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IN THE COURT OF COMMON PLEAS STATE OF SOUTH CAROLINA 
COUNTY OF CHARLESTON FOR THE NlNTH nmICIAL CIRCUIT ~ ",-""\ 

CASENO:2011-CP-1O-6239 ~. ~ ~ 
~ C'~::- ~ ~ 

\

<::...< /' ~ .A'\ 
\~:.. cJ' ~\\ ~ 
o~ A)~ 0 

MICHAEL DAYSE, 

Petitioner, ;;,("\'. 

\

cif;" . ~ 
~~ U', 

ORDER SETTING ASIDE DEF AULl' \ """t -' v. 

DEBORAH WINSTON, 

Respondent. 

This matter comes before me on Respondent !Defendant's Motion to Set 

Aside a Default Judgment under Rule 55 and 60 (b )(1), South Carolina Rules of 

Civil Procedure, as amended. 

I heard the motion on February 9, 20 II. Appearing for the Movant was 

Charles S. Goldberg, Esquire, and Michael Dayse representing himself, pro-se. 

Based on arguments of counsel and upon consideration of the documents 

filed, I find that the RespondentlDefendant has a defense to the action and that there . 

was excusable neglect in her failure to file responsive pleadings. I also find that the 

Petitioner is·in no way prejudiced by the granting of this motion .. 

IT IS THEREFORE ORDERED that the Default Judgment be set aside 

and dismissed, and it is further 

ORDERED that the RespondentlDefendant file her responsive pleadings 

within thirty (30) days from date of this Order. 

AND IT IS SO ORDERED. 

February ~ 2012 
Charleston, South Carolina 



STATE OF SOUTH CAROLINA) 
) 

COUNTY OF CHARLESTON ) 

MICHAEL DAYSE ) 
) 

Petitioner, ) 
) 

vs. ) 
) 

DEBORAH WINSTON ) 
) 

Respondent. ) 
) 

TO: The defendant above-named: 

IN THE COURT OF COMMON PLEAS 
FOR THE NINTH JUDICIAL CIRCUIT 

CIANo. 2Dll-C9-l0-\A~~~ 

SUMMONS ~ 
Ol E -..(. -
\ 

(")..- ~ ..--
\ rn"" G'2 

~c.- t...> 

\ 
~. 

o~ -
~ ~ o~ 

~~ 
\$) .. 
~ ~ 

4"', 
.--.. 

\ rn 
0 

YOU ARE HEREBY SUMMONED and required to answer the Complaint herein, a 

copy of which is herewith served upon you, and to serve a copy of your answer to this Complaint 

upon the subscriber, at the address shown below, within thirty (30) days after service hereof, 

exclusive of the day of such service, and if you fail to answer the ComPlaint, judgment by 

default will be rendered against you for the relief demanded in the Complaint 

Dated: August J If) ,2011. 

8-

Michael Dayse 
64 Columbus St. 
Charlesto~ S.C. 29403 
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STATE OF SOUTH CAROLINA) 
) 

COUNTY OF CHARLESTON ) 

MICHAEL DAYSE, ) 
) 

Plaintiff, ) 

IN THE COURT OF COMMON PLEAS 
FOR THE NINTH JUDICIAL CIRCUIT 

CIA No. 

DECLARATORYJUDGMENT~ 
) & INJUNCI'IVE RELtiF C')~ ; 

- .,.?-~ 

it 
vs. ) ~~ --) :;0(..- ~ I ~. 

DEBORAH WINSTON, ) ~ - rn 
) .~ 

~ 0 O(ft 
Defendant. ) 0-, 

~ \S) 
0 .. 

) ~ ~ 
Gl CJ) 

NOW COMES the plaintiff, MICHAEL DAYSE, and alleges as follows: 

1. Jurisdiction of this Court is invoked pmsuant to the laws of the state of South Carolina. 

2. Plaintiff resides at 64 Columbus St., city of Charleston, county of Charleston, S.c. 

3 . At all times mentioned herein plaintiff resided at 192 Rutledge Ave.; city of Charleston, 

county of Charleston, S.C. 

4. Defendant, Deborah Winston, is and at all times mentioned herein was, residing at 2390 
I 

Baker Hospital Blvd., Apt. H 202, city of North Charleston, county of CharleSton, S.C. 

5. On or about September 3,2010 plaintiff was appointed attorney-in-fa~ for Ethel Frasier, 

his aunt (a copy of which is attached hereto as Exhibit "A". 

6. On or about August 17, 2011, defendant recorded documents with the RMC office of 

Charleston County, S.C. claiming to be attorney-in-fact for the same Ethel Frasier (a copy of 

which is attached hereto as Exhtbit "B". 

7. Plaintiff's appointment has never been revoked. 

8 On or about August 5, 2011 defendant wrongfully and unlawfully withdrew all the 

monies out of Ethel Frasier's bank account. 

- y-



n 
: f 

r; , 
/ 

I 

I ' 
! 
\_ I 

, I 

1 : 
1.. ! 

\ . 
)'-1 
, f; 
L.-

; \ 
U 

9. Plaintiff has demanded that defendant refrain from committing any and all acts as 

attorney-in-fact for Ethel Frasier, but defendant has refused and has threatened to continue such 

acts, and will do so, unI~s this court immediately enjoins the defendant from doing so. 

10. An actual controversy has arisen and now exists between plaintiff and defendant 

coiicetb.iiig their respective rights and duties as attorney-in-fact for Ethel Frasier. 

11. Plaintiff desires a judicial determination of plaintiff s rights and duties and a declaration 

as to who is legally the attorney-in-fact for Ethel Frasier. 

12. A judicial declaration is necessary and appropriate at this time under the circumstances in 

order to prevent further misappropriation of assets owned by Ethel Frasier. 

WHEREFORE, plaintiff requests judgment for: 

1. A declaration that plaintiff is attorney-in-fact for Ethel Frasier, 

2. A declaration that defendant's general Power of Attorney document is void and of no force or 

effect: 

3. Enjoin defendant from acting as attorney-in-fact for Ethel Frasier, 

4. Such other and further relief as the court deems just and proper. 

Dated: August 3(J) , 201 L 

5-

Michael Dayse 
~ ColtPIlbus st.: 
Charleston, S.C.29403 
. -",. . . 

" I 
J \--'~--------~ .. -" - -' - --- - -------
L 
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STATE OF SOUTH CAROLINA ) 

) 
COUNTY OF CHARLESTON) CERTIFICATE OF SERVICE 

~ MICHAEL DAYS~ pIaint:ifl: acting pro se, hereby certify thatfI have this date served 

the attached SUMMONS and COMPLAINT on the defendant by deposi,ting a copy of same in 

the U.S. mail, postage pre-paid, return receipt requested, and addressed as follows: 

Deborah Winston 
2390 Baker Hospital Blvd., Apt. H 202 
North Charleston, S.C. 29405 

Dared: August 31) . 2011. 

~-- ------- --~~- -- -.-- ~------------- ~_lc -____ _ 

I 

Michael Dayse 
64 Colwnbus S1. 
Charleston, S.~. 29403 

i 

---- ----- --------
"- - - -. "-----



. ; 

STATE OF SOUTH CAROLINA) 
) 

IN THE COURT OF COMMON PLEAS 
NINTH JUDICIAL CIRCUIT 

COUNTY OF CHARLESTON ) CASE NUMBER: 2011:-CP-IO-6239 

MICHAEL DAYSE, 

PLAINTIFF, 

VERSUS 

DEBORAH WINSTON, 

DEFENDANT. 

) 
) 
) 
) 
) 
) 
) 
) 
) 

ANSWER 

-------------------------) 

NOW COMES the Defendant, through undersigned 

counsel, and by way of reply to the Complaint filed by the Plaintiff, 

Michael Dayse, who alleges and says as follows: 

ONE: That each and -every paragraph of the Complaint not 

hereinafter specifically admitted, qualified or explained is denied. 

TWO: As to Paragraphs One (I), Two (2), Three (3), Four 

(4) and Five (5), Defendant denies same and demands strict proof 

thereof. 

THREE: As Paragraph Six (6), Defendant admits 'same. 

FOUR: As to Paragraphs Seven (7), Eight (8), Nine (9), Ten 

(10), Eleven (11) and Twelve (12), Defendant denies same and 

demand strict proof thereof. 

WHEREFORE, having set forth her Answer, the 

Defendant prays unto this Honorable Court as follows: 

Page I of3 

-7-



1. 

2. 

March 5~, 2012. 

That this Honorable Court 
issue its Order dismissing 
Plaintiff's Complaint, with 
attorney's fees and costs; 

For such other and further 
relief as to this Honorable 
Court may seem just and 
proper. 

JOSEPH~· 
ATTORNEY DEFENDANT 
104 BROAD STREET 
P. O. BOX 250 
CHARLESTON, S. C. 29402· 
(843) 577-7210 

Charleston, South Carolina 

Page 2of3 - 8-
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CERTIFICATE OF SERVICE 

This is to certify that I hereby certify that a copy of 

Defendant's Answer was served upon the Plaintiff, Mich~el Dayse, by 

depositing a copy of same in the U.S. Mail in 
I 
i 

a prop~rly addressed 

envelope with adequate postage thereon this the 

March, 2012, as follows: 

Page 3 of3 

Michael Dayse 
P. O. Box 21968 
Charleston, South Carolina 29413-1968 

~ day of 
! 
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1 represent Deborah Winston, who is in the courtroom. She 

2 was served with this summons and something called a 

3 declaratory judgment and injunctive relief. Basically, 

4 Mr. Dayse has asked that his power of attorne~ be 

5 enforced. Itrs interesting, of course, Judge, in order to 

6 set aside a default, you've got to have a defense to the 

7 action, and, of course, excusable neglect. Insofar as the 

8 defense goes, he alleges in paragraph 7 of this document 

9 called declaratory judgment that the plaintiff's 

10 appointment has never been revoked. Well, that's slffiply 

11 not true. It was revoked and it was recorded ,prior to the 

12 institution of whatever action it is that he is bringing 

13 today. 

14 Secondly, excusable neglect. The pleadings were 
, 

15 served on her. She thought that the pleading~ were a 

16 duplication of an existing pending action in the 

17 commitment division of the probate court. So:she sort of 

18 disregarded it because she has been sued thre~ separate 

19 times by this gentleman within the last few months, and as 

20 

21 

22 

23 

a layperson, she didn't realize what had happened. It 

was -- she was supposed to answer on October the 11th. 

On October 3rd, she was hospitalized from October 3rd 

through the 25th of October. Strangely enough, during the 
! 

24 summer she had broken her hip, and while in rehab, the , 

25 therapist dropped her and she broke a bone in her leg. So 

-/0-



4 

1 her focus was basically on her own health and totally 

2 disregarded this. 

3 I came into play when I received from Mr. Dayse an 

4 order of default and, of course, we immediat~ly filed our 

5 motion to set it aside. We think we've got ~ perfectly 
I 

6 good defense to whatever this is because there has been a 
I 

7 recorded revocation. Mr. Dayse knew that. 

8 THE COORT: Okay. 
, 

9 MR. GOLDBERG: It was recorded in the courthouse. , 

10 THE COURT: Anything else? Don't mean to cut you 

11 short. 

12 MR. GOLDBERG: That's it. 

13 THE COORT: Mr. Dayse, I'll be glad to hear you. 

14 MR. DAYSE: Good morning, Your Honor. Stating that I 

15 filed this motion back in August 2011 on the 31st and I 

16 didn't get no answer. Ms. Winston perfectly know the 

17 different courts that she -- applying to. ~d as far as 

I 
18 Mr. Goldberg is saying, his meritorious defe~se is 

19 revoked 

20 Is that your meritorious defense? 

21 MR. GOLDBERG: That's correct. 

22 MR. DAYSE: If II move on. I did file fdr judgment to 
I 

23 find out who is the attorney-in-fact. The clerk -- this 

24 is my declaratory judgment. The clerk signed it. 

25 Judgment of default, and I'd like to enter this to you. 

- "-



1 THE COURT: It's in the file. 

2 MR. DAYSE: Okay. 
I 

3 
! 

THE COURT: Are you familiar with Rule 55, South 
I 

4 Carolina Rules of Civil Procedure? 

5 MR. DAYSE: No, sir. 

6 THE COURT: I Well, that's the rule that we'll be 

7 talking about today. 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

MR. DAYSE: Oh, okay. 

THE COURT: Okay? 

MR. DAYSE: Okay. 

THE COURT: You never looked at it? 

MR. DAYSE: Sir? 

THE COURT: Have you ever looked at it? 

MR. DAYSE: No, sir. No. 

THE COURT: I 
You're entitled to represent Iyourself 

MR. DAYSE: 

THE COURT: 

Well --
, 
I 
I 

Listen to me for just a second, please, 
! 

18 sir, and don't interrupt me, okay? 

19 MR. DAYSE: Okay. 

5 

20 THE COURT: And I'll listen to you. 
I 
i 

We'r;e not going 
i 

21 to interrupt each other. Do you understand? 

22 

23 

24 

25 

MR. DAYSE: Yes, sir. 

THE COURT: Rule 55 is the rule concerniJg setting 

I 
aside a default. You're welcome to represent ~ourself pro 

I 

see You're entitled to do that. However, the! courts 

-I~-
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STATE OF SOUTH CAROLINA) 
) 

COUNTY OF CHARLESTON) 
GENERAL POWER OF AITORNEY 

L Ethel Fraiser, the undersigned of 135th St, 213W, Bronx, Bronx county, New 

York, make, constitute, and appoint Mr. Michael Dayse, of 192 Rutledge Ave., Charleston, 

Charleston county, South Carolma, my true and lawful attorney-in-fact, in my n,ame, place and 
i 
I 

stead, giving attorney-in-fact full power to do ~d perform all and every act thai I may legally do 

through an attomey-in-f'a.c4 and every power necessary to carry out the p~ for which this 
i 

power is granted, with full power of substitution, revocation, ratifying and aiIinhlng that which 
I 
I 

attorney-in-fact or a substitute shall lawfully do or cause to be done by an atto~eY-in-fact or a 

w~ 
BEFORE ME, the undersigned authority, on this 3 day of S p--1lteyl)'be.f ,2010, 
Personally appeared before me Ethel Fraiser and signed the Foregoin& a&l ackD.owledged to me 
~'51l{fixec~ the same freely and voluntarily for the uses and pmposes th~ expressed. 
~S·inY hand and official seal the date aforesaid. ! 
~ -.:r •• -
.; ..... --vv ...... 

-- 1 y-

'0 
CD ... 
• 
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Institute qf Psychiatry 
Physician Discharge Orders 

Page 1 of4 

l~mllllmm~mlllmIIOOlmfllllllmllll 
Pl04286083 008:'12-' i11923 S F 

FRASIER 
ETHEl 
Adm:03/22ill M2655455 
............... 1" ••••• .,. ..... 18H_ anll ...... ' •••• lSI. ''I'' 

i 

Patient Name Frasier, Ethel I 
Form Originalion Date: 9109 MRN I 

-\ Versiorr 6 Version Date: 7110 PAnENT IDENTIFICAnQN LABEL 
--------~==================~~~~~~~----

ALL ELEMENTS OF THIS FORM MUST BE COMPLETED 

1. Principal Discharge Diagnosis: "Wzbeirtler-S OementiaWitfj':~a\'iO~fif1 
Axis I Alzheimer's Dementia with behavioral Axis H Deferred ----- -, 

~~~--~~~--------~~--------------disturbances Axis 11/ Hypertension, breast cancer! sIp mastectomy 
AxIs IV Severe - housing, economic: 
AxisV~5=1~ ________________ ~ ______________ ___ 

2.. Reason for Hospitalization: Increased agitation, confusion, disoriented V 

a. Admission Date .=3=-1-=2;::2"-1.:;1.:;1 __________________ _ 

ADMISSION EVALUATION AND LABORATORIES I 
Mental Stalu$ on Admission: Orientation Person ~Oce I Behavior welt groomed/<;ooperative 
Speech I Motor paucity/nonnal Mood I Affect euthyrniC/stable I 
Thought Content and Process suiddal thoughts/illogical, perseveration ! 
Concentralion I Memory unable to attend to task/impaired V Insight I Judgment siqnficantly impaired ~ 
Labora~ Results and Pertinent P~ical Andings : 
UDS (-J, UA f-), SAL (-), SMP within normal hmlts 

HOSPITAL COURSE (1I1CIude rationale for medication changes if applicable) i 
Ms. Frasier was admitted to the Senior Care Unit on 3ao but did not arrive until 3a2 due to bed availability. She was placed on 15 
minute cheCks. fail ptecautions. suidde precautions and unit restriction. During her initial evaluation by the senior care team. she 
was noted to be delilious. After 48 hours her delirium resolved and she returned to her baseline of being Oriented only to herself. -­
She was started on zvprexa which was titrated to 2.Smg at 1200,1600. and 2000. She was also started on tegretoll00mg daay. 
lOOmg at 1400. and 200mg at bedtime. For her hypertension. she was placed on hydrochforothiazide 25mq. and her rlSinopril was 
titrated to 4Orng. Ms. Frasier was also restarted on her brimonidine and latanorost for her glaucoma. I 

OccasionaUy during the hospitalization Ms. Frasier would become agitated with staff and attempted to elope. Her sleep/wake eycfe 
was also erratic. but this improved over the course of the hospitalization. At the time of discharge. Ms. Frasre;- was calm. pleasant, 
and cooperative with staff. She attended and partidpated in groups on the unit. She was eating all of her: meals and was compliant 
with her medications. She was alsO sleeping thrnugout the night. On the day of discharge. she had a CMP and tegretol level drawn. 
Ms. Frasier was felt to no!onqer be an imminent threat to herself or others and wiD be discharged into ~ care of her nephew.y 

[) Hospital COUr.59 contInued on Addendum 
b. Discharge Date 
Co Discharge Unit 
d. Condition at discharge: 0 See above 

, 

4/8/11 
______ ~B~IC~U~ _______ '~84~3~)L_ ______ 79~2~-O_1_1~6 _____ __ 

- - • ....J.Cogmlivestatus: .1P~OllO.!lrL_ ___________________________ .:........ _______ _ 
Fun~~arus:~F~a~ir ______________________________ ~------------
[Jln~~CGrnmUtted~: ____________________________________ ~ __________ _ 

i '3. Discharge Attending: Edgar Weiss. M.D. 

4. Discharge ResidentlPA-ClNP Jordan 

5. Discharge Service: BICU 
J<' 

Date ~ I f I" rime ~ AIWPM 
--~-------- OTE~~~1~1757~7~1~10~ 

I 

I , 

I (~.i--l~ P"''' .... ID /LtL ~ '( Physician Signature ____ -,-_"....:.....1..______________ -"'_. 
iop _ all_ orders_ dischgeneral 

15 -
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"DCORDERS" 

Institute of Psychiatry 

'II M~ 11m lUg '~III~I 11m IIRI 11111 mllm 
Pl04286083 OOB:12.11,!923 6 F 
FRASIER ' 
ETHEL 
Adm:03122Jl1 M2655455 

, ...... alP I.'U ........ n 1111 • • ,~ ,.,., tlnanll nil 
I 

Physician Discharge Orders 
Page2of4 

Patient Name Frasier, Ethel ' 
MRN : 

Form Origination Date: 9f09 
Version: 6 

PATIENT IDENTIFICA110N LABEL 
i 

Version Dale: 7/10 

6_ Did the patient have any of the following diagnoses during this admission? 
!tles to any. addifi.onal questions will pop up and MUST be completed.. 
~ No 0 Yes Acute myocardial infarction 

~ No 0 Yes Asthma (pediatric) 

~ 
No 0 Yes Cerebral vasaJfar accident (eVA) 
No 0 Yes Congestive Heart Failure (CHF) 

No 0 Yes Diabetes meBitus 

I8J No 0 Yes Pneumonia 

NURSE INSTRUCTIONS - if any of above checked yes. include appropriate discharge instructions to the pa~ 

7_ Has the patient used tobac:c:o in the past 365 days? 

~No , o Yes -? counsel patient I caregiver 0 I have counsefed patient I caregiver on harmfuf effects of smoIdng & offered smoking cessation advice 

i 
-? NURSE INSTRUCTIONS - Emphasize tobacco cessation in your discharge instructions and give patient 1 ~iver education material 

8 r>-&>_ 1 DisposHl • I,: _ n ..... n on. 
a)~~orT~t~ 

o Rehabilitation faciIily 

Address 

Phone 

o Assisted living o Hospital I acute care facility 
~ Home or seIf-care o Long tenn acute care facility - l T AC o Home with hospice o Nursing home 1 skilled nursing facility 
o Hospice facifity o Psychiatric faciJity I unit 
o Involuntarily committed 

192 Rutledge Avenue, Charleston, SC 29403 
843-819-8687 

DTCU I 
o VA I FedtkJ hospital I military 
o Left agaiDst medical advice 

I 

If OISCharge to home (check applicable): 
o b) Home heaHh services: 0 Nursing DOT 0 PT 0 Speech 0 MSW 0 Other _____ ~--------

Provider: Contadfl:: _____ ~---------
Reason (specify services needed at home and why): 

!!!m!! home health ~ are signed by dlsdlaI:ge attending-
Follow"!!.!! home health orders are signed by: 0 MUSC discharging attending above o Other- (specify): ---,,--::-=;--___ ---; _______ _ 

o c) Infusion therapy, only if applicable (specify meds and durations in med ree fonn): 0 ______ ..,-_______ _ 
Provider: Contact fI:: ______ --, _____________ _ 

o d) Durable medical equipment - list medical equipment 
o Bedside commode 0 Crutches o Food pump 
o Walker 0 Walker with wheels o VIJheeId'lair 

DOffler ______ ~-------~-------------Provider: ____________________ Contact fI:: _____ --7 __________ _ 
o CPA? 0 Oxygen 

o e) Resume previous home health services for COlldition f diagnosis unrelated to CUfTenl hospitalizalion 

'7\...~ 1'-1 L- S j- '-I/'?j" ! 
Physician Signature L/l Pager 10 Dale _'--____ ~rme _____ AM/PM 
iop_aH_ordefS_diSch-gene--ra=--I------------- OTE 901157 7f10 

f ),r 

16 -
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I ~I~IIII~ II ~n II ~m 11m 1m 101 
*DCORDERS* 

11111111111111111111111111111111111111111111111 11I1 1111 
Pl04286083 DOS: 12!1111923 B F 
FRASIER 
ETHEL 
Adm:03i22:11 M2655455 
• tl'lli ........ ., ., ••• ""111 ... ~'tJ •..... 'IJlI'UI "I' 

I 

Patient Name Frasier, Ether: 
Institute of Psychiatry 

Physician Discharge Orders 
Form Origination Date: 9/09 
Version: 6 

Page 30f4 

10. Level of activity after discharge: Restrictions 
(specify reslrictions): 

MRN 

Version Date: 7110 

Ms. Frasier needs 24 hour supervision She cannot drive 

PATIENT IDENTIFICATION LABEL 

11. Diet after discharge: Cardiac fit (specify other diet): __________________ -+-_________ _ 

12. Appointments after dlscharge: 
a) Review patient physicians and potential need for follow up: 

Primary Care Clinician: 7-F-=a:.:..:m"'i~ly'_m:..:..:.:ed=ia::;·n:..:;e=_ ______________ _ 

MUSC Referring Physician: -:-:""-'7.::-::::-=----------------­
Referring Physicians external to MUSC: ~--------------­
Admitting Physician: Edgar Weiss. M.D. 
Attending Physician: Edaar Weiss M D. 

b) Review consultants seen during hospitalization and potential need for follow up: (list consultants seen during hospitarlZation) 

Consulting Service Attending Follow-up needed? 

o No LJ Yes! 

o No 0 Yesi 

DNoD Yes: 

c) Has patient had any foreign objects (packing, foley, central 6ne, tubes, etc.) that need removal at a later time' or monitored as an 

outpatient? C83 NlA : 
! 

d) FoI1ow up appointments to be arranged by Social Woc1(er 

13. CaR for the following: (specify the condition & who to caR; use plain words) 
Go to the local Emergency Room for an emergency. I 

For questions and issues related to discharge instructions or medications, contact us at the Hospital Nursing Unit pho~ number. 

Iflcreased coflfusiofl, increased agitation, fialluciflations, SUicidal ideations, hOfflocldal ideations 

14. fII Access (verify that access line is to be removed or if maintain, verify that this is the case) 
~ Remove- aD prior to discharge 0 Maintain (specify): __________________________ _ 

15. Allergies: E NKA 0 Other (specify) _________________________ -'--_____ _ 

1 S. Medications: !81 See tOP Discharge Medication Orders 

(:·:L.v---> Iy 1. ~ j £.;/8-1(( I cf 3~-
Physician Signature .) Pager 10 ______ Date _..J.L _____ Time _____ AMiPM 
iop_all_orcters_disch-gen-e-ra-I-'------------- bTE 901157 7/10 
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Muse Health 

I 111m ~m III ~n II 11m 011 I ~II 
·OCORDERS* 

Institute of Psychiatry 
Physician Discharge Orders 

Form Origination Date: 9109 
Version: 6 

17. Transition Enhancement 

Page 4 of4 

Version Date: 7no 

1111111 ~m 11111 111111111111111 11111 1111111111 1m 1111 
P104286083 ~OB)2;l 1:1923 B F 

FRASIER 
ETHEL 
Adm:03/22/11 M2655455 

Patient Name Frasier, Ethel: 
MRN 

PATIENT IDENTlFIC~TJON LABEL 

I 
a) Didation job number ________ (dictation telephone 2-7007. Work type 4 - discharge summary. 8 - S1AT for transfer summary) 

b) Fax a copy of f2{discharge orders and medication reconciliation form to provider listed on patient instruction page: for whom an Authorization to 
Disdose Protected Health Information has been signed I 

I 
c) labs I Studies still penamg at the time of discharge: 

Tegretol level, comprehensive metabolic panel 

d) Special issues that need to be discussed at follow-up visits: 

FOLLOW-UP PROVIDER TREATMENT CONSIDERATIONS I 
I 

~ Possible medication adjustment(s) o Laboratory studies I 
Zyprexa, lisinopril I 

o Side effects for special consideration o Medical conditions of special n6te 
i , 

o Next depot injection due on o Medication, alcohol, or drug usk of particular concern , 
! 
I 
I 

I 
I 

I 
i 
, 

FURTHER RECOMMENDATIONS FOR PATIENT ANDIOR GUARDIAN (any reasons forconcem, Safety issues) 
Patient must keep appointments with mental health and with primary care to continue treatment o,f her Alzheimer's Dementia and 
her hypertenSion. ; , 

e) Code status at discharge: C2I Full code 0 Allow natural death 0 Other (specify): _____________ _ 

f) Patient phone number in case foDow-up needed: _8=-4..:,..=3_-.::.8.::.1..::.9_-..::.8-=6:..:8:..:7 ________________ _ 

gl 

Physician Signature ..IL.=.lLI~I.,,;,l...J...:H;+-,~U!'--=::-'---- PagerlD 

Attending .Signature __ -...:::.....-___________ _ PagerlD 

iop _ale orders _ dischgeneral 

Discharge SUmmary Format 
1, Patient full name and speUing. MUH PA TCOM If.. MUH MRN If. 
2. Date of admission & date of discharge 
3. Attending physicians full name and spelling. service 
4. Person dictating (spelling) 
5. Chief complaint on admission 
6. Admitting diagnosis 
7, Procedures during hospitalization 
8. Consultations during hospitalization 
9. Brief HPI and pertjnent ROS 
10, PMH 
11 PSH 
12 AdmiSSion medications 
13, Allergies (did allergies change dunng hospitalization?) 

______ -'; lIil}~ to complete excuse form I 

f S 15 () Date -.-:i!+· t..()..~ ~(l...!-/- hme ~t,-,",DO~--,eM 
/ C/ l 1.)-~ Date <.1'i' /,'/ tme f 3 c. AMiPM 

--~-~---~TE-90-11-5-7-7-I-l0--

14. Social history I F amity history (pertinent) 
15. Admission PE and diagnostic tests (pertinent) 
16, Hospital course (problem basedt formatted in.separate paragraphs) 
17, Discharge diagnosis (list primary and all secondary diagnoses) 
18: Cancer staging if applicable (T_:N_ M_ = Stage _) 
19. Discharge medications I 
20, Disposition. condition on disch~ge. activity. diet 
21, Appointments ! 
22, Labs I studies pending at time of discharge 
23, Code status at discharge I 
24. MOST IMPORTANT - MUSC Refernng physician, External 

Referring physicians, Primary ~re diniClans (spell name & 
location) I 

l g -



1 : 

I 
I ' 

f M USC Healrh 11111 ~IIIIIIIIII ~Im ~ IIII 
.... ~I·~ " .... ''-: ..... 11 ~n u" 'l.lWf...... .PTINSTRUC. 

Institute of Psychiatry Discharge Instructions 
Page 1 of 1 

Form Origination Date: 9109 
Version: 6 Version Date: 7110 

Patient Name Frasier, Ethel 
MRN ----~------------------

PATIENT IDENTIFICATION LABEL 
: 

" MUSe Patient PASS: A Transition Record i 
Patient Preparation to Address Situations (after discharge) Successfully 

I 
I was hospitalized at MUSe Hospital from 3/22/11 through 4/8/11 for the following problems: 
Increased agitation, confusion, disoriented ! 0 

My level of activity after discharge is: i 

Restrictions Ms. Frasier needs 24 hour supervision. She can~ot drive. 
My diet after discharge is: 
Cardiac fit 

If I have the following problems .• """ 
Go to the local Emergency Room for an emergency. I 
For questions and issues related to discharge instructions or medications, contact us at the Hospital NUrsing 

U1 nit phone ndumber·f " " d"t to h II ° to ° °d I °d I to h °d I ncrease con USlon, mcrease agl a lon, a ucrna Ions, SUlCI a I ea Ions, omoci a 0 
The tests and issues I need to talk with my doctor(s) about at my first office visit: ! 

Tegretol level, comprehensive metabolic panel 

Further recommendations for patient and I or guardian: , 
Patient must keep appOintments with mental health and with primary care to continue treatment of her 
I\.I'Thoil""r"1or-'c nornant-i:::. 'jnn hor h"norronelt"'u", I 0. 

See separate sheet for scheduled appointmentso 

Important contact information: 

Name 
My Primary Doctor Family medicine 
My Hospital Doctor Edgar Weiss, MoDo 
My MHC Case Manager 
My Social Worker 
Hospital Nursing Unit 

Name Type of Service 
My Phannacy 

Important discharge instructions: 

~one Number 

1]92-0116 

V92-0116 

Contact Person I Phone/Fax Number , 

I 
I 

I 

! 
I , 
, 

I 

I have received information and listing of available agencies and have been offered a choice rega~lding agencies available in 
, my area. 0 NJA I I 

, I have reviewed my discharge and medication instructions, understand the information. and have ~eceived copies. 
I Patient I Caregiver ____________________________________________ -;-

_ ____________ ---,,---:---:-____ --:-___ --;:;-___ -:-;::;_::=_ Date -------i- Time _____ AM/PM Nurse Signature 
Original to record Copy to Patient 

iop _ an_orders _ dischger.eral GTE 901157 7/10 

-/9-
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11111111111111 ~III "'IIIIII'I'III~IIIIIIIIIIIII ~IIIIIIIIIIIIIIIIIII ; MUS C 
"OPPHYSORDER' t;1Eoic'ALli"NlvEiis'irv 

OF SOIlTH l:ArIOUNA 

Institute of Psychiatry (lOP) 
Discharge Medication Orders 

Form Origination Date: 7/07 
Version: 1 

- ------- - - -- ---_. -~ -_. 

MEDICATION 

Llslnoprll40mg 

Tegretol (carbamazeplne) 100mg 

Tegretol (carbamazeplne) 200mg 

ZyprexR (olanzaplne) 2,5mg 

- -

Page 1 of 1 

Version Date: 7107 
- - - ---.' -- --,-- -- - - - - ---

DIRECTIONS FOR USE 
take one by mouth dally 

take one at 0800 and 1400 (2PM) 

take one by mouth at bedtime 

take one by mouth at noon, 1600 (4PM). and 2000 (8PM) 

Arlcept orally disintegrating tablets (donepezll) take one by mouth dally 
Sma 
Brlmonldlne tartrate 0.15% opthalmic one drop each eye twice dally 

Latanoprost 0,005% opthalmiC one drop each eye at bedtime 

Hydrochlorothiazide 25mg take one by mouth dally 

"-\C~·\I~ (o~lo~~I~ )S~ ~~~~6..t ~ ~d'1 .... 

Patient Name 

1111111111111111111111111111111111111111111111111111111 
P:104286083 UCl3,I2 I' 1'1::,' I~ I 

FRASIER 
ETHEL 
Adm:03:2~~/' 1 M:2655455 
11 ... 11111 ... ""11 ..... 11 1 1111111111.1111111,,,,111 .. ' 

Frasier. Ethel 

MRN 

-STAMP-PlATE-I-PATIENT-iDENTIFICATlON-L;-ABEt---· 

SPECIAL INSTRUCTIONS SOURCE 
~ Pr(!~r.riplion fjivnn Q Silmpl(!~ Qivr.ri---

Usc homo supply ~IlV over ~1'!~J:oun_t~ 
~ Presr.rlptlon Qlvp,n r= Sampif!s given 

LIsp. homo sUPQly Buy o~(!r thp. coun~L 
~ Prescription given = Silmplf:!~ given 
~ homp. supply = Bl.!Y!l~£U_~o CO~~~!Q~ 

Prescription glvon r= Sampln~ Qivell 
F U5e horne su~ly BlIY o~~~r;;.~,~~)~ 
~ Prescription given r= Sllmplc~s niven 

Use h!1.2'c sUP.Qly AllY ovC'![ t~p. COllntor 
~ PfI!5r.rlptlnn givnn = Samplr., nivnl1 
r Use hom~ 5U~&; ovm I'-'Po r~~ 
~ Proscription glvcm Snmplo$ given 

Usn home supply Buy over tho colICltm 
~ Prnscriplion givp.n Sompl!'!~ givI!i;--

lJsH homo supply = Allvover tl1n C(1l1rllm 

~ Pfl~scription givnn ;::: Somplo5 giv-;,n-
Uso homB supply Buy nvC'![ Ihn (:our~~ 

= Proscription givon r= Sl:1mplfls givoll o Use homo supplv B!.'12~~:..E£untor 
!d Prnmiptinll giVf!l1 == Sllmpln~ given 
o Us!' hamp. ~\lmJ:l}~_~~~~,:..!:~~~~ 

Stop the following medications: -"P..;..ro;:.:ca:::;r""d;,::la..:,;X:.::.L..::.60;:,;,m~gL-________________________________ , _______ _ 

Additional comments: Do not take procardla until you have gone to your primary care appointment I 

IMPORTANT NOTICES TO PATIENT: 
1. I have reviewed your hospital medications and reconciled them with the outpatient medications documented In the lOP Assessment (OTE 7002391700243) pilgCS 2&3. 
2. This is a list of ALL the medications you should be taking, Please bring this list to your doctor's appointments and pharmacy. 
3. Do NOT take any medic tions !pat are not on this list. Plellse consult your outpatient provider before making any chimges to your medication regimen, Th;mk you, ... r 

Si~niltllre&Title ' ~~ PrinledName N\\~-J()(~\I\ PAgerlD\~150 Dilte~1 TimO~PM 
Photocopy to patient I Original to medical rocord 

lopdcmellornm OTF 700m '1/()7 

,I --- . I 



j' .. M USC Health 

I !IIII~ 1m m II 11m mlllllllll~ 
·PTINSTRUC· 

Institute of Psychiatry Discharge Instructions -
Patient AppOintments 

Fonn Origination Date: 9/09 
Yersion:6 

Page 1 of 1 

Version Dale: 7110 

.. ),~ : ?-.--
'-~~ 

111111111111 J11111~11I111I111I1I ~III 111111111111111111 
P: 1 04286083 008: l~f 1 i 1923 8 F 
FRASIER; 
ETHEL 
Adm:03i22:h M:2p5ij455 
• III',1 "In •• rllll~I' (JIll .Inl "III '1111 "'11 1111 "'J 

Patient Name F~IER, ETHEL 
MRN 2655455 

PAnENT~I~D~E.J;NTl~F~IC:-A-:n::-O~N"""LAB--:-::~E:-:-L---
I 

IFOLLOW-UP PLAN and APPOINTMENTS It is important that all follow-up appointments be kept. arid if you cannot keep an 
;appointment at the time scheduled, please call the provider to reschedule. A checkmark indicates th~ this Discharge Order has been 
Ifaxed to the provider listed below for whom an Authorization to Disdose Protected Health Information has ~ signed (as indicated by a 
checkmark in the "A" column). , 

Phone I Fax Appointment 
Name I Agency Address Number Number Date and 

A Faxed Time 

X 
DR MARY HART CRAIG MCCLENNEN-BANKS BLDG 843-792-5567 843-792-7331 APRIL 15 
GEROPSYCHIATRY 1:00PM 

ROOM 205 
i 

I DR PLAYER FAMILY MEDIONE 843-792-3451 843-792-3459 APRIL 26 I I X 315 CALHOUN STREET 
I 1:45PM 

I I 

J I 
i 

I 
I 

I 
! I 

i 
I 

I 
I ! 

! 
r i 

I ; 
! 
I I 

/ I 

\ ; 

!1lvJ~ (t~V Date 04/08/2011 
i 

Clinician Signature : Time 0900 AM/PM 
/ . / I 

I 



./ 

I l 

-= 

f}MUSC Health 
MEDICAL UNIVERSITY of SOUTH CAROLINA 

April 15, 2011 

To whom it may concern: 
I 

Seasous IJItaISi9c outpatieut 
Gcrimic Psjchi:any 
326 UIbo.un Sam 

Suia:201 
MSC861 

0Jarlcsr0n SC 29425-8610 
Td 843 792 5567 
Fax 843 792 7574 

www..musche:ddu:om 

Ethel Frasier, date of birth 1211111923, is my patient in the MUSe Gericitric Psychiatry 
I 

Clinic. She has Alzheimer's Dementia with Behavioral Disturbance. Thank you for your 
consideration. I 

Sincerely, 

Mary Hart erai~ M.D. 

M ~ qppomuzizy ~ pnmzming rwrip/tIa ~. 
OPrituJ ... lOO'l6Ii1rt c--a RIqt:IJ P.:ptr 

- :i~-



South Carolina Department of Motor Vehicles RG-007A 
{Rev. 1111) 

,- . Disabled Placard and License Plate Application 
~'~~~OO~1~-~C~~~k~qpe~~m~~~~~'oo~~~~~~~~~~~~~~~~~~~~~~,~~~~~~~~~~~ 

I {ZJ Original 0 Renewal 0 Replacement - Prior PlateJPlacard No, 0 Add Di~led Parking Authorized ($1,00) 
_ .DISABLED LICENSE PLATE 0 Passenger Vehicle ($20.00) 0 Motorcycle ($10,00) 
10 Purple Heart Wheelchair (Must also meet requirements for Purple Heart; No fee - Permanent Plate) I 

.'0 Disabled Veteran Wheelchair (HV) (Must also meet requirements for Disabled Veteran; No fee - Permanent Plate) I DISABLED PLACARD - $1.00 Umit 1 per applicant Applicant must have a SCDL. BP or 10 photo on file ~ ~i 
- ,D Temporary (impainnent must be at least 4 months not to exceed 1 year) J2r Permanent (valid for 4 years) 

Placard Registration Certificate must remain in the vehide when the placard is being used. t 

I 
0 DECAL (For display on PtHple Heart motorcycle and Disabled Veteran motorcycle plates only) i 

Man completed appflCation along with a check or money order payable to the South Carolina Department of Motor Vehicles (NO CASH ACCEPTED) to 
. ·SC ~partment of Motor Vehicles, PO Box 1498, Blythewood. SC 29016-0019 . , I 

)Narmng: A person who duplicates, forges, or sells a olSabled placard or a person who falsifies information on an application form for a oJSab/ed placard or plate 
. (iii misdemea u n ronviction. must be im' ed for 30 and fined not less than $500 and not more than $1,000. 

- Required for Placard or Plate ( ... ind"ICates optionaJ infomJalion) I 
I , '\ Rrst Name: J:: ~"t'\. ' MiddI~ Name: 

Street Address: by t O\~"·N;\::>, .... sst.. ! 
I Maning Address (if different): ---;-;_-;-;;--_~_-_--;:---:;--________________ -!-___________ _ 

All correspond~.ce win be mailed t~ the address of the applicant , 

City: t ~\""\'t.>\:.~...... State: ~ .. (, ,I Zip Code: c29LiO '2l 
1 

(Area Code) Telephone Number:-l~l.i35 ,g'9 ~ 8bll Disabled Person's SC Driver ucens;; BP, or 19 Number: __ , __ . --:-___ _ 

Date of Birth:- 1:/' 11)}9 a,3 Social Security No.:- Db \.-. :ttl -05 7$ Email Address:- VA b\N 'tho \0 ~tlh<>P-L h\ 
t this inforrnatio'n is anp ~!\~ \ ~ • ~ \ I\~ ~ ~~ '" "l .... 

~~~~~~~~~~~~~·~l \~ ~ YYI\.~''=-~~E:,~;f: ,~ CfS--'J f 
. bled Person Printed Name of Disabled Persoo - i e 

Gross Vehide Weight 
I 

Current Vehide 
I'Vehide Identification Number: 
. Owners InfOllTlatioo 

..astName 

____________ Make: Year: ___ ....2....._ Plate Number 
1 

M"lddIe NaI-ne ______________ FIlSt Name 
------------------ I 

I 
Street Address: 

~~~dfflerem~ __________________________________________________________ ~------------------------

':::ity: __________ Slate: Zip Code: ~~- -----+------------------~-----
'I (Area Code) Telephone Number:- ' sc Oriver's license. BP or 10 

YES, I wish In donate $5.00, more or less, In Donate Life SC. Amount of donation $ ___ .00 
NSURANCE CERTIRCATlON I 
Jnder penalties of peJjury. I declare this vehicle is insured with ______ --::--_--,-____ aoo I will maintain liability insurance Ihroughout the registration 

I 
"eriod. (lnsirance Company) I 
Bignature of Vehicle CMner Printed Name of Vehicle Owner 

·5ection 4 - Physician's Statement 
fhis portion of the application must be completed by a rlCensed physician and must indicate the disability and length of oJSabilIty. 

I Effective January 1, 2010 applicants must be certified cf"1Sab1ed by a licensed physician and must attach a legible . 'on Oroer with an original signature from the 
same physician. .' in,., -z.. 
fhis is 10 certify that l I I L-.J has the following condition(s ~ 

Name of AppIicam (Please Prim) Date Birth I 

'lOan inabifrty In ordinarily walk one hundred feet nonstop without aggravating an tixisting mecflCal condition, including the increase of pain; 

o an inablTrty to ordinarily walk without the use of, or assistance from a brace, cane, crutch, another person, pt"ostheIic device, wheelchair, or other assisIive device; 

'=:I a restriction by lung disease 10 the extent that !he person's forced expiratory volume for one second when tneaSl.f"ed by spirometry is less than one filer, or the arterial oxygen 
i tension is less than sixty mmIhg 00 room air at rest; 

I'D requires use of portable oxygen; I o a cardiac condition to the extent that the person's funcfionaIlimitations are classified in seventy as Class 111 or Class IV according to: standards established by the American 
:_ ~ Association. If the person's status improves to a higher level, for example as a result of bypass surgery or transplan\afion, he 110.· longer meels this criteria; 

~,Jd'a substanIiallimilation in the abifrty In walk due In an arthritic, neurological, or ~ ~~ for ~ ~mation ~. and muscle spasticity due In conditions I that include Parkinson's disease. cerebral palsy, or multiple sclerosis; or Pr { -z..vte,.( fY'J!.L \ <;. ~ ~ . OL 

o bfIndness. _ /" : 4- _ lq~ - ~ .,.... 
J,is disability is: \B"Pem1anent 0 Temporary -length of time Physician Office Phone Number: ~ ~ 5> (p. • 

I 
' (impairment must be at least for 4 months not In 

exceed 1 year) 

'I certify that I ~ ~ (y(1..A' 

~.No~ 

.I3t!iN.o:"': : 



Orders/Requests/Referrals 

Name: FRASIER, ETIIEL 

104115111 : 02:42pm 
! PHYSICIAN ORDER SHEET Geriatric Psychiatry 
3p8 

· i MEDICAL UNIVERSIlY OF SOUTH CAROliNA 
· ! 

ETHEL FRASIER 
_. _ 87 year female 
· i Patient needs handicapped placard for car. 

: # SIGNED BY MARY H CRAIG, MD (ATTENDING) (3P8) 0411512011 02:43PM 

- :JY-

Page: 1 
Date Printed: 04115/11 

ID: 265'5455 SEX:F AGE:87 

j 
Printed using Practice Partner® 

I , 
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"' 
"IIMI 1111111111111 1I1~ IIIH 1111111111 ~1I111111111 

BP0202883 

_ This is a General Power Of Attorney which gives the person(s) whom you deSignate (your 'attorney-in­

fact') broad powers to handle ·your finances and property without advance notice to you or approved by 

you. This power of attorney will not exist after you become disabled, incapacitated, or decease. 

This document does not authorize anyone to make medical or other health care decision for you. You 

may revoke this document at any time by destroying it:. by directing another person to destroy it in your 

presence or by signing a written and dated statement expressing your intent to revc?ke this document.. If 

this document is revoked, you must notify your attorney-in-fact and any other person(s) whom you have 

given a copy of this document. 

I 
I, Ethel Frasier, of 2390 Baker Hospital Blvd. Apt H-202, City of North Charleston. s:tate of South 

I 

Carolina, as principal, do hereby appoint: Deborah Winston, of 2390 Baker Hospital Blvd Apt H-202 
I 
I 

City of North Charleston, State South carolina. my attorney-in-fact to act in my narrye, place and stead 
I 

in any way which I myself could do, if I were personally present, with respect to the following matters to 
I 

the extent that I am permitted by law to act through an agent: 

(a) Real state transactions; 

(b) Goods and services transactions; 

(c) Banking transactions 

(d) Business operating transactions 

(e) Insurance transactions 

(f) Estate transactions 

(g) Claims and litigations 

(h) Personal relationships and affairs 

(i) Records, reports and statements; 

U} Retirement benefit transactions 

(k) Making gifts to my relatives 

(I) Tax matters 

(m) All other matters I 

(n) Full and unqualified authority to my attorriey-in-fact to delegate any and or ~J1 of the foregoing 
I 

powers to any person or persons whom my attorney-in-fact shall select; : 

(0) Unlimited power and authority to act in all of the above situations (a) though (n) 
I 
I 
I 

If the attorney-in-fact named above is unable or unwilling to serve, I appoint Eva Dayse Lyons, of ~ 

Bradley Ridge Cove of Memphis. Tennessee. to be my attorney-in-fact for all pu~es hereunder. 
I 

oated,A1 f 2{Q II ~ 
Signat:re and ~daration of ;ri~dPal: ·tttdd ... 

I 

I, Ethel Frasier, the principal, sign my name to this power of attorney this 4th day of, May year ~ 
and, being first duly sworn, do declare to the undersigned authority that I sign and execute it as my free 

I 

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



( 

L .J 

, . 
! : 

and voluntary act for the purposes expressed in the power of attorney and that I am eighteen years of 

age or older, of sound mind and under no constraint or undue influence. 

Signature of Principal 

~
it es Attestation /) I 

'it;;;;'a) 'f-/~ . the first witness, and 1'1-7~~~'¥--'-t-~-=-~~ 
t e second witness, sign my name to the foregoing power of attorney being fj dL!ly n and do 

declare to the undersigned authority that the principle signs and executed this instfument as his/her 
I 

power of attorney and that he/shestgn.s it wilUngly, or willingly directs another to sign for him/her, and 

that I, in the presence and hearing of the prindpal, sign this power of attorney as witness to the 
I 

prindpal's signing and that the best of my knowledge the principle is eighteen years of age or older, of 

mind and under no constraint or undue influence, 

Signature of First Witness Signature of Second Witness 

The within instrument was acknowledged before me by its maker. 

~ ..l...-' 5' L . b 8 Q... ",-G~e. M~J th~ unJ~f5;8°~ .,.)UJorn -n CUlo. LL pSt.,.., ~ .~ ., : 

~iS, ~ d.~lf a~ Ma~ .) :;'0' 1 

~' rP:~ JJl;!;;;jf o-la r'1 p 1.t 'bh S S-ttt..-te.. .50 tAib CQ(al;'(\~ 

:5+w4--e- O~. ~O\..l~ CwvD L'~~~ 
C-OLl .... +t; 0 -f! _ c.. 6 a ,..\-es-b" , 

MY·COMMISSION EXP;~S 
: JANUARY 28.2014 

- ". . 

'C 
Ie 
~ 
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STATE OF SOUTH CAROLINA 
COUNTY OF CHARLESTON REVOCATION OF 

POWER OF ATTORNEY 

i 

WHEREAS, I, ETHEL FRASIER granted a Power of Attorney to , 
MICHAEL DAYSE dated September 3,2010. Ethel Frasier now seeks to 

revoke said Power of Attorney which was recorded in the ,RMC office for 

Charleston County in Book 0149, Page 262. I 
I 

'- j 
NOW, THEREFORE, I, ETHEL FRASIER. do hereby rev~ke the 

Power of Attorney set forth in the above reci~1 and do so being df sound 

and understanding mind and purpose. I 
I 
I 

WITNESS MY HAND AND SEAL THIS the 24th day of August, 2011 

at Ch~rleston, South Carolina 

STATE OF SOUTH CAROLINA 
COUNTY OF CHARLESTON 

ETHEL FRASIER 

maker. 

The within instrument was acknowledged b.efore me ~y its 
I 

fOl'"e me 
August, 2011 

____ ~=-__ ~~ __________ (SEAL) 
FOR SOUTH CAROLINA 

My Commission expires: 1-17-18 

"'C oc .... .. 



Certificate of Counsel 
I 

I hereby certify that this Record on Appeal contains all material proposed to be included 

by any of the parties and not any other material. 

August \:\ ,2012. 
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THE STATE OF SOUTH CAROLINA 
In The Court of Appeals 

APPEAL FROM CHARLESTON COUNTY 
Court of Common Pleas 

J.C. Nicholson, Jr., Circuit Court Judge 

Case No. 2011-CP-I0-06239 

Michael Dayse, .......................... Appellant, 

v. 

Deborah Winston, ....................... Respondent. 

PROOF OF SERVICE 

I, certify that I have this date served the Initial Brief of Appellant, the Designation of 
Matter to be Included in the Record on Appeal, Transcript of Record, Final Brief of Appellant, 
and the Record on Appeal on the respondent, Deborah Winston, by depositing a; copy of same in 
the U.S. Mail, postage prepaid, return receipt requested addressed to her attorney, Joseph S. 
Mendelsohn, P.O. Box 250, Charleston, S.C. 29402. 

Augustl-\. ,2012. 

Michael Dayse 
Post Office Box 21968 
Charleston, S.C. 29413 
(843) 819-8687 
Pro se 


