Patient Name: Perry, Oliver H.
SundanceHealthCare Systems Physician: Daniel T.Olson
Painted Valley, USA Room No. Room 235

To Be Completed Upon Admission: Date: 02 / 13 / xx_ Time: _06:00

Source of Interview Data: St Ann's Staff

Admitted From: O Admitting M  Emergency Room ¥ LTC O  Other

Admitted Via: O Ambulatory O  Wheelchar O  Stretcher

Vital Signs:

Temperature: _98. 7 pulse: 102 Respirations: 20 Blood Pressure: 9/

Stated Stated Actual

Height: Weight: Weight: 165 B.M.I.

Orientation to Room:

S.O./Patient Verbalizes Understanding of: O Nurse Call System
O Patient Information Book O Visiting Hours O ValuablesPolicy
O Bed Controls O Shower Controls O Hospital Ed. T.V.
O Telephone O CafeteriaHours O Smoking Policy
O Emergency Call Light O Lighting System O Safety Regulations
Patient Statement/Understanding of Diagnoses and/or Description of Symptoms:
Patient is unable to give history due to dementia
Current/Past Major IlInesses Hospitalized Date Major Treatment - OperationsOutcome
O Yes O No
O Yes O No
O Yes O No
O Yes O No
Allergic / Reactions HomeMedications |Schedule|Last Dosel HomeMedications| Schedule| Last Dose
Drugs
None Remeron7.5mg | g.h.s | 2/12/xx
Other
O Pharmacy O SentHome O BedSide O Other
Skin and Body Assessment Habit History
Skin Condition Tobacco Unknown
Turgor M Good O Poor 0O Edematous Type 0O Snuff O Pipe 0O Cigar
Temp: f Warm/Dry O Cold O Clammy O Chew O Cigarettes
Color © Average O Pde O Cyanotic Usage:  Packs per day ___ No. of Years
___ Years Stopped __Ageof First Use
Gyn Higtory Alcohol Unknown
Date of Last Pap Usage: __ Never ___ Occasiona
L.M.P Smear MMG: __ Moderate ___ Heavy
Gravida ___ Para ___ AB — Caffeinated Beverages (per day)
Breast Self Exam O Yes 0O No
No. of ChildrenBorn Alive Stillborn — Cups Coffee — Soda
Formxxxx (10/02) nsg Nursing Admission Assessment

Simulated record. ©2003. American Health Information Management Association. All rights reserved.



SundanceHealthCare Systems

Painted Valley, USA Perry, Oliver H.
Daniel T.OIson
Room 235
# 780561
Date Start (s) Description Amt Tube Drg
Time or Add (a) (blood, plasma, D5) Site Rate Given | Change | Change | Initids
2/13/xx S D5 1/2 NS Rt 125 1000 - - GB/ RN
1530 Forarm
1930 A D5 /2 NS Rt FA | 125 180 - - MD/RN
2315 A D5 /4 NS Rt FA | 125 180 - - MD/RN
2/14/xx A D5 1/4 NS Rt FA | 125 180 - - LS/BRN
0700
Initials Nurse's Signature/Title Initials Nurse's Signature/Title
GB Ginger Bayliss, RN Perry, Oliver H.
Y Dr. Danidl Olson
MD Maggie Disk, RN
- ol S s Room 235
[X) Leslie Scorch, BN # 780561
Nsg 2822 PARENTERAL FLUID SHEET

Simulated record. ©2003. American Health Information Management Association. All rights reserved.



SundanceHealthCare Systems

Painted Valley, USA Perry, Oliver H.
Dr.Daniel Olson
Room 235
# 780561
Medication and
Date of Order
2/13 Levaquin 250 mg Date | 2/13 2114
Time | 1800 0715
Dose | 500 250
Route| po po
Init GB £
2/13 Lanoxin0.125mgq.d.. Date | 2/13 2/14
Time | 1800 0715
Dose (0.125 0.125
Route| po po
Init GB LS
2/13 Remeron 7.5 mg g.h.s Date | 2/13
Time | 2100
Dose | 75
Route| po
Int | GB
2/13 Digoxin0.5mg Date 2/13| 2/14
Time 2100|0715
Dose 75|75
Route po | po
Init GB| LS
2/13 Lasix 40mg Date 2/13
Time 2100
Dose 40
Route A%
Init GB
Date
Time
Dose
Route
Init
Simulated record. ©2003. American Health InformMonElh%z!\n%gé;reLtoAlgoagtﬁgFl!\llr !'i:'ghts reserved.




SundanceHealthCare Systems
Painted Valley, USA

Perry, Oliver H.
Dr.Danidl Olson
Room 235

# 780561

Date
Time

2/13/xx

2/114/xx

36912151821 24

36912151821 24

3691215182124

36912151821 24

105

104

103

102

101

100

99

98

97

96

95

Pulse

Resp.

28

B/P

138/ 54| 156/ 50| 138 52

144 5613856 136 /58

S/ D

|

|

In
Out

225 | 200 |

630

350 | | 230

I
420 | |

Weight:

163 | 166

Diet

Appetite | |

GRAPHIC

SHEET
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SundanceHealthCare Systems Painted Valley, USA

Patient Family Name First Name Age Room No. Hosp. No.
Perry, Olivar H. 80 CCU #2 # 780561
Attending Physician Date Lab. No.
Dr.D.T.Olson 2/13 7734-3252
Component Normal Firg Second Third Fourth
Date  02/13
Chemistry 10
Sodium 135 - 145 141
Potassum 35 - 53 4.6
Chloride 100 - 110 105
CO2 23 - 29 28
Glucose 80 - 116 153 H
BUN 12 - 20 28 H
Credtinine 06 - 13 16 H
Totd Bili 00 - 13 1.2
Albumin 35 - 50 3.7
Cdcium 82 - 101 9.4
ALP 56 - 112 50
AST 0 - 27 27
ALT 14 - 26
Tota Protein 60 - 80 7.2
Theo 10.0 - 200
TSH 04 - 6.2
Lipid Profile
Tota Choles 100 - 200
HDL 40 - 80
LDL 66 - 130
Triglycerides 50 - 150
HG Al1C 40 - 6.0
PSA 00 - 40
FormL-9003 (5/01) pa CHEMISTRY
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SundanceHealthCare Systems

Painted Valley, USA

Patient Family Name First Name Age Room No. Hosp. No.
Perry, Oliver H. 80 CCU #2 # 780561
Attending Physician Date Lab. No.
Dr.D.T.Olson 2/13 7734-3253
Component Normal Firg Third Fourth
Dae  02/13
Hematology
WBC(x10°) | M/F 43- 110 201 H
RBC (x 103 M  46- 6.2 5.36
F 42- 54
Hgb(g/dl) M 12 - 18 144
F 12 - 16
HCt (%) M 40 - 54 44.2
F 36 - 47
MCV (x 10°) M 80 - 9 82.5
F 8 - 100
MCH (x 10°) M/F 26 - 33 26.8
MCHC (%) M/F 31 - 36 325
PLT (x 10°) M/F 150- 375 284
Differential
Band 0 - 6% 10 H
S 46 - 82% 76
Lymph 13 - 3% 10 L
Mono 4 - 12% 3 L
Eodn 0 - 5% 1
Baso 2 - 2% 0
NRBC
AtypLymph
Meta
Myeo
Pros
Blagt
FormL-9003 (5/01) pa HEMATOLOGY
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Sundance HealthCare Systems
Painted Valley, USA Perry, Oliver H.
_ Dr.Daniel Olson
nave  Oliver H. Perry X-RAY NO. 3464-XX Room 235
# 780561
DOCTOR Qlson DATE 2/13/xx
Chest X-ray
REGION EXAMINED

INDICATIONS: Abdomina pain.

Chest; A singlePA view of the chest compared to a2-12-xx view revea ed aprominent epicardial fat pad
ontheright. Ontheleft adensity extendsto theleft heart border which could represent fibrosisor an
unusual epicardial fat pad. Pneumoniawould haveto be considered with thisappearance. Follow upis
recommended. Moderately heavy markingsare scattered through out the lungs compatible with areas of
fibrogs, including theright costophrenicangle.

The heart does not appear to beenlarged. Theaortaiscalcified inthearcharea. Moderateto moderately
severedegenerative changeisnoted inthe spine. Demineralization compatiblewith osteoporosisisaso
suggested.

IMPRESSION: Possible pneumoniainthelingula.

RADIOLOGIST'S SIGNATURE

M.D.

Simulated record. ©2003. American Health Information Management Association. All rights reserved.



Sundance HealthCare Systems

Painted Valley, USA Perry, Oliver H.
_ Dr.Danid Olson
nave  Oliver H. Perry X-RAY NO. 3464-Xb Room 235
# 780561
DOCTOR Qlson DATE 2/13/xx

Abdominal series

REGION EXAMINED

ABDOMEN: Supineand upright viewsof the abdomen revea no evidenceof freeair or obstruction.
Non-specific pattern of gasand feces.

Moderateto moderately severe degenerative changesnoted with hypertrophic spurringinthe LS spine.

Arterid cdcificationsarenoted intheaorta, renal andiliac arteries.

RADIOLOGIST'S SIGNATURE

M.D.




Sundance HealthCare Systems

Painted Valley, USA Perry, Oliver H.
_ Dr.Danid Olson
nave  Oliver H. Perry X-RAY NO. 3464-xc Room 235
# 780561
DOCTOR Qlson DATE 2/13/xx

Abdominal ultrasound
REGION EXAMINED

ABDOMINAL ULTRASOUND: Absencegallbladder. Common bileductisonly 8cm.

Thekidneysareof normal shapeand cortical thicknesshbut relatively small insizemeasuring8.6 x 4.3on
therightand9.4 x 5.1ontheleft. Norend caculi, masses, lesionsor hydronephrosisnoted.

The spleenwasnot easily visuaized.

The upper abdomina organswere otherwise unremarkable, except someminimal fatty replacement inthe
areaof the pancreas.

No masses, lesions, freefluid or abdominal aortic aneurysmisidentified.

Impression: Non-acute abdomen. Question of mild enlargement of the spleenwhichisnot well visudized.

RADIOLOGIST'S SIGNATURE

M.D.




SundanceHealthCare Systems

Painted Valley, USA

Simulated record. ©2003. American Health Information Management Association. All rights reserved.

Patient Family Name First Name Age Room No. Hosp. No.

Perry, Oliver H. 80 CCU #2 # 780561

Attending Physician Date Lab. No.

Dr.D.T.Olson 2/13 7734-3253

Component Normal Firg Second Third Fourth
Dae  02/13

Color Ydlow Ydlow

Character Clear Hazy

Spec Gravity 1.020or less 1.010

Leukocytes Negative Negetive

Nitrates Negative Negative

PH 5-6 5.0

ProteinUrine Negative Trace

GlucoseUrine Negative Negative

KetonesUrine Negative Negative

Urobilinogen 0-1mg/dl Negative

BilirubinUrine Negative Negative

OccBloodUringl  Negative Trace

WBC/HPF 0-5

RBC/HPF 0-5

Epitheid

CastyLPF

Crysds

Amorphorus

Mucous

Yeast Céells Negative

Bacteria Negative

Sentfor Culture: Y /' N Y /' N Y /' N Y /' N

24 Hour Urine 0-30

for Microalbumin

FormL-9003 (5/01) pa URINALYSIS



Sundance M edical Center Perry, Oliver H.

Daey - Painted Valley, USA Dr.Daniel Olson
Time Nursing Progress Notes Room 235
# 780561
2-13-XX
830 Admit: Admitted 80-year-old whitemaleto CCU viacart for ED. Assisted into bed.
Patient isagitated and swearing. Statesthat heis®goinghome”. Patient complainsto RUQ
pain. O2 applied @ 2L/NC. Sa02 78 % onarriva. Patient dightly cyanotic. Monitor
applied. Ginger Bayliss, RN
0900 Sa02 et color improving. Sanow 91-92%. Patient remainsagitated and swearing .at times.
Patient statesthat he hasasmall amount of RUQ pain. Will continueto monitor.
Ginger Bayliss, RN
1100 Patient isbecoming more agitated and triesto pull off themonitor. Wantsto gotothe
bathroom. Assisted to thecommode. V oided 100 cc amber colored urine. UA obtained
and sent tolab. Patient assisted to geri-chair and now appearscamer.
AMargie Gutler, RN
1310 Transported viageri-chair to X-ray Dept. for ultrasound. Patient iscooperativeand denies
abd. pain. Margic Cutler, RN
1415 Returnsfrom X-ray Dept. Remainsup inthegeri-chair.
AMeargic Cutler, RN’
1600 Assessment done. Unableto detect thrills, heavesor rubsat thistime. Hasoccasiona harsh
nonproductive cough. Patient remainsdisorientated but cooperative.
Ginger Bayliss, RN
1815 Assisted to commode and then back to bed. Gait unsteady but doeswell with assistance.
Remainscooperative. Maggie Disk, RN
1900 Rhythm changed to atrid fibrillation. Deniesdiscomfort.
Maggie Diok, RN
1910 MD oncal notified of atria fibrillation. Order Lanoxin 0.5mgdowly V. Continuesto have
fine moist crackles. Maggie Disk, RN
2300 Assisted to commode. Patient had formed stool and voided 150 cc. urine. Patient calm and
cooperative. Occasiona dry cough. Deniesdiscomfort. Appearsto be sleeping off and on.
Maggie Disk, RN
2-14-xXX
413 Sleepsoff and on. Assistedto commode. Voided 175 cc urine. Deniesdiscomfort.

Ginger Bayliss, RN

Nursing Progress Notes
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Sundance M edical Center Perry, Oliver H.

Dae/ , PaintedValley, USA Dr. Daniel Olson
Time Nursing Progress Notes Room 235
# 780561
2/14/xx
630 Rested well during night. Condition unchanged. Ginger Bayliss, RN

1030 Upingeri-chair most of theam. Discharged per wheelchair to St. Ann’ sNursing Care staff.

Transfer form and personal belongingssent. No complaintsor questions.

Leslie Scorch, BN

Nursing Progress Notes




SundanceHealthCare Systems

Painted Valley, USA Perry,  Oliver H.
Dr.Danid Olson

Room 235
# 780561

Admitted: 2-13-xx

CHIEF COMPLAINT: Left sided chest pain, shortnessof breath

HISTORY OF PRESENT ILLNESS: This80-year-old whitemalewho hasbeenresiding at St. Ann’sCare
Center. | wascalled thismorning at 6:00. The nurse stated that the patient was coding and short of breath. He
was complaining of |eft-sided chest pain and was cyanotic. Thenurse said that she could not get apulse
oximetry. Thepatient wastransferred tothe ED viaambulance. | wascalled again at 6:55a.m. The patient
was breathing normally, was not cyanotic and appeared to bedoing well. He acknowledged some abdominal
and chest pain. At thistime he hasno radiation, sweating, or shortness of breath. He deniesdysuria, pyuriaor
hematuria. He statesthat hisbowelsmoveevery day and did so yesterday.

PAST MEDICAL HISTORY: Alzheimer’sdementia, COPD, history of smoking.
MEDICATIONS: Remeron7.5mgqhs.

ALLERGIES: None.

FAMILY HISTORY: Not obtainable.

REVIEW OF SYSTEMS: Cardiovascular, pulmonary, and HEENT: SeeHPI. Theremaining systemswhich
could bereviewed were negative. Some systemswere unattainable dueto the patient’ scondition.

PHYSICAL EXAMINATION:

VITAL SIGNS: Temperature 98.2, pulse 101, respirations 19, blood pressure 120/75.
GENERAL: Thepatientisalert and no acute distress. He hasno accessory musclerespiration. Heisnot
presently cynatic.

HEENT: Ears. TMsareclear. Eyes. PERRLA. Throat: No erythema.

NECK: Supplewithno carotid bruits.

HEART: Regular rateand rhythm. Small amount of friction rub.

ABDOMEN: Soft and nontender, not distended. No abdominal bruitsor pul satile masses.
GENITOURINARY: Deferred.

RECTAL: Deferred.

EXTREMITIES: No peripheral edema. Good periphera pulses.

NEUROMUSCULAR: Abletomoved| extremities.

Dr.

Signature

Form9427 (8/00) mr HISTORY & PHY SICAL
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SundanceHealthCare Systems

Painted Valley, USA Perry, Oliver H.

Dr.Danid Olson
Room 235
# 780561

DIAGNOSTIC STUDIES: Chest x-ray showschronic changesintheleft lungwhich could merely beaview
from adifferent exposure. Will review theradiology report. Flat and upright abdominal viewsshow noair fluid
levels. EKG reports shows nonspecific T-wave changesin theanterior leads. Regular rateand rhythm.
Troponinisdightly elevated at 1.1. Amylaseis53. WBCis20,000withanMCV of 82.4, MCHC of 26.7,
lymphs11, segs 77 Sodiumis141l, potassum4.6, chloride 104, glucose 152, BUN 27, creatinine 1.6, ALP
low at 49. Therest of theLFTsarenormal. CPK is109.

ASSESSMENT:

1. Chest pain, abdominal pain. Ruleout myocardid infarction. Elevated WBC of unknown etiology,
possiblepneumonia.

2. Alzheimer’sdementia

3. Chronic obstructive pulmonary disease

PLAN: Admittoruleout MI. Ultrasound to rule out an aneurysm. Seeprotocol ordersfor chest pain.

o Daniel T Olion

Signature

Form9427 (8/00) mr HISTORY & PHY SICAL



Sundance HealthCare Systems

Painted Valley, USA

Patient's Name
Perry, Oliver H.

Street Address
3733 Vadley View Road

Hospital Number

# 780561

Birth Date Age City Phone Number
11/02/xx 80 Duxford 605 327-1077
Sex Marital Status State Zip County Room
M Widowed SD. 57100 Antelope ICU #2
Soc. Sec. # Religion Race
215-32-7522 Catholic W
Patient's Occupation Ethnicity
BusDriver (Retired) Non-Hispanic
Notify In Name Relationship Responsible for Account
Emergency PatriciaOlsen Daughter Af
Address Phone No.
2720 MountainView, DevilsLake 701 801-7734
Date Admitted Time AM Date Discharged Time AV
2/13/xx 0600 PM 2/14/xx 1045 PM
Date of Last Admission Name & Address of Any Institution From Which Discharged in Last 60 Days
4/23/xx N/A
Admitting Physician Consultant

Dr. William B. Ackerman

Attending Physician
Dr.Daniel T. Olson

Admitting Diagnosis (Within 24 Hours)

1.  Chestpain, abdomina pain. Ruleout myocardia infarction. Elevated WBC of unknown

etiology, possible pneumonia
2.  Alzhemer'sdementia

3. Chronicobgtructive pulmonary disease

Principal Diagnosis

1.  Leftanteriorchest painwithcyanosisandtachypneaepisodes

Secondary Diagnoses

2. Probablerightlingular pneumonia
3.  Alzhemer'sDisease

4.  Chronicobgtructive pulmonary disease

Complications
5. Atridfibrillation

Operative Procedures (Date & Title)

Discharged Alive \/ Died

Thisisasimulated health record created and intended for educational purposes only. All scenarios, names, demographic information, medical events, and data

Autopsy Yes No

Daniel T Oloon

ICD-9-CM CODES

Physician Signature

ADMISSION SUMMARY SHEET

portrayed herein are fictitious. No identification with or similarity to actual persons, living or dead, or to actual events or entities isintended or should be
inferred. Any similarity to actual persons or eventsis purely coincidental.

© 2003. American Health Information Management Association

Simulated record. ©2003. American Health Information Management Association. All rights reserved.



CONDITIONS OF ADMISSION

1. CONSENT TO HOSPITAL CARE
| am presenting myself for admission to Sundance HealthCare Systems. | voluntarily consent to the rendering of
medical care which is determined to be necessary or beneficial in the professional judgement of my physician. This
includes routine diagnostic procedures and medical treatment by authorized agents and employees of the Hospital,
and by its medical staff, or their designees.

| acknowledge that no guarantees have been made to me as to the effect of such examination or treatment on my
condition.

2. AUTHORIZATIONTO RELEASE INFORMATION
| authorize Sundance HealthCare Systemsr to release such information from my medical record as may be neces-
sary for the completion of the hospital’s or my physician’s claims for reimbursement to my insurance company or
agency. |lUNDERSTAND THAT DISCLOSURE MAY INCLUDE DIAGNOSES AND OPERATIONS OR PROCE-
DURES PERFORMED AND THAT, AT THE REQUEST OF MY INSURANCE COMPANY OR AGENCY, MY COM-
PLETE MEDICAL RECORD MAY BE SUBJECT TO REVIEW. IN ADDITION, |l UNDERSTAND THAT COPIES OF
MY RECORD MAY BE OBTAINED BY MY INSURANCE COMPANY OR AGENCY.

3. ASSIGNMENT OF BENEFITS
In consideration of the services received or to be received for this admission to Sundance HealthCare Systems, |
assign all insurance benefits due me. | further warrant that the hospital shall be entitled to the full amount of its
charges. Any credit balance resulting for any reason will be applied to other existing accounts. This also assigns
benefits to Anesthesia Consultants, PC.

| hereby agree to pay any and all hospital charges that exceed or that are not covered by my hospitalization insur-
ance coverage. This assignment shall be irrevocable.

4. VALUABLESDISCLAIMER
I understand that Sundance HealthCare Systems maintains a safe for the safekeeping of money and valuables. |,
also, understand that | assume full responsibility for any and all of my valuables, money, clothing, dentures, and other
personal items while a patient in the hospital unless deposited with the Hospital for safekeeping.

Valuables Deposited with the Hospital YES NO

5. REQUESTFORFACILITY ACCOMMODATIONS
| agree to pay to the Hospital any difference between the semi-private rate provided by my hospitalization insurance
and the Hospital charges for a private accommodation. | understand that private accommodations are more expen-
sive than the room rate payable by my hospitalization insurance and that it is my responsibility to pay the difference.

I request a Private Room YES \/ NO

This document has been fully explained to me, and | certify that | understand its contents and agree to it freely.

DATE TIME PM Patient or authorized person

Witness Relationship

Guarantor/Insured Certificate Holder
Signature is not that of the patient because: ( ) patient is a minor

() other reason (specify):




Sundance HealthCare Systems

Painted Valley, USA

Patient's Name

Street Address

Hospital Number

Birth Date Age City Phone Number
Sex Marital Status State Zip County Room
Soc. Sec. # Religion Race
Patient's Occupation Ethnicity
Notify In Name Relationship Responsible for Account
Emergency
Address Phone No.
Date Admitted Time AV Date Discharged Time AV
PM PM

Date of Last Admission

Name & Address of Any Institution From Which Discharged in Last 60 Days

Admitting Physician

Consultant

Attending Physician

Admitting Diagnosis (Within 24 Hours)

Principal Diagnosis

Secondary Diagnoses

Complications

Operative Procedures (Date & Title)

Discharged Alive Died

Thisisasimulated health record created and intended for educational purposes only. All scenarios, names, demographic information, medical events, and data

Autopsy Yes No

ICD-9-CM CODES

ADMISSION SUMMARY SHEET

Physician Signature

portrayed herein are fictitious. No identification with or similarity to actual persons, living or dead, or to actual events or entities isintended or should be
inferred. Any similarity to actual persons or eventsis purely coincidental.
© 2003. American Health Information Management Association




SundanceHealthCare Systems
Painted Valley, USA

PERRY, OliverH.. # 780561

Age 80 CCu

Dr.Olson 2-13-xx am.

MECHANISM: Tachycardia

RATE: 102

AXIS Right,dight

PW: P-Rinterval is0.16 seconds.

COMPLEXES: QRSinterval is0.098 seconds.

QT/QTC 363/441

COMMENT: Abnormal recorddemonstratingnonspecific ST and T-waveabnoramlities,

probably digitaiseffect.

DJwW/bg
Sundance
D&T: 2-13-xx
Donatd o Wegner
Cardiologist Signature
Form4101 (10/01)) mr ELECTROCARDIOGRAM
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SundanceHealthCare Systems

Painted Valley, USA Perry, Oliver H.
Dr.Danidl Olson

Room 235
# 780561

DischargeSummary:

Admitted: 2-13-xx
Discharged: 2-14-xx

FINAL DIAGNOSES:

L eft anterior chest pain with cyanosisand tachypnea episodes
Probableright lingular pneumonia

Alzheimer’sDiseese

Chronic obstructive pulmonary disease

Atrid fibrillation

agkrowbdE

This80-year-old white malewas admitted fromtheAlzheimer’sunit at St. Ann’sCare Center. Hehasa
history of COPD and presented with increased shortness of breath, tachypnea, and |eft sided chest pain.
Cyanosiswasnoted by the St. Ann’ sstaff. Hewasbrought to the ED for eval uation and was diagnosed with
possible pneumonitis. Hewasadmitted to I ntensive Careto ruleout cardiac disease.

MEDICATIONS: Remeron7.5mghs
ALLERGIES: None.

PHY SICAL EXAMINATION: Initia vital signs: T 98.1, P102 and regular, R 20 and BP 120/69.
Unmarkable HEENT exam. No cyanosisnoted. Neck supple. No carotid bruitsidentified. Nothyroid
enlargement. Chest exam unremarkable except for arub intheleft anterior chest areainferiorly. Cardiovascu-
lar examrevealed anormal S1 and S2 with rub present. No heavesor thrills. Regular rhythm was noted.
Abdominal examination was unremarkablewithout organomegaly or masses. Normal bowel sounds. Extremi-
tieswerenegative. No peripheral edema. Excellent peripheral pulses. No ulcerationsor areas of skin break-
down were noted.

LABS: Initial CBC: hemoglobin 14.5, hematocrit 44.1, MCV mildly decreased at 82.4. WBC: 20,100 with
76 segs 10 bands, 10 lymphs, and 3 monos. Sodium was 141, potassium 4.6, creatinine 1.6, BUN 28 and
glucose 153. Alkaline phosphatasewasdightly decreased at 50 but otherwiseliver functionswerenormal.
Troponinwasminimally elevated at 1.2 but CK wasnormal at 108. Unremarkable UA.

EK G showed sinustachycardiawith nonspecific ST-T segment changes. Chest x-ray revea ed aprominent
epicardid fat pad ontheright with apossibleinfiltrateintheleft lingular region. Areasof fibrosis, degenerative
disc disease and osteoarthritis changesin the spinewere noted. Flat plate and upright x-raysof the abdomen
revealed someintra-arterial calcification but nofreeair or organomegaly. Anabdomina ultrasound wasdone
to evaluate therub and el evated white count. The patient had some possible splenic enlargement but no other
noted abnormalities. Patient isstatus post cholecystectomy.

Form9055 (3/98) him DISCHARGE SUMMARY
Simulated record. ©2003. American Health Information Management Association. All rights reserved.



SundanceHealthCare Systems

Painted Valley, USA Perry, _OIiver H.
Dr.Danidl Olson

Room 235
# 780561

HOSPITAL COURSE: Initidly the patient was admitted to the Intensive Care Unit to eval uate the x-ray
findingsand therub. Hewas started on Levaquin 500 mg initially and then 250 mg daily. The patient was
hydrated with 1V fluidsand remained afebrile. Seria cardiac enzymesand EK Gsweredone. Onetheevening
of admission the patient spontaneoudy went into atria fibrillation. Digoxin 0.5 mgwasadministered followed by
0.25 mg six hourslater and 0.125 mg daily thereafter. Hethen converted to sinusrhythm and hasremainedin
that rhythm. The patient wasgiven 40 mg. Lasix because of increased crackles. Cardiac enzymeswere
negative. Follow-up panel 7 was unremarkable except the CK roseto 291. Therub, chest pain and shortness
of breath resolved. Oxygen saturationsremained normal onroom air and the patient wasup ad lib. Patient
remainsmildly confused. EK Gsremained unchanged except for some ST segment changes presumed sec-
ondary to hisDigoxin. Patient will be discharged and followed asan outpatient.

DISCHARGE MEDICATIONS: Levaguin 250 mg po qday for sevendays. Remeron 7.5 mg hs, Lanoxin
0.125 mg g day and enteric coated aspirin 325 mg po g day.

DISCHARGEDIET: Astolerated.

DISCHARGE DISPOSITION: ReturnedtotheAlzheimer’'sUnitat St. Ann’s Care Center. Follow-upwitha
chest x-ray inthreeweeks. St. Ann’ sstaff will contact theclinicif problemsor difficultiesarise.

Daniel T Ollson

Form9055 (3/98) him DISCHARGE SUMMARY



Perry, Oliver H.

Sundan;e I_-I(tazgtT/Cﬁre SE/JsStzms Dr. William B. Ackerman
anted vValey, Room 235
# 780561

SUBJECTIVE: This80 year old white male arrived viaambulance from St. Ann’s Care Center with
aachief complaint initially thought to have been acardiac arrest. Initially the chest pain was without
radiation and the patient appeared cyanotic. He had one emesisin transit. The patient presentswith a
chief complaint of mid abdominal pain with vomiting. He states that he has had this pain for some
time and has no other complains. The patient does have a history of Alzheimer’sdementiaandis
unable to give a complete and accurate history.

OBJECTIVE: Vita signsare stable P 102-110, R 20, BP 160/75, afebrile. Skiniswarm and dry to
touch. Patient isawake and alert. Responds appropriately for hismental status. No jugular venous
distention. Neck issoft and supple. Lungs are clear without rales, rhonchi or wheezes. Heart shows
an increased rate, regular rhythm, normal S1, and S2. No S3. Bowel sounds are depressed. Abdo-
men is soft and somewhat distended. No palpable masses. No hepatosplenomegaly or costovertebral
tenderness. No peripheral edemaor calf tenderness.

EK G shows a sinus tach and some non-specific ST-T changesin the lateral leads.
ASSESSMENT: Abdominal pain.

PLAN: Obtain x-rays, chest, flat and upright of the abdomen. Will obtain ametabolic profile, CBC,
UA, CK, troponin and amylase.

William B. Ackerman

Dr. :
Signature
Form 9645 S@8/99) him OUTPATIENT/ER EXAMINATIONS
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Sundance M edical Center

Date/
Time

Painted Valley, USA
Orders

Perry, Oliver H.
Room 235
Progress Notes

Physician’ sStanding Orders

Coronary Care

Nursing Care:

Admitto CCU.

Oxygen 2 LPM per nasal prongs. O2 sat on admission

and after starting O2.

Cardiac monitor stat. Document rhythm strip and lead

used q 8 hand prn.

Vital signsqg 15 min. until stable andtheng 2 hfor 24

hours. Q4 hif stable.

Weigh uponadmissonanddaily.

| ntake and output for 3 days or aswarranted.

Low cholesteral, low NA diet.

Medications

Sdinelock.

If PVC'snot controlled, multifocal, > 6 per min.Ron T

or coupled. If patient isnot on Lidocaine, may give 75 mg

bolus over 2 min., then three (3) 50 mg. Bolus over

1 min. every 5min. Start Lidocainedrip at 2 mg/min.

Nitroglyceringr. 1/150 subling. Q 5min. X 3 prn chest
pan.

Bradycardiawith pulse less than 40: Atropine 0.5 mg(1V).

Tigan suppository 200 mg g8 h prnfor nausea.

Ativan 1 (one) mg. (0) prn for sedation or anxiety.

Tests

Comprehensivemetabolic pane

CBC

UA

Stat EKG, 12lead and prn

Troponin onadmission

Stat portable chest x-ray

N o o s v N e

Respiratory therapy assessment if indicated.

2-13-X

X Danied T Olson

Form#

Physician Ordersand ProgressNotes




SundanceM edical Center Perry, Oliver H.
Date/ Painted Valley, USA Room 235
Time Orders Progress Notes
2/13: | 1. Ruleout MI protocol

2/13/xx: Patient had right-sided pain, atrial

0700

2. Abdominad ultrasound

fib. Heart rate 120-130's. Increased SOB

3. Remeron7.5mgpoqhs.

withrales. Started |V Digand Lasix. Heart

Danel T Olon

rate dowed, ral esbetter. Adeguate output.

0769

IV fluid D5 -1/2 NSat 125 cc/hr.

Non-productive cough. No complaintsof

chest pain. Rub not heard thisa.m. No

Danel T Olhon

complaints of abd pain. CPK 291. Tropo-

02/13| Levoquin 500 mg today, then Levoquin 250 mg. q d.

nin0.6. Will await CK, 1SO. Lasix and

Low Nadiet..

Dig. Check Pand 7. Continue L anoxin.

0915

T.0O. Dr. Olson/P. Sheehan, RN

Danel T Olon

Daniel T Olon

02/13| Lanoxin0.5mg IV now, 0.25mg IV in 6h and then

1/13/xx  Socia Servicereport. Will return

1030 | repeat 0.25mg IV in6h. to St. Ann's Care Center upon discharge.
T.O. Dr. Olson/P. Sheehan, RN
Pat Donovan
02/13| Pand 7 thisam.
1111 Daniel T Olson
02/14 DIC IV

Dischargeback to St. Ann's Care Center.

02/14 Pt doingwell. Remainsin NSR.

Novomiting. VitalsOK. Chest clear. No

Danie! T Cllion

JVD. CV: Sl and S2. Abd neg. No ext

edema. Will DC transfer back to St.

Ann's.. Enzymesareneg. F/U inclinicswith

repeat CXR in two weeks.

Danie! T Cllion

Form #

Physician Ordersand ProgressNotes
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Sundance HealthCare Systems
Painted Valley, USA

EMERGENCY ROOM / OUTPATIENT RECORD

Account Number:

Patient's Name: Last Name First Name Middle Initial Home Phone Admission Date am. Med.Rec. Number
Perry, Oliver H. 327-1077 2/13/xx 06:00 pb-m. 780561
Address: State Zip Age Sex | Date of Birth Civil Status Religion
Duxford S.D. 57100 80 11/01/xx s M w D se | Cat olic
Employer: None - patient isretired Occupation: Soc. Sec. # 215-32-7522
Address: Phone No: 720-3232 Notify Press Yes No
Responsible Party: Ojyer H. Perry Occupation:  Retired Family Doctor: Dy, Olson
Address: Duxford. SD Phone No: 720-3200 Notified Yes No
Brought In By: Self

Name of Insurance Company Me”tcare Policy No. A215-32-7522 Police Fire
Address of Insurance Co. SiouxFalls, SD Relative XX Other
Notified: Relative PatriciaOlsen  Relationiship: Daughter By Whom  Susan Keyes Race:

Police Yes Coroner No Time a.m./p.m. Ethnicity:

BRIEF HISTORY: (If accident, state where, when & how injured; if illness describe)

Elderly whitemal eadmittedto ED per ambulancestretcher. Complainsof midabdominal pain. Had small emesisontheway.

Staff at St. Ann’ sfeltthepatient wasincardiacarrest. Patient denieschest pain. Patient hashistory of Alzheimer’ sdisease

and doesn’t givegood hx. ED physicianinto seepatient. EKG done. Blood drawn and senttolab. Patient tox-ray at 0725

andreturned at 0805. Admit.

Condition on Admission:

PHYSICIAN'S REPORT: History & Physical Findings:

Good Fair XX Patient comes in from St. Ann's Care Center after nursing staff noted shortness
Poor Shock fb hwith . q lai f ch .
Coma Hemorrhage of breath wit Cyanosis an compalntso C estpaln..
Vital Signs:

Temp. 98.1
Pulse 102 Diaanosis: . . .
Resp 0 9 : Chest pain with shortness of breath. and left-sided chest pain.
B.P. 120/ 69
Normal Other System Inventory: Treatment (including medications):

E( O Mental/Emotional

Status:

o O Skin Disposition of Case: Admit for possible MI.

. O Respiratory

O M Cardiovascular Referred to Dr. Date:

M O Musculoskeletal: Instructions to Patient:

O ®  Gastrointestinal

. O Genitourinary

O . Neurological

® O  EenT William B. Ackerman
Form # Patient's Signature Date Time Attending Physician

Simulated Tecord. ©2003. American Health Information Management Association. All rights reserved.



Patient Name: Perry, Oliver H.

Sundance HealthCare Systems Physician: Daniel T.Olson
Painted Valley, USA Room No. Room 235
Activities of Daily Living:
ADL History: Date: 02 / 13 / XX Time: _06:00
O Diet Problems:;
O Specia Diet:
Appetite: O  Poor &  Far O Good
O Sleeping Aids:

O Elimination Problems;

O Bowel Pattern:

ADL Needs Assessment: Date: / / Time:
O Ambulation: Asssance

O Eating: Assigtance

O Bathing: Assgance

O Eliminating: Commode

O Turning:

O Other:

SYSTEM REVIEW/PROBLEM IDENTIFICATION INVENTORY: Check only if problem exists.

Level of Consciousness: Communication: Mouth:
M Disoriented/Not alert; O Speech Impediment O Oral Problem
O Confused O Aphasic ® Dental Prosthesis
O Noisy O Other Caps, Bridges
O Semi-Coma Eyes: Urinary/Reproductive:
O Comatose
: O Visua Problem O Urinary Problems
Respiratory: & Prosthesis (contacts, Glasses) O Urinary Devices
O Nasa Problem Ears O Dlscharge
& Respiratory Problem —— : O Breast Problems
Gastrointestinal: E{Hear.lng Problem _ O Menstrual Problems
O Gl Problems Auditory Prosthesis
o . Musculoskeletal:
O Elimination Problem Cardiovascular:
O Ostomy O Cardiac Problem O Musculo§<e|eta| Problems
, . O Amputation
Psycho-Social: O Cardiac Devices
O Circul Probl O Ambulatory Prostheses
O Emotional Problems Irculatory Problem

Prostheses and Valuables:

General Appearance: Elderly white maleexperiencing someshortnessof breath and | eft-sided

chest pain.

Completed By/Title D. Brown, RN

Formxxxxb (10/02) nsy Nursing Admission Assessment
Simulated record. ©2003. American Health Information Management Association. All rights reserved.



