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{_] Must take prescription medication for
] ay return to work with the following restrictions:

[] No lifting greater than ___ Ibs. for
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) Machinery/Driving restriction while on medication that can cause drowsiness.

{1 No continuous [ standing L] sitting for
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All patients are referred to their personal physicians or a doctor on the staff of this hospital. Release from restriction must
be obtained from that doctor and not the Emergency Department.

I {or responsible person) have/has received and understand(s) the instructions to follow as noted above.
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Ceontegra Northern Hlincls Medical Center
4201 Moedical Center Driva
McHenry, Il 60050
{815) 3445000

Pattent: PAUL DULBERG, Med. Rec. #: BO0DG108384, Visit #:
' BA117900323, Date: 06/28/2011 Time: 17:02

Home Care Insfructions

IVEPORTANT: We examined and traated you today on an emergency basis
oy, This was not a substitute for, or an effort 1o provida, complete medical
caxre. Inmost cases, you musllet your doclor chack you again, Tell your doctor
absoeulany new or lasting problems. We cannot racognize and treat all Injurles
or linesses in one Emergency Depariment visit, if you had special tests, such
as EKG's or X-rays, we wilreviewthem again within 24 hours. We will callyou
i Lhere are any new siggestions. You wers treated today by: Ford, Apiwat .,

ATter your visii to our Emergency Ceparlmant, you may recsive asurveyinthe

I 2. We wanl o be sure we have given you very good care ang we ask that
you pleage fill put the survey and retum il in the mail,

A fler you feave, please follow the Instructions bélow,

T #is Information |5 About Your Follow Up Care

 allas soon as possible to rake an appointment o sea your doctor in 1 Odays

forsuture removal. You can reach your doctor by calling thelr ciinfz phone
nember,

P lease return to tha Emergency Department in 10 days for suture removal if
yoouwould prefer to have the sulures remaved In the ER. We do recommend
thrat you follow-up with your Primary Care Physician but you can returnio the
E R for emoval of your slitches if you choose.,

T his Information I3 About Your Blness and Diggnosis

WRFOUND CARE (with stilches)

¥ ourwound was closed with stitches. These are small threads that keep the
skin closed to help itheal. You have 3 internal and 11 external stiiches, Thase
s hould be removed in 10 days.

At home, piease follow these Instructions:
+  Wash your hands before touching the dressing or wound,
*  Keep the wound clean and dry,

= Afler2days, wash the wound gently with warm walar and soap. Patitdsy,
*  Putalight dressing on it if it rubs or there is drainage.

C all your doctor if:

= you have redness, pain, of swelling in the area of your stitches.
*  your wound draing pus.

*  your slitches come oul before your wound is healad.

*  You have any new of bolhersome symptoms.

T his is Information About Your New Medicatlons - Start taking as
P rescribed,

H YDROCODONE and ACETAMINOPHEN {Vicodin, Vicodin ES, Lortab,
L <rlab elixir, Zamicel, Norco, Zydone, Anexsia, Anclor, Bancap HC)

Take this medivine by mouth with food in the following dose: ona
10mg/325mg tablel evary 4 to & hours if needed for pain, Do not teks mora
than as directed per day (24 hours).

This is a mixture of medicines (hydrocodone and acetaminophen) used to
relieve moderate to severe pain. This medicine may be used for other
reasons, as prescribad by your doctor.

Side effects may include:

* sleapiness or dizziness

¢ upsel stomach, nausea or vomlting

* conslipation

Other side effacts may occur, but are not as common. Altergy would show
up ag; rashor ltching, faclal or threat swelling, wheezing or shoriness of
breath. This modicine can te habit forming if used for a tong period of tme.

Foliow these Instructions:

* Never take more of this medicine than prescribad. Too much
acetaminophen in your body can cause liver damage.

+ Read the labsls of non-prescription medicines before taking them, Many
contaln acetaminophen. To aveld an overdose, do not take any other
medicines that contain acetaminophen,

+ Talkto yourdoctor or pharmacist before taking medicines for sleap, colds
or allergios. Severs drowsiness may oceur,

* Do not share this medicine wilh others as this medigina is a
controlled-substance, Sharing this medicine with cihars is againsl the
law,

* To avoid constipation while taking this madicine:

»  Drink plenty of liquids. Try to drink 8 to 10 eight-ouncs glasses of
water or juice sach day,

* Include extra fibar in your diet,

« Exercise daily,

*  Walch for signs of dependence:

« feeling thal you "cannot live without this medicine”.

*  you need more of this medicing than hefore lo get the same
relief,

Do not drink aleohol, drive or operata machinery until you know how fhis
medicine affecls you.

+ Store this medicine away from heat, molsture or direct light,

* Ifyou areaking this on a regular schedule and you miss a dose, take il ss
soon as possible. If it Is aimost time for your next dose, skip the missed
dose and return io your regular schedule. Do nol double the doses.

+ Taltk with your doctor betore taking any other medicines (including
vitamins and harbals} as you may require addittonal monitoring.

Gall your doctor 1f you have:
+ any sign of dependence or allergy.
+ " increased paln nol helpad by the pain medicine.
+ slow, weak breathing.
+  seizures.
*  slow or irreqular heart beat,
* a yellow-color to your skin or eyes, or dark urine.
v slomach pain.
unusual or extrerne liredness.
any new of savere symptoms.

CEFADROXIL (Duricef)

Take this medicine until gone in the following dose; 500 mg by mouth 2 times
a day for § days.
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Cantegra Northern Ulinbls Medical Center
4201 Medical Contor Drive
McHenry, Il 60050

Cefadroxi is an antibiolic used to treal infeclions caused by bactaria,
An tibiotics kill bacteria of prevent them from growing Inside your body. This
medicine may be used for other reasons, as prescribed by your doctor,
Sicle effocts may include;

v+ diarrhea

*  upsel sfomach, nausea or vomiting

*  headache

Otherside effecis may ocour, but are notas common. An upseistomach s not
8 sign of allergy. Alergy would show up as rash or ftching, faclal or throat
swwalling, wheezing or shortness of braath,

Follow these Instructions:

*  Space your medicine doses evenly throughout the day. This medicine
works best if there is 2 constant amount in your blood.

*  Take this medicine with food to avold an upset stomach.

*  Swallow the capsule and tabilet form of thls medicine whole with a full

8-ounce glass of water.

For diabetics, this medicine can cause false lest results when testing your

urine fos sugar. Talk with your doctor if you have queslions.

Store the lablet or capsuie form of this medicine away from heat, moisture
or direct light.

Store the tiquid form of this medicine in lhe refrigerator. Shake the liquig
wedl befors pach usa.

*  Wyou miss a dose, take il as scon as possible. If it is almost time for your
next dose, skip the missed dose. Da nol deubls the doses,

Talk with your doctor bafore taking any other medicings {including
vitamIns and herbals) as you may rayuire additiona monitoring.

Call your doctor if you have:
*  any sign of altergy.
*  noimprovament afler you've iaken all the medicing.
* & setzure.
*  any sign of a new infection (faver, general aches, chills, or unusual
tirodness or weakness).
*  onhgoing nausea, vomiling or stomach pain.
*  while patches in your mouth.
> women: iiching in or change In discharge from your vagina.
*  Inflammalion (pain and swelling) in your inlastine during treatment or upto
weoks afler you've finishad 1his medicine:
+ ongoing diarrhea
* stomach pain or cramping
* blood or mucus in your bowal movements
. any new or bothersome symploms.
SMOKING CESSATION

Smoking s the nalion's leading prevenlable cavse of death. Jt
siggnificantly incroases the risk of coronary hearl disease, stroke and cancer,
' fact, more than half of all smoking related deaths in America each year ara
fromhoart disease, slroke, or other cardiovascular diseases. The good news
is, thatone year after quitling, the risk of hear disease s qut in half, After five
to fifleen smoke-free yoars, the risk is that of a person who never smoked!

If you or someona you ove is imerested In quitting, considar joining our
“Froedom From Smoking “classes for adulls. Cenlegra Health System and
the McHenry County Department of Health have parinerad together o bring
you an effective program that witl halp you quit smoking. Call
B7 7-CENTEGRA, (877-236-8347) for more information regarding this
program. To speak with a counselorimmediately, caflthe linois Tobaceo fine
at 1-866-QUIT-YES.

PortiBat Mﬁgﬁe&\éﬂﬁﬁ AhtARe CorporatimW

PRUSGLENAGE) PAUL R

DATE

(815) 344-5000

PAIN MANAGEMENT AFTER DISCHARGE:

A person may feel less pain just by being in famitiar surroundings. Hero are

some frequantly asked queslions about your pain management:

* Whalcanldotohelpmy pain management? A person's level of relaxation
and theirenvironment can affectiheir paln. ifyou are tired, over stimulatad
{loo many visitors) are anxious about your diagnosis, or a past experience
with a hospitalization, your pain perception may be impacted and your
tolerance decreased. Ask questions, and Inform us abouwt any preblems
orconcerns that you may have, re: pain. Partner with yaur health team for
your best paln managemant,

*  Whal if the medicallon is not working? Tell your health-care provider;
physiclan, home heallh nurse, elc. You may need a differant dose or type
of medicaton.

* WhatififeetI'm not getting enough pain control? Talk o your physician or
home health nurse about it, Together you may be ableto develop apianto
prevent or ease your pain. Dapanding on the cause of your pain, your
haalth-care provider may suggest exarcise, use of heatfcold, massage,
repositioning, immobilizalion of the affacted part, or distraction such as
music or resl.

* Thers are other methods of pain management, Let your heallh-care
provider assist you in finding the best ona for you,

Welght management s ono step to help maintaln a healthy Iestyle, For
coertain medical problems, such as congestive heanl fallure, weight
should be monitored daily. :

YOU ARE THE MOST IMPORTANT FACTOR IN YOUR RECOVERY.
Follow the abova instructions carefully. Take your medicines as prescribed.
Mosl important, see a doctor again as discussed.

i you have problems thal we have not discussad, or yput problem shanges of
gets woise, Call of visit your doctor right away, If you canpot reach your
goctor, retun to the Emerqency Deparlment immediately,

Centegra Hoalth Syslom is very concemed abaut your safety and well belng.
As part of our efforts to atways provide very good cara, any madications you
recaived during this visit were reconciled with medication you are currenily
taking. This reconciliation was based on tha information you or your
representative provided regarding your current medications and allergies.

"I have reculvad thia Information and my questions have bean

answerod. thave diseyssed any cifallonges | see with this plan with the
- ”“W j /L-ﬂ
Q /
" pAUL DULBERG c?&’onsible Person
PAUL DULBERG or Rasponsible Patstin has received this information and
tells me that ali qujt%w/wq/;?
74w W Staff Ei;nzﬁ}e
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Centegra Northern lllinois Medical Center
4201 Medical Center Drive
McHenry, IL 60050
(815) 344-5000

PAUL DULBERG was discharged on 06/28/2011 at 17:06 from the hospital. The following Is a
summary of the discharge instructions given to PAUL before discharge:

This Information Is About Your Follow Up Care
Call as soon as possible to make an appointment to see your doctor in 10 days for suture removal. You
can reach your doctor by calling their clinic phone number.

Please return to the Emergency Department in 10 days for suture removal if you would prefer to have
the sutures removed in the ER. We do recommend that you follow-up with your Primary Care Physician
but you can return to the ER for removal of your stitches if you choose..

This Information Is About Your Illness and Diagnosis
WOUND CARE (with stitches)

This is Information About Your New Medications - Start taking as prescribed.
HYDROCODONE and ACETAMINOPHEN (Vicodin, Vicodin ES, Lortab, Lortab elixir, Zamicet, Norco,
Zydone, Anexsia, Anolor, Bancap HC)

one 10mg/325mg tablet every 4 to 6 hours if needed for pain. Do not fake more than as directed per day
(24 hours).

CEFADROXIL (Duricef)
500 mg by mouth 2 times a day for 5 days.

1. How are you and/or your family doing today?
2. 1s your painfor symptoms better today?
3. Did you understand your discharge instructions?

4. Are you following up with a Doctor?

Portlons Copyrlijc%{hIt%in 1:1 ]\39’8};{;{2:01 c;1 J%_&(;tZCARE Corporation Page 1 of 2
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Centegra Northern lllinois Medical Center
4201 Medical Center Drive
McHenry, IL 60050

(815) 344-5000
5. Comments:

Signature of nurse making phone call;
Date: Time;

FORM GOES TO MEDICAL RECORDS
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@i RELEASE FROM LIABILITY FOR VALUABLES

initiais

! winderstand my belongings are my responsibility and | have been advised to send any items of value home. | release

CHS from any liability for the loss, damage to, or theft of any of-my belongings. Safes or lockers are avallable at the
hosp¥tal facilities and may be used to store valuables.

PATN ENT PRE-CERTIFICATION RESPONSIBILITY

| Linderstand | am responsible for the notification to my insurance company to obtain authorization before servica is

rendered. | further understand that if | do not pre-certify | may Incur a reduction or loss of paid benefits to the hospital for
which | will be liable. |

ASSIGNMENT OF BENEFITS/ AGREEMENT FOR PAYMENT

{ Fereby authorize payment to be made directly to CHS and to the independent professional(s) for all insurance benefits
otherwise payable lo me. | understand 1 am financially responsible to CHS and independent professionals for all charges
incurred. Patient "out-of-pocket” amounts will be requested prior to or upon discharge. In the event of default or non-
payrnent, CHS shall be entitled to the right of recovery of all cofiection expenses, including court costs and rgasonabie
altorney's fees for the purpose of securing payment. It is further agreed that any credit balance may be applied on any
otherr account owed CHS by the guarantoriresponsible party, or any open account for his/her dependent family.

PATENT INFORMATION OFFERED
Patient Righls/Responsibilities

e Patient Righls/Responsibilities .. .. ... . If No, Explain;
= Advance Directive Information...... .. if No, Explaln:
= Notice of Privacy Practices. . ... ... Cae If No, Explain:
»  Ratient Billing Information . .........., if No, Explain:

PATIENT CERTIFICATION

By signing this General Consent and Acknowledgement Form, | ackrowledge | have read an_d understand the information
contalned in this form and accept its terms. 1also acknowledge | have received a copy of this form for my records.

INPATIENTS ONLY: .

TRI CARE (Military} Insurance PATIENTS Yes, | have received TRICARE "Imporfant Message ™
(ot A Lrelle Meiee ___b/aw
Patient/ Authorizlkd Person Relationship Date

L/L"/Lm

Witness

1, | have interoreted/transtated the above form to the patient. The
pa tienl has informed me hefshe fully understands and agrees to the terms set out in this consent form.

In teypreter/Translator (Please Print Name) Language interprotation/Translation Provider (Company name or

Relationship to Patient)

PRINTED BY: SJS50422
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G ENERAL CONSENT AND ACKNOWILEDGMENT

Account Number/Effectlve Date:

CONSENT FOR MEDICAL TREATMENT

! have come to Centegra Health System (CHS) for medical treatment and consent to the customary examinations, tests,
and procedures performed on patients in my condition. 1 understand and consent that independent professionals (such as
my atlending physiclan, on-call physicians, emergency medicine physiclans, radiologists, anesthesiologists, pathologists,
surgeons, obstetricians, consultants, nurse practitioners, physician assistants, certified registered nurse anesthetists and
other specialists) may participate in my care as deemed necessary.

I agree to follow the Patient Rights & Responsibilities of CHS and to participate with-independent professionals and CHS
personnel in my care and treatment.

I understand the practice of Medlcine is not an exact science and, therefore, no guarantees have been made regarding
the likelihood of success or outcomes of any dlagnosis, treatment, test, surgery or examination performed at CHS.

I understand this General Consent and Acknowledgement will remain in effect for this episode of care and will be provided
to those areas of CHS where | receive care.

! understand the language in this Consent guldes and controls ali other forms and consents | may sign during my
tr %ent with Centegra Health System and any inconsistencies shall be interpreted consistent with terms of this document.
‘ﬁ____ PATIENT ACKNOWLEDGMENT OF INDEPENDENT PHYSICIANS

nitials

I acknowledge the independent professional(s) who provide services o me at GHS are not employees or agents of CHS,
but are independent medical practitioners who have been permitted to use its facllities for the care and treatment of thelr
patients. They include but are not limited to, my attending physician, on-call physiclans, emergency medicine physicians,
radiclogists, anesthesiologists, pathologists, surgeons, obstetricians, consultants, nurse practitioners, physician assistants,
cerlified registered nurse anesihetists and other specialists, My decision to seek care is not based upon any representation
or advertisement of the independent professionals and | understand they are not employees or agents of CHS. CHS bills do
not include physician, surgeoh, or other independent professional services and | understand | will recelve a separate bl
direcily from the independent professional, | have read and understand the above terms and confirm | am the patient or am
a rized {0 sign on the patient's behaif.

PATIENT ACKNOWLEDGMENT QF INDEPENDENT SERVICES

Initials

During the course of my hospital stay, my physician may determine 1 require care at another medical facility, or | may
request care at an alternate facility, 1 acknowledge that ali transportation services provided in connection with my transfer to

another facility are provided by an independent third party anc | will recelve a separate bill directly from the service provider
for which 1 may be responsible.

USE AND DISCLOSURE OF HEALTH INFORMATION

Unless | request otherwise, CHS will provide my room location ¢r telephone number to visitors and callers.

I understand CHS will use and disclose my health information for the purposes of treatment, payment, and health care
operations, as permitted by law as described in the CHS Notice of Privacy Praclices. Certain information can be used
without obtaining my consent, 1 fully understand that the use or disclosure of my health Information may include history,
diagnosis and Jor diagnostic freatment of mental health/ developmental disabilities conditions, alcohol or drug abuse and
Acguired Immune Deficiency Syndrome (AIDS! HIV).

| understand that if | refuse to allow disclosure of my health information to process my insurance claim, | may be
financially responsible for all costs incurted by me for treaiment. | agree to release and hold harmless CHS, its agents, and
ezgloyees from any liability that may arise from the use or disclosure of my health information.

PICTURES/IMAGES

Initials
i understend photographs, videolapes or other images may be laken lo document my care, These images may pe kept by

CHS and/or by the independent professional involved In my care. | understand | have the right to view or obtain copies of

these materials which are in possession of CHS upon written request. It is my responsibility to confirm if such photographs,

videolapes or other images have bean taken. ! understand Images Identifying me will only be released as allowable under law
or with my written autharization. PRINTED BY: S5JS0429%

_ DATE 12/08/2011
ADI0000-00 0107 01108 10108 04109 GENERAL CONSENT AND ACKNOWLEDGMENT H“MIH mwu l""l“"
SCNTG Page 1of 2
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GE NERAL CONSENT AND ACKNOWLEDGMENT o

Account Number/Effective Date:

£28/2011 B  00DOLD93BL

it

CONSEENT FOR MEDICAL TREATMENT

I have come ta Centegra Health System (CHS) for medical freatment and cons
and procedures performed on patients in my condition. | understand and consen

ent to the customary examinations, tesis,
hat independent professionals (such as

t
my attending physician, on-call physicians, emergency medicine physicians, radicﬁoglsts, anesthesiologists, pathologists,

surgeo s, obstetricians, consuftants, nurse practitioners, physician assistants, ce
other s pecialists) may participate in my care as deemed necessary.
Vagrree to follow the Patient Rights & Responsibliities of CHS and to participate
persory nel in my care and treatment.
I unu derstand he practice of Medicine Is not an exact science and, therefore, n
the likezlihood of success or outcomes of
- lurnvderstand lhis General Consent an

d Acknowledgement will remain in effect
to thos € areas o

S where | receive care.

I PATIENT ACKNOWLEDGMENT OF INDEPENDENT PHYSIGIANS
nitials

i acknowledge the independent professional(s) who provide services to me at
but are= independent medical practitioners who have been permitted to use its f

palients. They include but are not limited to, my afttending physician, on-call pt
radiolo gists, anesthesiologists, pathologists, surgeons, obstetricians, consuliants

certifie« registered nurse anesthelists and other specialists. My decision to seek
or advertisement of the independent professionals and | understand they are not

hot include pl ian, surgeon, or other Independent professional services and
direcﬂ}._( 1

© sltn on the patient's behalf,

] PATIENT ACKNOWLEDGMENT OF INDEPENDENT SERVICES
hitials

During the course of my hospital stay, my physician may determine | require ca

reques t care at an alternate facility, | acknowledge that alf transportation services

anothexr facility are provided by an independent third party and 1 will receive a sepd

for which | may be responsible.
USE ARD DISCLOSURE OF HEALTH INFORMATION

Unless | request otherwise, CHS will provide my room location or telephone nur

independent professional. | have read and understand the abow

ified registered nurse anesthetists and

with independent professionals and CHS

0 guarantees have been made regarding
any diagnosis, treatment, test, surgery orJexamination performed al CHS.
or this eplsode of care and will be provided

e langttage in this Consent guides and controls alf other forms and consents | may sign during my
ith Centegra Health System and any inconsistencies shall be interprete

d consistent with terms of this document,

CHS are not employees or agents of CHS,
acilities for the care and treatment of their
ysiclans, emergency medicine physicians,
. nurse practitioners, physiclan assistants,
care is not based upon any representation
employees or agents of CHS. CHS bills do
| understand | will receive a separate bil!
e terms and confirm | am the patient or am

re at another medical facility, or | may
provided in connection with my transfer to
rate bill directly from the service provider

nber to visitors and callers.

lun derstand CHS will use and disclose my health Information for the purposes bf treatment, payment, and health care
operati-ons, as permitted by law as described in the CHS Natice of Privacy Practicé.s. Certain information can be used
withou & obtaining my consent, | fully understand that the use or disclosure of my héalth information may include history,

diagno sis and /or diagnostic treatment of mental healthf develo
Acquired Immune Deficiency Syndrome (AIDS/ HIV).

) | understa
financi

pmental disabiiities

PICTURES/AIMAGES

Initials -
I ursderstand photographs, videotapes or other images may be taken to docume
CHS & nd/or by the Independent professional involved in my care. 1 understand | have the right to view or obtain coplos of
these rmaterials which are In possession of CHS upon written request. 1t is my resdonsibility to confirm if such photographs,
videotzapes or other images have been taken. | understand images identifying me \wit only be released as allowable under law

or with my written authorization,

PRINTED BY: SJS0422
D0 (1A DATE 12/08/2011
oo, QT (08 088 0409 GENERAL CONSENT AND AGKNOWLEDGME
Page 1 of 2

if { refuse to allow disclosure of my health Information to proce
onsible for alt costs incurred by me for treatmant. | agree to release
™ from any liability that may arise from the use or disclosure of my health

conditions, alcohol or drug abuse and

ss My insurance c¢lafim, | may be
and hold harmless CHS, its agents, and
information,

nt my care. These images may be kept by

NT

IR ER
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872011 & 0000109361
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06 /g 03/19/1970
4
it RELEASE FROM LIABILITY FOR VALUABLES
I'anderstand my belongings are my responsibiiity and | have heen advised to [send any items of value home, | release

CHS from any liability for the loss, damage 1o, or theft of any of my belongings. Bafes or lockers are available at the
hospit al facilities and may be used to store valuables.

PATIEENT PRE-CERTIFICATION RESPONSIBILITY

| urxderstand | am responsible for the notification to my insurance company td obtain authorization before service is

rendered. | further understand that if | do not pre-certify | may incur a reduction or loss of paid benefits to the hospital for
which | will be liable,

ASSHGNMENT OF BENEFITS/ AGREEMENT FOR PAYMENT

I heteby authorize payment to be made directly to CHS and to the independent professional(s} for all insurance benefits
othervadse payable to me. | understand | am financially responsible to CHS and ifjdependent professionals for all charges
incurred. Patient "out-of-pocket" amounts will be requested prior to or upon discharge. In the event of default or non- .
paym ent, CHS shall be entitied to the right of recovery of all collection expenses, [ncluding court costs and reasonable

~altorney’s fees for he purpose of securing payment. 1t is further agreed that any credit balance may be applied on any
other mccount owed CHS by the guarantor/responsible party, or any open accounf for hisfher dependent family.

PATIEENT INFORMATION OFFERED

= Patient Rights/Responsibiliies ... ... .. If No, Explain:
» Audvance Directive Information . .. ... .. If No, Explain; _,
» Motice of Privacy Practices, .. ... ..... If Na, Explain: |

. = .Fhtient Biifing Information . .......... If Ne, Explain:

PATIENT CERTIFICATION

By sicgning this General Consent and Acknowledgement Form, | acknowledge | have read and understand the information
contai ned in this form and accept its terms. | also acknowledge | have received & copy of this form for my records,

INPATT ENTS ONLY:
TRICARE {Military) Insurance PATIENTS Yes, | have received TRICARE "lmportant Message”

Patient/ orized Person / Relationship Date
I
s Wiitness v \) ! 0

I, , have interpretedftransiated the above form to the palient. The
patieet has informed me he/she fully understands and agrees to the terms set out in this consent form.

Inter preter/Translator (Please Print Name) Language Interpretation/Translation Provider (Company name or
Relationship to Patient)

PRINTED BY: S5J350422

GEXERAL CONSERND ABR AZKNOGWLEDGMENT
Page 2 of 2
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Northern T11%nois Medical Center NIMC Radiology
Patient Name: DULBERG, PAUL R
Account Number: 81117900323

Northern I11inois Medical Center

06/28/2011 10135  RIGHT FORFARM 2139703 )
HISTORY: Chain saw versus forearm, forearm laceration.
IMPRESSION: Right forearm films demonstrate no fracture or

radiopaque foreign body. There is deep soft tissue
Taceration along the ventral surface of the mid
forearm. ‘

FINDINGS: This exam consists of two views of the right forearm
which demonstrate deep laceration on the ventral
aspect of the mid forearm as best visualized on the
lateral view. No fracture or radiopaque foreign body
1s tidentified.

ce: Apiwat wW. Ford, D.O.
bonald R Kennard, M.D.
Frank sek, M.D.

Electronically Authenticated
Donald R Kennard, M.D. 06/28/2011 18:18
815-759-4683

D 06/28/2011

T 06/28/2011 5:19 p / LBA
Northern I11inois Medical Center NIMC Radiology

PRINTED BY: 8J50422
DATE 12/08/2011

-*gUL R 0000109381 1117900323
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Centegra Hospital-McHenry

"'C ¢ Healthe B1117900323
*-CentegraHealthSystem DULBERG, PAUL R
9 oY , M 41Y 03/19/1970
Centegra Hospital - McHenry 886208 1%8132131

EMERGENCY ADMISSION ASSESSMENT

TIME mmcm:A i) . { BROUGHT BY: MODE OF ARRIVAL | TREATMENT PTA .Patient Band appliad
TIME TO TR FNT AREA: 0 8ell [ Ralative e 0 lce [ Efovale [ Hand OF Communication
E0 BEQY 0 Folice riend 0 Straichar ooz Band applied
EXPRESS BED O Cther O Carriad o O Socurlty watch
£SO 1O z@\q as Ambulance: O Walked O Med:
timary Physician: =, N és Time of Injury;
HeighlSY ™ "Weight_\ \aS ¥ GCSI S RISN 2 BPMP."S R Ln Ll '\J"'&F'O:a_‘.:l DhReom air 1 O; Pain Levo|:‘_z\u -y

Chief complaintreason for visit: _ N Y-y e 5 CL\P\CY\-\V\-.'SU\.W LTy [ o e VP
e W NN b TP SV clo 3:--&9_\”\3 \_\_cj\.\_&~\z\mé~t\

Triage RN NN BT

Cu i ¥ -
RRENT MEDS I}.Qe_rllss gL:ERGlEs ‘E\NKA '“‘rwv\\m REACTION
adications.
ications A% ‘3
} Food:
i
Other; [ Latex O Dye
} Meds reviewed by; Residance:1 Private™tt Family DO Alone L) Nursing hormo [ Group homo
| Language barrier J Yes interpreler Namoe/ATT Number: 0O Other;
De you foel safo at homa? “® Yes DO No (s therg anyone in your life that threatens, Intimidates or harms you in any way? O Yes Kkl;lo
Crisis/Socil Woikor T Nofified: O Hera: 0O DNR  Resources called: ime:
1 Yes Yes Yes Yes Yes
© {3 Autoimmune 3 Demential Alzheimer's O Headaches! migraines 0 Pressure Ulcer O Infeclious diseases
5 0 Asthma [ Endocrina U Head inj past 3 months  [J Recon! exposure 0O MRSA
= [J Back pioblems O Gl problems D Hypenension £} Reproductive problems O vRE
[w] 0 Blood disorders 1-GU Problems 00 MusculoSkeletal problems {1 Respiratery problems [J Chickon Pox
; = 13 Canger 1 Glaycoma O Nauro problems {1 Soizures 1 Measles )
! ° J Cardiovascular O HEENT problems 7} PsychoSociat problems {1 SKin problems O Shingles
H » [J CHF O Heart murmur " D Vislon problams {1 Strap Throat
x LMP:__ Ul Normzl D Abnormal {1 Cther;
g a Pregnasm O No O Unsure Grava___Para__ Ab __ FHT .
K Expandedisurgical history: L onmaa.  Shauges
E A
u
o J implanted medicpl device: D Pacemaker O IV access O Eys [ Kpee [OHip O AICD O Other:
I
i LB 1 None Ever had a positive T8 test? O Yes o I Self-history of TB [ Family history of TB [ Cough D Fever
] istory 0 Bloody sputum [} Weight loss [ Night sweats O Leoss of appetite  ©F Fatigue 0 Recanl international travei
i 0 Denies signs & symptoms
1
f Vaccine 0O Flu  Tetanus [ NIATELUp to date [ 5 years O Unsure Pediatric immunization 0 Up to date D Mo 1 Unsure
EDN 10000-00 07/08 10/08 0309 1208 03410 |
“3EDRN" ... FMERGENCY ADMISSION ASSESSMENT |
PRINTED BY: SFg04s1a
DATFE. 12/08/72011




Centegra Hospital-McHanry

A

© 1956 - 2006 T-System, Ine. Circle or check affirmuatives, hacksiash (\) nepatives, B1117900323
e E“ULBE1R$ PAUL R
. 031‘ 19/1870
++CentegratealthSystem 06/28/201]
EMERGENCY PHYSICIAN RECORD 0000109381 oA/
Upper Extremity Injary () (%W
DATE_&/Z, TiME_/4.57 Donamhat  FOREARM/  £/%00 dlagram
ROOM: __ EMS Artival ELBOW __tenderness softtissue fbony _
EMS vraatments ordered —~ —rml inspection __swelling / ecchymosis
HISTORIAN: atient  spouse  paramedics____ __non-tendar __limited ROM., _
__HX/ _EXAM UMTFED BY: < himl ROM* ... deformig_>
HPI ARM /! __see diagram
SHOULDER __tenderness  soft-tizsue / bony,
chief complaint:  Injury to; /right./ left _enfilinspection  __swelling / ecchymasis
hand wrist @ elbow  arm n-tender __limited ROM o
shouider Collar-bone area At ROM* __deformiy.
duration  occuryad: where:
Just prior 1o arrival homae school
today neighbor's park
yesterday. work street
daysmgo | . . m—
severity of pain: E worse / persistent since :
mild moderata severa  t  paln intermittent / lasting '
context: fall blow Incisqd crushed  burn

assoclated symptoms:  tngling / numbness distally_______
ROS

suspectad F8 (skin tac)_______ 1 trouble breathing / chest pain :
! powerarms /legs | loss of bladder function_______
:
t
L)

Fidadache f neck pain recent fever f iliness

double vision / hearing loss other injucles
nausea / vomiting

{SOCIAL HX amoker. =t drug use /abuse. —— |

recent ETOH _ =~ lives alone

I 1
] 1
1 e '
} Twves at home__ ) lives In nursinghome
« FAMILY HX _fogany H

PASTHX ZThegatve  R/LHANDED  prior injury
diabetes Type | Type 2 diet /oral / insutin

! HTN heart disease blaw
none see nurses note
Alk:rgm— EEE NUr5es oty

ursing Assessment Reviewed £ Vitls Reviewed ] Tetanus immun, UTD

P HYS'CAL EXAM TeTonderness PiT=Polnt Tewdernese 5=Swelling E=Ecchymasis  B-Burp €=Cunteslon
3 ra wAhasion  M=Mus LLL ] Pyl Wi
GENERAL APPEARANCE i-::giar (PTA/in ED ) /backboard.. e iy e tpan ":’Eml;" sund
__no acute distress __rnild severe distress__ Exnple. Tiv= Tenderness on palpation {severe)
lert _.anxious
EXTREMITIES NEURO / VASC f TENDON
HAND __see diagram .. weTensation intact  _ sensory f motor deficit_
¢_nmil inspection __tenderness soft-tissue fbony_ cmotor intact
< non-tender __swelling / eechymosis <o vascular
__deformity promise ._pallor / cool skin f abnml cap rofil
T _5ee diagram ¢“tendon function  _ pulse deficit radiol  wlhar,
“nmi inspection __tenderness soft-tissue / bony normal __deficit in tendon function
7[19n-tender _._tenderness in anatomical snuff box
i ROM* __wrist pain an axial thumb load
_swelling [ ecchymosis
__limited ROM
___deformity
*3EDTSN* / Rev. 08 / Q7 PRINTED Umr’ﬁxfﬁa%ﬁﬂﬁl&% e NIMC

DRTE L2/ 0tmwte AT A



Centegra Hospital-McHenry

SKIN __diapharetic / cool / cyanotic

__warm, dry
' D /ENT _:_tent—ierness T oA
= _nml inspection _Swelling / ecchymaosks
:vﬁmr}mx nml

1 BACK ___tenderness

+~_nml spection __swelllng / ecchymosis

hon-tender

RESPIRATORY

_.enderness

_swelling / ecchymosis / abrasions
__crepltus { subcutaneous emphysema
__decreased breath sounds

embreath snds nml

]
1
]
1
]
1
L]
V Thast non-tender
1
[]
%
L]
1
’
]
’

_wheazes frales /rhonchl___
cVvs __tachycardia fbradycardia__
+hieart sounds nmt
V8L ABDOMEN)  _ tonderness / guarding
-~ hon-tender

..o organomegaly

P ]

__nml bowvel snds*

--------------

----------------------------

b finear
. superficial
v contused tis
clean

stellate
through-and-through

distal NVT:  neuro & vascular status Intact

wmapEs R m A un .-

no tendan in
anesthesia:  local  LET / tetracaine / adrenaline / cocaine /('5 k.
tmarcaine 0.25%0.5% lidoc 1% 1% epi/bicarb digital/ metzcarpy! block
-

---------------

{ZPaa@wwvﬁw%é

L

B1117900323
DULBERG PAUL R

ngmner
0ﬁ/28:’201ﬁJ /1870
0000103381

XRA YS L liocerp, by me [ IReviewed byme [ IDiscad w/ ndlologuc

h yl. hand wn{_f:gam?—olbow humerus  shoulder
“ngrmal/ NAD - BID

rdciure
o nirnl alignment
—_noforeign body

__dislocation
__soft-thasun swelling
. positive anterior fat-pad sign
__positive postarior fat-pad sign
__forelgn body.
lracture non-displaced  displaced

tramverse  oblique  comminuted  angulated
impacted  torus

Other  sludy:

[ISee separate repart

PROGRESS

Time utichanged impraoved re-examined

__initial fracture care provided: follow-up on
__Rx given,
__referred to f discussed with Dr,

)
1]
!
)
1
L]
[}
L]
L)
:
L
r
! will see patient in! ED / hospitel £ office in days
SHERatE 7edation required; ste attached 23d template ' Fali Alleped Assquit
prep: Y Yot d Yo —— pecisa
Betadine / scrub 1 | Contusion L shoulder (Jorearm wrist
shed wisal A ' | Hematoma arm  elbow  hand
' minimal / mod. / *extensive mod. [+ *extensive '| Sprain / Strain
! wound explored undermined . ! | Dislocation
+ foreign material removed minimal / mod. / "extensive 4 @.—
1 N L] " . L]
! partially w""”“i"ly . waund margins revised 1 | Fracture R/ A radius  distal / shaft / proximal
: minimal / mo_d. / *axtensive multiple flaps aligned H ulna  distal / shoft / proximed / ulnor styleid
1 noforelgn body identified | humerus  distol / shaft / proximal / supracondyior
. ' e .
! repair: Wou dosed o wound odhe /sterf—smps : Collas fracture  stabilized / restorative
' SKIN- 0 staples ! L
E Int pxcu‘ mng nylon I mau.re:r(hp/v) ! DISPOSITION- [} :mn:fcrred/ﬂZhorne [Jadmitted [ Jexpired
' *SUBCUT-# vich/l { chrom c X Time LIAMA _
: interrupted runnmg ess{h/v) ! CONDITION. L good 7] fair (7] poor [ c"'““’,ﬁ improved
' OTHER- D materla‘ \ {7 stable ] unchanged_
: interrupted ,fumning  dmple  matress{ k/v) '
1 tmay indicats intermediate repair iy indicate complex repair |

splint Vekro  OCl,/ Ortho-loss / Ploster

applied by ED Physician / Orthopedist / Tech
exztined post splint application  NY intoct
deforrnity reduced

alignment good
no compartment syndrome
sling______

nursemaid’s elbow reduced with supination

foreign body removed  with forceps  with incisien
¢losed reduction  finger trups  troction

Undesting sdfcares orgon sysrem o
* equnalent or minimum required for organ yud %NTED BY:

SJH0

Uppar Extremity Injury - 06 Pago 20t 2 DATE :

Aliminumfoorn_
Volar  Thumb spica Ulhar Whist Sugor-Tong  Cock-up  Coffes

91)/@8/0011! i 1

RESIDENT / PA { NP SIGNATURE

ATTENDING NOTE:

__Resident f PA / NP's history reviewed, patient interviewed and examined,
Briefly, perdnent HP is;
My personal exam of patlent reveals:
Assessment and plan reviewed with resident / midleval, Lnb and ancillary
studies show;

[ eanfirm the diagnoals of;
_Care plan reviewed. Padent will nead:
Please see resident / midlevel note for details,

ezx

RTI#

Physlcian Signature tumat core over ai

Physician Slgnatura AT #

i )Template Complete [] Additions) T-Sheer

- BEsumed care 3

METYEY

E;m!nn Wit taebmaaniomagnn b




Centegra Hospital-McHsanry

g CentegraMealthSystern
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B1117800323

DULBERG, PAUL R
M 41y 03/19/1970

06/28/2011
0000109381
Mark i i !
ADMISSION ASSESSMENT T Ao
19 Z Ampl._natiun
Do you curreritly have paln?\tS\Yoso\ (1-10) O No If yos, Is # O Chronic [0 New Onset 2 érdgmn
Type of pain; CJ Burning 0 Duli Pressure O Cramping O Heavy [J Sharp O Achy 5 Bfri "
O Other:___ 6. Bruise
Pain Scale used: [1 Wong Baket D FLACC Tl Numeric 7. Duformity
8, Fracre
ALCOHOL INTAKE: Bl Never O Oceasionally {7 DAILY 5. Csw
Type Amount: Last Drink:, 0. Hemaloma
S"‘REl‘m Mever [ Oceasionally [J DAILY :; 'L)aa;eratuon
Type: Arnount; Las| Used: o
e [ 13. Stab wound
TODAGCO History: [ Naver O Occasuonally‘B.QAiLY 14. Foreign body
Type: _\———'E' gount Date Cuuit: 16, Pressure uker
\\ 16. Leg ukcer
Naurciogical 0 NA Cargliac/Circulatory: O NA fung Sounds ONA R Gl/abdominal; I NA O Demies
(?C [J Yes [3 No gﬁinkzﬁ Waref O Dry O Goot Clest oft O Distended 0 Firm
anscious O Unconggiaus Hot (1 Flushed 0 Dlaphoretic Rales u] Nontendor {1 Tender
ﬁlurt }B’Oriemed K%} Ol Dusky O Ashen (O Jaundice Wheezing aa owal sounds: O Present O Absent
O Crying O Lethargic TYMAE [ Pale {1 Clammy 0 Cyanotic Rhonchi oo O Hypoactive O Hyperaciive
[ Sluried spreoch RADIAL PULSES R L Diminishod m Lasl BM:
O hritable Present A1 Absent oo [ Diarrhea x Denlos
O Combalive Absant O Vomiting x _____ Pf Denies
Pupits ONAPERL R L PEDAL Present: £33  EENT: ONA g Denios O Nausea D Vas 42 o
Reactive oo Abtsent 0O 0O VISUAL ACUITY [ NA Last oral Inlaka:__L_
Stuggish oo Cap Refill &28ec (J»2 Sec L. R: Comments:__ .
Fixed oo Ankle edarfia [1 Yas,d O Corraction T No Corroction
Nomcactivo aon Monitor: Ear Drainage: [1Yes I No Genito-Urinary: T NA”T) Denios
Pupit size . Dascribe; URINARY O NA
AR OAa DV OP OU Respitatory WNA Epistaxis: L} NA R L [I Frequency O Paln
GC8 [ Distress 01 None D Mild Centrolled o o £} Homaturia [J incontinent
[ Moderate O Savera Uncantrolled oo O Uneblo to void O CUD
FALL RISK ASSESSMENT 0 Stridor 7 Nasal Flaring THROAT; VAGINAUPENILE TJ NA
0 Medically unsafa to be O Ratractions 0 Diff. swallowing 0 Discharge [J Bleoding
independently mobile O Productive cough: [0 Diff. speaking Charactor:
0 Unaware or forgetful O Unptoductive cough O Drocling Amount;
of physical limHations
3 Recent history of falls
ij_EDSII.w\E ANSWER INDICATES ENHANGED FALL RISK O No risks notod
7 ) ot T
KA AL LA i (L AIDTHoS  FrA

WM‘B ey ThE mzm ﬂf—;

217DV %
B> Lie BeF

— o

t it 1 s i '
m'}' I ._,....,_-,Wmmm b

-—..-—JM ﬁ'A

"'Kf., ,mmm %

, > Mum""ﬂ g X

/’-‘ -..d ALY T} 7Y e

lmmmm;.;w; f r—‘\)

IMW”M

/’r‘\ L VAR

> 4

(\\/
(

N <

Associate Signature/initials:

Assoclate Signature/initials:

v

PRINFE%R%ENCY ADMISSI N ASSESSMENT

DATE

LZ}!\;@
12/08/2011
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81117800323
DULBERG, PAUL R

M 41Y 03/19/1970
06/28/2011

0000109381
EMERGENCY ADMISSION ASSESSMENT
Time Blood piossurg Pulse Resp Temp §p02 o2 GCS E'VIM | Moniter intake Quitput

[

L {1\

[ o\
[

——. I \ -
o
I\

{ Orthoslatic  Lying: Silting: Standing: . _

Treatments/Procedures:

0 Oy Therapy: 0 Intubatoed O Respiratory treatment; Neb Tx: J Cont Pulse Ox
O Ghest tubo: O Time Oul; 1 Eye irrigation: 0 Ear irrigation:
O NG tube # @ Charactar;: 0O Gastric lavage:

O Lumnbar punclure:
O Pelvic exam:
Blood Glucose value: Time: By

O Time Out:

Straight Cath/CUD @

I S00 neuro assessmont sheel
U Bladder scan Amouny:

Notmal Values Ago BO or more (80-99 myp/dh, 13-50 yr, (75-89), 1 mo.
Normal Value: Age newbomn to 1d (40-60 mgidl) 1d-1 Mo. {350-99) Criti

[ Continuous Cardiac Monitoring

-13 yr. (60-89) Critical Value less than 40 or more than 400

cal Value less than 40 or more than 200

Wound Care 0O Dressing: 0 Ortho Care: O Crutches
Irngation: Né O Antibiotic £ lce Time: O Cast O Patient's own crutchos
0 Souk: O Adaplic Q Etevate Time: 01 sting 01 Crutch walking insliirat damo
iseplic Wash 0 4%4 0 Splint: O Tubi Grip L3 Velero Splim;
Other: 1 Kling 8 Knee immobilizer: 3 Postarior mold:
& Tube gauze [ Shouldar immobilizer O Location:
O Steristiip O Ace Wrap 1 Width:
Isolation Type: D) Burn dressing 3 5MV's after immobilization 0O Length:

RISPOSITION: %Home 1 Jail O Nursing heme/ECC

0 Other tactity: O Expired [0 AMA
Mode: O WWIC malk 0 Carry 0) Ambuiance:

{1 Othe:: e

LEFT WATH: O Solf O Family NaWFriend [ Polica

)ai)iswarge Instructions gjven-expresses un anding
C@D‘lscharge Pain Level: ch RTS:
\Bﬂxschmge by: ju‘[ e

& +7

Bisgharge Vita] Signs;

O Inpatient O Observation L Surpical
O Mode: Time:
OERheldhom___ _to__
O Tounilroom # ___
0 No old chart O Old chart in ED 3 Chart to flogr
DO Discharge Pain Level: {0-10)

GCS: RTS:

Accompanioed by:

Skin Integrity Intact O Yes [3 No (sea documentation)

150)

Q@sﬁ

PRINTED BY:

EMERGENCY AD
P

fitials: RN: Initials;
" |nitiats;

MISSION ASSESSMENT
oY)

DATE 1270872011
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M 41Y 03/18/1870

06/28/2011
0000109381
ADMISSION ASSESSMENT
MD/DO MD/IDO MDIDO Medical imaging MDIDO
Qrder' Order %ﬁgr ?ﬁer
Lab MO Lab MO0 Lab MD/DO MDBIOO
lnitizls Initial Initial Inival
0 ABG DOPTT 0 wound cullure O3 T Spine
0 Amylase ORSY [} C1 LS Spina
] Blood Cullure L Saligylate B Ultrasound-
L1 BMP C Spulum culture 0 CT Scan-Brain
0 BNP Q1 Strap 0 CT Scan-C Spire
0 CBC widify O Trichimonas D CT Scan-Chest
0 CMPL O Troponin O POC QOther/Miscellaneous 0O CT Scan-Chest PE ]
0 D. Dimer O Tylenol 00, 01 GT Scan-Abd/Pelvis
0 Digoxin Level 0 Type & screen 0 EKG Time Acquired O MRI
O ETOH O Type & cross Time Read L1 FAST Scan
0 GC/Chlamydia - of units 0 EKG Time Acquired [JED Preg Ld US
D Hepalic Panel QuA Time Read £ ED Preg follow up US
0 HCG Quaiitative O UAMRefex cuiture Medical Imaging O ED Pelvis Lid US
1| O HCG Quantitative L1 Uring Culture 1 Chest PA/Lat O ED Abd Aorta US
O influerza Screen O Urine Drug Screen 3 Chest Porl (1 €0 Doppler pelvis
O Lipase I Urine HCG J C-Spine 0 ED Venous Duplx Ext
0 Pos O Neg D POC '
0O MRSA O Urine Dip O POC [ X-Table L1 ED Trauma trans echg
O PT 0 Wet prep O Pelvis 0 ED Trauma abd Iid ]
' e T e
MUO/DO R
Order CRB Stant Stop IV Solution & Amount Warm Additives Site | Cath Size Rate Amt Initials
Time & Time Time YN Infused
lnitinlg
ucy. 11 - / e I -
PtHeightt /007"  Ftweight /775 Allergies: _ /A /7 TYV4—
= . V=T .
MOPD,
Orler | ORB | Time Stop | Pain Medication/Order | Dosage | Route | Site | Initials | Time Effects Pain | Initials
T“T’.e & Given_ | Time ,’Sﬁ Scale
17 P! LD . AP B P AN A N Y
A LA 1 | VUK Vil LG O AR I & VT,
V77 &RV 2 N7iC/ AT g
7 3 ), vﬂi 5
1
1
i |
0 Td0.5mL T Tdap 0.5mL 0 TT05mL

Tirme: Site: RN: Lot#
O Nursing Assessment and Medication Reconciliation Reviewed

O Vitals Reviewed

Exp Mir

0O VIS Given

Tech: Initials: _ Tech: P Initials:
RN: Initials: VW Physician__ 2P ey initials;
RN: Initiais; DNVYZ Physician; . Initials’
Rev 04/04/11

PRINTED BY: SJS0422
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