Food and Drug Administration
Center for Food Safety and Applied Nutrition
Office of Special Nutritionals

ARMSH#

(75007 )

4 - ER URGENT

000001



——l

{\_EMERGENCY SERVICES RECORD

W

p% REFQS P \3"1 &'

NAME DATE TIME
POLICE
NOTIFICATION
ADMITTED BY IAMBULANCE  “mSTRETCHER  _ WHEELCHAIR — CARRIER

I SELF 7 POLICE T AMBULATORY  — CRUTCHES
BY TRIAGE PERSO -
CONDITION TETANU LMP P
GNARRIVAL: — GOOD JFAIR T SERIOUS U CRITICAL

HEIGHT /

ALLERFY'E\?\g QM“M/()‘—( MAJL l g“‘ 1E7"/

V\;'EI.GHT g’}(?’, P 15’ -

TEHX @; L D>~ :(AAL( /l'értu.i/ %—cu.uk,_

@[ 7 CHIEF COMPLAINT

et

XL PHYSICIAN NOTIFICATION [Time

e “| CALL RE-|TIME OF]
TURNED |ARRIVAL

%100

l9£li

TIME OF EXAM PHYSICIAN ASSESSMENT [J PAacE10F2
RE-EXAM AT
"RE-EXAM AT
RE-EXAM AT
EKG INTERP% II (_’A w A{i M‘:l\-a _
X-RAY REPORT ( h‘ ’< @
o DOCTOR ORDERS TIME | NURSE DOCTOR ORDERS TIME |NURSE
M»JCO Q‘O& Oz»b&c—)/oc}) Hepaw 8O O ek 1
B&AM xS De

M /Af IOW\"“’\-MQ

Ao oo u [ hy—]17¢
o b

P

v~ 1712 L0 2. GNS
XD ARD

Roed

e \) “S

e,m«u,‘.[‘\%

-(-lL»\)LO

Sp~J\/ SCa.p 4
U O eron [s) URINE PREG

ORDERS

ow { &2~ ﬁmmndlztﬁj TYPE&SCREEN = __
y sn | N o Ll ‘[] ABG#1ATE0,
R O.F¥ ] ckms = - [ AsG#2aTF10z  PH
=k vaag_Ew‘ W ton " [] cuTumes: _URINE - SRUT 3

X wrar YA

o o T~ EKGINTERP

erey e - gmiim: " 53
= - N REPEATEKG‘M =[] repeatexs

PT. DISPOSITION ROOM

IMPREBSION: ﬂ A—CUIL Iyi':“ W A—k\, Mrj: i CONDITION ON D?RGE

7,) l-l-fyowna emes

ESCORT BY*

TREATMENT.

o Y2 )

REP!

PHYSICIAN'S SIGNATURE

NUI

NUI INITIAL

MEDICAL RECORDS

' 12009
EH £y

[ soop [J rar [ serious [] crmicaL [Jexpirep

Home [] R
OTHE]

VIA

[ coera

Joets



|
= { 200
T.< XSING NOTES ~— 7 N

e £ 8 s

" SAFETY.
BED SIDE RAILS YES NO N/A
BED LOW AND LOCKED YES NO N/A
RESTRAINTS YES NO N/A
WHEEL CHAIR LOCKED YES NO N/A
G e uamee: 7 INITIAL ASSESSMENT FINDINGS (SEE REVERSE SIDE FOR CODES) T e
RESP ASSESS cvV NEURO SKIN MUSC /SKEL NV Gl GU PSYCH /S0C PAIN INITIALS

TIME | BP P R
NURSING INTERVENTIONS/ OBSERVATIONS

Co MMCIW l/}o M—M
Doren & loughvondlic 162 & ko ppio— e Protre.
4,&7&4W\LIDL oS laks W M\w
Wood R (20l £l & ders— |
A AW ¥ Ar g GFs el el - —

(27 /Zo,&wm/ow /I//Wuav—&v -3
YD | el D sen ol aa«v_ %m«m
1 Gea i do el U ﬁ@nﬁ-—/
/H” ‘PWO—Q}'O«—-X 3.5 ‘/lofm }\)&ﬂ‘%r\e
1139 Na_ odsoodr 2.5 '//o&aﬁ,é/___ C

1141 \\/"cbf 1l %Zt%mfw-’ Lu /\/f y

(2 ). @/é@@a{/SZQ < - S

\ N2 Oy (Nl LA e flon ot
/o@fﬂﬁkc’k%/ y %’JW /fﬂ/ée';a//%m “

f’\

N

x
N

__ TOTAL INTA o TOTAL OUTPUT
ORAL URNE O
BLOOD
) PT/S O RECEIVED \ ; L&

SIGN /1 DISCHARGE INSTRUCTIONS _Y__\ \I\\V\v

SIGN /INIT TEACHING NEEDS \
j\—

SIGN /INIT . ENVIRONMENTAL CONCERNS

I EMERGENCY DEPT. NURSING NOTES

MEDICAL RECORDS



SUPPLEMENTAL E NURSING NOTES
DATE
TIME BP P R N\ RVENTIONS/OBSERVATIONS
///Y’/S' |
%zﬁ>_ﬁﬁ%‘g/fg%zw\c@xpﬁy%\éa;ﬂD/ o
- - szm M
y . =xa ,%717" ,ﬁ%uu_ ¢ HaZes §/ g 2l
1¢RO | 4l ] (' o v Sl |
o=t= S TR X,
%) . / /37 )y 2 I
J LY PGF Yt 2D P ]
/4?’5/3’ Yoa c\g-| op ppeo——
— N —
40 ia—- 20 [ Ruwohnge Wd s i 6l
[42n %?~%—li L QOO (T/Mﬂf/'l J0 \Cu.

Sog M hAed JZ)QIQ Vi (gwd' C.

am—————

ool ¥ PR

SIGN: INITIAL._____ SIGN

INITI




- _

MEDICAL RECORD DEPARTMENT
;30609

XH £
-ég/&wff

EMERGENCY ROOﬁMREPORT

earrenT vave: [ - MRY

ACCT#:
DATE OF EVALUATION: 01/28/98 —-- - R
TIME OF EVALUATION: 1706 hrs.

ramiry pHYsICcIaN: |

PATIENT COMPLAINT: Chest pain.

ALLERGIES: MORPHINE, COMPAZINE AND SULFA.

HISTORY: This 38 year old white female who works as a nurse for Dr.
presented to the Emergency Department after she developed chest and left arm
pain associated with diaphoresis, slight shortness of breath while wheeling
a patient out of the office. This patient was brought back into the office
and had a rhythm strip taken which showed elevated ST segments. She was given
2 nitroglycerin and aspirin and transported to the Emergency Department by
ambulance. En-route to the hospital the patient received an additional 2

~mitroglycerins for a total of 4. She continued to have pain and-was given IV
Demerol due to an ALLERGY TO MORPHINE. .o

PAST MEDICAL HISTORY: This patient has a PMH of gastroesophageal reflux
disease and irritable bowel syndrome.

PAST SURGICAL HISTORY: Positive for back surgery and knee surgery.

FAMILY HISTORY: There is no family history of coronary artery disease in
either of her parents or siblings.

SOCIAL HISTORY: Patient does not smoke or use alcohol products.

REVIEW OF SYSTEMS: Ten point system review is done on the patient and is
essentially unremarkable other than the PMH as noted above.

PHYSICAL EXAMINATION:

CONSTITUTIONAL: On arrival into the ER the patient’s vital signs were
stable. She is a well developed, well nourished female, somewhat obese,
normotensive, afebrile, non-toxic appearing.

ot —— g

PSYCHIATRIC: The patient was mildly anxious, affect appropriate, alert and
oriented x 3, judgment intact.

SKIN: Warm and dry without evidence of rash or lesions.

HEAD: Normocephalic.
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EYES: Sclera white, conjunctiva pink, pupilé symmetrical.

~— - —_ - -

EARS: Patent.

MOUTH AND THROAT: Throat is clear. Mucous membranes are well hydrated.
NECK: No thyromegaly or lymphadenopathy.

LUNGS: Clear, equal air entry bilaterally, no rales, rhonchi or wheezes are
heard. Patient does not splint with inspiration. She has no chest wall
tenderness.

CARDIAC: Normal S-1 and S-2 without appreciable adventitial sound, murmur or

rub. Carotid upstrokes are normal, no bruits are heard, no abdominal
pulsations are present.

ABDOMEN: Obese, soft, non-distended, non-tender, no palpable organomegaly,

- _=no flank tenderness laterally or posteriorly. -

s

§

-

EXTREMITIES: Without calf tenderness, peripheral cyanosis or pitting edema.

MUSCULOSKELETAL: There is no gross joint deformity, erythema or obvious
effusion, major joints have a normal range of motion.

NEUROLOGIC: Cranial nerves 2 through 12 are grossly intact, no focal
findings present, no facial droop or asymmetry, no slurring or garbled
speech. The remainder of the exam is non-contributory.

The remainder of exam is non-contributory.

ER TREATMENT: An EKG was done on the patient immediately upon arrival in the
ER. A rectal exam was also done and she was found to be heme negative. EKG
was reviewed and showed acute inferior wall myocardial infarction with
reciprocal changes. Heart rate was in the 80's. Portable chest x-ray was
done, also reviewed and found to be unremarkable.

The risks and benefits of thrombolytic therapy were then explained to the
patient including the risk of bleeding and even deatl—- 8he has agreed to
proceed and was given Retevase in 2 boluses - first 10 units and 30 minutes
later a second 10 units. Patient was given IV Ativan for her anxiety. She
has previously had aspirin. She also was given IV Demerol in 25 and 12.5 mg
aliquots to help relieve her pain.
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One dose of 5 mg IV Lopressor was given. The patient was also heparinized
with 8,000 units of heparin given as a bolus and started on a drip.at 1600

units per hour. Dr. I vas contacted and notified of the
patient’s impending admission. Referral is made to

“ however, the patient has refused to see Dr.
on call for that service. Therefore, referral is given to
Cardiology consultation 1s

_and Dr. will be in to see the patient.
also anticipate or a pOSSlble interventional maneuver if the patient’s pain
does not subside.

She is in guarded condition at the time of this dictation,
still complaining of pain in the 7-8 out 10 range.

PROVISIONAL DIAGNOSIS: Acute inferior wall myocardial infarction.

R: 01/28/98 6:02 P )

T: 01/28/98 7:28 P -
J:
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