Covenant Healthcare

Innatient and Quipatient Consent for Treatment & Financial Agreement

] 5t Joseph Regional Medical Center M st Michael Hospital
] Elmbrock Mamorial Hospital [ 1 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, consutting
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 meadication, menitoring, ana
all other procedures or treatments that do not require my specific informed coensent. | understand that
in the course of diagnosis and treatment, cells, tissues and/or parts may be removed from my body. |
authorize Facility personnel o preserve or use such cells, tissues or parts for teaching purposes
and/or to dispose of any cells, tissues or parts that are removed.

B. 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 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 health care students in
training at the Facéiity | 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 place in the Facility, during regular

business hours.

3 o

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

appiicabie.
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D. Assignment and Agreement to 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 bill for services, all of
my rights and claims for reimbursement under any federal or state healthcare ptan {including but not
limited to Medicare or Medicaid), insurance policy, any managed care arrangement or any oiher
similar third party payor arrangement that covers health cars costs and for which payment may be
available to cover 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 permitied by law,
any outstanding balance will be my responsibility. | understand and agree that { arn responsible for
the cost of collection and/or reascnable attorney fees related to my account. | understand that my
heaith information will be released to my insurers, pavers, 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 valuabies that | do not turn over for storage.

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

and/cr personal use.

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

Ao Tl 2|23 /05

Signature of Patient/Authorized Representative " Dae

Relationship of Authorized Representative

if unable to sign document, state reason:
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ST. JOSEFH REGIONAL MEDICAL CENTER
A MEMBER CF COVENANT HEALTHCARE

Account No: 71264283 KR#: 4778667
gched Date: 03/14/05 10:28 AM -
SATIENT INFCORMATION NEAREST RELATIVE
DPARKS LARRY E Name: SELLERS SHERESA
3757 N 3 ST Phone: 414 418-0186
MILWAUKEE WI 53212 Bus Phone:
Relat: QTHER RELATIONS
Phone: 414 264-3716 Norify: ¥
DOB: 03/26/1557 Rge: 47
Cender: M MS: LEGALLY ZEPARAT ADDITIONAL COWTALT
gg#: 387-64-6801 Name :
keligion: BAPTIST rhone:
Employer: NONE Bus Phone:
Phone #: Relat:
Occupatiorn: Notify:
VISIT INFORMATICHN INTERPRETER NEEDED: KO
Language: ENGLISH
Admit Reason: POST-OP LEFT KNEE SURGERY
Comment: BJL PT NOT BELIGIBLE RECH1L
Vigit Type: C PHYSICIAN INFO
Location: SJH ORTHCOPEDIC CLINICH adm:
L.ast Inp Bate: 03/05/05 Art: MLSNA JACCUELINE &
f.ast Outpt Date: 03/GB/05 PCP: NONE
INSURANCE INFORMATION
PRIMARY: SELF PAY
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Zccount HO:
Sched Date:

PATIENT INFORMATIOR

FPhone:

DOB:
Gendex:
SS5H:
Religion:
Employer:

" Phone #:
Occupation:

gT. JOSEPH REGIONAL MEDICAL CENTER
A MEMBER CF COVENANT HEALTHCARE

71263992 MR#: (0778667
03/13/05 06:13 PM -
HEAREST AELATIVE

PARKS LARRY E Name: SELLEES SHERESA
3787 N 3 ST Phone: 414 418-018é&
MTLWAUKEE WI 53212 Bus Phone:

Relat: OTHER RELATICHS
414 264-3718 Notify: Y
03/26/1357 Age: 47
M MS: LEGALLY SEPARAT ADDITIONAL CONTRCT
397-64-6801 Name:
BAPTIST Phone:
NONE Bus Phone:

Relat:

Notify:

VISIT INFORMATIOHN

INTERFRETER NEEDED: NO

Language: ENGLISH
Admit Reascn: EXTREMITY PAIN
Comment: BJC TO05072
Visit Type: E PHYSICIAN INFQ
T,ocation: EMERGENCY DEPT#TRAUMA/MAJ REdm:
Last Inp Date: 03/03/05 Att: EMERGENCY CCNSULTANTS
Last Cutpt Date: 03/08/05 PCP: NCNE

INSURANCE INFORMATION

PRIMARY :

SELF PAY

GUARAWTOR INFORMATION
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St Joseph Regional Medical Center

Chart®

Emergency Department Gual

ORDER SHEET / LOWER EXTREMITY

MPLAINT

Height:

Weight: Aliergies:

[ Medical Records: Old Chart  Recent ED Chart  Previous EKG _ Additional Records:

e

Yray inferp: ED Physician  Radiologist Discussed With
No Acule Changes Positive Fracture/Dislocation @

LARCGRATORY: Circle specific erders Byv: | Time: | RADICLOGY: Circle specific ordaers By i Tima:
CRC Manual Diff CXR {2 view) Portable CxR
BMP CMP o) C-Spine XT C-Spine _ Port-C
LA UA wig Micro 9184 Cath T-Spine L -Snmina
UCGE HOG Qual 7 Quant Hig Pelvis  Right Lof Portable
0 - Dimer  BNP tvogiobin Femur Right Lelt
ESR Uric Adl Knes Right Left
Rh _ Tyoe Screen Type Cross units Tihia / Fibula Right Left
T PTT Ankis Right L aft
ADDITIGNAL LAB ORDERS: - Foot Right Left
CT. Abdomen [ Pelvig With
CT: Hin / Lower Extremities Right Lef Bilateral
Venaus Dopnler: Right Left Eilaleral
ADDITIONAJL. RADIQLOGY ORDERS:
Pogt-Reduction X.-Hay
Portinent Lab Values:  WNL WHNL Except Signs / Symptoms Necessitating Xray / CT / US:

Displaced / Anguiated / Comminuted / Open

Maedicaton: Lidocaing 7 Qther

CARDIAC MORITOR / EKG IKTERP: 1 Rate: Normal  Brady  Tachy
Monitor 2KG [ ] Rhythm: Sinus  AFIB  Junctionat
- Ectopy: None PVCs PACs — -
interpretation: - ——— —
EKG Comparison: No Significant Change 7 Other:

CROERS: By: iTima: |Time: CLINICAL RESPONMSE / RE-EVALUATION T
Puise Ox Qz & Vmirviz  NC / Mask / NRB ML Hyboxic % on 02 @ rin
Cafine Lock VNS LR ml Bolys / Rate mi/ hr
Td O5ml 1M Lot # ..
Brocedural Sedation Sge Hospital Flow Shest
Knee immohilizer  Velore Spiint / QCL:

Crutches ; Walker

Repeat Vital Signs: Al 8P Puylse RR  Temo 02 Sat VES excant
fi:{q - (?.4",»«0 ik d-’/;:,/}/ .{W"D
1

Fracture / Dislocation Treatment Location: Procedure Suscessil /

Time: a.m./p.m. By MD/DO/IPAINF g

Anesthesia: Procedural Sedation / Local / Digital / None Heduction Acceptabi / :

g assist the ph

aat iftended 16 sUp

Procedure/Technique Used:
Sphint / immaebilizing Devise Appiied By, MDD/ DO PATRP FED Tech /RN
Type:
Re:’afra? Contacted / Refemed to: PCPF 7 Orthepecic Surgaon / Un-Cal Physician
i See Patentin: ED /7 Office / Hospiat i Days / Immediately
RE-EVALUATION: Unchanged improved Worse V38  excopt Pain: {5-103
Appearance:  NAD/
Time: am./ p.an. Lowser Extremity:  Joint Stabitized ¢
Skin: Warm & Ory /
Neuro: NV Bunidie Intact/
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5t. Joseph Regional Medical Center Emergency Department Qu&{Chart@ Page 1 of i |

KNEE PAIN Filt in, circle pertingnt o = findings. Complete all sechans. |
,,,,,,,,, = ey
Exam Timg: & Mode of Arrivair EMS “Cer W8S Except: BF Resp. Rate Temp -
[ £ Lnyse's Trage Notes Pulse Ox:  NL - Hypoxic “onRiA or Op & . LAmin
aJamn.  po. Reviewed: @ No Last Tetanus: Unknown  Last Menstrual Peried: Unknown
HISTORY: i HX from Pt Unobtainable due tor Dementia Altered M3 Extremis X from: FemilyCaretaker EMS  Inderpreter
- L ‘d? ‘;«’1 e it of e . e , [
CHIEF COMPLAINT Thissa 7 year old :n:a!u female who presents with a ohief complaint of pan at Rignt Aleft./ Bilgleral ¥ees
- ¢ fow N
(‘};._Lf’-“ o ‘\_i‘h { - J?{Mr-—r"l—‘-"\,. i/"‘"‘—*"* N a
Mechanism of Injury: = STyt ! Na Known Trauma
Onset / Duration: tainutes Hours Days Weeks Ago Severity:  ____ (U-10) dtid sioderate Severe  Worse Since: '
Aggravated By Standing Embulation Stairs Nthing Aiievml&d By Rest Elavation [ce 07C Meds sEting
. R i —
Related HX:  Able to Bear Weight: Yes  CING < P ey L fidie e K, S SR
Cooupational Injury ot g éﬁ 7 i 7
REVIEW OF SYSTEMS: - T T Complaint-Specific Findings:

I

i Sweling / Ecchvmosis

/ Abnermal Contour / Rotation
Efusion at:  Prepateliar

sotor Complaint: N’@g&fa& ‘LRQM Swallin
meurovascuiar Complaint: e Weaknass ‘T’\iu'nfam% Tinglin

Qther Ortho Comp!aEmS' -

- f Joint

FAST B < //’Q/ \,},— Pasterior E

Patien \\m of Knee lngz;ﬁy { Shrgefy Ligamentous instabitity On: e

Oceupation’ 227 NG #2e. >Mpdialy/ Lateral Stress e

Eamity Hx: Lives: Alone Wity Family At Nursing Home AL Anterior [ Posterior Stress .
o1 S L—TrEble Due 1o Pain

PHYSICAL mgﬁ;ﬂﬁﬂg}ﬁc s EXAM LIMITED DUE TO: Dementia Alered MS

Extremis  Cther: thema / ermthiB;as#ers

X oreign Body

Normal Findings: Abnormal Findings: , } i
Appeaar- <@m Well-Appearing Hi-Appearing: Mild Mod Severe qerer Tenderness:
ance N No Pain Distress Pain Distress: Mild Mod Severs ; Pre-patellar Medial / Lateral

. Well-Nourished Obese / Thin / Cachectic an 5 'C‘:""L““"Lc/ w‘f‘f “Jaint: Medial / Lateral

MS Chomnal | Swrength § ROM Intact  Limited @ | Tibial Tuberosity

No Edema Edema @ — Lachman Test + / -

____ NoCalf Tenderness Calf Tendemess - MchMurray Test + / -
Skin “piormal Wa:rm & Dry Pale / Q:‘a,:zi?oretic Limited Range of Motion:
i H 1) -
s o Puses ol Ao @ Fledonto_____.Deg.
Vascuiar ABOX3 AV P U Disorented Active | Passive ,
y Extension to Deg A/ P
NV Bundle %nﬂtact Abnommal @ Patetlar Aaprﬁenséoa —
Distat to Injury i nys R
?»%?b%ak@_@ﬁﬂ:&srgﬁ&%&%ﬁ%ﬁ: | Consigeransn of (e foiowing crLiod gg&-gy&&_&},&?%&?@: . Pain Scale (0~ 10}
congilions may be waranted for the preserting probiem. Time: unch. !mp. Worse  Distal NAY Status intact
Burn / Localized DVT / FPhiebitis Pateliofermoral SyndromejTime: Unch. Imp, Worse
Sursitis 7 Tendonits Foreign Body Puncture Wound —_— %6?2?éﬁ&?iaﬂicﬁﬁ%{jﬁ?éﬁ Chart Copy Avail. ta Addt Care med;‘rc:
Celulitis / Infechon Fracture: Closed / Open Sprain / Strain — i . R
Contusion / Abrasion  Internal Derangment of Knee Gout |Discussed casel m‘*”“qﬁmenw‘“?’ﬁsmm of patjent it~ o pron—e s
Distocation Osqgood-Senlatier Diseass Name: csrh i o v fa o dERSC (T am, £ 0
Cther: Name: at am. fom,
Anciitary Tests and ED Treatment: See Orders Sheet Admit  OBS  Transfer Consult  Follow-up!

DISFOSITION: | RX
Work  Nursing Home  OR Tele Fioor Detessed AbAA

§ e g e {DiSCDEIGE Q.
Csns‘%iicﬂ' ‘LEE? Unglable

are Endorsaed & & am.ip
o ""rabwm ol Transfer Form Completed
{_Superv:smg i Management | Frogress / Procedure Notes Attsched Yes HNe Standard After-Care Insiructions Given to Patient Upan Dissharge From ED ‘E
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SYSTEM BASIC 'SYSTEM BASIC Initial Timsa Time Returned Initial
NEURCLOGICAL INTEGUMENTARY -
\ve (SKIN) EKG 7
CARDIAC MAUSCULCSKELETALY izh
= MOBILITY v - ]
Ted e 1] = {’E’iﬂe
RESPIRATORY \/ PERIPHERAL/NEURO b/ e
YASCULAR -
fad {
& PARN/COMFORT _ -
) "
i0 . )
Gy ‘ SEXUALS Us
REPRODUCTIVE -
_ EENT “isolation L. Type
I GLASSESICONTAGTS ~ - !@%emmr Rhythmn
SﬁzFET}L)"C&LL UIGHT N REACH S7BED LOW/ OCK%{J/””SI{F%AELS UP T PARENTS AT BEDSIDE (FGR CHILD) 1 FARILY AT BEDGIDE
3 INVASIVE DEVICES: et i e
Patient Assess t Soreons: (Bee sTresning questions g back of this shaet; scresns are requ md n each patient as warranted by their condition
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gmergency Dept. 414-447-2171
7

Patient Name ] s Cale

Provisicnal Disanesis i . . Prysician who cered for you, R )

We have examined and treated you taa(zy on an amergencyiurgant care/outpatient basis only. f symptoms or medical prob!nm{s} fail to improve, call us at 447-214 ;1

sea your doctor, or retm here,
) Pilease follow the instructions below as indicated for:
Yiou must arange for an exam with your physician in _____ days. 1 Abdornal Complamt 1 righ Biood Pressure
g SE ¥ i r g
) o 3 Ardmal Bis 71 Neok Strain/Spran
You should arrange for an exam with your physician if your conddion does It Asthma 3 Nowebiced
notimprove n ___ cavs - Back Pain 4 Wodia (Ear ache)
R I o7 I Burn Care inflammazory Disaase
Physician et B L T 2 Cast Ca > ure
g ) A ! 4 Chest 3 Bore Throat
o o e e T . T . R 3 Coid - AguityChitg 7§ Dtrain, Sprain, Srachers
Telephone __ - ; O Crueh Waling/Cruiches 3 Tetanus
- . L Culture X 'Fhrwmm‘d Miscarmoge
Adgitional instructions 2 il ) Eye Injury T
. . PR 3 Fever - Child
N S  Febrite Convulsion AcultChild
¥ " Headacha re After Care
3 Head injury - AdulvChild us Bedation
,,,,,, . oA ¥
i HEET et e PR R 1 L B R £ 1
. ng H you received x-rays, they do not always show injury or d €5
o ; . s, o =, g
gtwresstaples, They mustbe removed in ___ days. {bresks in the bones) are not zlways revealsd on the iniwal xerays buf ma;
be revestad on subsequent x-rays. Your x-ray has been read on a pretis
o C,O"f Htives or pfm medications that may make you drowsy. tnary ih.s s, F;m‘i reading witt be made by the Radiol ,.si ‘{ou oF Your
e vou are lzking o : rowilt bp natified of ar anal i i ;
r:men;e"-
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Covenant Heaithcare

Inpatient and Cutpatient Consent for Treatment & Financial Agreement

[ 1 st. Joseph Regiocnal Medica! Canter [ st Michael Hospital
(| Elmbrock Memorial Hospital . [_] St. Francis Hospital

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

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 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
all other procedures or treatmenis 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. 1
authorize Facility personnel to preserve or use such calls, 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 guaraniees 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
siaff are not employees or agents of the Facility but, rather, are independent contraciors 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 Faciity. | understand and agree that |
may bDe observed and/or receive care from medical, nursing, and other health care siudents 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 obiain a copy my medical
record, at my own expense, and that this review shall take place in the Facility, during regular

cusiness hours,

N s

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

inpatiant and Qutpatient E
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. Assignment and Agreement to Pay: | understand that | am responsible for payment for tha
services that | receive and guarantee payment for these services. | heraby assign to Facility and the
physicians and professionals associated with the Facility, for application to my bili for services, all of
my rights and claims for reimbursemant under any federal or state healthcare plan (including but not
limited to Medicare or Medicaid), insurance policy, any managed care arrangement or any other
similar third party payor arrangement that covers heaith care costs and for which payment may ba
available to cover the cost of the services provided to me. | understand that | am responsible for any
applicable co-payment, deductibles, co-insurance andfor 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 faw,
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, pathclogists, emergency room physicians and othar
independent physicians. These physicians may or may not participate in all insurance networks.

. 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
chouse 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. FPhotographing: | understand and agree that the Facility may take photographic, electronic
and/or vides 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/or personal use.

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

Signature of Patient/Authorized Representative Date

Relationship of Authorized Represanistive

if unable to sign document, state reason:
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. JOSEPH REGIONAL MEDICAL CENTER
A MEMBER OF COVENANT HEALTHCARE

Account No: 71260122 . MR#: 0778687
gched Date: 03/08/05 11:00 AM -
PATIENT INFORHATION WEAREST RELATIVE
PARKS LARRY E Mame: SELLERS SHERESA
3757 H 3 8T Phone: 414 418-C186
MILWRUKEE Wl 53212 Bug Phone
Relat: OTHER RELATIONS
chone: 414 264-371¢ Notify: Y
DOB: 03/26/1957 Age: 47
Gender: M M3: LEGALLY SEPARAT ADDITIONAL CONTACT
S55#: 327-64-€£801 Name:
meligion: BAPTIST Phone:
Employer: NONE Bug Phone:
Phone #: Relat:
Ccocoupation: Notify:
VISIT INFORMATION IWTERPRETER WEEDED: NO
Language: ENGLISH
Ldmit Reason: RECURRENT DISLOCATION PATELLA CLINIC
Comment: BM
Visit Type: G PHYSICIAW INFQC
Location: PRE ADMISSION CENTEERESR Adm:
Last Inp Date: Attt MLSNA JACQUELINE 5
Last Outpt Date: 02/23/05 BCP: NONE

TNSURANCE INFORMATION

DRIMARY : GA-MP MILWAUKEE CNTY
Dlan: 8 Lf-ﬁ\.DAR;_J

2 .
MADTISON WI S3708

#: 414 257 7200

r: DARKS LARRY E

t: PATIENT I8 INSURED

4. 197646801

#: 59999

\e: MLK HERITAGE

T
i
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OUendan i Laboratory PATHOLOGISTS

S1. Jngeph Regional Medical Center AM. Duyer, MD. WAL Hollister, M.D. S M, WD Legerst:
3009 W, Chambers T3A, Ferber, M.D. SW. Ketioy, M. T Notuste, B0
Mitwankee, Wl 53210 . #. 5. Grove, ML MY, Kevrova, M0
{414) 447-222% KL Hague, M.D. L. Lawaicki, M.I%
LA Hasmon, MI3 £ Manjusn, M0
ADMITTED: 03/0872005 DOCTOR: |
HIV TESTING ‘
RESULT REFERENCE
0R/08/2006 12:00  HIVEHIVZ ELISA Ab Sgreen HIV 1,2 Non-Raaciive Non-Reagtive

Sedormed at Midwes? Clinical Laboraiones, 11620 W Plank Court, Wauwatosa, W USS, 53226

St. Joseph Regionail Medical Center Hame: PARKS, LARRY L Beport Date: 03/10/2005
Logation: JPAC/Clinic HMREM: J7TE6ET Aect: JT1260192
Coitection Date:; 03/08/2005 OOBr 03/26/1857 AgalSex: 47Y M

MEMCAL BECORD QUTPATIENT REPORT
St Joseph Medical Conte
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D. Assignment and Agreement to Pay: | undersiand that | am responsible for payment for the
services that | receive and guarantee payment for these services. | hereby assign to ?aci!ity and the
physicians and professionals associated with the Facility, for application to my bill for services, alt of
my rights and claims for reimbursement under any federal or state healthcare plan (including but not
iimited to Medicare or Medicaid), insurance pclicy, 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 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. Therafore, when permitted by law,
any outstanding balance will be my responsibility. | understand and agree that | am rasponsible for
the cost of collection and/or reasonable attorney fees related to my account. | understand that my
heslth information will be released to my insurers, payers, or others for billing purposes. | also
understand that | may receive separate biifs from independent physicians involved in my care
including radiclogists, anesthesiologists, pathologists, emergency room physicians and other
independent physicians. These physicians may or may not participate in all insuranca natworks.

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. 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. Photographing: | 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 photographad for security

and/or personal use.

G. Privacy Notice: | acknowledge that | was provided with a copy of Covenant Healthcare's Netice
of Privacy Practices. Please refer to the Notice of Privacy Practices for more mforrratzon regarding
e?ease of your health information and your right to access your health informatio

S oo 02 /et les

¥

St“g’r{zature of FatienyAuthorized Representative ' Date
Relationship of Authorized Representative

If unable to sign document, state reason:
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Covenant Healthcare

inpatient and Outpatient Consent for Treatment & Financial Agreement

[ ] st. Joseph Regional Medical Center [ st. Michael Hospital

[ ] Elmbrock Meémorial Hospital (1 8t 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 purpese 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 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, menitoring, 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 paris for feaching purposes
and/or to dispose of any cells, tissuas or parts that are removed.

8. General Acknowledoments: [ understand that the practice of medicine and surgery is not an
exact science. | understand that medical and surgical treatment and diagnosis may invoive risks of
injury, and even death. No guarantees have been made to me with respect to the resuits 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. i
understand that the Facility is not liable for any acticns or omission of, or the instructions given by,
such independent contractors who treat me white | am in the Facility. | understand and agree that |
may be observad and/or receive care from medical, nursing, and other heaith care stucents in
training at the Faciiity. | urdem»r‘d 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 mecical
record, at my own expense, and that this review shall take place in the Facility, during regular
business nours.

. Medicare Pavments: | acknowiedge receipt of the “Important Message from Medicare,” 28

applicable.

inpatient and Outpatiant B Hars
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ST. JOSEPH RECIONAL KEDICAL CENTER
A MEMBER OF COVENANT HEALTHCARE

Account No: 71251169 . MRE: (778567
Gched Date: 02/23/05 01:00 PM -

PATIENT INFORMATION WEAREST RELATIVE

PARKS LARRY E Name: SELLERS SHERESA
3757 N 3 5T Phone: 414 418-0186
MILWAUKEE Wl 53212 Bug Phone:
, Relat: OTHER RELATICHNS
Phone: 414 264-3716 Notify: Y
DOB: 03/26/1957 ARge: 47 ,
Cender: M MS: LEGALLY SEPARAT ADDITIONAL CONTACT
S8#: 397-64-6801% Name:
Religion: BAPTIST Phone:
Employer: Bus Phone:
Phone #: Relat:
Occupation: Notify:
TISIT INFORMATION INTERPRETER HEEDED: NO

Language: ENGLISH
Admit Reason: POST OPERATIVE EXaM FOLLOW UP CLINIC
Comment : KDM

Visit Type: G PHEYSICIAN INFO
Location: SJH ORTEOPEDIC CLINICH 2dm:
Last Inp Date: Att: MLSNA JACQUELINE S
Last Cutpt Date: bPCP: NONE

THSURANCE INFORMATION

DRIMARY: GA-MP MILWAUKEE CHTY
Plan: STANDARD
PO BOX 8130

MADISON WI 53708
Phone #: 414 257-7200
Subr: PARKS LARRY E

Relat: PATIENT I3 INSURED -
Policy#: 397646801

. o
Group#: 852559
Group Name: MLEK HERITAGE

GUARANTOR INFORMATICOHN
Name: PARKS LARRY E

3757 N 3 ST

MILWAUKEE WI 522312-0000
Phone #: 414 264-371¢
55#: 397-64-6801
Emplover
Phons ¥ 7




HMISTORY & PHYSICAL/PROCEDURE RECORD

CURRENT MEDICATION AHD DOSAGE
PRESCRIBED A

NI NON-PRESCRIBED

L BACEMAKER
ITVALYGLAR HEART Diﬁf‘?/‘\@f
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Lo
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o CITHIN LAST 2 WEFKS
T OTHER: 7 NONE OF THE ABOVE

2B DICTATION

INDICATIONS SYRMPTONS FOR PAGCEDURE OR
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Eimbroek Memorial Hospital L Franeis Hospitad 5t Joseph Regionat Medical Center St Michssl Hospial

L5533 Wast North Avende 3237 16" Sireet 5008 West Chambers FAOG West Villard
Scocufiekd, VW 53048 Milwaiken, Wi 53218 Milwaties, WES2213 Mitwaukes, W) 53209

ORIGINAL
ool

DATE OF SERVICE: 02/23/2005.

CHIEF COMPLAINT: Left knee pain.

HISTORY OF PRESENT ILLNESS: This patient is a 47-year-old man who comes in for evaluation of
recurrent patellar dislocation. It appears he had surgery in the remote past, probably to address his recurrent
patellar dislocations. He does not specifically recall whether this is the case. He says he had some cartilage
and ligament problems which were addressed with an cpen procedure. He says he did well until a faw years
ago when he began experiencing recurrent patellar dislocations. He has had several events since that time.
He tells me that approximately 10 days ago, he fell striking his knee and developed a dislocation. He was
seen in the emergency room where attempted reduction was made. This was, unfortunately, unsuccassful in
achieving a permanent reduction. He was placed in a knee immobilizer and is presenting now for further
evaluation and treatment. He did not wear the immobilizer for this exam. He has been able to relocate his
own patella but has recurrent dislocation immediately on fiexion of the knee. .

PAST MEDICAL HISTORY: Patient cenies any current medical problems.

MEDICATIONS: Tyienol with Codeine.

ALLERGIES: PENICILLIN but does not specifically recall the reaction and says that he has been given
Peniciliin since that time without the problem.

HABITS: The patient smokes a pack of cigareites per day. He specifically denies use of glechol or strest
arugs.

REVIEW OF SYSTEMS: Obtained butis nonconiributory.
SOCIAL HISTORY!: He is employed as a laborer at a car wash.

SHYSICAL EXAMINATION: Shows there is an old peritoneal, parapatellar surgical scar. Patient clearly has a

dislocated patelia which 18 reducible but immediatel snreduced with any motion of the knee. Ml
P ¥

L8]
o

oT. JOSEPH REGIONAL MEDICAL CENTER

PROVIDER: JACQUELINE MLSNA, MD NAME: PARKS, LARRY E DATE: 02/23/2005

VISIT TYPE: C MRN: 778887 ACCT #: 7125116¢

ROCOM #: ORTC DOB: §3/28/1867 AGE: 47Y
CUTPATIENT NOTE

page tof 2



Flmbrook Memarnal Hospilal St Francis Hospitat St Joseph Regioms! Medicat Conter St Michasl Hospitat

15333 West North Avenue 3237 167 Street E000 West Chambers 2400 West Villard
Brookfield, Wi 53048 Waivaukes, Wl $3218 Miiwzukos, Wi 32210 Kitwagkea, Wi 83208
CUTPATIENT ROTE

tenderness (s present. He is not asked to flex his knee, and no other provocaiive maneuvers are performad.
Distaliy, motor function is intact. Neurologic function is intact.

X-rays taken in the emergericy room demonstrate arthritic change notable in the medial compartment. There
appears to be a joose body within the knee. The patella is completely dislocated, and there are some arthritic
changes notad there.

IMPRESSICN:
1. Recurrent patellar dislocation with absolute instability.
2. Ostecarthritis with inose body.

RECOMMENDATIONS: Spoke with Mr. Parks at length with reference to his options. He does not appear to
have had a tibial tubercle ostectomy. | think it would be in his best interest to consider a tibial tubercle
ostectomy with soft tissue realignment in the hopes of maintaining pateliar stabifity. if this is unsuccessful, he
can consider a patellectomy; although, the problems with consideration of this procedure are discussed as
weil as potential risks of surgery to include medical/anesthetic complications of a significant degree, DVT,
pulmonary embolus infection, failure of the operation to achieve its desired results, failure of fixation, and
failure of the ostectomy to heal are discussed. He is concerned about loss of work time. | cffered him an
operation this week which he declined. He says that he will need time to make appropriate arrangemeants,
and so, we will make every attempt to parform his surgery next week. In the meantime, we will heip him with
his financial difficulties due to the fact that he has no reasonable insurance coverage.

r

JACQUELINE MLSNA. MD

JEitp  D.02/27/2005 23:38:23 T1.02/28/2005 15:20:32
Doc 1D #: 4032241 Voice 1D #: 3888246

ST. JOSEPH RECIONAL MEDICAL CENTER

PROVIDER: JACQUELINE MLSNA, MD NAME: PARKS, LARRY E DATE: 02/23/2005

VISITTYPE: C MRN: 778867 ACCT #: 71251168

ROOM #: ORTC 0GB! G3/26/1857 AGE: 47Y
OUTPATIENT NOTE

Page 2 of 2



D. Assignment and Agreement {0 Pay: | understand that | am responsible for payment for the
services that | receive and guarantee payment for these services. | hereby assign o Facility and the
physicians and professionals associated with the Facility, for application to my bill for services, alt of
my rights and claims for reimburserment under any federal or state healthcare plan (including but nct
mited to Medicare or Medicaid), insurance policy, any managed care grrangament 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 to me. | understand that | am responsible for any
applicable co-payment, deductibles, co-insurance and/or non-covered CcOsis and charges. |
understand that not all insurance companies pay the usual and customary fees of the Facility, the
chysicians 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, 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 nhysicians and other
independent physicians. These physicians may or may not participate in all insurance networks.

£, 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. {f
choose to keep valuables in the Faciilty, [ 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.

£ 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 delivery of a baby, | give consent for my baby o be photographed for security
and/or personal use.

&, Privacy Notice: | acknowledge that | was provided 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 heaith information.

4 .
S CINNE A D pB - OS

Signature of Patient/Authorized Representative Date

Relationship of Authorized Representative

¥ unable to sign document, state reason: 3
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Caovanant Healtheare

inpatient and Quipatient Consent for Treatment & Financial Agreement

[} st. Joseph Regional Mecical Center [ ] st. Michael Hospital

T 1 Elmbrook Mémorial Hospital - [] 8t. 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 aftending, consulting
and/or referring physicians and their assistants and designees, and other Facility personnel, o
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
all other procedures or treatments that do not reguire my specific informed consent. | understand that
in the course of diagnosis and treatment, cells, tissues and/or parts may be removed from my boedy. |
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.

B General Acknowledaments: | understand that the practice of medicine and surgery is not an
exact science. | understand that medical and surgical treatment and diagnosis may invoive risks of
iniury, and even death. No guarantees have been made to me with respect fo the resuits of my
examinations or treatments in the Facility. | understand that many of the physicians on the Facility's
staff are not employees or agenis of the Facllity but, rather, are independent contractors who have
heen granted the privilege of using this Facility for the care and treatment of their patients. |
understand that the Facility is ot liable for any actions or omission of, or the instructions given by,
such independent contractors who treat me while | am in the Faciity. | understand and agree that |
may be observed and/or receive care from medical, nursing, and other hezlth care students in
training at the Facility. 1| understand that itis 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 place in the Facility, during reguiar
business hours.

C. Medicare Pavments: | acknowledge receipt of the “impoitant Message from Medicare,” as

applicable.

PRRKS LARRY £
A7y sy v MR: 778587
ACOUEL INE S
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gT. JOSEPH REGIONAL MEDICAL CERTER
A MEMBER OF COVENANT HEALTHCARE

rocount No: 71244888 MR#: 0778667
Sched Date: 02/14/05 09:23 AM -
PATIENT INFORMATION NEAREST RELATIVE
PARKS LARRY E Name: SELLERS SHERESA
3757 N 3 5T Phone: 414 418-018¢6
MILWAUKEER WI 53212 Bug Phone:
Relat: OTHER RELATIONS
phone: 414 264-2716 Notify: ¥
DOB: 03/26/1357 Bge: 47
Cender: M i TEGRLLY SEPARAT ADDITIONAL CONTACT
gg#: 397-64-6801 Name :
Religion: BAPTIST Phone:
Employer: Bus Phone:
Phone #: Relat:
Occupation: Notify:

YIGIT INFORMATION

Admit Reascn: FALL
romment: TSG

Vigit Type: E
Locatbion: EMERGENCY DEPTHTRAUMA/MAI
T,ast Inp Date:
- Last Cutpt Date:

INTERPRETER NEEDED: NO
Language: ENGLISH

PHYSICIZN INFO
Adm:
Att: EMERGENCY CONGULTANTS
pCP: NONE

INC

THSURANCE INFORMATIONW

PRIMARY :
Plan:

phone #:
Subr:
Relat:

Pol iC}’# H
Group#H :
Group Hame:

GUARANTOR INF

KT vy
Name:

an-MP MILWAUKEE CNTY
STANDARD

PO BOX 8190
MADISON WI
414 257-7200
PARKS LARRY E
PATTENT IS INSURED -
397646201

95595

MLK HERITAGE

53708

CRMATION
PARKS LARRY E
3787 N 3 5T

MILWAUKEE Wl b
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St. Joseph Regional Medic ~' Center

Emercen” Department QualChart®

CRDER SHEET/ GENy . b -} Height: Weight s/ kgs  Allergies:
{ Medicai Records: Old Chart _ Recent ED Chart Previous E¥XG  Additional Records: |
g PANELS: Cardiac  Abdominat Pain Trauma FMS  Adult Sepsis  Pediatric Fever STD/GYN Enterad by Time: :
LASORATORY: Circle spechlic orders By | Time: | RADICLGEY: Clrcle specific orders By | Tima: |
CRBC Manual Diff CAR 12 vew) Portable CXR . N
BMP CMP Mg L C-Spiha XT C-opine  Port XT C-Spine 1747 ANt
Amviaze Lipase Ammonia AAS K ;
UA LiA wio Micro [ Cath T-8pine L-Sping
UCG HEG: Cuat | Quant Ribs Right teft
Drug Sereen; Uring / Serum  ETOH Finoer Right Left
CPK CKMB Troponin FHeas ,/ { Rigm~ (et e | iAd
D - Dimer ghe ¢ rAvonlobin Wrist Right taft haaas il
ESR Liric Acid Forearm Right Left
Rh __ Tvpe Sgreen  Type Cross units Eibow Right Lett
BT BTT Hutnerus Right Left
ASA Acetaminophen Shouider Right peft
Digexin Clavicig Right Left
Dilantin Depakole Hip Feivis Right Left Portabie
Tegreto! Phanphar Famur Right et :
CSF_Anatvsis Klee s . .~ Right £ Ll o~ RN
Rapid Strep Aong RSV influenza Tibia / Fibula Right Left = =
Cultures:; Urng Sputum Wound Ankie Right Left
Blood Blood x 2 Stogl Foot Richt |eft
Stogl:  iegkocyies O&pP Rotavirus C1: Head/Faclai Bones With Without
GC Chizrydia Wet Prep  KOH CT: C-Spine T-Spine L-Spine
Hemoccult Gastroccuilt G- Chest With Without
ADDITIONAL LAB / RADIOLOGY ORDERS: C1; Abdomen / Pelvis With Without
Uitrasound of:  G8 ABD Pelvig
Pertinent Lab Values:  WNL WNL Except Signs / Symptoms Necessitating Xray / CT/ US:
Xray Interp: ED Physician Radiologist Discussed With
>_—_< No Acute Changes  Positive
CARDIAC MONITGR / EKG INTERD: By: | Time: IRESPIRATCRY THERAPY: By: | Time: |
l Monitor EKG Repeat EKG @ ABG On Room Air
Rate: armal Brady Tachy Alouterol Unii Dose or mgx 1 2 3 g min
Riythrn:  Shws AFIB Junctional Atrovent Unit Dose of mgx1 Z 3.8 min
Ectopy: None PV(Cs PACS Xopenex Unit Dose or mgx 1 2 3 q min
EKG #1 interp: Rac Epi  Unit Dose or mgx i1 2 3 g mist
EWG #2 Interp: Continuous Atbuterst [~ Xopenex

EXG Comparison:  No Significant Change / Other:

Peak Flow: Pre-Tx:

Fost-Tx #1: Post-Tx #2:

ORDERS: By: | Time: {Time; CLINICAL RESPFONEE / RE-EVALUSTION
Pylse Ox G2 @ Vin via  NC [ Mask / NREB N Hypoxic % on RiA or O2 45 lmin
Satine Lock IV NS iR ml Bolus / Rate mi/hr
Repoat Vital Signs: Al BE  Puise BR Temp 02 S5at V83 excent

;A - 5 oy
T Y N S S N T
] a
R et ™, e, L e fj { e ?':)‘L . i
RE-EVALUATION: Unchanged Improved Worse VSS  exceph Pain: (©-10}
Appearance; MNAD/
Time: a.m./ pom Lungs: Clear
Ahdomen: Non-Tender /
Neuro: A&GOx3/
______________________________ , 5‘?**’3%%};‘%}?%
Time of f i ,&/ {
invitial B YR ;
. orders: ) HE ?ﬁQKS L?}Qg{i ;
~ RN/ ot FMERGENL oL
T s I
L:ZQQB i
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GENERAL COMBPLA ¢ . £iff in, circle pertiner.. | ositive indings, Complele all sections.

Fxam Time: Mﬂ?ﬂiﬁ.‘{”‘"m: 15} Except: BF Puise Cardlac . =~ - Raw NL Brady  Tachy

‘(1 rO Ers®  Other R Raie Termp Monitar” o Rhythr: Sinus Afib Jurctonal
CAZ2Y | Inuse's Triage Notes Bulse Ox. NL  Hypoxde  NotApplicabie Interp. Ectopy. None PVCs  PACs

mplpam. § Reviewed{ Yes) No o on RiA orOy @ Umin
gggs‘g’éé{h T d from Pationt Qnob{amame due to:  Dementia Ahered M8 Extremis Other:
o - CoHX {rom:éatiegst Farmily / Caretaier EMS interprater
LhEn - i} Last Tatanus: -~ i
CHIEE COMPLAINT:  Thisisa ;;1' ! year oid #zle | female whe presents with a complaint of 2 (Nrpmy L T T L’) Lt
; . H 2 !
e el W o S
- Vol
, . e Y s TR '
OnsetDuration  Staged % 1 ,_;@n\ﬂou:% Days Weeks Ago x Resolved Worse Since!
TN - ] .

Timing Copstant | Intermitient Episodes Lasting _Sec Min Hours Days Wesks

Sevarity Initially: @?ﬂ Moderate  Severe Current y: v) Moderate  Severe

Location ) - \ .

— N e o 7 0’
Character B ‘E 2o ,‘. (»> i 4/2/\7{) [_,W /[/m,{gg ---- PN ﬁ/( ey N
Aggravating /é co o ¢

Alteviating __, @2 fl e /45 .KI)CT{/% — L&?\ g - r‘(' T
Associated Negative i et : e
Signs and ¢ fl:’/—a‘

Symptoms
Related HX: Similar Episode / Dx as: ___

Pertinent Surgical HX:

REVIEW OF SYSTEN | Pertinent Positives Additional Pertinent History:
Constitutional  Negative Fever Chilis Prior care for this complaintby:  PCP_ ED EMS Date:
Eyas Negative Photophobia Bigrred Vision O Ry .
ENT Nagative Sore Throat Ear Ache
CcV ' Negative Palpitations Chest Pain
Respiratory Negative 508 Cough
Gl Negatve Vormiting Diarrhea
€]1] Negative Dysuria Hematuria
WS Negative Arthralgia Myalgta
SKin Negative Rash Bruising
Heuro MNegative HMaadache Weakness
Psych Negative “Anxious Depressed

é’f;S? £t other systems _either reviewed and negative
MO or non-contributory for chief complaint

PAST MEDICAL HISTORY: _|((Feviously Healthy” Other:
Endocrine NIDDM EDDMMWW HMyperthyroid Hyperipidemia = -
cv CAD /M TN DVT CHF Afit e {_ T
Hespiratory COPD sstwna  Oropchitis  Preumonia PR I S e e
GHIGU PUD / GERD Gl Bleed  UroseDsis Divertcuitis el Ridney Stones
Meuro ! Psyeh  TIA/ CVA Pgraing  Andisty Depression Seizue
Cancer: Lung Caoilon Breast Prostate

FAMILY HISTORY: | Negative
Heart
HTN e
Cancer //f /{/ “’%

Diabetes Tl S \}R?ﬁ 7 M \’g{ Jﬁﬁg el
Orther: i ?ﬁ%lé i Qf’\f %ffx : 5 - ‘1

= . A Pyl g %g\ % ﬁ ii\ %%%

SOCIALHISTORY: | Hegative C emeRE i%sg%&\\%% E%gg i
Srmoking A BN TR
ETOH / Drug Use / - :.,fé%ﬁ%

QPPJH::‘M‘ \;\ 7/“ ¢ .

Lives Alone Lives W/ mm;iy Nursing Home

S - 6585 Mark A itche!l DO FACOEP




