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DLISCHARGE SUMMARY

NAVE: I
ADMISSION DATE: 03/31/98
DISCHARGE DATE: 05/01/98

ADMISSION DIAGNOSIS:
Cardiac arrest with anoxic encephalopathy.

PRINCIPAL DIAGNOSIS:
Cardiac arrest with anoxic encephalopathy.

OTHER DIAGNOSES:
1. Asthma, inability to intake nutrition.

PAST HISTORY:
Probable ventricular fibrillatiom.

g

PROCEDURES : e

1. Percutaneous and gastroatomy. =

2. Venous catheterization. =

3. Insertion of nasogastric tube. !

4. Continuoug mechanical ventilation. ~
CONSULTANTS : » R
1. Dr. . j
2. Dr. )

3. Dx.

4. Dr.

PERTINENT INFORMATION REGARDING EVALUATION OF PATIENT:

Due to the best of this physician’s knowledge, [ vas admitted after a
cardiac event at a health club. It was felt, at that time, that he was not
having asthmatic difficulties. It was noted later that he was imbibing of some
type of nutritional support for his health mainrenance. It seems that [ was
rather gung ho about keeping himself in condition and used supplements to do so.
Witneases, at that time, did not reveal any remarkable signs orx symptoms
consistent with sevexe asthma. The patient was not abuaing hig medicine and
taking it on a recurrent basis. Nevertheless, he was found comatose by a
friend. Artificial respiration was attempted. EMS was called and he was coded.
At that time, there was some speculation he was in ventricular fibrillation. He
was brought back but a period of time had elapsed at that time and he
demonstrated obvious signs of anoxic encephalopathy. He is not spontaneocusly

pc. Name: [N BD:

Adm. Date: 03/31/98 Dism. Date: 05/01/38 PL. Type:
Bill #: I DISCHARGE SUMMARY

- CONFIDENTAL

e pRAFT COPY

run: 06/12/98-12:32 by [ NG page 1 of 3
‘ 000002

. . 06-12-88 2: PM. . 5
ST B R PP e S SIS DA 3 1 .- .,;_5;3'8’*, e 52 0 F .

<k




DISCHARGE SUMMARY

breathing. He was placed cn a respirator. This physician was called. He was
admitted to Medical Intensive Care Unit. wwas consulted regarding
management of hig respiratory care. Dr. was consulted regarding
neurological care. There is a long history of various things that were done to
stabilize ] and to improve his condition. I will not go through all the
details at this time, because they are exLensive and are written in the orders.
At any rate, his condition did stabilize and did not necessitate any operative
procedures except for monitoring at one time. It was difficult to obtain enough
tood through the NG tube. It did not appear that he was able to eat or show the
cognitive function to cat, poor swallowing mechanism, or refused to swallow.

For this reason, Dr. was consulted and a PEG line was placed.
The patient was then started to be fed through the PEG line.

His neurological condition did improve. He seemed to be more focused when one
entered the room. Nevertheless, he did not follow commands very readily. He
was not able to express himgelf. His mother seemed to think he was aware of his
surroundings and pessibly did respond to stimuli verbally but that wag
quegtionable. His comatose status did improve to the point where he was awake
and semi alert. His vegetative state had definitely improved. He was placedon
Dilantin therapy for control ot any seizure activity. Both physical therapy and
occupational therapy were ordered. They began rehabilitation as coon ac it was
felt that there instruction would be of help. Speech therapy was also
congulted. -was felt to have been kept comfortable during this time.

or. | -2 consulted after the syncopal associated episode and
comatoge condition, in which it felt the ventricular fibrillation was the most
1likely cause. She wanted to rule out IHSS and proper tegsts were done. The
patient was in atrial flutter and tachycarxrdia. Digitalization was performed
initially and his condition did improve and he did convert to regular normal
ginug rhythm. Obvious various diagnostic tests were done including
echocardiogram which was negative. CT scan of the brain, which again did not
show any brain tumor or bleed. Electroencephalograms were also accomplished
later on. Dr. did put in a ciminco subarachnoid screw for monitoring early
on in the patient’s history.

The patient was gradually shifted to the for care. He
seemed to do well on the unit. Social sexrvice talked to the parenta as well as
this physician concerning possible rehabilitation therapy in an appropriate
facility. The patient was then transferred after he had stabilized and no IV or
other supportive medicines were needed to be used, nor was there gignificant
monitoring necessary at the time of transfer. He was transferred in a much
improved condition for rehabilitation continued care. He i8 going to be
maintained on the medicines that he had been on in the hospital. I do not have
the report of those right now and I do not see the transfer orders, but I am
sure those are available. I cannot tell you at this time. He is transferred in
much improved condition and followed by the xehabilitation physicians at
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DISCHARGE SUMMARY
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(Facility Name Date Time 2am.)
_____ I @-4-|-9¢ la\\&  Opm
Welcome to our Hospital.’ Please complete as much of this form as you can. The answers you provide will help
us to pian your care. We will be happy to assist you as needed. Thank You.
Patient's Name (First, Middle, Last) Name you prefer to be called  |What is your primary language?
I Engliaw
Family Physician's Name(s) Surgeon's Name ~
Why are you coming to the Hospital now?
Cacdiac Prcesx
Have you ever been in this or any cther |If yes, provide facility name and date of most recent visit.
Columbia facility? B'Yes O No *
Do you have any concerns regarding your hospitaliz v
Emergency Contact Relationship of Contact |Home Phone # Work Phone #
S
(= aN <
Patient Medications: Please list all the Medications you take. Include Aspirin, Water Pills, Herbal Supplements, Laxatives, Heart Medicine,
Birth Control Pills, Over-The-Counter Medications, Diet Pills, Vitamins, Recreational Drugs, Etc.
Are you currently or have you in the past two weeks taken fen/phen (fenfluramine and phentermine)? O Yes 0O No
Name of Medication Dose(s) Purpose Breakfast| Lunch Dinner | Bedtime | As Needed
Ther- Dec Asthoa
NN « 4
Veatohin Tn alac
. ~ rd
ANT hietomine
Leoolk on
Pre o) aus
4
P\ € C O
Do you and your family O Clearly What Pharmacy(ies) do you use?
and curent restment? rormaton | [
\and current treatment? P O Need more information Y,
é ; i To be Completed by Hospital Staff A
Allergies [Z(No Known Allergies Height Weight Actual NPO Status
Allergic to: Olodine QOTape 0OIVDye Olatex 0O Shelifish
Drugs/Food Describe your reaction B/P T P R Sao,
1. ] _J
PATIENT IDENTIFICATION
2.
3. - -— \V\\\
' 'y ’\\’\ Rtk
A\
5 U
& — Exhibit3
Iinterdisciplinary KAN-6540 000
Patient History Record 4-23-98 MAS 005
B o Pace”Tof Pages

MUST IMPRINT PATIENT 1.D. PLATE ON\PAGES; 1-4
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( Health History (Check all items that apply - past & present) )
Head/Eyes/Ears/Nose/Throat Cardiovascular Endocrine / Other
[] Hearing Loss [JRight []J Left 0O High Blood Pressure O Diabetes
O vision Loss [JRight [CJLleft | O Heart Attack 00 Home Glucose Monitoring
[J Glaucoma [J Cataracts O Chest Pain/Angina O Thyroid Disease
O Nosebleeds 0 Pacemaker, Internal Defibrillator O Adrenal Disease
ET Hay Fever/Allergies O Irregular Heart Rhythm/Murmur [0 Cancer - Type:
& Other O Swelling of Ankles Treatment:
O No Problems [0 Cardiac Catheterization/ [0 Blood Disorders-Bleeding, Anemia
m Angioplasty O Immune Disorder
Neurological O Circulatory Problems O Other
O Headaches [] Congestive Heart Failure EX" No Problems
O Seizures O Other Genitourinary
O Faintness/Dizziness " No Problems O Difficult or Painful Urination
O Weakness/Tingling/Numbness Gastrointestinal [0 Kidney Stones
Where — ; O Nausea and Vomiting O Frequent Urination
O Stroke - Any remaining problems"” [] Heartburn/Indigestion a P.rostate I.:’roblems
O Ulcers [0 Kidney Diseases
[0 Back Pain [] Loss of Appetite O Urinary Infection
0 Other 00 Colostomy O Last Menstrual Period
&7 No Problems [J Constipation Are your pregnant? [J Yes [] No
[J Diarrhea {0 Venereal Disease
Respiratory [0 Change in stool EI!{ Other
; i No Problems
O Shortness of breath a Llyer Dlsea§e
[0 s shortness of breath worse at O Hiatal Hernia Prosthesis/Assistive Devices
night? JYes [JNo O Hepatitis
0 valves
[] Cold/Sore Throat- O Other Joint
greater than 4 a year & No Problems O Joints
i [0 Eyes
O Chronic Cough Musculoskeletal ificial Limb "
& Asthma/Bronchitis O Artificial Limbs o
[0 Oxygen at home- O Rashes/Bruises/Sores O Hearing Aides é'
Flow rate Where [0 Dentures/Teeth E
O Tuberculosis O Arthritis O Upper [] Lower wi\) Sr “,
O Phlegm, Color [J Limited Mobility [0 Contact Lens =90 3?%
{7 Chronic Lung Disease [0 Have you fallen in the last year? [ Glasses _g Z‘ 2 ‘g_’
@ Sinus Infection OYes [ No [0 Walker, Cane, Wheelchair % £ & &
O Other O Other [ Other ]
\['_] No Problems @ No Problems g No Problems J
(" List any Surgeries or Previous Hospitalizations PATIENT IDENTIFICATION .
Year . \r' 1 r\ rﬂ&\“\-’ \‘{‘J\\\._
N 'S ST T Vi
1. J(,de.O An _Qero — 8 \/ t;:|\‘ﬁ—"‘
2 Joraleclensy, 577
3. BMM@M-&ﬁM_~mZJ__
la. &W (Aogadc &5
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Interdisciplinary

Patient

History Record

Page3of 4

4 General History & Habits (Check all items that apply - past & present) N
No Past |Current| How Long Amount Yes No Describe
chrew - Have you ever had a
Tobacco D|e|o ViiTile blood transfusion? o| &
once (ne Have you ever had a
Alcohol O|o|“ greatunila reaction to transfusion? =N
. va< Have you ever had a
Caffeine 0108 Lre reaction to anesthesia? | & | B
Habit forming Occupational hazardous
drugs E{ o = exposure? = =g
What do you do for exercise? N .
weigh s - W Tr{ac& Moy
\ /
4 Nutritional History VT No Problem
A t ' i
E] Weight Gain moun Time Span D Weight Loss Amount Time Span .
O Food Intolerances:
1 Cultural, religious, ethnic food/@rink preferences:
Problems: [ Special Diest  [J TPN O Tube Feeding
O Chewing [J Swallowing [J Obtainingor [J Feeding .
preparing meals seif Explain:
Explain:
K EXN1o0iuvg
> KAN-654
) Pain History 4-23-98 MAS
Do you have pain? O Yes ETNo How do you manage your pain at home? page 3/bof  Pages
\O New [0 Chronic J
4 Continuum of Care
OYes BNo Do you live alone? O Yes IZﬁ\lo Do you have concerns about managing at
OYes I No Do you live in a nursing home, adult care home after your discharge? (Examples:
home, or use home health services? Cllml?lng stairs, heatlng or air Conditlonlng,
Facility Name running water) . ’ .
Phone ®Yes ONo Do you have questions that the Business
g . . Office can answer?
Yes O No Do you have assistance available for your E/Y ONoe D h p ial
daily care? (Examples: meals, bathing, es o Do you have any financial concerns
; related to your hospitalization or care after
m/ transpaortation) discharge?
. 7 -
LI:J Yes No Are others dependent on you for their care? OYes ONo Do you feel safe?
_/
PATIENT IDENTIFICATION ‘\‘ N \‘
AUIE
- A\ \A\
Ak \
\
000007
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[ Psychosocial History  "%2% wﬂ;mmmm Power af Attorney, N

O Yes W Do you have a *Living Will?  If yes, where is it located?
What does it say?

O Yes Eﬁ\lo Do you have a *Durable Power of Attorney for Healthcare?
If yes, state their name: Telephone No.:

O Yes ErNo Do you need more information regarding the above? | 00 Yes OO No  Are you an Organ Donor?
Who helps you with your medical decisions? (i.e. Guardian, Surrogate, etc.) Do you learn | Reading O Listening

best by: O video [0 Demonstration
Do you have any cultural requests? [J Yes & No
Explain: :
Do you have a religious preference? Specific Church or Synagogue?

Did you bring any special religious or cultural items that are important to you? [J Yes ErNo
Explain:
Have you had any significant loss or major life change? [ Yes [ No

Explain:
How do you cope with stress?
Lot owY 5
\r_ull
Where do you gain your greatest support? 2;0 fa}
. =
F&‘(QVY&S +‘F‘Qm‘f\v D (=} Uy
Is there anything else we have not addressed that is important to you? o - PNy
! QO N\'\
. o ] ™
NO 2o
SR
N J
/Patient/Family Signature Hospital Representative Signature N
History Obtained Fr } Time @am. | Date Time Tam.
hethe o Y-/-25 |2.15 gpm 2oy
4 To be Completed by Hospital Staff h
Arnved From Mode of Arnval to the Unit Accompanied by Disposition of Valuables

O Sent Home 0 In Safe O Seé Valuables Form

D Band On? Allergy Band On? Oriented to Unit Info? | Visiting Policy Reviewed? | Smoking Policy Reviewed? |Patient Rights Reviewed?

\_OYes ONo O Yes O No OYes ONo OYes ONo OYes 0ONo OYes ONo J

(" Referral l_nitiated Based Date Time Initials | Advanced Directive information Provided OYes ONo A
on History Info.

Cardiac Rehabilitation Comments:

Pulmonary Rehabilitation
Case Manager J
Social Service

|
Discharge Planner E Q{\ \\’r \\ \XH

1

2

3

4

)

6. Nutritional Referral
7

8

9.

1

PATIENT IDENTIFICATION - \ \ ‘\ I8

\‘/

Pharmacy

Home Health

Clergy/Pastorial Care
0. Other:

Interdisciplinary
Patient History Record
I

Page 4 of 4
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DISCHARGE SUMMARY

7-23-7%
\R#: L I
DATE OF ADMISSION: 5/01/98
DATE OF DISCHARGE: 6/13/93
DIAGNOSIS: 1. Anoxic encephalopathy following ventricular fibriliation wit
cardiac arrest
Seizures

Staphylococcus epidermis UTI
History of asthma

Resolved urinary retention
6. Resolved swallowing deficit

BRIEF HPI: 22 y/o gentleman referred fron [ NGcTcTcTNNENEGEGEGEGE--od:ry

anoxic encephalopathy after cardiac arrest while weight-lifting at health club. He we
successfully recusitated. CT of his head show cerebral edema. He required placement ¢
a Peg tube, there was a period of time where he had mechanical ventilation but has bee¢
successfully extubated. Apparently had some seizures shortly after the event and has bet
on anticonvulsant medications. Also developed a staph epidermis bladder infectior
required antibiotics.

w4 LN

ADMISSION STATUS: He is dependent in all aspects of his basic mobility, self-care:
transfers and heavily assisted and supervised in his cognitive status.

LAB/X-RAY: Admission metabolic WNL. CBC WNL. A urine culture did show t!
staph epidermis and was placed on Keflex at that point. Dilantin level initially was tox:
at 27.9 necessitating some adjustment of the medications. Subsequently it fell with
acceptable ranges. Liver studies were essentially WNL with the exception of an elevat«
STPT at 99, Alkaline phosphatases elevated at 160, Valproic Acid level was monitored ai
was a bit low at 42. Also had Theophylline levels monitored.

CLINICAL COURSE: His blood pressures were well within acceptable ranges througho
his rehab stav. He experienced no elevated temperatures of any significance, initially’
had a Foley catheter in place but removed it causing some traumatic bleeding, it was le
out and he did require some intermitting cathing for a brief period of time but was ab
to re-acquire continent voiding. He also was dependent on Peg tube feedings until tri.
of feeding began to improve and he underwent a swallow study indicating no aspiration. 1
was able to advance his p.o. meal percentage to at least 100%. Clinically otherwise,
had some agitation and was put a triad of valproic acid, Risperdal and Trazodone, there w.
improvement of the agitation and the Valproic Acid and Risperdal were tapered and t
Trazodone was able to be discontinued. :

Evaluation indicated that rehabilitation would be beneficial to improve functicnal statu
REHABILITATION COURSE: By the completion of his rehab stay he had made advances in ADL
with standby assistance tying shoelaces. was independent in feeding himself, reaquired cu
during grooming, supervision and cues during bathing. He was independent in all transfe
as well as with ambulation without any devices. Communication and language at dismiss
he was oriented to his name, place and was able to find his path on the unit., was n
oriented for time. Memory was max assist routine events. Decrease in recall of person

000009
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biographical information. confabulated some ideas regarding past and present. Was belc
function for selective and alternating divided attentions, below function for expressis
language, was functicnal fer choosing objects name and following simple commands. He we
below function for reading and writing. Cognitively was max assist for routine problen
solving and safety awareness, had some mild apraxia of speech.

DISPOSITION: Was dismissed to his family's care. He will be having follow-uv
neuropsychological evaluation by Dr. he will also be followed mecdically wit
or. N O H Dr. W1 o a rehab follow-up in about 6 weeks
Recommendaticn included tehab outpatient for OT. ST and PT 3 x per week. Othe
recommendations included 24 hour supervision, no driving. no working until released t
physician.

DISCHARGE MEDICATIONS: Cardizem CD 240 mg daily
Depakote 250 mg t.i.d.
Dilantin 300 mg h.s.
Respidal 1 mg h.s.
Theo-Dur 400 mg b.i.d.
Desyrel 30 mg b.i.d.

DISCHARGE INSTRUCTIONS: Instructions were given to family members related to hi
medication and all other recommendations listed above.

N -

certified Family Nurse Practiticner

D:6/24/98 @ 9:41
T:7/08/98 @ 14:00

cc: Dr.
Dr.

000010
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intravenous Erythromycin 500 mg g. 6 hours. He is admitted to them
B for rchabilitation of anoxic encephalopathy following ventricular ribrillati

e — [KAN- SO
HISTORY AND PHYSICAL “7~23 SO

MR

e

MR#: I

DATE OF ADMISSION: 05/01/98

INFORMANT : Medical records and pt.’s mother

CHIEF COMPLAINT: Rehabilitation for anoxic encephalopathy following cardiac arrest.

HX OF PRESENT ILLNESS: Pt. is a 22 y/o white male was admitted to

on 03/31/98 after collapsing while lifting weights at a health club. CPR was,started, and
he was found to be in ventricular fibrillation, requiring multiple <ﬁ§§§§¥%g%¥443%+ﬂﬁ-

" attempts. He was successfully resuscitated. CT scan of the head showed cerebral edema, echo

cardiogram showed mild left ventricular hypotrophy with a decreased ejection fraction. It
was noted that he had apparently ingested a nutritional supplement, containing a
combination of Ephedrine and Caffeine. The pt. required mechanical ventilation for a period
of time, but was successfully extubated. A PEG tube was placed for administration of
fluids, nutrition, and medications. There is documentation that the pt. had a seizure
shortly after the event, and he has been placed on anticonvulsant medications. The pt.
developed a bladder infection with staphococcus epidermitis, presumably due to the presence
of a Foley catheter. This has subsequently been removed. Pt. is currently receiving

cardiac arrest.

ADM. FUNCTIONAL STATUS: The pt. is dependent in all aspects of basic mobility and self
care. He has been working with the therapist at— Prior to this recent
hospitalization, the pt. had been completely independent in all aspect of mobility and self

care.

PAST MEDICAL HX:

I. Asthma

2. Meningitis as a child

3. Respiratory arrest related to asthma in 1985

4. SP tonsillectomy

5. SP myringotomy tubes
ALLERGIES: No known drug allergies although he apparently has hay fever and
seasonal allergies.
MEDICATION LIST: Dilantin 200 mg b.i.d., 100 mg b.i.d. per PEG tube

Cardizem CD 240 mg q. d. per PEG tube
Carafate 1 gram q. 6 hours per PEG tube
Erythromycin 500 mg IV q. 6 hours

DIET: n.p.o. Pt. is receiving Jevity at 90 cc per hour (a total of 2,160
cc daily).
REVIEW OF SYSTEMS: Unobtainable.

PSYCHOLOGICAL SYSTEM REVIEW: No history of prior psychological or psychiatric conditions.

000011
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SOCI@L/FAMILY HX: The pt. is single and lives at home with his family. He had been
working at [N :2king crowns. The pt. had been completely independent in all
aspects of function. He has been involved with weight training.

Examination
GENERAL: Well nourished, well developed white male in no acute distress. He
does not follow commands.
HEENT: Normocephalic, atraumatic. Pupils are equal, round, and reactive

to light. EOMS are grossly intact, although I cannot specifically test them, due to pt.’s
" poor cooperation. Mouth and throat appear clear. Neck is supple without lymphadenopathy or
JVD.

CHEST: Chest is clear to auscultation.

CcV: Normal S1-S2 without murmurs, gallops or rubs.

ABDOMEN : Soft, flat, apparently non-tender. Bowel sounds are present. No
N organomegaly or masses can be detected.

GU/RECTAL: Not done

EXTREMITIES: Warm without cyanosis, clubbing or edema.

NEUROLOGICAL: Cranial nerves appear to be grossly intact. Pt. moves all

extremities spontaneously, although formal testing can not be carried out at this time.
-~ Sensory evaluation can not be accurately assessed. Muscle stretch reflexes are hypoactive,
but symmetric bilaterally. There is no clonus and there are no long tracif signs. Babinski
sign is absent bilaterally. Hoffman sign is absent bilaterally. There does not appear to
be an increase in tone noted in any extremity.

CONCLUSIONS: 1. Anoxic encephalopathy following ventricular fibrillation
cardiac arrest
2. Seizure
3. Staphococcus epidermitis UTI
4. History of asthma
PROGNOSIS: Fair
PLAN/GOAL: Will require a comprehensive evaluation and rehabilitation

utilizing multiple disciplinary rehabilitation team addressing the functional deficits to
maximize to the highest functional level, and to be dismissed to the least restrictive
environment. Complete course of antibiotics for UTI. Continue tube feedings for the time
being. Once pt. is able to cooperate with a swallowing study, then safety of his
swallowing mechanism will be evaluated in order to determine whether or not he can eat and
drink. Continue Dilantin and monitor levels. It may be necessary to obtain an EEG at some
point. Goal is to return to home with appropriate services and equipment.

ESTIMATED LOS: 6-8 weeks 000012
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7-23-75
V/di

D:05/01/98
T:05/02/98

cc: Dr.
Dr.

Dr.

Dr.

Dr.

N Dr.
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REPORT OF CONSULTATION

FROM: ATTENDING PHYSICIAN

1o. consuLing pHysician |GG
EXniplt 5

Date of Request: KAN-6540
REPORT REQUESTED REGARDING: 4-23-98 MAS
Page 56/of Pages —

REQUESTED DISPOSITION CONSULTANT NOTIFICATION
O Opinion and recommendations onty. Name of person notified:
O Opinion and recommendations requested. Please proceed with orders and workup as needed.
O Please assume care and management for this particular situation.
O Please accept in referral and assume tntal care of the patient.
Date/Time:
O House Staff may be used uniess checked here.
- CRT Signature:
SIGNATURE OF ATTENDING PHYSICIAN M.D.
REPORT
Date of Report: 3/ Naxr 'q g %BDEZ?{
CDﬁt(McoP,ﬁ c A5506/4759 YELTR/ICULAL F78RILLAT I ON/
;% YZEE] LUTTER 13- 5 TACH D ]50 . (%) Hlo AS7THMA.
L0 _ﬂ.‘: TERD D ». &7 ARDIOIHSOIATHHA

i, Lot o Ep3_AT E

5 e/

000014
SIGNATURE OF CONSULTANT M.D
CANARY -  CHART
WHITE - ATTENDING PHYSICIAN e
PINK - CONSULTING PHYSICIAN C i‘-.“ ; \, ; U‘\,

1

REPORT OF CONSULTATION LR _




History - Physical Exam - Progress Notes

Use the descriptive heading in writing up record:

Compilaint Physical Examination

Present liiness Provisional Diagnosis

Past History Progress Notes

Family History Condition on Discharge

Final Diagnosis
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REPORT OF CONSULTATION

FROM: ATTENDING PHYSICIAN
TO: CONSULTING PHYSICIAN

Date of Request:
REPORT REQUESTED REGARDING:

REQUESTED DISPOSITION CONSULTANT NOTIFICATION
O  Opinion and recammaendations only.

Opinion and recommendations requested. Please proceed with orders and workup as needed.
Please assume care and management for this particular situation.

Please accept in referral and assume total care of the patient.

House Staff may be used uniess checked here.

Pages

Name of person notified:

-98 MAS

oooo
-6540

3
xhibit >
KAN
4-23
pagedyof

CRT Signature:

E
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REPORT OF CONSULTATION

FROM: ATTENDING PHYSICI
TO: CONSULTING PHYSICIA

Date of Request: '/ 7/ 7F

7
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REPORT REQUESTED REGARDING: Hyporoee S c,!,a,[,' 29 P (rlice [href |, S ler
REQUESTED DISPOSITION CONSULTANT NOTIFICATION
O  Opinion and recommendations only.
O  Opinion and recommendations requested. Please proceed with orders and workup as needed.
00 Please assume care and management for this particular situation.
O  Please accept in referral and assume total care of the patient.
O House Staff may be used uniess checked here.
SIGNATURE OF ATTENDING PHYSICIAN M.D.
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