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Name:
Med Rec:
Date of Service: 1/18/99

Log#:

Attending Physician: M.D.
Nurse Practitioner or Resident: M.D.

DATE OF BIRTH: Unknown.

TIME OF INITIAL CONTACT: 1S5:30
CHIEF COMPLAINT: Unresponsive.

HISTORY OF PRESENT ILLNESS: The patient is a 22-year-old white male
who was traveling home to on a charter bus
after a day of skiing at According to bus riders, the
patient had a loss of consciousness with questionable seizure
activity described as eyes rolling back in head, frothing at the
mouth. Friends riding with the gentleman today say that he had not
had any trauma or falls while at the ski resort today. A friend did
report that the patient was not acting himself and was quite quiet
and withdrawn today. Friend reports eating lunch with no other p.o.
intake since then. The patient’s friend described no ingestion of
any toxic substance to their knowledge. The patient is otherwise
reportedly with no medical history. No further information was
gatherable secondary to the patient’s mental status.

PAST MEDICAL HISTORY: Unknown.
PAST SURGICAL HISTORY: Unknown.
CURRENT MEDICATIONS: Unknown.
ALLERGIES: Unknown.

REVIEW OF SYSTEMS: Unobtainable.
SOCIAL HISTORY: Unknown.

PHYSICAL EXAMINATION: Blood pressure 160/90, pulse 120, respirations
12 to 16, temperature afebrile. In general, patient on a backboard
with spider straps present, handcuffs and flailing all extremities
about. He was very combative, not following commands and not
directable. HEENT: Head is normocephalic, atraumatic with no focal
evidence of trauma. Pupils are dilated to approximately 6 mm,
minimally reactive bilaterally. Extraocular movements are roving in
nature with no gaze preference noted. Tympanic membranes clear
bilaterally. Oropharynx: Oral cavity is clear with moist mucous
membranes. Neck: Trachea midline. ©No step-offs posteriorly. The
patient thrashing about. Chest: No evidence of trauma. Breath
sounds are clear bilaterally. Cardiovascular: Regular rate and
rhythm. Significantly tachycardic. Abdomen soft, nontender and
active bowel sounds. Pelvis is stable. Extremities with no evidence
of trauma. Neuro: The patient is awake with a blank gaze. He is
flailing all extremities and moving all extremities spontaneously and
withdrawing to painful stimulus. The patient is nonverbal and not
responding to simple questions. No focal deficits appreciated.
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Name:
Med Rec:
Date of Service:
EMERGENCY DEPARTMENT RECORD Log#: -

Attending Physician: M.D.
Nurse Practitioner or Kesident: M.D.

EMERGENCY DEPARTMENT MANAGEMENT: This is a 22-year-old male with
unknown past medical history with questionable seizure episode on a
bus. The patient reportedly has no history of trauma. There was no
focal evidence of trauma. Dilated pupils with nonreactiveness
suggestive of possible postictal state which is significant in
duration at this time. The patient was otherwise unable to follow
commands and severely combative hindering workup of the patient. The
patient was electively intubated via rapid sequence induction. The
patient was initially preoxygenated with 100% oxygen. Rapid segquence
induction was performed utilizing 20 mg of etomidate and 100 mg of
succinylcholine. The patient was intubated under direct
visualization with a Mack 4 blade with cords easily visualized and an
8-0 tube passed without difficulty, noted to be at 22 cm at the
teeth. Bilateral breath sounds were auscultated post intubation with
good calorimetric change on end tidal CO2 monitoring. Chest x-ray
pending at time of dictation. The possibility of possible toxidrome
considered and, hence, the patient received a large Ewalt nasogastric
tube with gastric lavage performed. The patient had clear effluent
with some small food products, but no pill fragments were noted. The
patient received 50 grams of activated charcoal with Sorbitol down
the Ewalt tube prior to being removed. The patient was en route to
head CT for emergent head CT to rule out intracranial process.

01/18/99

CBC, Chem-10, alcohol, Tylenol, aspirin, LFT's, PT, PTT and serum
o~ and urine drug screen are pending at time of dictation.

The patient will be admitted to the MICU unless an intracranial
process is found and, hence, neurosurgery will become involved.

PROCEDURES PERFORMED: 1. Endotracheal intubation. 2. Gastric
lavage via large Ewalt tube. 3. Nasogastric tube placement.

DISCHARGE DIAGNOSIS: Acute mental status change - possible
overdose/toxidrome.

As further information becomes available, it will be documented in
the emergency department record.

The patient was seen with Dr._who agrees with diagnosis and
disposition.
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Name:

Med RecC:
Date of Service: 01/18/99
EMERGENCY DEPARTMENT RECORD Log#: -
Attending Physician: M.D.
Nurse Practitioner or Resident: M.D.
TIME OF ENDING CONTACT: 20:20
Dictated by: Signed by:
I o L EB
RESIDENT ATTENDING
DEPT OF EMERGENCY MEDICINE DEPT OF INTERNAL MEDICINE

D: 01/18/99 T: 01/18/99

I o
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Emergency Department Adult Nursing Assessment
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NAME:

MED REC NO:
SEX:

DOB:
ATTENDING MD:
ORDERING MD:
LOCATION:

PT ACCT NO:

M

DIAGNOSTIC RADIOLOGY
CONSULTATION REPORT PAGE 1 OF 1

.PHYSICIAN

b

ORDER NO: [N

CLINICAL DATA:

T --COMA

EXAMINATION:
DIA-22 CHEST, PORTABLE 1 VIEW EXAM DT/TIME: 01/18/1999 08:10PM

I
CHEST, PORTABLE 1 VIEW

FULL RESULT:
CHEST, PORTABLE ONE VIEW: THE HEART SIZE, MEDIASTINUM, AND HILUM ARE WITHIN NORMAL
LIMITS. THE LUNGS SHOW NO CONGESTION, EFFUSION, OR INFILTRATE. THERE IS AN ENDOTRACHEAL

TUBE WITHIN THE THORAX, JUST ABOVE THE CLAVICLES. THERE IS AN NG TUBE THAT PASSES BELOW
THE DIAPHRAGM AND BEYOND THE FIELD OF VIEW.

IMPRESSION:
1. SLIGHTLY HIGH ET TUBE POSITION, OTHERWISE NORMAL CHEST X-RAY.

M.D.
M.D.

TECHNOLOGIST: DATE/TIME: 01/18/1999 08:10PM  SIGNED

TRANSCRIBED BY: DATE/TIME: 01/19/1999 05:24AM
READING MD: DATE/TIME: 01/18/1999 09:07PM
RESIDENT MD: DATE/TIME: 01/19/1999 09:14AM
SIGNING MD: DATE/TIME: 01/19/1999 12:52PM

THIS DOCUMENT WAS SIGNED ELECTRONICALLY
A COPY OF THIS DOCUMENT IS ON FILE IN MEDICAL RECORDS

BY ELECTRONICALLY SIGNING THIS REPORT, I THE SIGNING PHYSICIAN ATTEST

THAT 1 HAVE PERSONALLY REVIEWED THE FILMS FOR THE ABOVE EXAMINATION(S)
AND AGREE WITH THE FINDING(S) AS DOCUMENTED ABOVE.
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NAME:
MED REC NO:

SEX: M

DOB: AGE: 21Y
ATTENDING MD:
ORDERING MD:
LOCATION:

PT ACCT NO:

COMPUTED TOMOGRAPHY
CONSULTATION REPORT PAGE 1O0OF 1

.PHYSICIAN

H

orpeR No: [

CLINICAL DATA: S/P? SEIZURE; INCONT TO URINE; DILATED PUPILS BIL.

. EXAMINATION:
"CNE-1 CT HEAD W/OUT IV CONTRAST EXAM DATE: 01/18/1999

FULL RESULT:
CT HEAD: CONTIGUOUS AXIAL IMAGES WERE OBTAINED FROM THE SKULL BASE TO THE VERTEX
WITHOUT IV CONTRAST. BRAIN AND BLOOD WINDOWS WERE PRINTED.

BRAIN PARENCHYMA SHOWS NO ABNORMAL LESIONS. THERE ARE NO MASS LESIONS, MIDLINE SHIFT.
THE VENTRICLES ARE WITHIN NORMAL LIMITS. THERE ARE NO EXTRA-AXIAL FLUID COLLECTIONS.
THERE IS NO SOFT TISSUE SWELLING OF THE SCALP. THE SINUSES SHOW NO MUCOSAL DISEASE.

IMPRESSION:
NORMAL HEAD CT.

TECHNOLOGIST: DATE/TIME: 01/18/1999 08:34PM SIGNED
TRANSCRIBED BY: DATE/TIME: 01/20/1999 09:28AM
READING MD: DATE/TIME: 01/18/1999 10:28PM

RESIDENT MD: DATE/TIME:

SIGNING MD: I PATE/TIME: 01/20/1999 11:32AM

THIS DOCUMENT WAS SIGNED ELECTRONICALLY
A COPY OF THIS DOCUMENT IS ON FILE IN MEDICAL RECORDS

BY ELECTRONICALLY SIGNING THIS REPORT, I THE SIGNING PHYSICIAN ATTEST

THAT I HAVE PERSONALLY REVIEWED THE FILMS FOR THE ABOVE EXAMINATION(S)
AND AGREE WITH THE FINDING(S) AS DOCUMENTED ABOVE.
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