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PATISZNT NO: _

NS/ROOY/BED:

REGISTRATION
‘ﬁmnoRDill

ADMIT DT/TIME: 7/18/98 15:21 M/R NO:
crLinics: i} FILING MR#:
BY:

TITLE:

PATIENT NAME:

LOCAL ADDRESS: SOCIAL SECURITY:

CITY/STATE: PHONE :
PERM ADDRESS:

CITY/STATE: PHONE: ( )

OCCUPATION: LANGUAGE: E FC: 80
POB: ADMT PHYS: HSV: 65
poR: I 2DMT PHYS PHONE: RLG: NP
AGE: 31 Y ATTEND PHYS: MS: M
SEX: F REFER PHYS: SMK:

RACE: 1 FATHER'S DOB: MOTHER'S DOB: PT: 3
REF SRC: FLAG: VAL:N

EMER CONTACT:
ADDRESS:
CITY/STATE:
NEAREST RELT:

ADDRESS :
CITY/STATE:
GUARANTOR: REL: SELF
ADDRESS 1: PHONE :
ADDRESS 2: SOCIAL SECURITY:
CTY/STE/CNTRY : occ:
PAYOR NAME 1: INS. PLAN ID:
PLAN NAME: SRV/TYPE:-
BILL C/O NAME: AUTHORIZATION:
BILL ADDRESS: CERT-SSN-HIC-ID#:
CTY/STE/CNTRY: _ BILL PHONE:
=%t 1,,ING NAME: : -GP #:
INSURED: SEX/REL: F SELF
EMPLOYER: MSP: N
ADDRESS: EMP PHONE:_
CITY/STATE: EID/ESC:
PAYOR NAME 2: INS. PLAN ID:
PLAN NAME:
BILL C/O NAME: CERT-SSN-HIC-ID#:
BILL ADDRESS:
CTY/STE/CNTRY: BILL PHONE: —
BILLING NAME: GP #:
INSURED: SEX/REL:
EMPLOYER:
ADDRESS : EMP PHONE: _
CITY/STATE: EID/ESC:
SPAN CODE: PRIOR HOSPITAL:
FROM/TO DATE:
CONDITION CD CONDITION CD OCCURRENCE CD/DATE OCCURREN{E CD/DATE
11 7/11/98 000002

ADMIT DIAGNOSIS DESCRIPTION: ADMIT DIAGNOSIS CODE:
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OUTPATIENT
MEDICAL RECORD #: GG
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Patient nane: N

Address
City/st
Room &

Pt type:

Social
Financi

Birthdate:

Age: 3
Sex: F
Race: 1

lIIIIIIIIIIIIIIIIIIIIIIIIIIII

bed:

al

1

Prev admit:

Admitted: 08/05/98 09:37
Exp arrival dt/tm:~
Phone: County: N

Admit source:

Admit type: R Arrival means:
Dischargd=s

Marital status: M
Spouse name:
Maiden name:
Religion:
Advanced dir

Employe
Address

civs:

r:

CNA
Job related:
Date:

Pt occupation:
Accident ind: N
Ph:

Guarant
Address
City/st
Phone:

or:

Relationship: B SPOUSE
Guar employer:

Guar emp addr:

city/sc:

Next of

kin/relative:

Phone:

phone : [N -

Diagnos

Admit doctor:

EVAL CYSTIC LESION

is: US LIVER

Attend doctor:
PCP doctor:

1: Y13

Address:
City/St:
Phone #:

2:

Address:
City/st:
Phone #:

3:

Address:
City/St:
Phone #:

4.
Address:

City/sSt:

Phone #:
Informa

COB:
Auth#:

COB:
Auth#:

COB:
Auth#:

Attachment 4

12!10—17!98 F 0,

Pol#:
Subsc
Sub address:
City/St

Pol#:
Subscr:

Sub address:
City/St:

Pol#:
Subscr:

Sub address:
City/st:

Pol#:
Subscr:

Sub address:
City/St:

Gri#:
Rel:

Gr#:
Rel:

. Gr#:
Rel:

nt by:
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PATIENT DISCHARGE INSTRUCTION SHEET

AM
onte:_Yps/gf  TvE _IAYD
Please (v') the appropriate one:
DIET:
No Restrictions v Limited Restrictions Special Diet Dietary Instructions / Sheet
Dietary instructions by Dietician if applicable:
ACTIVITY: _
No Restrictions ~ Limited Restrictions Bedrest Crutches Walker Wheelchair ___
No heavy lifting until further instructed No driving until further instructed
Other
MEDICATIONS: - K
Presc tion(s) or Rx given: Yes No Other e '(/ X 5 1] D /’1’7& l b '-4 Hyuét—

cu, /—ulvnﬁam ‘7c,/om\ 325//75 dil.// < o yuddis) L—u/()oww

APPOINTMENT: 0
Appointment given: Yes No Other Qu Ld/\ (AA/, m el

a
ADDITIONAL DISCHARGE INSTRUCTIONS: L «J? N/)‘/’ ZU“/L

T Ak sodiade Aiuida
= U J U

Attachment 1

12/10-17/98 Pap

-

DISCHARGED VIA:
Ambulatory: \ Wheelchair Crutc es Walker Stretcher Other

Discharged with and / or to care of
Accompanied at time of discharge by hospital ass!aate ”

I understand the above instructions

000004

Signature of patient and / or other responsible person
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Iso/Result: 01

Staph{

1ococcus lugdunensxs

Heavy growth ofa pure tulture of a gram pos coccl
A~tisicrobic/Dose ni Systesic Urire (I Attachment 1
--------------------------- | SN S O} RS
Asox/K Clav’atelt) (=412 m
PE 1-7 tablets 08h + -
~s;1L1111r w=f,12 F%T{)
o3 290-507 sy G4h +44
oLG-IL0 g 34 ted
Gmraf N 1z2
i®05-1.0 ge 38h T
’J 1.0-2.¢ gl 8h +44
[iatoran 1=
IV 1.0-2.0 ¢a B8-i2n 1
Yeflin =k
PQ 250-50C ag  bh g
W 2,5-2.0 gn G4-6h g
Cipro =1
PO 250-750 eg QiZh 1
IV 200-400 »g 3170 5
Cleccin {=0.28
PR 150-300 ag B&h wad
IV 60C-9G0 ag GEh +4d
Erythrosycin {=0.25
PO 250-50C eg Q& rot
Saraa{r‘r {=1
Wity o1,0-1.7 ag/¥g G8 “42
aax;” =4
¥ 6.5-1.0 ga Bo-Eh <
Ma-rodantin =02
PO OS0-100 3g Gih
Norfloracin =4
PO A0C ag QlZh
3 a*ill;n (=05
1V 4.5-2.0 ga GAR tt
Perizillin 07
PO 150-30C g Q&h 44
6ol YL 06-17h +4s
Iv L. 6-3.0 KiL L gah A
Rifampin =1
il ’GO g 01Zh g
Tetrazycline B
50-500 g G6h R
actria 72238
PC 1-2 tablets €i2h FE
v 3.¢ k.& 8g3'¥g Tap 82h
Vanccsic;r =2 K
Y 1.0 g8 Blla +e3
yor - =
+, ++, +34, or § = Eusceplible %P = Not Feported ac = 9cta tactasaze Fositive
I = [atersediace £ = Tast Lode ’FS = ¥e 11*&- e"dert Strain
F = Resistart !IZ = pog/el fegfl) Blenk = ngt a«a:.a“l gr drug not afvizable or tested
For Blgad and 0SF Isolates, a Bz*a-liztasase lest is ret commended for Eut“'G’DC"‘ SPBT1E%.
1B appears in piace of &, ! ig,, +, ++, or ~++ with species known to possess indur:hle B-lactasases; potentiallyv they say become
razistant 2 all B-iactam drugs. ¥eniloring ot ,atxe"" Juringfafier ther ap, 1§ razazmenzas,  avrad otherdoozhiter B-izctas Irugs.
ra} Use sarimue goses of drug wWith 2r aeint 1;:351&9 for B, aE”;‘“”’u - ;a' ="*' witn grarulzoyicrenia of ETIOUS infactiors,
it} Brpakoaints hased o7 parsntera. dsse, E"' cefurouine Aaet11 pg% ysa  9=2, 8-it=l, ClsE,
{z} Ffor nep-entercogrcal eirepltecocti, Microrocous species, eid Listerie species, "EU sar b the fepicillin interpreteticn.
1 ans baseu of apprey. adult attairable systesic/urine tevels, exzept érugs with -2 dilytione, which print
guidelines; '""sLus' weight ang renal’hepatic fyertion, Urine nferpratation for lower UTD only,
1} snd an KOCLS M7-RZ. Ticar/i Ciav’ ate for grae prsitives hesed on ganufactyrer’s breabpoints,
Source m Nage 00005 rivaL
f Callected ¢ L3 133 34 It ¢
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Patient Name: Date of Birth ex( )M (X)F
Address:

Routine Physical Exam: Yes( ) No ( ) Preadiaission Testing: Yes () No ( )

Service Desired:

—

*(X) Radiology* * )EKG *(' ) Peripheral Vascular =~ ( ) OP Surgery
( )Lab * ) EEG *( ) Cardiopulmonary ( ) Inpatient
*( ) Physical Therapy *( )G.I Lab *( ) Respiratory Therapy ( ) Observation
* Please phone for appointment *( ) Outpatient
Test Desired: U | ra sound o & Live - Date 5/ 5 /9%
- a3

Special Instructions (Preps)

Do you wish a phoned report: Yes () No ( )
Diagnosis/Chief Complaint and/or Symptom: Ck)g% < Joginn

Physician

Signa

= = T.- 5a
Attachment 4
—12 10~17/98 W)
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PATIENT INFORMATION

ueneral Test Heqguisition

BILLING INFORMATION

PECIMENTECHR

TTEOUIETION [ FASTRIG  HOURS | TEACD URINE COLLECTION
pp VOI LRE DURATION

SFND 8ILL TO,

CHOV T RAMIE AU SE Pl 10 G COLES

ACCOUNT MEDU Afsk IACDICAID :
PATH N T RAI FOAD XINSUHAN(,F J' ANL o ERTINGEG RFORUIATION

DAY
02
LitAT |

H o NGy Al
/@Qﬂ’ by B . ML HRS

(76 Ay T oRn
/
NSTHUCTIONS 10, LAB TEGHNOLOGIST

R0 coPY T iR ADUBESYACCOUNT 8GR DFTAILS
HEPOIY TO

ADVANCE BENEFICJARY NOTICE
| understand that Medicare is likely to deny payment for the indicated tests
(* and **) because:

* edicare does not usually pay for this service for my condition

** Medicare does nol pay for research or investigational use tests {See list on back)
| understand that Medicare does not cover routine screens or annual physicals.
If Medicare denies payment | agree to be personally and fully responsible for
payment.
MEDICARE BENEFICIARY SIGNATURE

X

| authonze the release of any medical information necessary ta process a clam and request
payment of any medical nsurance benelils to
MF DICARE BENFIUICIARY SIGNATURE

X

L ESPONSIBLE PARTY NAME IF DIFFERENT FROM PATIENT

PATIENT RELATIONSHIP TO INSURED IF
OSTHOR THAN SELE DEPENDEMT

SPOULE OTHI R

CHATI GYER AND OR GROUP NARSE

TTDICAID # STATF

Peirthited S CONLARY

AR 3 PROVIDER LD NO

When ordening tests for Medicare and Meticaid patients, please select only those tests which are medically
necessary for the diagnosts or trealment of the patient Medicare does not pay for routine screening tests

PROFILES A"} J%his component may INDIVIDUAL FESTS
Chem-Screen® Panel (Basic Panel) ALT(SGPT)
Chem-Screen Panet + HDL" Amylase
Chem-Screen Panel + HDL", TIBC] ANA (Hep 2)
Chem-Screen Panet + HDL", AST (SGOT)

TIBC', Ferntin® Reflex

Chem-Scrgen Panel + HDL®,
LBL*, Fomn” e flox PBG

Chem-Screen” Panel + CBC”
(Wit & PL1)

Chem-Screen” Panel + HDL™,
TIBL' Fentin® Hollex, PBG", CBL” (wDIlf &

Beta HCG Quant

Blood Urea Nitrogen (BUN)
CA 125

Carbamazepine (Tegretol)
Hemogram”

CBC™ (w/diff and PLT)

Comprchensive Heailth Survey,
(Cherm Screen” Panet + HUL' TIBCY Fermtn’ B CEA

PBG”, 14" T3U", T7 Flex, CBC" (w/Dift & PL

Cholesterol”
Health Profile R
(Chem Screen Panel + HDL* TIBC”, Ferntin” R CPK (Total)
PBG" CBU® (w/Dif & PLT), T4" T3U" T/, TSH
Creatinine -
Liver Profile R
(Alb, TP, Giob, A/G Ratio, Alk Phos, T 8ill, SGO Digoxin

SGPT, LDH, Chol)

Lipid Panel*
(Chot, Tng HDL, LDL, Rato)

Lipid Panei + Apolipoproteins

b

(Chot*, Tig', HDL* L DL, Chalt IDL Rato Apo A-1

OB Prolije
(Hemogram® HBsAg, Rubela, APR Ab 1D
& Titer, Blood Type and Bh)

Chem 7

Giucose Sodm Potassiom, Chlonde CO
BUN Creatnine

Drug Screen Emit 10

Drug Scr Emit 10 GC/MS conf
Ferritin®

Foliicle Stm Hormone (FSH)
Glucose-Fasting”
Glucose-Postprandial {1 Hr )"
Glycohemoglobtn (A1C)"
HDL Chuolesterol”

Urogram

Urinalysis, Complete

Valproic Acid (Depakene)

Vitamin B12

Vitarmin B12 and Folate
OBIOLOGY(t = Sensitivities & IO If indicated)

Hepatitis B Surface Antibody
Hepatitis B Surface Antigen
Hepatiis C Antibody

HiV-1 Antibody Screen

HIV Ab w/Western Biot Reflex
Iron* and TIBC”

Lithwumn Beta Strep Group A Direct (Throat)
Mono Test Chlamydia (DNA Probe)
M Uretlual or F Endocervical
Phenytoin (Dilantin)
GC (DNA Probe)
Potassium M Uictheat or F Endocervical

Chiamydia and GC (DNA Probe)

M Usctival or F Endocervical
Culture, Acid Fast, Sputum?
Cullure, Blood *

Pregnancy Test, Serum Qual
Prostate Specific Antigen (PSA)*
Prot Bnd Glucose (PBG)" w/Al

Prothrombin Time (PT)"
Protime-Anticoag Therapy,” (W/N Culture, Genital, GC only
PTT Culture, Genital, Routine t

Culture, Herpes

Culture, Stool t

Cutlture, Throat, Beta Strep
Culture, Throat-Routine 1
Culture, Urine-Routine, Voided t*
Culture, Wound Superficial T

Rheumatowd Factor, Titer Reflex”
RPR, MHA-TP Reflex”
Rubella-igG

Sedimentation Rate (ESR)
T4-Free”

T4-Total"

Ova and Parasites
Testosterone, (Total) SPECIFIC SITE/SOURCE
Theophyline

Thyroid Stim Hormone (TSH)

Electrolyte Piofile
(Sodiim Pulassium, Chionde, CO }

Any profile component may
I PANELS Y)e ordered separately

Arthrilis Panel®
(ANA RA, Sed Rate, Unc Acid)

Hepatic Funclion Panel®
(Albumin ot Bill, Alk Phos, ASE ALT)

Hepatiis Panel®
(HEBsAy HEsAL, HBLAD
HAAL, Hep C Ab)

Lipwd Panet”
(Chot Ty HDL, EDL, Ratio}

DDITIONAL TESTS List Test Code and Name

N —

Attachment 2

12/10-17/98 W

J 000007
NG _

Thyroid Panel® (T3U, T4, 77)
wrond Sereon® (T T 77 TSHY:

TE o Reft swedd fosts will be performed al an addinonal charge

t- Adhere to Specimen Conlainer(s). -.



