Aug. 16. 2010 12: 14PM CENTIVA HOME HEALTH 414-257-0696 No.8/13  F 272
G GENTIVA™ o
orce, CE o 7

o | A Ctry £ %Wbmzmmw QL2 S)  wns SEFGT

RHYSICIAN NAME 6'(2 ./L- T #3 2 cF' ;P'; %

PHY$IGIAN'S ADDREBS, STREET, LITY, ZIP

GOMMURICATION WITH PHYSIGIAN gng ALz Potys & OL(..M ﬂj

‘ cunielan smnﬁ‘"”' / WM { /\j | putaxff/’; Q// <

PHYSICIAN'G INTRRIM ORBAR

Dgar J

Thia is to confirm our Gonvarsaion on dato indioated befow and apthotizalion of verbal orders lialad below given af that e,

The ordste shown below are balng forwardsd for yollrafgnalure to authbrlze your verbal orders given on the date Indioated bejow.
Piggse slgn and ralurn this form within 48 ours of recelpt lor qur pattanfs citnical mqord.

Gentva Health Sarvioes é) / 2 //0

Dnt'a Interim Order Bbtalned: ..

A pre-slamped, pra-addressed envalo;m/l enclorad lor your cumvanlence. Thank yau for the ralorral of yotsr patlent for sarvices,

\ vonn, Date Inforlm Orcler to be Disvontinusd [if known]:
. Ohange Primary DXtot, .o,
chansje Penlnent bX e

Orders! }df/‘J -C.;f oA 4 Mﬁﬂ : ¥ . "
\&Zd&-& /Q/ ‘ZUQ{? = g (UL ¢ '
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ey 4 1l (py pe——bw B W 30
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—er et s Dale /J
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dic & Rehabilitation Specialists, S.C.
5 oA ‘A, M.D.

- A

Aspen Orthopae
(1 LEE M. TYNE, M.D. [ JEFFREY E. LARSON, M.D
) PATRICK W. cummings, m0. O SUSAN M. LARSON, M.D. E. WILSON, D.PM.
] JAMES P. WOOD, M.D. (] RICHARD C. TREVINO, M.D. C}ROBEY A. AMIOT, D.PM.
19475 W, NORTH AVENUE, SUTE201  2424S.50TH STREET, SUITE 500 721 AMERIGAN AVENUE, SUITE 205
N 53227 WAUKESHA, WISCONSIN 53188
g28-BG00 _FAX: [262) 928
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52) 780-4400 FAX: (262 780-44254 A14) 326-BE00_FAR: 414) 328-8685.
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&) GENTIVA (e

. . OFFICE qu P% t\
PATIENT NAME m‘fkmuaﬂ N %__(U-nﬂb R l%;‘-{"t :
PHV!IGIMNAMHM N WULJJT"\ . PHYSICIAN PHON 4 ﬁ -~ E(E o0

PHYRIGIANG ADORESS, STREEY, OITY, 21P

COMMUNICATION WITH mumtﬂ""-._ﬂm btz éy’d—ﬂ_@v‘ -'

‘T': PATIENT DOB

EﬂnlelanS!sm

Dates

FHYSICIANS INTERIM ORDER

Dear .
“This 5 1o corilirm our conversation on date indloated befow and authorzation of verbaf or ven

The ordars shown befow era boing forwardad for your elgnature to awhe rhat gl atmawms.
Please slgn and roturm this form within 98 hours of receipt for our mu’nrg‘:”%l;”w?rdm given o the date ndinatad below.

A pre-glampad, pre-addragsed envelepe Is énvicsed lor your convenience. Thank you for thi referral of your patiant for senvices,

Gontiva Health Ssrvices
.Date Intorlm Orter Obtalnect 171 D

Change Primary DX to: PR b ‘ P . :
" Change Portinent DX1e: {~ ,..1 AX | ' fﬂ". "'1 U' \\) 1OMAY
Onders: W\ = q';..A_: L) @! AL ANk D2 : | -(_-':_ 5

,_\plA_oj'l AX NI UAAR (24 2 QLI
i L

Date Inforim Order ta be Dlscantinued Jif known):

(XABL LA g

_ _ - —T
clintolan Signature » IV Mf ?DA-/O d-‘-'h. / 7 | Date g"’ v/
Reviewad by: {Signature/Title) »__ / / . b Date
Physiclan Slgnamare ». V//‘_f; ,{%‘ bate 7@?5/‘
- [

vhite - Glinical Record X .
llow - Physielen PHYSICIAN'S COMMURICATION & INTERIM ORDER

Hnke — OInleal Basars

2 Gamhva Hanlih Crmilnme mAns
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PHYEIGIAN NAN, étm A (A L5 - PHYICIAN p.mm_fi’zé" -f (v o) C)'

PIYRIGIANE ALDNEEG, RTRRET, CITY, 2IP

" COMMUNIGATION WITH r-umnmqu_ﬂ___o_ﬁw ey ../5:(4/1»1..—1«_._,:'_-

=

" [ DiinieTon Blpnature: B B . N
” Pale:
FHYSIGIANS INTEREM ORDIR '
', Dear -
.- Thisleto Gomiim our vonversation an dale indicated below and authorization of verbel ordars llstad elow givél i that ims.
. Ths orders eliown balow are helng forwvarded for your signatute lo aiithorize your verbal orders ghven on Il daln [noicalsd below.
Pigass algit end retum ihiz forn Within 48 hours of racolpt for our pallent's olinoul teoord.
LA pre-stamped, pre-uddrassad envelope is encloasd far your oonverilence. Thank yolt for the reforral of your patlent for sewvices,
. Gentiva Haalh Services _S( 171 O : _
Rala Inlarfi Order Qbtaineds (2 ., . —' \ .. Dato Interim Order W hie Disboniinuod LI known): . C
. , v I ' ' »
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-
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Patient Name {Lasl, First)

Client No.
non, Wamy A N 33U,

[0 Progress Summary O Transfer Summan'/ Covering Period - From tf "‘(‘ (O To 82y

[ Case Conference RBIC Summary SOC DATE: (o4 S’ /1 © _ DC DATE: il A Z/ =
Service Provided and Ciassification (Check all services provided. If discharged, fill in # of visits/shifts, If required by State.)

ORN____ MF'T __‘1 OosLp CJHHA _ [JRT____ [JHomemaker __ [JCompanion ______
JLP (V)N por__ OwMmsw___ [OPCA___ [ONT _____ [OHousekeeper _____ J Other

Primary Diagnosis Other Pertinent Diagnosis

@ andle @’&c:,
‘B $a Conferénce attended SF
E f(ua“ﬁ”umisﬁi?ﬁwﬂﬂ%a&*’"lé’ 33

|‘_’| Glinlcal Flecord Revlewed

.‘NIJS/(.UM r Pl=

Summary of Patient's Conditions, Care Provided, and Status of Problems throughout course of care:

nu’%a,d,u;. AV I ALfune faun 1

diar to

Netuat O inyuey LIV 2w

:1 % W (LA S AAL 4 o ”’\ Dﬂ' .J; "L(/-V.\ﬂ‘ oL -C‘)__
2 : 1 ] S HY M AL DS A
sb cand: p A 1o VS ’W@c Clons— WIW% j o‘udc(awg
Lato U terlel © abiis, xﬂmluu_ gy o DE feom Vst pian~
oA T efaprwy  ASS PRum amemon B2 guceksiim T D& UF PEY,
S frastakun U e ‘4’/5’ Prwes _tudad— o d Aol HED 8o ek
o e g S AL A Redd owndt () Onstpen’ & Zulis @p

ookt MW&WWW_
WP i /\Lgd"(}jc @rsha’./um&f*

m» A.M.v},lu o 1me Wf’(ﬁ?w\}:
l}m) S (},WJ-)\ ‘"a‘:c\ﬂoc/

pl

Goals Met? @,‘(es DNo If no, explatn:

\"5«“ g ﬂmwu—ai fUime

[ 01 Dischargs to Home or Self Care

O 02 Sent to Shorl-Term Hospital

[ 02 Sentto Skiiled Nursing Facflity

O 04 Sentto Intermediate Care Facllity

[ 05 Sentto a Different Type of institution
O 06 Sent Home with a Different Provider
O 07 Left Against Medical Advice

[0 0% Family/Friends Assume Responsibility

ECOMQLETE'FOR‘DISCHARGEITRANSFER '

Date of last vistehit _2) /b 1 { O (pischargerTranster date):

'[J 10 Sent to Dutpatient Rehab

[ 11 Transfer by Doctor Request

[ 12 Discharged for Lack of Progress
[ 13 Discharged for Lack of Funds
[0 14 Discharged for Other Reason
[ 15 Patient Moved Out of Area

o1 16 Patient Has Achleved Maximum
Rehab Possible

O

i } {O _ Lastdiscipiine out g Yes [JNo Specly:

im PatlemIFarnily Non-Gompilant
[ 18 Patient No Longer Homebound
[ 19 Patient Refuses Further Services
[ 20 Expired

O 40 Expired at Home

[0 41 Expired in Hospital, SNF, iCF
{3 42 Expired, Place Unknown

[0 43 Discharged to Federal Hospital

[ 50 Discharged to CHHA
O 51 Discharged to Long-Term Care Faciiity
1 52 Discharged to Long-Term Care
Home Care Agency
[0 53 Discharged to Department of
Social Services
[Q 54 Discharged to Community Agency

Advance Directive Exists [JYes (O No Specify:

Discharge/Transfer to:

A (5D

A Nane—

Comments/Specify:

Relerrais made to other community services? [JYes [JNo

Summary sgpt to: [JCase Manager [J Physician [J Discharge Planner [0 Faclity [ Other

Preparers [ Signature Required? [JYes [INo

Slgnaturef?ﬁt 3 (%] / Physician's Signature: Daie
e g3 Ui /10




(EMPLOYEE TIME SLIP ert. O Non-Cert. [ | o> .an‘.f?iq,gr

Emploee N6 25 ) ﬁ%ﬂ*r@cgqﬁf_ IP?‘W ‘i 7 D??Hﬁs;’ﬁt@i RNAY/ TS M_,;‘\3 |

Yravel
Pay/Bili Code Shift Date of Service m/d/y G Service Til'l'le - ravel Time Ouration {\_'] Mliglage
St am Smrt m | St Bom Mileage —
Om D q / 5 ,/O i %‘B\ Epm ?L’i pm l I? ﬁ‘j&ﬂpm ;P Bill Milkage OYes O No
Patient Time Non-Biilable Visit DOration (NBD) ch CﬁartTrne - Total Time
Hrs Min Hrs Min Hrs Min Hrs Min
OsiivPay DBl OPay Override Bili Rate-s Oites I:INo_‘r _Payor Code Bill Units Pay Unlts | “Bili Rate Pay Rate Product Category Product Code _

[INo Pay/No Bill D)Overtime| Override Pay Rates DOYes CNo

Patient Signatur Employee Signatur Validated By
¢ initials/Date
T: P: 2 : ON/A  OAide DOLPNAWN
Weight: 8p Lying Sittipig Standmg Prigs nt onthis vistt O Yes O Neo
0 Gai __—_I:I o = v Name If present:
Sinc:lr; " v‘siross Right: \NO { ) Ldl Foliowing Care Pian: OI'Yes [JNo Compatible: O Yes O No
AL Left: i Report changes in patient status to office: O Yes CINo
Changes to care plan: O Yes O No
O
g):ﬁg::f monitoring: OT O BP. DISp0, Additional Instructions provided during visit O Yes D No
Comments;
“Pain Assessment’ Frequency of Pain interfenng with patient’s activity or movement: Lessae .

O Patient has no paln O Pain does not interfere with activity or movement

Assessed/Observed the following:

O Less often than ﬁily gDaily. but not constantly O All of the time - B O Wheezes: R/ L
Pain Rating: 10 Scale Used: ONumeric D FLACC DO Faces DOCrackles: R / L fineor coarse
Location(s): Pain Precipitated by: O Dyspnes at restand/or supine 0 Dyspnea with ADLS
Pain Duration: Pain Relieved by: O Dyspnea on minimal exertion f/ min
is current pain management effective?: [JYes O No (explain below) Cough: ODry O Productive T Hemoptysis
- Sputum: color —____ consistency: :
" incentive Spirometry: . cc
Draw/Site: A CIVE ¥ Arempts: O Oxygen ..o L/min O Nasal cannula O Mask
i " O Other O Continuous O PRN
Test Performed: Lab Delivered to: O Tracheostomy:
Applicable Drug Last Dose/Time: O Ventii
; O PT/NR Resuits: Dspo; sl R No Problems identified
Resuits/Comments: — — ; Comments:
‘Metirological 2 BN CIN/A Assessed/Observed the following: o /A Assessed/Observed the following:
o Driented rgetful . Confus.ed O Disoriented O Performs own glucose monitoring without problems
Oletharglc O epressed Weakness: O Rightside DO Leftside Patient reported Blood Sugar range: .
O Dizziness O Tremors Paralysis: [Rightside [ Leftside O Burning/numbness/tingling/loss of sensation of feet
O Headaches O Difficulty Swailowing ] Recent Seizure Activity O Hypoglycemia O Hyperglycemia
O No Probliems identified Blood Sugar: mg/di OFasting O Randorn
Comments:. [J No Problems identified
‘Cardiovascular, B O N/A Assessed/Observed the following: Comments: " —
Heart Sounds: e 0 Muffied/Distant T Gallop M Assessed/Observed the foliowing:
' O trregular O Murmur " O Other: Diet type: O Regular [ Didbetic i
O Paipitations O Bradycardia O Tachycardia O Angina O Low Fat/NAS/Low Cholesterol [ Renal
Pedal Pulses Palpable: O Right Side O Left Side O Other:
OEdema Location: DAbnormal Caplilary Refill(>3 seconds) CiPacemaker DIAICD | LI Fluid Restriction: 124 hrs O Poor Appetite
Right: [11+ D2+ O3+ D4+ Left: 0+ 024+ O3+ Dla+ O Poor Dietary Compliance O Chewing Probiems
‘% h 1 SN O Lack of Food Available
Comrnents. : i '_ | O NG OG-tube/PEG D Jejunostomy _
3t i ON/A Assessed/Observed the following: gr:gl:eedin%:ep e Pumpnatce]- SEi
3 without roblems L :
lni?':g‘r?egnce {typef O Functional Ol Stress [Urge O Overflow Elol:ﬁc;nl:rc:tt;l:ems Identified
O Retention O Urineodor [ Pain 0O Burning O Hesitancy , -
OHematuria O Anurla’ O Dialysis C] Renal insufficiency/Fallure Assessed/Observed the following:
O Nephrostomy: R/L/Bilateral O Self intermittent Catheterizatlon : Compliant with regimen.)%é:ytl No
CatheterType: OUrethral OSP DO External O Dther O BsDBag OlegBag| Avallablein home as ordere es [INo
Catheter Change This Visit: size catheter size battoon filled with stesiieH,0 | New/Changes since last visit:-m‘lo O Yes {list below)
Comments:

-Gastrointestinal Assessed/Observed the following:

Date of last BM: O Oral Lesions, Sores
O Abdomen Soft =17 0 Bowel Sounds Present [ Bowel Sounds Sluggish

: D Adverse event/reaction/interaction/signlficant side effects:
[ Constipation [ Bowel Sounds Absent [0 incontinence
[J Bloody/Tarry Stools O Diarrhea O Increased Flatulence
Oileostomy O Abhdomen Distended O Self Manages Ostomy .
Gum Probiems O Colostomy O Other: Communication: %Shi; i O Pharmacy
’ o Problems identified ; Meds managed by: %’\ X
L'Cornments: | Comments: 1
wWHITE = [ INICAI RECORDS

QK1 FN NHR‘%lNG NOTE

T Cantiva Haalth Sar



Dace: C%“"Zﬁ‘/[ O Patient Name: 6#& "'7 "'7 O»’L7 Patient No, ]| fg{'{ +

B N el sl O No Probiems Identitea/Skin intact 3 Diabetic Foot/Skin Assessment Compicted  —DRNo 5/5 of infection )

m] {site] Surgical Wound Approximated/intact: O Staples 0 Sutures O Steri-strips O 5kin/Surgical Adhesive
Location | Wound Type Dimensions Exudated, Amount, Type, Color (drde:vﬁo!%?gz:l:;gzpp:nem] Surrounding Skin, Wound Margins
X AL m [ETNone [ Serous O Yellow Red: <25 25 50 75 10 WNL/open wound margins
e Y W «n | L3 Scant (3 Serosanguineous [dTan Pinke <25 25 50 75 100 | OJRedness O swelling
\S&V 0: — ———am | OSmall O Purulent O Green Yellow. <25 25 SO 75 100 | CRash O Materated
WL Tunneling/Undermining | [0 Medium [ Foul Odor [ Whitish Black: 25 25 50 7 [ Closed wound marglns
@ - m | Olarge O Qther: Dther jgj% [ Other:
L eon | ONene O Serous O Yellow Red: <25 25 50 [ WHL/open wound margins
W am | OSant O Serosanguineous DTan Pink: <25 25 50 75 100 3 Redness [ Swelling
0 en | OSmall O Purulent [ Green Yellow: <25 25 50 75 100 | ORash O Macerated
Tunneling/Undermining | O Medium O3 Foul Odor O Whitish Black: <25 25 S0 75 100 | O Cosed wound marglns
. @ - on | Olarge [ Other: Other: - % | OJ Other:
Location: h = s Location:
Cleansed with: L Cleansed with:
Dressed with: 2 Dressed with:
Packed with: Packed with:
Covered with: Covered with:
Secured with: Secured with:

Pressure Reduction Equipment In Use: OO Wheelchair Cushion O Replacement Mattress [ Mattress Gverlay [ Specialty Bed:
Comments:
AMusculoskeletal

DON/A  Assessed/Observed the following: 1 Assistive Device(s) in Use: (Iist)w.-

WRISI& Recent Fall Since Last Visit: {1 Yes ﬁ.No {1 If yes, Clinical Manager/Phys!cian Notified --é‘No problems identified
Comments:
sHomebound

A O Patlent s Homebound due to (state in specific measurable and functional terms):

Comments:
“skilled Instruction = Key:,

1 =verbalizes understanding: 2 = return demaonstration; 3 = nesds furthar instriction; 4= goal met

Patient/Caregiver instruction: Specify: || 2] 3] 4 | Patient/Caregiver Instruction: ‘Specify: - 112]3|4
0 1. disease process O 10. ostomy careffoley care
__ﬁ 2.5/5 complications 03 11. bowel/bladder training
0 3. medications 03 12. Infection control
0O 4. IV/TPN 3 13. emergency plan
0 s. inhalation/O2 therapy/safety O 14. falls precaution
O 6. paln management Eﬁs.equipment
0O 7. wound/decubitus care =§3 anticoagulant precautions
{1 8. nutrition/dehydration 3 17. hypoglycemic precautions
O 9. diabetic care 03 t8. Other:

Details of Skllled instruction:

Fa ] Y P

=

“‘Additional Skilled Care Provided ee(mdlcateNoteIAddendu e SN A (WU I (L D420 MO, A
Copypents; I’!JJ’"LI’LI A4V ._.;.. 7o 1AL ,mmz m;r S
L U phdy il ) Jois [fld5n) D

VST, JWIM%W

ond NO L

i g2 (AnaM S Aut G D A (148 _ AV Cdted
ond 1D ] Tk CotaF pend NET e PT fon g Becla 928~ 0 £iiias

Patieltt response b care provided: WAL £ goo a

Supplies Used

Patlent s ProgressTowards GoaIIGoaIs Resolved this Visit? (speclfy : : i 2 -
Contacted/conference with: Physician SN PT OT SLP MSS HHA Oth {circie) Name: Date/Time:

Regarding:

Response: See interim Order: 0 Yes O3 No
03 Changes in the POC d| ssed with Patient/Caregiver /L].Patient/Caregiver agreed with plan MD Appt. Date

Pian for Next Visit: A" ﬂmﬁ/lﬂﬂﬂ)"

Discharge Planning: AAn Ay SAS AD /@')/lﬂ»(,. A ALs M/,f
WHITE -~  GLINICAL RECORDS SKILLED NURSING NOTE 2 Gentiva Health Service:




EMPLOYEE TIME SLIP Ts€ert. 0 Non-Cert.

Employee No. “EE?

TRy~

RS A58
Patient Na%aﬁ ﬁ"jﬁﬂ/} /7 2{% Q’(C‘;’L;u

Pay/Bill Code Shift Date of Service m/d/y Service Time Tra\felTirne [ DL’;‘;?;n U- Mileage
1 5t Ll am | Sto| Oam O am |Stppe) . Clam Mileage _
0 m J Fb 9’ / p I/O | 1"2_(.0 Fpm & mm mg,a:pm Bill Mileage DYes O No
— .-~ PatientTime Non-Biilable Visit Duration (N8D) ChartTime e Total Time ..

Hrs Min Hrs Min Hrs Min 1 Hrs Min
OBill/Pay OBiil DPay Overrlde Bill Rates OYes CONo |_Payor Code Bill Units Py Units Blll Rate Pay Rate | Product Category | Product Code
ONo Pay/No Bili DOvertlrne

mployee Signature Validated By L~ ;
7 % initials/Date . -~ /
Vital Signs R SEEEE ON/A [DAide DOLPNAWN
Welght: _£ Lying Sitting Standing :resenitf onthis visit; JYes O No
2 ame if present:
sl::ncc;zl:; I vliilltl_.oss Right ﬂ ‘13 Following Care Plan: [J Yes O No Compatible: 0 Yes O No
i Left: Report changes In patient status to office: [1Yes O No
- Changes to care plan: O Yes DO No
4 ] 0 sp0
axg:&v monitoring: OT DOP ep PO, Additiondl instructions provided during visit OYes O No

Frequency of Pain interfering with patient's activity or movement:

O Patient has no pain [ Pain does notinterfere with activity or movement
[ Less often than dally EDaily, but not constantly O Al of the time
Pain Rating:

Location(s}:
Pain Duration:
Is current pain management effective?:

d: ONumeric O FLACC Face
Pain Precipitated
Pain Relieved by:

/ﬁYes OO No (explarn below)

Comments:

pirato O N/A  Assessed/Observed the following:
Breath Sounds“&-Clear: OWheezes: R/ L
rackle L fineorcoarse

O Dyspnea at rest and/or supine  [J Dyspnea with ADLS

[ Dyspnea on minimal exertion ft/ min
Cough: QDry OProductive [ Hemoptysis

Sputum: color: conslstency:

/A O VP # Attempts:

Draw/Site;
Test Performed:

Applicable Drug Last Dose/Time:
O PTANR Results:

Lab Delivered to:

| Results/Comments: —

incentive Spirometry: cc
D Oxygen — Umin [0 Nasal cannula O Mask
Dothef —m oo

O Contlnuous . [0 PRN
O Tracheostomy:

0O Ventitayay,«%/
O 5p0,: L £
Comments:

;gré(:. Problems identified

CIN/A . Assessed/Observed the following:
ert ented orgetful O Confused (1 Disoriented
DO Lethargic [ Depressed Weakness: [ Rightside O Leftside
[ Diziness O Tremors Paralysis: O Rightside O Left side
O Headaches O Difficulty Swallowing O Recent Seizure Activity
O No Pmbﬁ’?\%ml&*)bg&\b O

N/ Assessed/Observed the following:
(2 Performs own glucose monitoring without problerns

Patient reported Blood Sugar range:
[ Burning/numbness/tingling/loss of sensation of feet

Assessed/Observed the following:

Comments
m BA
Heart Sounds: ~£J Regular

O Muffled/Distant I Gallop
O%rregular O Murmur [ Other:
O Palpitations O Bradycardia =~ OTachycardia [ Angina
Pedal Pulses Palpable: DI Right Side 0 Left Side
DOEdema Location: QAbnormal Caplilary Refill{>3 seconds) OPacemaker DAICD
ht: 01+ D2+ O3+ D4+ Left: O+ 02+ O3+ 04+
o Problems identified

Comments:

O Hypoglycemia O Hyperglycemia
Blood Sugar: mg/dl O Fasting O Random
0O No Problems identified
Comments:
QN/A  Assessed/Observed the following:

Diet type:-E fegular (1 Diabetic

O Low Fat/NAS/Low Cholesterol I Renal

O Other:
(2 Fluid Restriction: f24hrs O Poor Appetite
[ Poor Dietary Compliance O Chewing Problemns
[ Lack of Food Available

O NG 0O G-tube/PEG [ Jejunostomy

QI N/A

Assessed/Observed the following:

oiding without problems
tinence; {type) ?E| Functionai DOStress O Urge 0O Overflow
O Retention DOUrineodor 0O Pain O Burning O Hesitancy
O Hematurla O Anurla O Dialysis [ Renal Insufficiency/Failure

[J Nephrostorny: R/L/Bifateral O Self intermittent Catheterization

Enteral Feedings: O Continuous [ Pump [ Gravity
O Bolus Type: Rate:

No Probiems identified -
Cormments:

MMsesselebserved the following:

Compliant with regimen: O No
CatheterType: O Urethral O SP DO Extermal O Other OBSDBag [DilegBag| Avallable in home as ordered={]Yes 0O No
Catheter Change This Visit: size catheter size batloon filied with sterlie H 0 Newlchanges sincelast visit: (1 No -R‘Ves {list below)
Comments:

CIN/A

Assessed/Observed the following:

O Cral Lesions, Sores
O Bowel Sounds Sluggish

Dats= - " last BM:
1en Soft

[ Bowel Sounds Present

ation O Bowel Sounds Absent  [J Incontinence
‘arty Stoois O Diarrhea 0O increased Flatuience
O Abdomen Distended O Seif Manages Ostomy
ms O Coiostomy O Other:
- Identified

[=aial-Tal3

Nﬂ 0-/07661\6()(}»-\3 \ 17 in YO S

O Adverse event/reaction/interaction/significant side effects:

Communication: O Physician [ Pharmacy
Meds managed bykg/i (

- ). Comments:

SN 1 Eh MIIDGING NATE

LU T I P



7 31 N : .
Date: L‘f‘ g/" , U Patient Name: Of?ff)/}oﬂ“ Patient No. / };}/(‘/—‘?’

aintegumentary - i O No Probiems identihed/Skin intact O Diabetic Foot/Skin Assessment Compieted _}.'Hlo /5 of infection
] (site) Surgicai Wound Approximated/intact: O Stapies O Sutures O Steri-strips O Skin/Surgicai Adhesive
Location | Wound Type Gimensions Exudated, Amount, Type, Coior (circ e:‘f;’:ﬂ(";"t;g ';esenl) Sumounding Skin, Wound Margins
L 7. | BNone O Serous O Yellow Red: <35 25 50 75 100 | OJWNL/openwound margins
S:_,q/ | W an | O5cant O Serosanguineous Tan Pink: <25 25 50 75 100 | OJ Redness O Swelling
D: an | OSmall O Purulent O Green Yellow: <25 25 50 75 100 | CJ Rash O Macerated
Tunreling/Undermining | O Medium O Foul Odor I Whitish Black: <25 25 50 7S 100 | O3 Closed wound margins
@ - am | Olarge O Other. Other ______  —__ % |O0thern — -
L am | ONone O Serous O Yellow Red: <25 25 50 75 100 | OWNL/open wound margins
W: on | OScamt  O.Serosanguineous O Tan Pink. <25 25 50 75 100 | OJ Redness O Swelling
D: ————m { OSmall O Purulent O Green Yellow. <25 25 S0 75 100 | ORash O Macerated
Tunneling/Undermining | T1 Medium 2 Foul Odor O] Whitish Blac: <25 25 50 75 100 { O osed wound marging
ey @ - e | Olarge O Other: Other - __ 9% | OOther
Location: A Location: '
Cleansed with: Cleansed with:
Oressed with: /2 (L8P E LG’W Dressed with:
Packed with: Packed with:
Covered with: Covered with:
Secured with: Secured with:

Pressure Reduction Equipment in Use: 0 Wheelchair Cushion DI Repiacement Mattress [ Matiress Overfay D Specialty Bed:
Comments:

ON/A  Assessed/Observed the following: [J Assistive Device(s) in Use: (list) Lw_: )

'IS$allRisk Recent Fail Since Last Visit: O Yes -éﬁo O if yes, Clinical Manager/Physician Notified JS-NO problems Identified
Comments:

O N/A _ O Patient Is Homebound due tg (state In specific measurable and functional terms):

1 TH o e c J
Comments: e S—
d D o
Patient/Caregiver instruction: Specify: -~ 1 t] 23] 4] atient/Caregiver instruction: | ‘Specify: it 11234
O 1. disease process A 10. ostomy care/foley care
{0255 complicatlons O 11. bowel/bladder training
O 3. medications 0 12. Infection control
O 4. W/TPN O13. emergency plan

O 5. inhalation/O2 therapy/safety 0 14. faiis precaution
O 6. pain management

O 15. equipment

O 7. wound/decubitus care O 16. anticoagulant precautions
| O 8. nutrition/dehydration 017, hypoglycemic precautions
O 9. diabetic care 8.0ther,/F J . G A

Details of Skilled instruction; _&l'.-_iﬂ’\ﬂw ma j ((::"r i V) )

21 L7 L 1
V‘V.LJ Ty ‘?/ r 3/t D
1d ! 0O See (Indjtate NotefAddendu ):\Sk A
Comments;

2 - c : . : an ;
10 1Grad TO KL e lgl & ;

/
Patient response to care provided: W

9]0 C
Patlent’s Progress Towards Goal/Goals Res'olved this Visit? (specify) :
Contacted/conference with Physucu PT OT SLP MS3S A__Othgr (cirde), Name: PT Date/Time;

i Regarding: {H C ! ? {0 (\/L-"‘\Oo [ v B AN -6('\ q “w e f‘?‘f‘ “r \L)\ \%\\ U‘DJ"'
Response: (A 13T Jf' A o "‘\\d_,\ 4 CRA A See interim Order: O'Yes CINo
O Changes in théPOC discussed wit Patlenthare \lirer O Patient/Caregiver agreed with pian MD Appt. Date
Plan for Next Visit: 4 T4 M,é

Discharge Pianning: /f/,/') 77/ T:V 2 W) J.@t-‘) 4.0 ‘,_é?,«fzgf
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Pt fil57 Cert. Localion Ngme Location' No, Cllenl Na.
{"E : g [ Non-Cert, ! n.{\ (LiaJ I, 2}—( _7 i {7
Employee No. 7g > n—m Patiem Na ast, lirst)
o, w~ e Brgnen, ﬂ’la,u-, A
Pay/BillCode | Shift Date of Service Eervice Time ‘Travel Time Travel Duration ; Mileage
Month  Day  Year | Start 20 o Stop | S__ Start Stop Milleage
. ] am m T am 2¢ Xy am Bill Mileage
av; 5’ j 16 | 10 Op (! % o om| (07" Bpm E O Yes O No
Pattemt Time * Non-Blllabte Vistt Duration (NBD) Chart Time - ‘Total Time
Hrs QO Min Hrs Min Hrs ; Min Hrs gg Min
C1BiIVPay [1Bil [JPay |Override BlllRates [JYes [JNo Payor Code Blil Units Pay Units Blll Rate ‘PayRate | Product Category | Product Coc
O Ne Pay/No Bl O OT Override Pay Rates {JYes [)No
Code " '_ Patlent Slgnature Em) r Slgnature 5 Approved by
Quantity ) U™ Inpate
3
If‘vrrALSlGNs Tt : - s W 3 »-PA‘ H o a e ERT o ...-..:-...“.E_ ._-.: - ._: _il o 7 ..:"-" Rl ._'.:: L
T . Appllcabte iablhnqershckvalues Pain Addendum DYBS WU f " PAIN PROFILE @d
P } } intensity. 0 1 6 (_7) B ]
i Frequency of Pain interfering with } ’ (-r-\ w t
R ; patiant's activity or mavement: : Location{s) H‘ o (¥
o ‘ ' { i Prechiald by aﬁcﬂ?zréﬁ‘ct:f-—
i 0 - Patient has ]
fiuht; o doe:a noten:'lla't::ﬁ :&m i Pain Duration: U[ [ i) _(b)
q oI oF movement : Pain Reiieved by:
‘ Last BM i Currant pain management & effectiveness: g
O Standing { O 1-lessofenthandaly & [ pain Management Teaching to patient/tamily (document below)
O Lying t ﬂz;z- Dally, butnotconstantly * |
st ; '
preiting i O 3- Moithetime i

Medication change since tast visit?
Homebound Status (Descrlbe) /

AATLE

mﬂtm A Aen .c:rrunm- H-u-La oo Z,Mlnla,g M ‘H"uo

(2 )

A 27
'SKIGEED ASSESSMENTLINTERVENT[O

* v

As = etrelati probiems addressed this visit/new probisms identltied and services provided: _ ST SCLD f : a1 '
cz;g %%imﬁk— ﬁ;@[&;&&_@:ﬁw — Ao _ANoann | Ay mn(-ﬂ..L.Q.. T T e 1~
; P uks L <ol (W/\/MI o P G(.AL/J‘.VM g (x

Alaartn . g _up @ ot Ao S e HAML. —y 14y 2%,
heo ?;%-mmr“!qf-da A Q}Y\Q.Mm.ﬂ-/ %dm, 7‘?"\%4 ENEN NP " %
i ] >0 (¢ !
AL ¢ :
o wbH A _— it [ See Addem

Supplies Used:

G T, PATIENT

RESPONSE

nsrisions gt (GAF~ =V 2 A E
Subject(s) taught: mu wvdztﬁ‘a flls WM «/VIOoL fuéluﬂr e O E
: dame L,E«é?\ﬂ% NN Rang 'TTR@?‘A \ LA A Folowmeangin?__ Coves
Qindo b <0 tatn e o ppaaig uu,a’_ vu‘ﬁauu/uz_, Compativie? DYes
Patient/Caregiver is able to repeat/demonstrate the following: Repost changes In patient
N10) Yoo ole Fode . sausto Ofks? -
: \Jwilub\/Uh,\ ds s HNa ° 7 Patientsatsfied wihcare?._[¥es [
5 Y Changes made to
Teaching plan for next visit.__ 0 — g }-3[,(/] nq S 2 3¢ Julle SNAE/ o care plart? DOves [
Suddve nedire” - e Plnantx — ool O
L&gj I /‘L{}‘L\ M Lo Employss Name:
OORD z. . P-4 =
Patients Progress Towards Goal/Goais Resoived this Visit? (specity) Z = uAdA
Conferenced With: SN PT OT SLP MSS HHA Other {circie) Name ! hd\»ule
Regarding: \ LA, TOQCJ"I'/ e d L& ‘“‘f“l"\i-va\
Physician Contacted Re: Date/Time,
Physician Response/Resuit Seeinterim Order [JYes O

[] Changes in the POC discussed with Patient/Caregiver

[ Patient/ Caregiver agreed with plan:

MD Appt.Date

Pran tor ¥ext Visit:

A5
CJ‘-LU‘-—L) Msr/ ‘Eﬂ« ry ou.\,uuu e

vic A W

Discharge Planning:

T Pajient/Carzgiver agrasg vilh C

pr— e e 4 A AN O

-_ = . - b e —
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[ FaentName. TAVCL ALY, Y1, UG [Pationtt. [T |

Answering yes to the following questions indicaiLs continued skilled assessment, instruction, direct skllled care and/or
Observation and Assessment by Skilled Nursing may be medically necessary.

Has the patient;

Been In the Emergency Room/Hospital within the current cert period?

Had significantly fluctuating vital signs/lab values within the past three weeks Indicafing that the status is not
stabilized?

Demonstrated any significant difficulties with following or understanding the medication regimen?

Had recent new/changed orders for medications that require skilled assessment to determine effectiveness of the
change?

Had recent treatments or multiple change orders over the cert perlod?

Had recent changes In the plan of care indicating further skilled services are needed?

oes the patient have:

A high risk for hospitallzation due to exacerbation of the disease process?

Co-morbidities (such as DM, PVD, renal failure, COPD) which could complicate the wound healing?

Ulcer, surglcal or other wound that is at risk fora change in conditiori (positive or negative)?

Changes to wound treatment within the past three weeks?

A wound that has healed within the past three weeks but remains at hlgh risk for recurrence because of co-morbities,
for example poorly controlled diabetes, arterial PVD, peripheral edema or end stage renal disease? Additional
supporting documentation Is required.

Teaching needs that have not yet been met? )

Tasks that have not been demonstrated properly?

New problems since the certification period began?

Unmet goals or outcomes not reached?

Equipment that they are having difficulty managing?

DOoC0O0OY OO0 OO0 00

O00o0D

Answering yes to any of the following questions may Indicate that skilled assessment and skilled care by
Therapy (PT, OT, and/or SLP) Is medically necessary for patients who have_potential to functionally improve.

O Unable to get on and off toilet.

O Unable to get in and out of shower/bath safely.

O Unable to wash body.

O Unable to prepare a light meal.

O Unable to ambulate in and out of the home safely.

O Difficulty eating, chewing and/or swailowing.

Answering yes to any of the following questions Indicates continued care under Management and Evaluation of the care
plan and/or continued care may be medically necessary.

Does the patient have:

Complex, non-skilled needs?

An unstable or compiex careglver sltuation?

Multiple caregivers involved on a regular basls?

Recent changes in the “in-home” care plan for the patient?

Risk for becoming unstable due to unmet complex non-skilled needs?
Recent changes In the status of careglvers?

Answering yes to any of the following questions may indicate continued care Is not appropriate:

O Are Instabilities part of a long-standing condition where further changes have not been made to the plan of care?

0O Does the patient remain non-compliant after attempts have been made to educate them on the importance of
following the treatment plan and there is documentation of patient's of non-compliance?

O s there a lack of measurable progress towards goals (for more than three weeks)?

Comments:?—r— dJ;O(‘ J’lOV\ gj W L}\)‘ele/ \VUTM\- EOM M-;ﬁ .

T R P R R
=N T RO T, c(})wwf,n I,

oopoo0oo0

A, 4
L NELLOCT
liniclan/Manager PfintName: | ~ 1~ [/ 3/ / P ) | Date: /%710 ’
Signature: 2 M A L a7 (Y f NA Ttle: ./ / WAL
[ Sy 'Cyv" bl O v g |

Recert/Discharge Case Conference

© Gentiva Health Services, Inc.
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A ‘ 'Locatic;:thiamr "u [ | Loca'cl;ow 7 Clie[l.L%sgti. 9
nployee No. O_,] g |Employee Name (lasl, h@s mmm )a’l'll\.ﬂ_/ Palienl NaW}n . Hna,uv] A’V'I ~—

R T e O Non-Cert.

Pay/Bill Code | Shift Date of Service sbrvice Time Travel Time Travel Duration Miieage
Month  Day Year | Start Stop, Start Stop Milsege
D Qam| 14 3 Dam v Qam| 2y Oam Bil Mileage
10 Ao po - A pm L’( Epm 3‘ Sbm L) Giom 2% O¥es O No
Patient Time Non-Blilable Visit Duration (NBD) ChartTime Total Time ) &
Hrs MD Min Hrs Min Hrs g Min [ Hrs { 3 Min
OBiliPay DBl [3Pay | Override Bili Rates [JYes [Jho Payor Code Bili Units Pay Units Bill Rate Pay Rate Product Category | Product Cod
Mo Pay/Ne Bil [JOT | Override Pay Rates [JYes [JHo "
Code : ) o Patient Signature Employee Signature Pf'ﬂl S Approved by r
= p— S inmais.rueé? _‘} q‘, [/.
' GBSERVATIO
_vrr S P M o (B oo
% ?G% Apphcabie lab Iﬁngersllck vaiues | Pain Addendum (7] Yes fq’ﬁo " PAIN PROFILE o L
; Intenglty: 0 1 2 3 4 (& & 7 38 g 1
. Frequency of Pain interfering with | H
R i patient’s activity or movement: ! Location(s) ; K ) -
Wt . . ! i Pain Pracipitated by:
h 0 - Patient has 8
ep fight * = mmmﬁmm ¢ Pain Quration: drf ('}_M G’V\ubr 0““-/5
A or i * Pain Reileved by: \
+ Last BM: 1 Curren! pain management & effectiveness:
O Standing : O 1- Less often than daiy [jl?nw nagement Teachingg? patlentﬁarniry (documenr ow) k/'
O Lying : B 2 Daly, bt motconstanly el e V)2
£ Sitiing O 3- Alicfthe time E K VA S e fLJa—-bL -_;.amgm-'b Pl
: (‘,uJL . & pasm — ARON &
Medication change since last visit? 39 No (] Yes, Speci ek "‘jmi.a o U167 — oding % (T gudpbo
Homebound Stalus {Destribe) Mnida’-‘l- %o FU a-\, @U'*\g ¢ cﬁw P{' @"’l b Ot A WL T

Asse sment reiatlve 0 pfobiems addressed this wsttlnew probiems igentified and services pruwded
%o d o, peack G-ac\-_r

~ g y 6&)‘%&
G S S pnam — Qi v to \cs._gakqf/wn«t—— 2GS g - 3=t
] A, e pow— e

Cuw, Ve OLC;('\:% L. Qo (Mc( (ds—  (SF oAb b ntlann,
= (AL i)} P Rom B | A’mmf\ 2° b2 24°, s v2 25° [ sen pddend
Supplies Used: | Y w2y ove A-C,Lw.e_, [of-“ m-w,,\ 5‘3 — _ {0 8iiiing for sippiies used by Patient/Caregiv

D b RESPO PER 0
Instructions given to A W “[)t" d S_ P 4[5 ',.' I’r\\-‘Wb‘Lm qﬂ- M-’Y‘- i ClAide [JLAWN [0ther”
Subject(s) taught. - ' Present on Lhis vist? OYs Ot
— _Arelht H-U’P - Qore Wl cie, hant bodt- X (oguns Flowgomsplar? ¥ [t
D Bandins Dopdarfe X (8 aeps — pt ol lady Compalite? O Ot
PalientCaregiveris able to repeatidemonstrate the followiRg: Aoy ooy A K AR G0 <Sbardline Repart changes in palient '

ML o Siwn % R L remo— oo O Fhorf—r | Susndtior O O
i 8B () Suh W*’M&a ABM,  SLST | rieimsiewinan O o1

pRAL S| —ds = = S«Mﬁc’*‘ Changes made o
Teaching pian for next visit:  § v\ S\ of S A ale care plan? OYes [l
X oo . oma Ud duia PSS S (ingt Lo |
srants on () b e
Pt wethedi= ShAclang [) ol (WS XIS il o] ) .

CCOORDINATION: / PLAN.

Patients Progress Towards GoalGoais Resolived this Visit? (specity) (LAY — 124 ini g do Yo Cond™ Al ico. | hroca
Conferenced With: SN PT OT SLP MSS HHA Other {circle) Name:_ (R oSt o —  daiiva_ WL © ﬂ&rv\-/ lenengt —

Regarding: WAAAOfe M/U\) (ASet—
WYUTE e f‘u AN ¥ Ve mMijkuLmJi-
..E—'\ ™ Pasa
Physician Contacted Re: o . mdansd phpt P A (D S—I"a 6aler1'i°me - ‘-(3 ° 74/ 1e/¢,
Physician Response/Resuil AL B Ty I {Mf\:d"‘ ;CL/JLW broga —AO Ax ACS See interim Drder O Yes @Nu
{7 Changes in the POC discussed with Palient/Caregiver [ Palient/Caregiver agreed vith pian:

: MD Appt.Date
Plan lor Hext Visit: __ 034?’ M'%éé’rf__ 2 Hovdn n SEid, A o S T L4080 u,,(A
L e A B

Discharge Pianning: GWW' F— i3 PatigntCarzgirer agrese with DC §

AITE _ Pliniral Rarsrd YEL I DWW Rillinn = - - sam e L -~ 0



(EMPLOYEE TIME SLIP

(Cert. O Non-Cert. kpeation Na%/ /1) Lecation No.

'_I':;ployee No. __.7 B(Z

i T,

PT&&,IZ?. 7_ Patient /’g}a;;ﬁj?iu .j E J

Cgug

L
Pay/8iii Code Shift Date of Service m/d/y Service Time Travel Time ozrfa:f;n F Mileage
St Eam [Stop - Bam am | Sto & am Mileage —
O)D D q //0 /]_0 Opm ['! ;Eanpmiii a} O pm j(ejﬁ:' Dpm| w Bill Mileage [ Yes I3 No
© PatientTime - Non-Billable Visit Duratlon (NBD} Dot by g ChartTime =~ Total Time
Hrs Min Hrs Min Hrs Min Hrs Min

[OBil/Pay DBl OPay
ONo Pay/No Bill OQvertime

Qverride Bill Rates OYes ONo
| Override Pay Rates LlYes CINo
e ]

|

! S I -

|__Payor Code BillUnits__| PayUnits | Biil Rate Pay Rate | Product Catego Product Code

Weight:

Patient Signaturg

]Employee Signature

Validated By
- # initials/Date J

R: E)f"

| Supervisian

ONA DO Aide O LPH/LVN

Sitting

Standing

Present on this visitt T Yes [INo

Since last visit

OGain  DOloss Right:

1K/5%

Name if present:

Left:

Following Care Plan: O.Yes O No Compatible:OYes O No
Report changes In patient status to office: O Yes O No

Comments:

O Pt/cg self monitoring: OT 0OP DOB8P 0O5p0,

Changes to care plan: O Yes O No ]
Additional instructions provided during visit: O Yes O No

Pain Rating:
Location(s):

. Pain Assessment - -
[3 Patient has no pain
O Less often than daily

'l

Frequency of Pain Interfering with patient's activity or movement:
D Pain does not interfere with activity or movement
EDaily, but not constantly
Scale Used: O Numeric O FLACC
Pain Precipitated by: _

O Faces

Comments:

espir

ELN/A  Assessed/Observed the following:

O All of the time Breath Sounds:_E@Iear: O Wheezes: R/ L
DO Cracklem#®"/ L fineorcoarse

DO Dyspnea at rest and/or supine O Dyspnea with ADLS

0O Lethargic
0O Bizziness
O Headaches

'&ﬂo Problems Identiﬁed

Comments: B'/ylk’///ﬁ?

BLorgetful
(m] Weakness:
O Tremors Paralysis:

0O Difficulty Swallowing

50

D Confused O Disoriented
ORightside O Lefiside
ORightside O Left side

O Recent Seizure Activity

Pain Duration: LA Pain Relieved b O Dyspnea on minimal exertion ft/ - min
A es O No (explain below) - Cough: Obry O Productive DO Hemoptysis
Sputumn: colori —_________consistency:
incentive Spirometry: _ cc
x OOxygen — L/min D Nasalcannula O Mask
Draw/Site: , DOther — O Continuous O PRN
Test Performed: Lab Delivered to: O Tracheostomy:
Appiicable Drug Last Dose/Time: O Ventilator: =~ 2
O PT/INR Results: 0O 5p0,: I Bxtlo Problems ldentified
= : — Comments: :
DN/A  Assessed/Observed the following:

A Assessed/Observed the following:

O Performs own glucose monitoring without problerns
Patient reported Blood Sugar range:

DO Burning/numbness/tingling/loss of sensation of feet

O Hypoglycemla O Hyperglycemla

Blood Sugar:—___mg/dl O Fasting D Random
O No Problems identified

OEdema Location:
Right O1+ O2+ O3+ D4+
O No Problems Identified

ON/A Assessed/Observed the following:
Heart Sounds: wegular O Muffled/Distant O Gal

Left: 01+ O2+ O3+ O4+

lop

Commenis:
RS 0~ Assessed/Observed the following:

O Irregular 0O Murmur O Other: Diet type: O Regular O Diabetlc
O Palpitations O Bradycardia ~ O Tachycardia O Anglna D Low Fat/NASAow Cholesterol O Renal
Pedal Pulses Palpable: O Right Side O Left Slde 0O Other:
D)Abnormal Capillary Refill(>3 seconds) OPacemaker OAICO | O Fluid Restriction: e /24 hrs O Poor Appetite

D Poor Dietary Compliance

O Chewing Problems
O Lack of Food Avallable

O Retention
O Hematuria

Comments:

O Nephrostomy: R/L/Bilateral
Catheter Type: O Urethral
Catheter Change This Visit;

D NG O G-tube/PEG O Jejunostomy

OUrineodor OPain

O Anuria O Dialysis

‘ON/A Assessed/Observed the following:
Volding without problems
tinence: (type) O Functional O Stress

OUrge O Overflow

DO Burning

O Hesitancy

O Renal Insufficiency/Failure

0O Cther

size balloon filled with

O Self intermittent Catheterization
Osp 0O External

size catheter

Enteral Feedings: O Continuous 'O Pump O Gravity
O Bolus Type: Rate:

O No Problems identified
Comments:

W Assessed/Observed the following:

Compliant with regimen: >Sﬁu‘es O No

0O BSDBag DOlegBag| Avaiiablein home as orderedges ONo

sterlle .0 | New/Changes since last visit: B{No O Yes {list below)

Date of last BM: =31} L
O Abdomen Soft | D Bowel Sounds Present

i

b{:45/#\ Assessed/Observed the following:
0O Oral Lesions, Sores
O Bowel Sounds Sluggish

O Constipation DO Bowel Sounds Absent O Incontinence O Adverse event/reaction/finteraction/significant side effects:
D Bloody/Tarry Stools O Diarthea O increased Flatulence

O lieostomy O Abdomen Distended O Self Manages Ostomy

O Gum Problems 0O Coiostomy 0 Other:

MO Probiems Identified

Comments:

Communication: O Ph;fjcian O Pharmacy
Meds managed by:\xﬁ
=

L Comments:

ML RILIPC RIS MATE



/ E’ / / C’ Patient Name: 6 Z’u’\ f\_ﬁ\} Patient No. I 61 L/ 7

tﬁmo Probiems identitied/Skin intact D Diabetic Foot/Skin Assessment Compneted ~’No 5/5 of Infection
{shie) Surgicai Wound Approximated/intact: O Stapies 0 Sutures O Steri-strips O Skin/Surgicai Adhesive

Location | Wound Type Dimensions Exudated, Amount, Type, Coior {circh ez"#:gx‘::;’rm at] Surmounding Skin, Wound Margins

L em | £J None O Serous [ Yellow Red: <25 25 50 75 100 | OJWHL/open wound marging
W ean | OSam O Serosanguineous JTan Pink: <25 25 50 75 100 | O Redness O Swelling
D om{OSmall O Purulent O Green Yellow: <25 25 50 75 100 | [JRash O Macerated
Tunneling/Undermining | O Medium O Foul Odor O Whitish Black: <25 25 S50 75 100 | O Qosed wound margins
@ 5 em | O Large O Diher: Other: -~ % | O0ther:
L cn | O None [ Serous O Yellow Red: <25 25 50 75 100 | O3 WNLfopen wound margins
W an | O S5am O Serosanguineous [Tan Pink: <25 25 S0 75 100 | [3 Redness O Swelling
0 ——————on | O5Small O Purulent O Green Yellow; <25 25 50 75 100 | [3Rash O Macerated
Tunneling/Undermining | CJ Medium O Foul Odor O Whitish Black: <25 25 50 75 100 | OClosed wound margins
a8 - an | O Large [ Other; Dther: — % | OO0ther:

Location: Location:

Cleansed with: Cleansed with: .

Dressed with: Dressed with:

Packed with: { Packed with:

Covered with: Covered with:

Secured with: Secured with:

Pressure Reduction Equipment In Use: [0 Wheelchair Cushlon O Replacernent Mattress [0 Mattress Overlay [ Specialty Bed:
Comments:

ON/A  Assessed/Observed the following: [J Assistive Device{s) in Use: (list) 054\_9,'

£5£all Risk Recent Fall Since Last Visit: O Yes £Yo [ if yes, Clinical Manager/Physician Notified  kiStproblems identified
Comments:

R R VL [SeTalb 1 RSN BN /A [ Patient Is Homebound due to {state in specific measurable and functional terms):

Comrments:

‘Skilled Instrisction = Koy' 1 =y es understanding; 2 = retuti demonstration; 3 = needs further instruction; 4 = goal met T S 3
Patlent/Caregiver Instruction: Specify: 12| 3| 4| Patlent/Careglver Instruction: Speclfr “ ) 4
0 1. disease process 0O 10. ostomy careffoley care
02.5/5 complications 0 11. bowel/bladder training
{0 3. medications "0 12. infection control
O 4. IV/TPN 0O 13. emergency plan
[ 5. inhalation/O2 therapy/safety [ 14. falls precaution - °
0O 6. pain management [ 15. equiprment
0O 7. wound/decubitus care 0 16. anticoagulant precautions
0O 8. nutrition/dehydration 017. hypoglycemic precautions y
0 9. diabetic care B 148, Other: s N2 g et e AYS!
Detais of Skilled instruction: 1= b YL ;ﬁ' A SN 4 ' ] 3 3
: Lo : ; - Ly
CJ

“Additional Skilled Care Provided ﬁémd!cateNote/Addendum) SN Y SEIA nia bl it Ll WA LANELg -S 240
commentsARINE L4 2 T 2004 M NLe 1D .umm~m ¢ b1AL ¢/l

o 'J' % Muu 3"’-

:Lr.u P (enct) /2 ellod 0.7 4 : fa, Ded
\ IM(‘M g0 Lz : - - Lozl
'"_‘. se pro@?dz '}M 2 '

Supplies Used

7 3 el g COORDHMATION PLAM

Patlent s Progress Towards GoaIIGoaIs Resolved this Visit? {specify) _(Fy7 01 a

! Contactedl:nference with: Physlcian SN PT OT SLP M55 HH Other {circie) N

Regarding: P A >
Response: Seeirlm Order: OYes ONo
O Changes in the POC discussed with Patient/Caregiver O Patient/Caregiver agreed with pian MD Appt. Date
Pian for Next Visit: (AC - =
Discharge Planning: J@ v «£& /{0 ¢+ A4
WHITF = CHNICAl ARCORNS Qcictl 1 EN NMIIRSINST MNATE

e
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Ci /6//6 Patient Name: Baﬂf\’}{\? Patient Mo, ISX’LI 7

T T S L A LT No Probiems Identined/Skin intact O Diabetic Foot/Skin Assessment Competed ~&No 5/5 of infection 7
(] (slte) Surgicai Wound Approximated/intact: O Staples O Sutures 3 Steri-strips O Skin/Surgical Adhesive
tocation | Wound Type Dimensions Exudated, Amount, Type, Color camﬁ'&?‘i?éf‘.’i,f!‘i,;m Surrounding Skin, Wound Margins
L: en | O None [ Serous 0 Yellow Red: <25 25 50 75 100+ O WRHLfopen wound margins
W an | OS5ant O Serosanguineous [ Tan Pink: <25 25 50 75 100 | O] Redness O Swelting
D: —  em |OSmall O Purulent £l Green Yellow: <25 25 50 75 100 | O Rash O Macerated
TunnehngIUndennlnlng O Medium O Foul Odor E] Whitish Black: <25 25 50 75 100 | O Closed wound marging
@ em | O Large 1 Other: Other —___ __~. % | O Dther
L on|BNme  DlSerous O Yellow Red: <25 25 50 75 100 | OO WNL/open wound margins
W.—  om|DOSant [Serosanguineous OTan Pinke <25 25 S0 75 100 { [ Redness O Swelling
D; ——————— am | O Small O Pyrulent O Green Yellow: <25 25 SO 75 100 [ OO Rash O Macerated
Tunnellng/Undermining | O Medium O Foul Odor O Whitish Black <25 25 S0 75 100 | O Ciosed wound margins
@ - an | O Large O Dther: Other: ~ % | O Other:
Location; Location: '
Cleansed with: Cleansed with:
Dressed with: : Dressed with:
Packed with: 1 Packed with:
Covered with: Covered with:
Secured with: Secured with;

Pressure Reduction Equipment in Use: O Wheeichair Cushion [] Replacement Mattress O Mattress Overlay O Specialty Bed:
Comments:

EIN/A  Assessed/Observed the foliowing: O Assistive Device(s) in Use: (jist) 'ffa_-ﬂ_ﬂ_.a

-E:Eall Risk Recent Fall Since Last Visit: O Yes £1o O if yes, Clinical Manager/Physician Notified E@U’ problems identified
Comments:

E\UA O Patient Is Homebound due to (state in specific measurable and functional terms):

Comments:
o 0 O =)

Patient/Caregiver Instruction: Specify: - : 1]2| 3] 4 | Patent/Caregiver Instruction: Specify: . 1121314

0 1. disease process 3 10. ostomy careffoley care 0

0O 2.5/5 complications 0O 11. bowel/biadder training

0O 3. medications O t2. infection control

0 4. V/TPN E1 13. emergency plan

0O 5. inhalation/02 therapy/safety 0 14. falls precaution - : B

O 6. pain management 0 15. equipment

0O 7. wound/decubitus care 3 16. anticoaguiant precautions

O 8. nutrition/dehydration O 17. hypoglycemic precautions y

0O 9. diabetic care & 08, Other: A ¢ N5 AYE]

Details of Skiiled instruction: N ; ;

Lo 1t

!
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: COORDINATION FLAN #° .
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| Contacted/canference with: Physlcnan SN PT OT SLP MSS HH Other (:m:ie] _}\‘rn f‘_ St Date/Time:
Regarding: Komnt o3 CAd A ] Y /b ” U;.r THWLA (i etz
Response: Seel fdrim Order: O Yes ONe
O Changes in the POC discussed with Patient/Caregiver O Patient/Caregiver agreed with pian MD Appt. Date

Pian for Next Visit: (AL -
Dlscharge Planmng s ke yfdn .
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A W\}’k.Q_. nn If)’\F‘M 54;/\ r~
Pay/Blil Code Date of Service {] serviceTime Travel Time Travel Duration Mileage
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. 0y 17 0 d”:” am| ) K™ Reml W pfam {0 29 Ram Bill Mileage
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() BWPay (]8Il [JPay |OverrideBill Retes [JYes [)No|?PayorCode::|:Bill Units | . PayUnits - | Y Bl Rate , '|. -Pay Rate . .| Product Category | Product Cor
[ No Pay/NoBil [JOT Override Pay Rates [JYes [JNe

Frequency of Pain interfering wilh
R patient’s activity or movement:
wi " y
O 0 -Patient has no pain or pain
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SE— N or movement

0O Standing [ 1- Less oiten than daily

0O Lying {0 2- Daily, bt not constantly

() Siting ] 3- Al of the time

Location(s)

Approved by
lnlﬂﬂsi? . :2%

Intensity: 0’

Pain Precipitated by:
Pain Duration:

Pain Relieved by:
Current pain management & effectiveness: TUH
O Pq!n Management Teaching to patient/f

lly {document belw
DN M

A= 53 block

— 7 T ek (Rlgalte

Medication change since fast visit? Q‘] No [ Yes, Specity

Homebound smus (Describe)
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g S'KILLED ASSESSMENT/INTERVENTION:
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O See Adden
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‘Additionalinslruction
ohen Qg st C

OYes

Patienls Progress Towards Goal/Goals Resaived this Visit? (specity)
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Regarding:
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el ouanmy y ) Je— A
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CARE DISGUSSED WITH (NAMES/TITLES): Kﬂﬂkﬁ/’) MC,'O E&M/’YJCJO Ande C T
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N
of Visits
REASON FOR DISCHARGE/TRANSFER

{7 &5 Dischargs to Psych Hospital

,Bm Discharge to Home or Self Care
[J 02 Sentto Short-Term Hosphtal
(3 03 Sent to Skilled Nursing Facllity
[ 04 Sant to Intermediate Care Facility
(J o5 Sentto & Different Type of Instiution
{J 08 Sant Home with & Diffarent Provider
{J 07 Lef Against Medica! Advice
{J o2 Family/Friends Assums Responsibility
3 10 Sant o Cutpatient Rehab

3 11 Trensfemed by Doclor Request

(12 Bischarge for Lack of Progress

(3 13 Discharged for Lack of Funds

J 14 Discharged for Other Reason

315 Pafient Moved Out of Arsa

O1. PdieﬂtHaaAdﬂadewdmunRehabPossmls
0 17 PafiontiFemily Non-Compltent

(J 18 Patient Ro Longer Homebound

(3 19 Pafiert Refuses Further Services

{3 20 Expired

O 40 Explred &t Home

{3 41 Explred in Hospltal, SNF, ICF

O 42 Expired, Placs Unknown

[0 50 Discharged to CHHA

0 5t Discharged to Long Term Care Facility

(O 52 Discharged to Long Term Care Home Cars Age
[ 53 Discharged to Depastment of Social Servicas
(] 54 Discharged to Community Agency
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Patient - Pain (0-10) Sc,ale
Comments - W*‘MH Ofte — 84
UG Y
- RS o ac
Observation O+ do s y wtd & Al Euenchen MO -

5 0N m)‘? "\)O'Y'\’\L‘OO'U-/V\D}“’ vl e ManmnaL
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Plan BComplete remaining {(__1 ) visits per plan — Sl e = %t-%ﬂ— WM\J“ “h-fmSL
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0) D/C Patient at this time to (self care) (outpatient PT) (e £ “’f’p

O Other,
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Therapist Date
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DISCHARGE NOT!CE (WISCONSEN)
Pm:ntName. ﬂiﬁiﬁ’\fhfﬂ W‘tﬂﬁwﬁ?’fu Pitltnt# I&?V?

. Geativa {thSermeswau!dhkcmmfannfouﬂ:nthom:cmsmwmmdeﬂTacuw
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The reason for discharge is:
D?i Gosls of treatment bave been met. _

O Services are being dmr.hz:ged pet pa.nent or pan:ut’s legal mp:cs:ntau.ve mquzst.

in 'Ihepanantnolongerne:edshomehea]rhmeas deten:nm:d."byﬂ:mattmdmgphymmmor
. admﬂedpmbnenme.

o G-enmuuuableb::-pmdedmecarercqmredforﬂnepaumtduttoacha.ngemfnepimt’n
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= [ Thea&mdmgphymmnoradmmdpnmunmehmorduudthedmchugcfmmmgmq
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O T'ﬁcsafetyofmffzsoompmmmed.

O Following armonable oppom:mty to pay any uu.p—a.td bills, paymmth::.s mtbemmdn Eor
pz.umt care proﬂded.

A complaint may be filed bjf wiiting the Buteau of Hmld: Smm, Division cif Qua].tty .ﬁasu:mce, :
- P.0: Box 2969, Madison, Wisconsin 53'?01-2969 ot by c.a]]mg ﬂle Wismnm Home health Hnl:lme boll
free at 1- 800-642-6552. ; oy
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WRITTEN NOTICE OF CIRCUMSTANCES OF CLAIM .
PURSUANT TO SECTION 893.80(1)(a), WIS. STATS.

= 2]
2 3 =
To:  City of Milwaukee ::'3?: = o
200 East Wells Street = ::» -
Milwaukee, Wisconsin 53202 <= 5 X
QT o \;:ﬁ
Served upon City Clerk pursuant to Sec. 801.11(4)(2)(3) %‘é =. %
o)
NOTICE OF CIRCUMSTANCES OF CLAIM as required by Section 893.80(1)(a), 1s:£ tats is %"ﬂ
hereby served upon the City of Milwaukee that Mary Ann Brannon suffered personal injuries anghasa
claim therefore under the following circumstances:

1.

That Mary Ann Brannon is an adult residing at 2092 South 102 Street, Apartment 109,
West Allis, Wisconsin 53227.

That on or about the 2™ day of June, 2010, at approximately 12:00 p.m., Ms. Brannon
suffered injuries while walking on the sidewalk directly in front of the Marcia P. Coggs
Human Services Center located at 1220 West Vliet Strect, Milwaukee, Wisconsin, when
she tripped on the in-ground planter that is on the sidewalk and fell, causing injuries to
her.

That as a direct and proximate result of the City of Milwaukee’s negligence in said

planter’s poor design and/or maiftenance which caused said planter to not be level with
the sidewalk.

That as a direct and proximate result of the City of Milwaukee’s negligence, Ms. Brannon
was caused to suffer personal injuries including,

but not limited to, a broken right fibula,
broken right ankle and bruised left ankle, as well as other injuries.

PLEASE TAKE NOTE that this is a Notice of Circumstances of Claim, Section 893.80(1)(a),
Wis. Stats. It is not a claim under Section 893.80(1)(b), Wis. Stats. Therefore, there is nothing for the
City of Milwaukee to allow or disallow with respect to this document. After Mary Ann Brannon’s
treatment is completed and her injuries are evaluated, we will present a claim under Section 893.80(a)(b),
Wis. Stats. for the City of Milwaukee to allow or disallow as it sees fit. There is no requirement that Mary

Circumstances of Claim, within 120 days of

Ann Brannon must file a claim, as opposed to a Notice of
_ her June 2, 2010, injury. See Figgsy. City of Milwaukee, 121 Wis.2d 44, 357 N.W.2d 548 at 522 (1584).

Dated at Milwaukee, Wisconsin this 20% day of July, 2010.

WEIGEL, CARLSON,
BLAU & CLEMENS, S.C.
Attorneys for the Claimant

(Geofge E. Chaparas

e Bar No.: 1029489 V
P.O. ADDRESS:

3732 West Wisconsin Avenue, Suite 300

Milwaukee, Wisconsin 53208-3153
Phone: (414) 342-1000



