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S o= Within Norma! Limits/Tolerated Date A

A = No Changa UTA = Unabl A N B )
= Seo Significant findings, or Progress note. o

5O = Discontinged thne | Lo Sed

Standard | Bold print under assessment = Basic Assessment. Minimum assessment for all patients is Netrological, Cardiovascular, Respiratory, Con
Safety and additional standards based on patient nead of !’iS‘r(
MNeurg- L7 ﬁie‘fﬁfgféeﬂfﬁ x3; attantive {age. fapropriate)) zhsenca

fogical i Seizafag, Jmdists, ;ms&;mszg Résgdhsive o vsmaigigf&z
“haeiite stiinell, speech Hiear {age sppransiste)
commands. Facial symimelry,
| mavement/strangth of extremitics. No blered/
sision, Gag, swallow, cough & bink 25 act. Vi
Cardio- | v ~FR,EP Will for age: Riwthmvegular 00 o oot A
Vasclar | s eart sounds (53, 52) audible. No exira sounds, J
) murmurs/rubs, Neck veins fiat at 457
oS { - Rate: hylhm, sfiort & chest movement Wil forage. 1 /;/ g
irgtory |¥. s zaggh $08; sgzj_' %&sam& ] ﬁ%p“ﬁ&i’{‘ z;%at ax¥men LB ;f BEES
B:: slear, no stf dar, 1 bcs patcnt
Comfort!
Coping i
chbancn
- Pain infensity scate 0-10 (10 = worst pain) N
— Pain goai {0-10 scale} “”F ;{/,;
-~ Radiates to: ‘\)p}’ L
— Aggravating factors: . b
+

-- Characteristics:

~ Diservations/behaviors: _
/- ldentify coping behaviors, skills. patterns. Support systam,
Safety |- Rwsma oare. Urignled 15 i delivary %’gﬂ%am ééﬁ&"‘ﬁé&ﬁ

-sie rails, he&ﬁ;&;r, telephans and gall g%*s%ma
wﬁ vistting policy reviewed. Valdablos sasursd.

an/Precautions: TYPE

integ-
wnen tary

mem%ra;zas gink; meis
— No lesion, rash, abrasion, ulcer, mxsarg petachiae, bums,
crepitus. fistuda, skin tear or needle marks, Drassing clean.
dry, intact. Tubes patent

/ —lncision ~ no redness, scehymaosis, edema, unusual draisage,
unapproxdimated edges, surrounding skin normal,

J/ ~VAD - ¥o redness, drainage, edema. Dressing intash,

Sitg: Type/gauge:
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07/10/05 0824 Treatment plan{CMK1) see BID for 3 days for crutch walking quad sets and SLE with arthostatic precautions

03AC/05 0Rse LTS #1CKK tad mobility

CR/10/0E 0f 24 LTG #2{CMK1): mod | basic transfers

GUADM05 0624 LTG #HOMKI): mod i ambulation 100 teet

03/10/05 CR24 LG 25(CHK 1) mod 1 upidown 10 steps with rat ard AD
SUIOMAB 08124 LTG #5(OMKIT HES

Ca/0/0E OF 24 LTG #5{CME 1Y min assist car ranster

01005 CR 24 LTG #7(CME) pain 3 or tess for above QoaIs
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PROCEDURAL

:T DatelTime/ ;
; Content/Methods Initials
| Topic Information provided to patient unless otherwise indicated: Veroalize |
% : H -
i Other L Under- eed to
: : . reinforce
. standing

(r.,u__,,,Au__,w__,,_..,..7»._._.4,..,.,.ryJA..,-_._.,,4__.«*74..,._.“.”4.“__._..”,

a Knowledg " Pre-procedure instruclions: . )
deficit retated: | F9 Date of procedure: A Fes G
Arvaltime _obid or hours prior to srecedure. Drocedure Time ATV
[ Pre- Arrival location-B& Day Surgery [ Other
procedure | B9 NPO (eat, drink smoke) after  [9 midnight 1 cther MnNA
(This includes waler, gum, hard candy, alcohol, streat drugs, medications
unless instructed by your MDY
| F Diet Prior__{atd g
| [ Shower or bathe and shampod hair prior to surgery
& Scrub A rewe/ !
Prep (bowel
[Z] You will be asked to sign a consent -~ mincrs will need a parentiegai guardian to sign
(3 Printed Pre-cp information given [INA

e
PPt
Wl

b

P

= | =

A s iy
;v?} R et
PV it

1

("] Blood transfusion brochure given [ instructed to leave band on O NA

71 Anesthesia call [ Anesthesia to see pre-op

51 Should have post op assistance at home

2 Visitation {minors 0 have parent/egal guardian/adalt remain in faciity)

=2 {tems to left at home: valuables, credit cards, 10s, check backs, cash, jeweliy

[ ttems to be removed DOS: make up — jewelry — piercing - contact lens
nafipolish / artificial nails { procedure specificy —

metal hair clips

B Instructed to bring: [] hearing zides T glasses/case ™ inhalers

] eyedrops [ assistive devices []insurance cards

] Security object / Pediatrics

[} wear nonskid fool wear and loose fitting clothing

[] ist of medications

{1 other
| Possible additicnal lab or testing day of pracedure
M Instructed pt. to call MO regarding” [ medications [ ] questions regarding procedure

[ Current sympfoms of iliness {cold sare throat, cough or fever)

.- {73 Other

7] ‘Additional instructions:

Frpain Pain Management Instructions: R
Management | P Pain Scale 1 Pain Bocklet B ee
i ] fain Medication T Non pharmacologic comfort measures IR
1 Cther

7} Procedure Procedural instructions: [ Oriented to envircnment

[} Activities during procedurs [0 Surgical Site Marking o NA

M iV therapy 1 pre-op Medication

7] sMonitoring [ Anesthesia/Sedation o NA

|1 Usual recovery process- 71 Pain management

: length of stay 77 Activity restrictions afier procedure
7 Diet [} Deep breathing &nd coughing

™ Dressings, drains, tubes

ur
i,

¢ [ ieg exercises
3 Other

7 Gther | Other instructions:

-
Ambutatory Teaching ﬁ%%%‘{ E )
Flow Shect Procesura p?%%ég} 7y ey v MR TT85ST

;%LESN‘E% J?%E:GUEL‘%NK L2Y
EL

ol L

7 St Michae! Hospral
[} Eimbrock Memorial Hospial 83601 11/04 R1
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St Joseph Regional Modical Center
Azgassments {asmi_prnl

FROM: 0371005 0000 TC
HOOM: 3208-A ADNM 83D
AGE4TY BEX
DB SRPENES7

REGQUESTED S

]
1C:

a5
i, SACOQUELINE

KA 778657

Azsassments E 0310
ComfortPsin 00158 0145 0300 0558 0558 GR2d 848 ]
Agsessment WNL excupt WL excapt WL WL except WNL except
&
Lieg
Pain raling YAy
ritensity moderals
Charactaristios aching
duit
Location mcisional
Behaviars Festing
L knee .
Pain-rating 1640 T0 510 at rest
Pt goal 3 3 3
intensity SEVers moderate midd cevere
Charactenstics stabbing stabbing sharp aching
irtermitient burnng
{.ocation anterior incigional
Behaviors refuctng o mave quigtness guistness grimacing
resting resting resting guarding
haiding
intervention cold/ice apphed coldace applied coldiice applied ambulate colddice applied
mad given diversion diversion civersion red given
reposition notified RN relar tach ;
reposilion
P response improved gnproved
inst pain manage done dane done done
needs reinforemt ineeds renforcmt neads remforomt needs reinforemt
Inst cokdice done
nesds reinforemt
05F10/05 03:0CG AssessmantjAM): Patient i sieeping.
Anaighnesth ol 0555 (1:45 L300 05:58 CEBS 08:24 08:46 03.46
KMaorphing-PCA
Dosadinjection 2my 2ma
Lockout 1omin 10min
Demands 2
triections [
Total shift dose f2mg
Inst pain manage clone
raeds resndorony
inst PCA use done
raeds reinforomt
Mayro-Muscuiskel G355 0145 [ 0558 05155 (824 G846 {846
Aesensrmeit SN excent unchanged WL excant
LOC sedated
Omens eyes o VGICE yaioa
2sh
Extram Strenglh
ar £ rpssinoim
Loarm fult resisiinorm
Rieg Lt resist/nonm
Lieg no resisiiar
Move/Strpth/Prob
Lleg fimitadt ROM sh ROM
weah
oo anplied SpE
Extram glovaied done _ﬁ
Sardias 55 5188 0558 gt 0824 0545 9648
Assessmeni WML sxcept WL
PIRER zae vital sung o
FHeart Sounds WL AN
CARE PROVIDERS AbA ARE £R4 AbA CRAKY Fi Fib

KUIMGEREL, CYHNTHA MOMKTPT

BACMILLIAN, FELICIAFMIBN

6 rr TTeTOS ST

CONTINUED

WLUHAMMAD, ANEESAHIANIAN
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PAAKS, LARRY £
5t Joseph Fe 7
Assassrhents
FROM: G310/
FOON 5358-A

PRy

ALEMA, 34

AR COAOW
AGED47Y SEX-M Dro
D FI256138
R R R

ASERESTMENS i G310
Parphiri Vascular SOED 01:48 0300 (568 {555 Caz4 Gi:46 0948
Assessment JWHL excent unchanged i Jwnet
Puise characier
RadiatPedal streng palpable
Bilateraf radial sirang paipable
Bilateral pedal Brosunding
CRT WL YWINL
Problems
| tae{s} rumbness
Extrem elevated done
Hesplratory 0355 {1:45 %00 05:68 05:58 G G845 0245
Assessment iWNL except ! } i [ EWNL except
Breath soumds
All lobes decrsasad
Binasiliar dacreased
Assoc activity at rest
oz L 2L nasal cannula
HOEB slevated 30degraes
C and DB done
et © and OB cone
reeds reinforcmt
Castrointestinal 00:55 01:45 23:00 OL:58 0569 0824 08 45 0548
Asgsessmant IWNL axzapt I % } i IWNL axceot
Bowet sounds
afl quads [rvpoactive ] | ; i | rvpoactve
Abdomen
&l guads Wit
Froblems ro flatus
Genliourinary G5h 0145 03:00 0558 0868 0824 08:46 948
Assassment WL except | ] ] i frnL
irine descript
Void [ermizr ! i ] I [
Patient mgmt GU
Bedpan/Urinal } ] i I indepandent i ]
Siriny O 55 0145 0300 0558 0558 0a:24 Of a6 3948
Agsassment i YINL except i ; E E }WNL exaept
Linvasive Lines O35S 1:45 [Eent o] 05.52 Of24 Gias 0948
L hand
Type of ing penpheral periphera
Side Assgssoent WL WA
incizion G55 0145 2250 et GEEg GE.I4 SEAT G944
L leg
Dransinn{s} dry + intact
£ast dry + intact
Tubes/Oralng G055 fioks GEOD 058 G556 e 2d Deas c948
S ao #1
Dressingin) dry + witact dry + ntact
Cirrig theu tube smal sl
blaody tinody
g arcund fube aane nong
Hulrition 0058 G1:45 03:00 0558 e GiiZ4 5846 0345
Assessrent E i f ey
Safety/fisk 058 0145 (5:68 558 oh24g A 1548
Braden Scale
SenseryParcepin
Activity
Bicizturg
Mobity 1
Nutrtion
CARE PROVIDERS A AR 3] g
BROOKERIRE, SAMDRASEIPCA MORLLIAN, FELICIAR AN FAUHARMAD, ANEESAFIANMIRN
CONTINUED
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S, doseph Regional Mediea Ce

Assessments i 330
Saferviflisk-Cont. 65 R 5300 0558 0550 08:24 0246 5545
Frvton/Bhaar -
Hraden oo
Qmifézai’mn 2058 a1:4% GE0 O5ER £5:55 U824 0546
Consulted wiN
Aegarding change i1 Y3

gizziness
plan of care
result of eval

CHIKE

CARE PROVIDERS
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Angos 3 | G31g
CemforiPain 1327 1625 20:00 20D
Agsassmant ! . g\NNL axcent !
L kneeg
Fain rating EA1Q
Irensity madérate
Charzcteristics throbhing
consiant
Bahaviars resting
Intervention coldiice apphed
rapostion
Apalgfanesth Inf ey 1625 20:00 21:00
HMorptine-PCA
Dasa/injection Zmyg 2mg
Lockoul 10min 10min
Demands ] 21
Injections 7 12
Total shift dose 15 9mg 2mg
st PCA use done
understands
Fauro-Musculshel 1327 1625 2080 21.06
Assessmant WNL_ except
Opens eves 1o VIHEE
touch
Frtrem Strangth
= anm full resistnorm
L arm fufl resistinorm
R isg full resist/nerm
L ieg ne resistweak
WMove/Strgih/Prob
L toefs) tingling
L knee locahze to pamn
lirnited ROM
fce applied dang
Extrem elovated done
Cardize 1327 16:25 20:00 2100
Ansessmant VN
HEVEP ses vital signg
Hearl Sounds WL
Perphni Vascular 13:27 1525 2500 2100
% g‘-ﬁNL excent ] l
fajal radial sirong palpabis
Eilztaral podal sirang palpable
Edarna
i ankie fEn NG
smafl {+2}
CHET WHL
Plazipuizs oar erdes
Fespiratory 1327 1628 2000
Asgegsment % EWHL E i
Breath sounds
decraased
Zhdegress
done
cfons
inmt C oand D8 dons
ingt incant spiv daong
demaonstiaies
CARE PROVIDERS £h4 Jd O
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HEDH CFTTPOSaTT

CONTINUED

M- FAoSZgs R DY A/0R11aE7T

PARKS, LARRY £
St doreph Hegionsl Medical Center
Agsossments (s
FROM: 031008 50:00 T 231
BOOM: 5208-4  ADM. GR0%05 02
AGEI4TY SEX M Or MLSNA

DOB: 03281957 1D TZEE13 M
FEQUESTEDSE1105 6154

4 prnty

Acemcomente faamt nrinty - B



Fall prevention

ithess

No agit

S-totnl adeguate

Asksian

sislanoe

S-total adeguate

Comp phys fimits

Smod atdequste

Lisg zusty device

Z-mnd adeguats

1Tnet adeguste

JONESD, SEANNALISGN

PARKS. LARRY E

MOMILLAM, FELICIAH

WMA 7TeE57

Assessments 15
Gastrointesiinal 27 1625 20100 2108
Assessment ¢ PINL
Frobigms 7o Halug
Canitourinary 1327 825 200 21:64
Uinne desaript
Vaid BvvniL I ]
Skin 1327 1825 pdset) 2108
Asseusmant §wz-:s_ except f i
{rrvasive Linss 1327 (e 2000 2100
L hand
Type of ling perphsral
Site Assessment WL
Incision 1327 1825 26:00 21:00
L knee
Cast gdr\; + intact { |
Nutrition 13.27 16:25 200 21:00
Assessment | B i ]
Coping 13:27 _1B2s 2000 2105
Assessmant i FvvnL I I
Safety/Risk 13:.27 1025 20:00 21:00
Fall risk screen
Pharmaceutical PCAmars/opial ty
Total score 1
Sraden Scale
Sansary/Percepn 4-no mpairmant
Agtivity 3-walks otcas
Maoisture J-oacas most
Iability S-slight fimited
Nutrition 2-inadaq inlake
Fricticn/Shear 3-no probiem
Eraden score 18
CARE PROVIDERS Fibs L - Jd S
POC Evauation G310
Infury/Risk for 2000

10 71258138 DORB: 03/28/1GR7 - Acspnsmenis (aemi arindl
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PARKS, LARRY 2

ASSCIETEIS i ERe)

ComforiPain 120 1250 §2:65 1300 1406 1530 17:54 1545
Ascessment i excent ! i TWiL excent i [wnit excent i
POC DX

Aotual ] ! cute pain ! j i [ ! }
POC GOALS
Acuie Pain i iegts?{i pain mgmt f E E i I {
POS INTERVENTION
Houte/Chran pain use of meds
FeEpasiinning
distraction
aold
POC EVAL
Acute pain l inftiated l [ % i
Lleg
Eain raling S/10 nt regt /10
Pt goal 3
intansity SEvVere SEVETS
Characteristics Durning
stabbing
&
Behaviors griviacing reiuctnt to move
quieness resting
L knee -
Pain rating 1048 11410
intensity SEVEE
Characteristics &
Logation arteron
Behaviors grimacing
muarding
holding
wrtability
relcint o move
intervention coldice applied coldice applied
. smotionat supp med given
med given quiet environmat
quiet emarcnmnt repasitian
£
Bt rasponse irmoroved
inst poin manage daone dore
neads reinforomt | ineeds reinforomi
S5 12:00 Pain ratinglLAKZ) pain ledt knee and ieft High pt slespy
GOORAE 1530 Charactenis S4BT Mleefs ke leg s owaling In cest”
G5 17:00 Charettar {JJY: puling
Q0% 1700 Intenventioni i o
Analo/Aresth laf 125 1255 P00 1400 1RO U THAS
Weorshire-PUA
Goseiniection TG Zmg simg
&
Lookout by 10U TErmin
Derands il
Injecicny 18
Total shiff dose
inut PCA use done
gl reiforemt
QAAE 1308 Do

Hoyrg-Musculskel 1230 1255 N T4 TE.38 17080 1545
Ansessment PIL unchanged WINL except
[ ot tele] sednted
Dpens gyes i YO YOILE

t2uch st
ANE PROVIDE LAKE LAKD I KE oty ] A Jd i
BALTT, SANDRA JSHB1ET EMLI, KRISTIREEEIRN SONES, JEANNALSGH
KOTTEE, LAURA AlLA KQ}F?{?“
CONTINUED
M- THORRTAAR NOYR AYDRMORTY - Awascomenta faamf nrintd e

YA LS A D

5ALD. TIOORT



PARKS, LARRY E
St Joseph Regenal Medical
Assestinents (Esmi_print}
FROM: 03/0%06 0060 7O &
FOOM: SE08-A  ADN 00505 G
KoM D MLEHNA JACQUELING
DOB CRBEA857 100 V1288138 MR T 7
REGUESTEDOXIS

F% G154

Agsessmants | G309
Nauro-Busculshel-Cont 120 $2:30 1285 1343 1400 1530 17:00 1845
Eytram Strencth
B arm futl resist/nerm
Loarm full resist/norm
R feg full resistnarm
L len na resistweak
MaoveStrgthVFrod
Al extremitias WNL
£ finger(s} tingtiag
L joels) tingling
ileg jacalize to pain
- tmided ROM
Cardiac 12:00 12:30 12564 13050 140G 18:30 1700 15:45
Assessment WL WNL
HE/ER se¢ vital 5igns
Hean Sounds WINE WL
Perplhiri Vasculsr 12:00 12:30 12.55 3300 12400 1530 17:00 1845
Assessment Twni. i i ¥ Twii,
Puise character
RadiayPedal strong palpabie
L pedal strang palpable
CAT VWNL VNI i
Extrem elevated done
Plexipuise par oraer
ice apphed done
Aagpirgtory 1200 1230 1255 13040 14:00 16:30 1700 18:45
Assessment PWNL excenl § iWNL excent ;
Breath 50unds
Eibasiliar decreased
Q2L 24 nasal cannuia
HOB elevatad 25degreas
S and OB done
Incent spirom dong
et Cand DB done done
neads renforomt understands
inst incent spir dang
demonsatraies
Gastrointestinal 12:Gi 1230 12,88 13468 4 1540 17:00 16:45
Assossmant %W."éi. except ¥ ; i iWNL & RCep %
Bowsl sounds
i queds abgent
LU hypcacive
HUG iy
{E ] 2t
RLG abgant
Abdoman
all quads WL
Probiams n5 flatus
Geniiourinary 1200 jees] 1300 1400 15 1700 1848
Azzessmant E ! ; E LML |
Liring desanpt
Yaid WL
ger uring!
Skin 12 1230 12.55 TR 18002 TEIAG 1700 1845
Assesament Lyt escept ! i i T pacest I
invasive Linus 1266 $2.30 T2BE 135 14400 1EE 17 1545

L. hand

perpheral

paraherat

Type of ing

Site pssessment

WL
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. BARKS, LARRY £

et Fagenat Medica? Center
Astessments {asre_paat

FROM S0%05 05100 T8 0308
BOOM 5208-A ADM: 0O/0W05 ol
AGEL 4Ty M D MLSNA JACG

Laflaly ok

COB. 03261557 i V258136 MR 778687
AUGUESTEDGM NS 7134

H 05/089
1200 1230 1255 1300 1530 1700 1245
dry + intact
&
L leg
Cast ; i i i Tdry + mtact i
OHGW0E 1200 Cantf AKDY splt
Tubes/Drains 12°00 1050 12.65 1308 14:00 15150 1700 1245
J-Vac ¥t
Dressingls) dry + intact ] dry + intact
Brng thru tuhe smalf moderata
i Hloady bigody
Nuytrition 1200 1230 1258 13:00 14:00 1538 1700 1245
Assessment IWNL i l { i l }WNL [
Coping 12l 12.30 1258 13:08 1400 16130 1700 tE45
Assessment [t ] I | i ] TwiL |
Cortnuity/Care 12:00 1236 12:58 1300 14:C0 1530 1700 1345
2 needs assessd ves
Anticipated dest haorme dkone
&
03/09/08 12:00 Anticipated desttL AK2) has parents and flances who can help
Safety/Risk 100 12.50 1288 1300 1530 1700 1848
POC DX
Actual §ri3k e injury l ? [ ! 1 l {
POC GOALS
Sataty/Risk lmmmaze risk i i [ i I i f
POC INTERVENTION
Fall prevention asstw trsfr/amb
med for patn
POC EVALUATION
ik for injury Finntisted I ] ] !
Fall risk screen
Alered mobilily Dudrest (1)
Phiarmaceutical P AMmarc/opiail}
Yotal score 2
Sinct fall prec initated
tutlr Risk Factrs
Na risk O poirts
Total scare Cpoints
Sraden Scale
SensargPerceptn A-ng impaiment 3
Activity 1-bediast
Fioisiura AA-rare rmoist
Moty 4-nig gt
Mitrition Z-adeq intake
Fretinn/Shear Ao probiem
Hraden store ig
Hoification 12000 1220 1265 AR 14,00 3700 19:45
matifled (MO} &
Regarding et}
Rasponse POC uptated
& |
GI0I/GE 1285 Notified 1M
GRO%05 12,55 Fespo
CARE PROVIDERS | LAKZ ! I KE i i E ! ]
EHLE, KRIETINEHEAN JORES, JEAN J3SEEM

CONTINUED
PARKS, LARRY £ WIRD 778687 100 71288136 DOB: 03/28/1957 - Assessments {asmt_print) [



AszéssTenis

Analg/Anesth inf

b
oy
S

Womhing-FOA

Deamands

iniections

[

Total shift dose

1omg

Safetufisk

2100

2204

Fall risk screen

Pharmasedhoat

POAraamaii}

Totad scoe

JuJ

Snjury/Misk for

Fait prevention

No agitresiiess

S-{ctal adeguate

AsKs/assisianse

d-substan aded

Comp phys Himils

3-mad adeguate

Use osstv device

3-mod adeguale

1-not adeguate

Use hearing aid

1-not adecunle

TARE PROVIDERS
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PARKS, LARRY £

N rasal cannuia Wl WL HTAAT Tabie
Gieest O at ot Adrit Weight | Height
[ EHT7In
1467ih
Frevicus Weight | Current Weight | Pre-Op WT
JaE0h
HTats)
FATIENT F03
FLOWSHERT 2:58 £ 1360 f 1650 [ 2108
Yemp Gragh
TEMP B 108
104
163
162
3t
33
og e
f”"/
98 —
B B
ViTal SN GRARH
SYSTO?!C i 200
180
DHASTCRLIC & 160
140
fard b
FULSE® 120 ] I S
106 R : IR
B % %%—
v f g
50 : %7’ R :% )
¥ilaf Signs - S : - -
TEMP 95 6F g7 6F G97.5F G% 6F
(PULSE a4 54 87 70
Hean Seunds winl Wt
RESPIRATIONS 12 16 &5 20
gF 118/72 1OEAGT 12482 10GE/8T
2 SAT §7 Olrest 45 (OZrest 48 OZrest
o2 L 21 Neg
WEIGHT 1571
HERGHT s7in
CARE PROVIDERS LAKZ ki 5 Jht CG

KOTTHE, LAURA ALAKEIRN

ERLL HRISTINERERN

GLENN, CARLISSACGIPCA

PARKS | ARRY E

MR 77

]

¢

o

&3

.

1D: 71268138 DOB QR/26/1857
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(FatienT
FLOWSHEET

QUTPUT

Voided Uning !
utput Total ;

LED SUBMARY
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YRIMED CONSENT E .
FOR HIV TESTING AND mfﬁs 5?'—%?%; f )

MR: 778557
RESULTS Mgﬂsmﬁ JACOUEL I a:i 5 _
T mscrosure s INMIIIINERIRAACN
AN 3437 G458 R i
Fatient ' : Fhysician :
Namae: Ordering HIV Test: .

eh

o

1 hereby authorize St. Joseph's Hospital, its agents, subcontractors and employees, to test my biood for the presance of

antibody/antigen to the Human Immunodeficiency Virus (HIV), the virus that causes Acquired Immune Daficiency
Syndrome {AIDS).

The proposed test(s) and the pracedures for obtaining a specimen have been explained to me, including the risks,

benefits and possibilities of complications, which include, but are not limitad to, bruising, soreneass and minor risk of
irfection.

t understand that the purpose of the test is to determine whather | have developed antibodias to HiV, the virus that cause

- AIDS. | understand that a positive test result does not necessarily mean that | have or may develop AIDS, nor does a

negative test result guarantee that 1 do not have or will not develop AIDS.

| understand that under section 252.15 of the Wisconsin Statutes, my test resuits may be released to centain persons, as
listed on the reverse side of this form without my informad consent. 1 further understand that the Hospital and/or any
agent or subcontractor of the Hespital providing health care services to me will maintain a record of this consent, my te:?
results, and my censent, if any, to disclosure of my test results to any additional individuals.

| hereby authorize the Hospital and/or any agent or subcontractor of the Hospital to piéce my test resuiis in my medicai
record, and | consert to discicsure of the test results to those individuais allowed access to my medical record within tha
Hospital and/or agent or subcontractor of the Hospital. This consent to disclosure is effective for the erttire time that the
Hospital providing health care services to me mairtains a medical record for me.

I auzhorize the Hospital and/or agent or subconiracior of the Hospital to disclose any and all information that the Hos p
has or may hareafter acquire retating 1o the performance of a test for HIV or an antibody to HiV or any information th
Hospital and/or any agent or subcentrastor of the Hospital has or may hereafter acquire indicating a diagnoesis of
asyraptomatic HIV infection or symptomatic infection, including AIDS, to any and all third party payors who may be
responsible for paying my medical expenses. Such disciosure may be made for the sole purpose of obaining paymernt

for the medical expenses that | incur while | am a palient &t the Hospital

i hereby consent 1o the disclosura rﬂy I¥ argibody/antigen test results by my physician, the Hospital and/or any egan:

e

or subcontractor of the Hospital to the following persons or entitites, for the {ime periods specified below:

From: Tor
{Name of Persor/Entity to Whom Disciosure Way be Made) {Dae) {Dare)

By signature below constiiutes my asknowiedgement that: {1) | have read and zgreed 1o the foregolng; (2) the
sroposed testing has been satisfactorily explained to me and that | have ol the information | deglre; and (3) |
nereby consent to testing for the presence of anlibody/antigento HIY, tha virus that causes AIDS, andio the

¢ /%gi&g% of the tes! resulis a8 sgaeséﬁeﬁ zhove. ,i
Si gﬂémfe of Test %ub;ect

S /} —
2-50S L3 (Tpeu

Date Signed Time Signed

S;gs‘*emre m}& iess




i r R
SUEMC, Milwukes, ¥
£

i
Tept of Surgery

iLorfeld, Joyce [ ORN € em o om f\ﬁ%gﬂ [ T o
(McCluskey, Mary RN = e A ///f L A A
MaoNeil, Kay i AT \,,-,sﬁ wg‘““‘:: TS <;f\ G e
Meier Nasheiig ) 8T PR ]u_ it ”/ /,4
Muth, Amy e I W ey iy
Nixon. Cynihia | &N b f L s £ ’
Pader Marv IosT ;{/’f i At~ YU
Palla, Heather T J i‘}f EENIBY T/ L
Powell, Christine RN (_J“ UJEZQ\JW; [
Powell,Reginald ST 7(,,, s gfg f)t?),%f _;ﬂ

Pradjinski, Caro! 8N "7?1/,4 A /f/j
Reichert, Marcie RN ///72/ N A Py
Rickaby, Elizabeth RN @/a/c/fcq ‘/, Jey ;’,{/W/L——M/ i
Szlyers, Charlene ST -/{/,-ﬂ L rd \_/},z A Ll gﬂ_;f
Scharf, Nicole ST N AV ealo PR o f\ff{:?
Schneeberg, Jan RN | v [t/ — o)
Schroeder, Nancy BN YHANLAL \)cf/{',{/] fﬁmﬂ? /P
Schulze Karen ST ‘}‘S . \\\3(\}& H \,L Zi A )
Sembratowicz, Roman SA & el A ), LA

Shoman, Sandra RN WW gtz )] SO D
Walloch, Moira Rl iﬁ’b ATV p B | domid it
U b domens RN )

Somers, Inez RN ,
Stein, Naomi =N E\jf’lﬁgé?jv%é@@wu 2N AAL
Stokes, Mekerra ST “T\\'\J};\L Sy \—b:}]\l v!f\'\@:)
Strupp, Kathleen RN W osbes o Vw\}
Ullerberg, Ellen ST =N =7 I
Van Sluys, Editt RN | P i Se s B 205 .
Vandenheuvel, Lisa 57 P Uk Ly HedA el ST A S —
Vitas, Keily sT =K o 0.0 NAdna Z,i,/ P ~ o B
\/os%:oboymk,Sveziana RN Sy &*"’iﬂmﬂé‘% Lo G’fﬁ%fi—w ffi,// &= L -
Whitaker Lisa &7 YA@« W Tt . LA x§%
Wilke, Judy AT (et [l 2 bl 55 5=
Wiliams, Christina S ;/f* Xbe,/ . /’&Jﬁgf/ S7 VI %&%%
Yooer St, Barbara R ‘\ﬂ)wﬁf } Lot e ma L %ﬁ- gﬁ:
ahn.Joen RN | P 2 O, Je &G 5=
Vogt, Kathryn RN 7 j;”&i?z; / ;z&ﬁ: s ) u’:fp_ o
Swan, ?v%ar%bei??m oN ” P ‘»J"‘{”‘“ AT L ‘f’"/ g §§ :Z*
] e ad Fde T gl al e i ,?:“'if’ . %@;ﬁ 5;’“*
Lutes, Patricia L f L =~ ol T x 195 S NN, Ll md 5
- Wakefeld, Rosgalind <N A G PR I O - FEL B =57 &~
: = L

{7




SUARMO, Nibwukes, Wi
Dept of Surgery

SIZNATURE PROFILE r DR

MNAME TITLE SES%\&TSRE as yol would sign g on racord | INITIALS
Acker, Wendy AT V\ju{\ e (i .
Bach, Karen RN A Al lkﬂfu P N
Semman:ﬁa.ffaxm ST | _@Qm jg 2 L XV xi/";}?
Greashy, Janice o T AL Ll G gr_f’f G N
Birkenbach. Kristina RN iﬁq,vm‘i 4 (%4, i,;i,a./i...*f‘% [y , KL
Sorchardt, Denise RN TG L e gt B e
Bruge, Maris RN Uiiasde RN

B RN

RN R - )

Cottone, Angie RN N N o
Cousert Skylar ST \Jﬁﬁzj L (i d S
Debbink, Danielle RN | ol odd0umda —
Decker, Sarah ST |Savein Deciron S,
Demmer, Shannon A XL AL ey S
Donahue, Shery! AT —%f A s S da t . L),
Doolin, David AT | 3Snuld f ADrediin L&
Doss,Victoria st |"F) oA fran g /1\;_// Ry
Douglas,Yolanda ST f/,& A gy T
Drees, Judy SA | el C///g') Py TTAD
Duros. Georgs W SV Yy
Ehlciter, Janis RN é’;/%fﬁ; T sy
Fangmann, Sheri KN AL ,’4’“’/{1,_4 o Py
. ’ : ] | |
Ceigle-Mietla Constance RN : '\Tz‘ oo late -3l S CVT
Gellert, Bonnie RN /}4;:4 1y A g ‘ 44
Griep,Susan RN et \“71 s S
Groth,Patricia ST IS ] RS | TC
Hamilion, Deasha ST _7;’/ Zan 7 H
Habein, Michelle BN / ?”hz/wﬁﬂm M 4—}
Hein, Sharon ST ) o oSy TR N
Henderson.Jane st s /}:.ZW oy %
Heppe, Rila RN ;':?’;/jf ) }@%3‘? | A
James, Twyla BN T </ \;ﬁ/m fa—e PRI
Jeskolski, Jerem: AT s et . T
Junior.Dana ST NS ::“,{Qu:___, N e iy
Kartz, Dia RN Al o Bed K
{zssulke, Tom AT (T M‘)%,, el e
Kraus, Laur 27 f“ﬁa,sx,{a }éﬁ Y] LK
Krueger, Lois AT \fgwAMJTMA/ A
Weslev, Kimberly @7 ,_gf/ A xf‘,;,%/ fon "
Larson, Karin 5T Ag‘/}_/ s @Jwyz_ M
L zur, Barbara BN wl_,m UQ‘@«; A b i) ~
Lewis Calvin ST /Qf,[/& C‘f;j _



P

COVENANT SIGNATURE PROFILE

270 | M prend w@d\w %\%&m AN ee o HUC
T ] ~\ A ﬁ;»,hi}u e v'\L, ~. Lo don b ,A{_ (i‘ G
S | e [y e Llte, | [LPee e
7945 [P ;/A, ikl iAo | VW tliias— LS
Vgjes | I /e Hoiod (Hfood %
'«""’/i’?/fﬁf oY e D\f poaTed A AT el
~aler] (A Cace L@ R N 12}
3q0s | JJ Nnnm Jors 0 & 2 AN
3ogs | 4 Meesab ;\"memac‘L bbb £ o
0 1 T | Tl il e |7
BTN k\\v‘“? \L\’}€ (] AR ACO0AR \\ W

";’/; 8 i‘fﬂ ~SIim -Tonig /\//
v
BN PARKS LARRY E
Sféf%ﬁ? n08 bsfzs/fs é?Y ory MR 778857

s TUMRITILD




THIS IS NOT A PART OF PATIENT'S PERMANENT MEDICAL RECORD

FINANCIAL COUNSELING CHECKLIST:

PATIENT'S NAME /2«?' [ < / A /Qv@
ACCOUNT NUMBER T 1A5K ) :;%
INTERVIEW DATE A0 -T5

GAMP:

L‘Z{RP?EARS G IGIBLE [ NOT ELIGIBLE ] PENDING VERIFICATION
OVER INCOME COPY OF ID
DECLINED INS PROOF OF RESIDENCY
NOT RESIDENT PROOF OF INCOME
OTHER

CLINIC 7 ./

CHOICE - / L//1 L /6

ADDRESS PHONE

[IPATIENT IS A VETERAN-REFER TO THE V4 FOR FOLLOW-UP CARE

TITLE 15: (7] 4PPLICATION COMPLETED
[ TREGULAR [IDISABILITY [ ALIEN f‘v ERGENT-COVERS THIS
TAY ONLY
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D. Assignment and Agreement to Pay: | understand that | am respensible for payment for the
services that | receive and guarantee payment for these services. | hereby assign to Facility and the
physicians and professionals associated with the Facility, for application to my bill far services, all of
my rights and claims for reimbursement under any federal or state healthcare plan (including but niot
limited to Medicare or Medicaid), insurance policy, any managed care arrangement or any other
similar third party payor arrangement that covers health care costs and for which payment may be
available to caver the cost of the services provided to me. | understand that | am responsible for any
applicable co-payment, deductibles, co-insurance and/or non-covered costs and charges. |
understand that not all insurance companies pay the usual and customary fees of the Facility, the
physicians and/or the professionals associated with the Facility. Therefore, when permitted by law,
any outstanding balance will be my responsibility. | understand and agree that | am responsible for
the cost of collection and/or reasonable attorney fees related to my account. | understand that my
health information will be released to my insurers, payers, or others for billing purposes. | also
understand that | may receive separate bills from independent physicians involved in my care
including radiologists, anesthesiologists, pathologists, emergency room physicians and other
independent physicians. These physicians may or may not participate in all insurance networks.

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

F. Photographing: ! undersiand and agree that the Facility may take photographic, electronic
and/or video images of me in cases when it is required to assist with my treatment or for my safety. If
my care involves the delivery of a baby, | give consent for my baby to be photographed for security

and/cr personal use.

G. Privacy Notice: | acknowledge that | was provided with a copy of Covenant Hezalthcare's Notice
of Privacy Praclices. Please refer to the Notice of Privacy Practices for more information regarding
release of your health information and your right to access your health information.

Aoy hul 03 0%-0

Signature of Patient/AutRorized Representative Date

Relationship of Authorized Representative

'f unable (o sign document, state reason:

PARKS LARRY E

YE 2355/57 47vsexow MR: 7788RT
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Covenant Healthcare

Inpatient and Outpatient Consent for Treatment & Financial Aoreement

[ | st. Joseph Regicnal Medical Center [} St. Michae! Hospital
[] Elmbrook Memorial Hospital | ] St. Francis Hospital

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

A. Consent for Treatment: | am entering the above named facility (the “Facility”) for the purpose of
medical and/or surgical treatment or diagnosis. | consent to my physician, other attending, consulting
and/or referring physicians and their assistants and designees, and other Facility personnel, to
provide me with such medical, surgical, diagnostic or other treatment services judged recessary
and/or appropriate by my physician. This consent includes my consent for hospital services,
diagnostic procedures and all medical treatment rendered under the instructions of my physician(s)
including x-ray and laboratory procedures and other tests, treatments or medication, monitoring, and
all other procedures or treatments that do not require my specific informed consent. | understand thai
in the course of diagnosis and treatment, cells, tissues and/or parts may be removed from my body. |

authorize Facility personnel to preserve or use such cells, tissues or parts for teachmg purpcses

and/or to dispose of any cells, tissues or parts that are removed.

B. General Acknowledgments: | understand that the practice of medicine and surgery is not an
exact science. | understand that medical and surgical treatment and diagnosis may involve risks of
injury, and even death. No guarantees have bsen made to me with respect to the results of my
examinations or treatments in the Facility. | understand that many of the physicians on the Facility's
staff are not emplovees or agents of the Facility but, rather, are independent contractors who have
been granted the privilege of using this Facility for the care and treatment of their patients. |
understand that the Facility is not liable for any actions or omission of, or the instructions given by,
such independent contractors who treat me while | am in the Facility. | understand and agree that |
may be observed and/or receive care from medical, nursing, and other hezlth care students in
training at the Facility. | understand that it is my responsibility to follow instructions about and make
arrangements for follow-up care. | understand that i may review and obtain & copy my medical
record, at my own expense, and that this review shall take place in the Facility, during regular
business hours.

C. Medicare Payments: | acknowledge receipt of the “Important Message from Medicare,” as
applicable.

R—
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ST. JOSEPH REGIONAL MEDICAL CENTER
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Etmbrook Memoriat Hospital St. Francis Houpitaf &t Joseph Rearonai Medical Cantar St Michael Hospital

19333 West Nerth Avenue 3237 16 Street 5300 West Chambers 2400 West Vislard
SBrookhieid, Wi SIG45 Mibwaukee, Wi B335 Wilwauken, Wi 53210 EHiwaukees, Wi 53204

ORIGINAL
ce

DATE OF SERVICE: 05/25/2005

Larry comes in foliowup of his tibial tubercle osteotomy about 2-1/2 months since the time of his surgery. He
does not come with his brace today.

His physical examination shows he has very limited range of motion with no better than 50 degrees of flexion.
He is able to straight leg raise. He has some mild tendemess over the tibial tubercie.

X-rays taken today demoenstrate on the AP view patella appeared to be well alignad although on the sunrise
view, he clearly has some subluxation of the patella. The tibial tubercle osteotomy is incompletely healed

aithough was unchanged in position.

Larry needs physical therapy. He was given a prescription for this today. | told him he is likely to have further
significant difficulty with the knee for which there will be very little appropriate treatment. He needs to work
harder on his range of motien. | will see him again in three weeks.

G

JACQUELINE MLSNA, MD

Jijah D.08/01/2005 07:20:26 T.06/02/2005 08:22:36
DociD #: 4214471 Voice [D # 4064312

3T. JOSEPH REGICONAL MEDICAL CENTER

PROVIDER: JACQUELINE MLSNA, MD NAME: PARKS, LARRY E DATE: 05/25/2005
VISIT TYPE: C MRN: 778667 ACCT #: 71313273
ROOCM #: ORTC DGB: 03/28/1957 _ AGE: 48Y

CUTPATIENT NOTE
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Elmbrook Memornizal Hospilal St Francis Hospital St. Joseph Regional FMedieal Center St Richael Hogpital

13333 West North Avenue 3237 16" Street 5060 West Chambers 2460 West Villars
RBrackfield, Wi 53045 Kiwaukee, W 3215 Ribwalikee, W1 53210 Fitwaukee, W1 53208

ORIGINAL
ce: JACQUELINE MLENA, MD, Ordering Physician

ORDERING PHYSICIAN: Dr. Jacqueline Misna
CCCURRENCE NUMBER: 83010838 EX&M DATE: 05/25/2005

EXAM LOCATION: St. Joseph Regional Medical Center

EXAM: LEFT KNEE

CLINICAL HISTORY: Patellofemoral abnormality.

FINDINGS: Comparison is made to multiple recent studies, with the most recent exam obtained 04/27/2005.

There is stable appearance to the displacement csteotomy of the tibial tuberosity. The tuberosity fragment is
again secured by a single cancelious screw. There is persistent lucency at the osteotemy site that is evident
on the lateral radiograph. Soft tissue prominence of the pateliar ligament persists. Advanced degenerative

changes of the patellofemoral articulation are again evident. There is also modest degenerative narmowing of
the medial and lateral compartments. There are two small corticated fragments again seen supearficial to the

pateila.

This document was electronically signed by KARI KLUESSENDORF, WD on behalf of MARK T.
LAWTON, MD on 058/26/2005 10:35:54.

Radiologist

MARK T. LAWTCN, MD

MTLjab D.05/25/2005 16:01:55 T.05/26/2005 08:14:52
Doc 1D #: 4202867 Voice 1D #: 4055130

ST. JOSEPH REGIONAL MEDICAL CENTER

NAWME: PARKS, LARRY E MRN: 778867 VISIT TYPE: C
0oB: 03/28/1857 ACCT #: 71313273 ROCM #: ORTC
RADICLOGY

. Cutien, D - J Gram, MD - L Grogan, B0 - J Marbwick, MD - D, Lye, 81D - S Grymewicz, D - R Meunon, MD - L Gilies, 8D - W MacOonald, MO - £ Grepe, MO
85, Lavaon, MD - K. Kiyessendort, BD - E Conti, MD - J. Smith, D - B Reusz, MD - £ Kinsfogel, ¥D - S Atnofd, MD - S, VanBlarcon, MD - f Lee, 50 - Q. Hose, D
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Covenant Healthcare

Inpatient and Outpai’ient Consent for Treatment & Financial Aareement

[ ] St. Joseph Regional Medical Center - [] st Michael Hospital
[ | Elmbrook Mémorial Hospital" [] St Francis Hospital

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

A. Consent for Treatment: | am entering the above named facility (the "Facility”) for the purpose of
medical and/or surgical treatment or diagnosis. | consent to my physician, other attending, consuiting
and/or referring physicians and their assistants and designees, and other Facility personnel, to
provide me with such medical, surgical, diagnostic or other treatment services judged necessary
and/or appropriate by my physician. This consent includes my consent for hospital services,
diagnostic procedures and all medical treatment rendered under the instructions of my physician(s)
including x-ray and laboratory procedures and other tests, treatments or medication, monitoring, and
ail other procedures or treatments that do not require my specific informed consent. | understand that
in the course of diagnosis and treatment, cells, tissues and/or parts may be removed from my body. |
authorize Facility personnel to preserve or use such cells, tissues or parts for teaching purposes
and/or to dispose of any cells, tissues or parts that are removed.

8. General Acknowledaments: | understand that the practice of medicine and surgery is not an
exact science. | understand that medical and surgical treatment and diagnosis may involve risks of
injury, and even death. No guarantees have been made to me with respect to the results of my
examinations or treatments in the Facility. | understand that many of the physicians on the Facility's
staff are not employees or agents of the Facility but, rather, are independent contractors who have
been granted the privilege of using this Faciiity for the care and treaiment of their patients, |
understand that the Facility is not liable for any actions or omission of, or the instructions given by,
such independent contractors who treat me while | am in the Facility. | understand and agree that !
may be observed andfor receive care from medical, nursing, and other health care students in
training at the Facility. | understand that it is my responsibility to follow instructions about and make
arrangements for follow-up care. [ understand that | may review and obtain a copy my medical
record, at my own expense, and that this review shall take piace in the Facility, during regular

business hours.

"

C. Medicare Payments: | acknowledge receipt of the ‘Important Message from Medicare.” zs
applicable.
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D. Assianment and Agrgement o Pay: | understand that | am responsible for payment“‘for e
services that | receive and guarantee payment for these services. | hereby assign to Facility and the
physicians and professionals associated with the Facility, for application to my bil for services, alf of
my rights and claims for reimbursement under any federal or state healthcare plan (including but not
imited to Medicare or Medicaid), insurance policy, any managed care arrangement or any othar
similar third party payor arrangement that covers health care costs and for which payment may be
available to cover the cost of the services provided (o me. | understand that | am responsible for any
applicable co-payment, deductibles, co-insurance and/or non-covered costs and charges. |
understand that not all insurance companies pay the usual and customary fees of the Facility, the
physicians and/or the professionals associated with the Facility. Therefore, when permitied by lawy,
any outstanding batance will be my responsibility. | understand and agree that | am responsibie for
the cost of collection and/or reasonable attorney fees related to my account. | understand that my
heaith information will be released to my insurers, payers, Of others for billing purposes. | also
Understand that | may receive separate bills from independent physicians involved in my care
including radiologists, anesthesiologists, pathologists, emergency room physicians and other
independent physicians. These physicians may or may not participate in all insurance networks.

E. Valuables: Keeping valuables (such as cash, jewelry, documents) in the Facility is strengly
discouraged. | understand that the Facility has a place where my valuables may be stored. If |
choose to keep valuables in the Facility, | do so at my own risk and | understand and agree that
Facility is not liable for foss or damage to any valuables that | do not turmn over for storage.

E. Photographing: | understand and agree that the Facility may take photographic, electronic
andior video images of me in cases when it is required to assist with my treatment or for my safety. If
my care involves the deiivery of a baby, | give consent for my baby to be photographed for security

and/or personat use.

G. Privacy Notice: | acknowladge that | was provided with a copy of Covenant Healthcare's Notice
of Privacy Practices. Please refer o the Notice of Privacy Practices for more information regarding

reliaaj;of your healtfy information and your right to access your health information.

Ao Hudod S-25-05

Sigmature of Patlent/Authorized Representative Date

Relationship of Authonzed Representative
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S5T. JOSEPH REGICHAL
A MEMBER OF COVED

Account No:

Sched Date: 01:30 BM

PATIENT INFORMATION

ANT HE

MEDICAL CENTER

ALTHCARE

MR#: 0778667

HEAREST RELATIVE

PARXE LARRY E Name: SELLERS SHERESA
3757 N 3 ST Pheone: 414 418-01858
MILWAUKE WI 53213 Bus Phcne:
Relat: OTHER RELATIONS
Phone: 4314 264-371¢ MNotify: ¥
DCB: 03/26/1887 Age: 48
Gender: M MS5: LEGALLY SEPARAT ADDITIONAL CONTACT
SSf: 397-64-6801 Mame :
Religion: BAPTIST Pnone:
JEmplilover: NCHE Bus Phone

Phone #:
Occupation:

NGtify:

VISIT INFORMATION

FRACTURE CLINIC

INTERPRETER NEEDED: HO
Language:

ENGLIEH

Jis1t Type: G PHYSICIAN IKNFO -
Location: SJH CGRTHCOPEDIC CLINICH Adm:
Last Inp Date: 03/03/05 Att: MLSMA JACQUELINE 8
Last Outpt Date 03/23/08 PCEF: NCOHNE
INSURANCE INFORHMHATION
PRIMARY : & MILWAUKER CNTY
Plan: 3 ARD
2 X rLGG
M ON WI 53708
57-7200
LAREREY &L
NT OIS INSUEED
S801
HERITAGE
LARRY ¥
PRINTED COPY Date: 04/26/05 Time: 07:45 PM



’. Eimbrook Memarnal Hespital St Francis Hespitat st Joseph Hegional Madical Culder 5t Wichasi Hespital
et 4 13333 West North Avenug 3237 16" Street 5000 West Chambers 2465 West Vitlard

Brookfieid, W 530645 Mibwaukee, Wi S3218 Mitwaukee, WE 53290 Milwatkee, YW 53208

QUTPATIENT NOTE

ORIGINAL
olo

DATE OF SERVICE: 04/27/2005

Larry comes in followup of his tibial tubercle transfer for a recurrent patellar disk location. He has been a bit
noncompliant. Ha is not performing his exercises as | recommended and was not seen for his last followup in

a timely fashion.

SHYSICAL EXAMINATION: Shows he still has some tenderness of the osteotomy site. His wound is nicely
healed. Swelling is well controfled. He has difficulty in performing straight leg raising maneuver but can do
so. There is some marked quadriceps atrophy.

X-rays taken today show the patella appears to be well located. The tibial tubercle osteotomy is still easily
seen and is incompletely healed. The hardware has been changed.

Larry neads to work on his strength. We discussed an exercise program for this tcday. He is given a brace
to provide him with seme support but will begin flexion to 60 degrees. | wiil see him again in 2 weeks and
advance him at that time. The need for appropriate followup and following of instructions is discussed. He s

given a prescription for Vicodin today.

!
1

JACQUELINE MLSNA, MD

JWiidg D.04/28/2005 15:565:23 T.04/28/2005 16:08.56
Doc iD % 4148325 Voice ID# 4007651

ST. JOSEPH REGIONAL MEDICAL CENTER

PROVIDER: JACQUELINE MLSNA, MD NANE: PARKS, LARRY & DATE: 04/27/200G5

VISIT TYPE: C MRN: 778667 ACCT #: 71284028

ROCOM #: ORTC DO8: 03/268/1857 AGE: 48Y
OUTPATIENT NOTE

Page 1 0of 1



Elmbrook Memaoriat Hospital S Francis Hospstal 5t Joseph Regional Medical Center &%, Michae! Hospital
18333 West Morth Avenye 3737 167 Street 5008 West Chambers 2400 West Villard
Brookfield, Wi 53045 iwaukee, W S3218 Miwaukee, VWi 53240 Mulwaukes, Wi 53203

RADIOLOGY

CORIGINAL
cc:  JACQUELINE MLSNA, MD, Ordering Physician

ORDERING PHYSICIAN: Dr. Jacqueline Misna
OCCURRENCE NUMBER: 82111457 EXAM DATE: 04/27/2005

EXAM LOCATION: St. Joseph Regional Medical Center

EXAM: LEFT KNEE 2 VIEWS

CLINICAL INFORMATION: Foliowup leg fracture.

CINDINGS: Severe degenerative changes involve the patelicfemoral joint with large marginal osteophytes,

joint space narrowing, as well as apparent erosion of the posterior aspect of the patella. Degenerative
changes involve the lateral and medial compartments as well.

A moderate size joint effusion is again incidentally noted. The metaliic screw traverses the tibial tuberosity.

The presumed calcified loose body overlying the intracondylar notch posterior is noted and unchanged.

This document was electronically signed by STEVEN M. GRYNIEWICZ, MD on 04/28/2005 (8:08:45.

Hadiclogist:

STEVEN M. GRYNIEWICZ, MD

SG/ss D.04/27/2005 16:51:00 T.04/27/2005 19:32:24
Doc D #: 4147291 Voice 1D #: 4005868

ST. JOSEPH REGIONAL MEDICAL CENTER

NAME: PARKS, LARRY E MRN: 778667 VISIT TYPE: C
ooB: 03/28/1857 ACCT #: 71294028 ROCM #: ORTC
RADIOLOGY

M, Culten, D - J Grum, KD - JL Grogan, 8O - J. Rartwick, M0 - D Lye, MO - 5 Gryniewicz, MO - R Neimor, MD - L Gidles, KD - W, tiacDonsid, MO - P Grebe, MO
M. Lawtan, MD - . Kluessenderf, M0 - £ Conti, M + J Smnah, MD - D. Reass, MD - E. Kinsfoge!, MO - 3. Amsid, MD - 5. VanBiercom, 120 - 1 Lee, DO - & Rose, 8D
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D. Assignment and Agreement fo Pay: | understand that | am responsible for payment for the
services that | receive and guarantee payment for these services. | hereby assign to Facility and the
physicians and professionals associated with the Facility, for application to my bil for services, ai of
my rights and claims for reimbursement under any federal or state heaithcare pian {including but not
imited to Medicare or Medicaid), insurance policy, any managed care arrangement or any other
similar third party payor arrangement that covers health care costs and for which payment may be
available to cover the cost of the services provided {o me. | understand that | am responsible for any
applicable co-payment, deductibles, co-insurance and/or non-covered costs and chargses. |
understand that not all insurance companies pay the usual end customary fess of the Facility, the
physicians and/or the professionals associated with the Facility. Therefore, when permitied by law,
any outstanding balance will be my responsibility. | understand and agree that | am responsible for
the cost of collection and/or reasonable attorney fees related to my account. | understand that my
health information will be released to my insurers, payers, or others for billing purposes. | also
understand that | may receive separate bills from independent physicians involved in my care
including radiologists, anesthesiologists, pathologists, emergency room physicians and other

independent physicians. These physicians may or may not participate in all insurance networks.

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

F. Photoaraphing: | understand and agree that the Facility may take photographic, electronic
and/or video images of me in cases when it is required to assist with my treatment or for my safety. If
my care involves the delivery of a baby, | give consent for my baby to be photegraphed for security

and/or personal use.

G. Privacy Notice: | acknowledge that | was orovided with a copy of Covenant Healthcare's Notice
of Privacy Practices. Please refer to the Notice of Privacy Practices for more information regarding
release of your health information and your right to access your health information.

At */\)ﬁadﬁﬁ

Sighature of Patient/Authorized Representative Date

Relationship of Authorized Representative

¥ unable to sign document, state reason:

inpatient and Outpatient PERK e 03
Consent for Treatment & —— /ggfgf—ﬁ%ﬁ}:‘{ g o M TTEERT
Financial Agreement ML SN Q;—.;g{'zg&{{;_‘gwg s fenal
Francis H ACCTe R R A s e e 2]
§¢, Francig ! it i i ; ik {2l les)
50 tichae! Hospita 234028 M EE Engfgfggsgg g ii%ég %égﬁf%ﬁ il

Elmbrock Memenal Hospital 1R20 Z2/03 K8
ze josepn Regional Medical Center



Covenant Healthecare

Inpatient and Qutpatient Consent for Treatment & Financial Agreement

[ st. Joseph Regional Medical Center [ ] St. Michael Hospital
[ ] Eimbrook Mémorial Hospital - [ ] St. Francis Hospital

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

A. Consent for Treatment: | am entering the above named facility (the "Facility”) for the purpose of
medical and/or surgical treatment or diagnosis. | consent to my physician, other attending, consulting
and/or referring physicians and their assistants and designees, and other Facility personnel, to
nrovide me with such medical, surgical, diagnostic or other treatment services judged necessary
andfor appropriate by my physician. This consent includes my consent for hospital services,
diagnostic procedures and all medical treatment rendered under the instructions of my physician(s)
inciuding x-ray and laboratory procedures and other tests, treatments or medication, monitoring, and
all other procedures or treatments that do not require my specific informed consent. | understand that
in the course of diagnosis and treatment, cells, tissues and/or parts may be removed from my body. |
authorize Facility personnel to preserve or use such cells, tissues or parts for teaching purposes
and/or to dispose of any cells, tissues or paris that are removed.

B. General Acknowledgments: | understand that the practice of medicine and surgery is not an
exact science. | understand that medical and surgical treatment and diagnosis may involve risks of
injury, and even death. No guarantees have been made to me with respect to the results of my
examinations or freatments in the Facility. | understand that many of the physicians on the Facility's
staff are not employees or agents of the Facility but, rather, are independent contractors who have
been granted the privilege of using this Facility for the care and treatment of their patients. |
understand that the Facility is not liabie for any actions or omission of, or the instructions given by,
such independent contractors who treat me while | am in the Facility. | understand and agree that |
may be observed and/or receive care from medical, nursing, and other health care students in
training at the Facility. | understard that it is my respaonsibility to follow instructions about and make
arrangements for follow-up care. [ understand that | may review and obtain a copy my medical
record, at my own expense, and that this review shall take place in the Facility, during reguiar
business hours.

. Medicare Pavments: | acknowledge receipt of the "Important Message from Medicare,”
applicable.
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Account NO:
Sched LDate:

PATIENT INFORMATION

Phone:

DORB:
Gender:
SSH:
Raligion:
Employer:
Phone i:
Occupation:

ST. JOSEPH REGIONAL KEDICAL CENTER
A MEMBER OF COVENANT HEALTHCARE

71270704 MR
03/23/05 12:03 PM -
PARKS LARRY E Name:
3757 N 3 8T Bheone:
MILWAUKEE WI 52212 tus Phon
Relat:

414 264-3716 Notify:

02/26/1957 Age: 47

M MS: LEGALLY SEPARAT
397-64-6801 Name :
BAPTIST Phone:
NONE Bus Phone:
Relat:
Notify:

0778667

WEAREST RELATIVE

SELLERS SHERESA
414 418-018¢6

OTHER RELATICHNS
134?

ADDITIONAL CONTACT

VISIT INFORMATION
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Language:
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Comment : NK

Vigit Type: C
Location: 8§

Last Inp Date: O
Last Outpt Date: 0

INTERPRETER NEEDED: NO

ENGLISH

PHYSZICIAN INFO
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Att:
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NOKE

INSURANCE INFCRMATION

PRIMARY: SELF PAY

GUARAWTOR INFORMATION
Name: PARKS LAERY X
3757 W 3 5T

MILWAUKEE WI  53212-00
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Eimprosk Memertal Hospial &t. Franais Hospital §t, Joseph Regional Medical Center 5t Michaet Hospital
18333 West Morth Avenue 3237 16" Streat 5000 West Shambers 2400 West ¥illers
Brookfioid, Wi 53645 Vitwaukes, W 53215 shifwaukee, Wi 83210 sawaukes, Wi SEI09

CUTPATIENT NOTE

ORIGINAL
o

DATE OF SERVICE: 03/28/2005.

Larry comeas in for foilow up of his recurrent pateliar dislocation with snial tubercle transfer. He has been
reasonably comfortable. He says his pain is quite a bit less.

PHYSICAL EXAMINATION: Shows his wound is healing well without evidence of infection. The Stapies are
removed. Cylinder castis applied today. Post casting expectations are discussed. We will see him again in
& weeks for a cast removal and x-ray. He is given a renewal on his Vicodin, which he states he is only using

at night.

e

JACQUELINE MLSNA, MD

JM/ea D.03/23/2005 23:10:23 T.03/25/20056 22:46:15
Doc D #: 4083394 Voice ID# 3944386

ST. JOSEPH REGIONAL MEDICAL CENTER

PROVIDER: JACQUELINE MLSNA, MD KAME: PARKS, LARRY E DATE: 03/23/2005
VISIT TYPE: C MRN: 778657 ACCT #: 71270704
ROOM #: ORTC DoB: 0l/zs/1857 AGE: 47Y

CUTPATIENT NOTE

Page 1 of 1




HISTORY & PRYSICAL/PROCEDURE RECORD

T CURRENT MEDICATION AND DOSAGE
PRESCRIBED AND NON-PRESCRIGED
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