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Jane Doe 202 v. City of North Charleston, et al
Proceedings
October 13, 2017

THE COURT: I'11l think about it.

[Whereupon, the court reviews documents]

THE COURT: I'm going to instruct everything that
starts with the elements.of the 1983 cause of action and
goes all the way through qualified immunity. That’s
basically the guts of the instruction because I don’t
think I need to reinstruct them on being fair and
impartial and unanimity and all that stuff.

They’ve indicated what they want to hear are the
elements of each cause of action and the definition. So
I think that will cover what they have requested. Any

exception from the plaintiff?

MR. MEYERS: ' No, Your Honor.

THE COURT: From the defense?

MS. SENN: None, to the extent of what you just
said, Your Honor. I just would like them to be

admonished or told that they were correct that they
should not regard what they had in the jury room.

THE COURT: I told you I would consider that. They
said they didn’t fead it. It seems to me superfluous to
tell somebody to disrggard something they told me they
didn’t read.

MS. SENN: I understand Your Honor, but out of an
abundance of caution considering one side jury

instruction went in there I would request such.

924

R. App 474
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Proceedings
October 13, 2017

THE COURT: I'm going to tell them they have to

only consider the law as I instructed and disregard and

disabuse their mind of énything else. I'm going to play
it by ear and see. I'1ll be right back. Give me a
moment.

[Off the record momentarily]
THE COURT: Please get the jury.
[Whereupon, the jury enters at 10:27 a.m.]

THE COURT: Ladies ‘and gentlemen I appreciate your

patience. I’'m the chief administration judge for the

civil court for the 9th Circuit and I had to do what is
called a docket meeting this morning for the cases that
will be heard next week. So I appreciate you all
accommodating me and.being able to dispose of that
responsibility before I was able to deal with each of the
notes that you sent to the court.

I'm going to deal with your notes in reverse order.
You’ve asked me to reinstruct you regarding the
instructions and I am going to dd that. And I got
clarify from your Foreperson aé-to what it is you all
were seeking. And as I advised him if there is something
that I omit please make me aware of it. If it is
something else. that you desire to rehear and I will
immediately accommodate your request. In addition I’'ve

had the other note which found a copy of jury

925
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instructions in our jury room this morning. Are we
allowed to review them. Your Foreperson indicated to me
that no one had reviewed the instructions but out of an
abundance of caution I’'m going to instruct you as
follows: I commend you for turning these over to us.
These are not the court’s jury instructions.

These afe -- each side gets to request instructions
and inadvertently the plaintiff’s request it looks like
probably there were multiple sets intended to disburse
among other folk because of the volume of paper through
human error it got attached to one of your exhibits.

So your Foreperson indicated that no one had
reviewed them but again out of an abundance of caution.if
anyone did please disregard and disabuse your mind of it
because you are required to follow the law precisely as I
am now going to reinstruct you. And those are not the

court’s actual instructions.

926

R. App 476
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October 13, 2017

JURY RECHARGE

THE COURT: In regard to your request I reinstruct
you as follows:: The plaintiff asserts claims pursuant
to 42 United States Code Section 1983 against the
defendants claiming that by entering her home without a
warrant the defendants violated her 4th Amendment rights
under the United States Constitution to be free from
unreasonable seizures.

As I have instructed you this-case is what is called
a section 1983 action. Section 1983 of Title 42 of the
United States Code provides that any citizen may file a
civil action seeking damages against any person who under
color of state law deprives that citizen of any rights,
privileges, or immunities secured or protected by the
Constitution or laws of the United States.

In order to prove hér claims the plaintiff must
establish by the greater weight or the preponderance of
the eﬁidence the following three elements: The
defendants committed an act which operated to deprive the
plaintiff of her rights secured by the United States
Constitution. The defendants acted under color of state
law and the defendants actions were the proximate cause
of the plaintiff’s damages.

Each of these elements must be established

separately for the plaintiff to prevail on her claim. If

927

R. App 477
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the plaintiff proves all of these elements by the
preponderance of the evidence for her claim then you must
return a verdict in favor of the plaintiff on that claim.
If, however, she fails to prove any of these elements for
her particular claim you must return a verdict for the
defendants on that claim.

Because the individual defendants were officers of
the City of North Charleston at the relevant time I
instruct you that they were acting under color of state
law. In other words the second element of the
plaintiff’s claim is not in dispute and you must find
this element has been established.

I will now instruct you on the first element which
is an act that deprives a person of his or her rights
under the Constitution for the plaintiff’s 4th Amendment
warrantless entry claim I will then instruct you on the
third element, proximate causation of damages.

The plaintiff, Rhonda Doe, alleges the defendants

violated her fights under the 4th Amendment of the United

States Constitution to be protected from unreasonable
seizures by entering her home on March 27th of 2014
without a warrant. I instruct you that a warrantless
entry is per se unreasonable and thus violates the 4th
Amendment unless the search falls within one of the.

exceptions to the exclusionary rule. The burden rests on

928

R. App 478
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the defendants to establish the existence of such an
exception to the warrant requirement. The exigent
circumstances doctrine allows warrantless entry by law
enforcement officials when there is a compelling need for
official action and no time to secure a warrant. Police
may enter a home without a warrant when they have an
objectively reasonable basis to believe an occupant is
seriously injured or imminently threatened with serious
injury.

This exception requires only an objectively
reasonable basis for believing that a person within the
house is in néed of immediate aid. The existence of an
exigency is determined based on the information available
to the officer at the time of the warrantless entry. All
the evidence within the officer’s knowledge may be
coﬁsidered including the detéils they observed while
responding to information provided to them.

Exceptions to the Warrant requirement include the
need to protect or presérve life or avoid serious injury.
An action is reasonable under the 4th Amendment
regardless of the individual officer’s state of mind as
long as the circumstances viewed objectively justify the
action. |

A fairly perceived need to act on the spot may

justify entry under the exigent circumstances exception

929

R. App 479
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to the warrant requirement. The likelihood of protecting
the safety of officers has also been held to be an
exigent circumstance. A warrantless entry is justified
under the exigent circumstances doctrine where there is
risk of danger to police or others inside or outside of a
dwelling. 1In such circumstances a protective swéep of
the premises may be permitted.

In reviewing the jﬁstification for a warrantless
entry under the exigency exception it is appropriate to
look to the totality of the circumstances to determine
whether the officers actions were reasonable and
justified. To determine whether officers had an
objectively reasonable basis reasonableness must be
judged from the perspective of a reasonable officer on
the scene rather than with the 20/20 vision of hindsight
and the calculus of reasonableness must embody allowance
for the fact that police officers are often forced to
make split second judgments in circumstances that are
tense, uncertain, and rapidly evolving.

I further instruct you that a police officer has the
authority to arrest a person without a warrént for a
ﬁisdemeanor committed in his presence. You must then
decide whether the defendants have proven by the greater
welght or the preponderance of the evidence that the

defendants had an objectively reascnable basis under the

930

R. App 480
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exigency exception to enter the residence without a
warrant. To determine whether an exigency existed you
should consider whether the facts and circumstances
available to the defendants would cause a prudent officer
to believe their entry under the exception of exigent
circumstances was warranted. The defendant’s actual
motivation is irrelevant. Even if you determine his or
her motive was improper.

An officer’s improper motive is irrelevant to the
question of whether the objective facts available to the
officer at the time constituted an objectively reasonable
basis to enter the residence. What matters is whether
the defendant’s acts were objectively reasonable in light
of the facts and circumstances confronting the
defendants. To establish the third element the plaintiff
must prove by the greater weight or preponderance of the
evidence that the constitutional violation was the
proximate cause of her injuries.

To establish proximate cause the plaintiff must
establish both.causation in fact and legal cause.
Causation in fact is proven by establishing that the
plaintiff’s injury would not have oécurred but for the
constitutional violation. Legal cause is proven by
establishing that the injury was foreseeable, meaning

that the injury was the natural and probable consequence

931
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of the constitutional Qiolation. To find that an act of
the defendants caused an injﬁry to the plaintiff you need
not find that the defendants act was the nearest cause
either in time or space of that injury. However, if the
plaintiff’s injury was caused by a later independent
event that intervened between the defendant’s act and the
plaintiff’s injury then defendants are not liable unless
the injury was reasonably foreseeable by the defendants.

The plaintiff must prove that some injury from the
defendant’s act was foreseeable but does not have to
prove that the particular injury that.occurred was
foreseeable. However, the defendénts cannot be held
responsible for things which could not be expected to
happen.

The plaintiff has also alleged an action under 1983
for a failure to train. The inadequacy of police
training may serve as the basis for a 1983 liability only
where the failure to train amounts to deliberate
indifference to the rights with whom the police come into
contact.

The defendant,.City of North Charleston may not be
held liable for their alleged failure to train the
defendant officers as no actionable claim against a
supervisor can exist without a constitutional violation

committed by an employee. A section 1983 failure to

932

R. App 482
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train claim cannot be maintained against a governmental
employer in a case where there is no underlying
constitutional violation by the employee. To allege a
claim of failure to train the plaintiff must prove
deliberate indifference by the defendant, City of North
Charleston. Deliberate indifference may be found where
the need for more or different training is so obvious and
the failuré to train is likely to result in the violation
of constitutional rights.

To impose liability under 1983 for failure to train
its officers the plaintiff must plead and prove by a
preponderance of the evidence the following elements:
That the officers actually violated the plaintiff’s
constitutional or statutory rights, that the officers
acted under the color of state law and as I have
explained as officers of the City of North Charleston
that element is established; that the City failed to
train properly the officers thus illustrating a
deliberate indifference to the rights of the persons with
whom the éfficers come into contact.

and finally that the failure to train actually
caused the officers to violate the plaintiff’s rights and
is so closely related to the deprivation of the
plaintiff’s rights as to be the moving force that caused

the ultimate injury. A section 1983 failure to train

933

R..App 483
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claim cannot be maintained against a governmental
employer in a case where there is no underlying
constitutional vioclation by the employee.

I instruct you that deliberate indifference is the
conscious choice to disregard the consequences of one’s
acts or omissions. The plaintiff may prove deliberate
indifference in this case by showing that the defendant,
City of North Charleston knew its failure to train
adequately made it highly predictable that it’s police
officers would engage in conduct that would deprive
persons such as the plaintiff of her rights.

I further instruct you that deliberate indifference
is a stringent standard of fault requiring proof that a
municipal actor disregarded a known or obvious
consequence of his actions.

Thus the plaintiff must prove the City had actual or
constructive notice that a particular omission in their
training program causes officers to violate citizen’s
constitutional rights. If proven by the plaintiff the
City may be deemed deliberately indifferént if the policy
makers chose to retain that program.

I further instruct you that municipal liability
under a 1983 action attaches where and only where a
deliberate choice to follow a course of action is made

from among various alternatives by the relevant

934

R. App 484
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officials. I further instruct you that when a plaintiff
alleges. a failure to train case it is ordinarily
necessary that the plaintiff must prove a pattern of
similar constitutional violations by untrained emplcyees
to demonstrate deliberate indifference for purposes of
proving a failure to train case.

When municipal liability is premised on omissions in
training law enforcement officers a plaintiff must show
that the municipal officials were at least deliberately
indifferent to the constitutional rights of the citizenry
in their failure to train. Allegations of mere
negligence are insufficient to state a claim.

The fact that more or better training could have
been instituted is not enough by itself to establish a
claim for deliberate indifference. It is recognized even
adequately trained officers occasionally make mistakes
and those mistakes say little about the training program.
A sufficiently close causal link must be shown between
the potentially inculpating training deficiency or
deficiencies and the specifié violation alleged.

This requires first that a specific deficiency
rather than general laxness or ineffectiveness in
training be shown. It then requires that the deficiency
or deficiencies be such given the manifest exigencies of

police work at to make occurrences of the specific

935

R. App 485
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violation a reasonable probability than a mere
possibility. The specific deficiency or deficiencies
must be such as to make the specific violation almost
bound to happen sooner or later rather than merely likely
to happen in the long run.

I have explained to you the required elements of
proof of the plaintiff’s section 1983 claims. If you
find for the plaintiff on one of her 1983 claims it will
then be necessary for you to address the issue of
damages. On the other hand if you decide for the
defendants on all section 1983 claims then it will not be
necessary for you to address the issue of damages.

The fact that I have instructed you on the proper
measure of damages should not be considered as an
indication of any view of this court as to which party is
entitled to your verdict in this case. Instructions as
to the measure of damages are given only for your
guidance in the event that you should find in favor of
the plaintiff on one of her claims.

The plaintiff has the burden of proving damages by
the greater weight or the preponderance of the evidence.
Damages must be proven with a reasonable dégree of
certainty. Recovery cannot be based on damages that are
purely speculative. - You may not base your determination

of plaintiff’s damages on speculation, conjecture or

936

R. App 486
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guesswork. The plaintiff is not required to prove the
amount of damages alleged to a mathematical certainty.
The fact that the exact amount of damages may be
difficult to ascertain or that damages cannot be measured
by a pecuniary standard is no reason for denying an awérd
of damages. Although damages need not be established to
a mathematical certainty they must be established to a
reasonable certainty and they should be a reasonably
close estimate of the plaintiffs alleged losses.

For a plaintiff’s claims you may consider an award
of actual damages. Actual damages are properly called
compensatory damages meaning to compensate to make an
injured party whole, to put him in as close to the same
position that he was in prior to thé injury or loss
insofar as a money judgment can do this.

In other words actual or compensatory damages

include compensation for all injuries or losses that were

the natural and proximate result of the alleged wrongful

conduct of the defendants. Damages are never presumed

and the burden is on the plaintiff to present evidence
that supports the assessment of damages.

The assessment must be ascertainable from the
evidence and sufficieﬁt to enable you, the jury, to make
a fair and reasonable determination of damaées, if any.

Without adequate proof by a preponderance of the evidence

937

R. App 487
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there can be no award of damages in any amount. You may
consider the following types of damages if they are
established by the greater weight or the preponderance of
the evidence:

Bodily injury, physical and mental pain and
suffering, mental anguish, expenses incurred for
necessary medical treatment, loss of enjoyment of life
suffered as a result of the injury and any other losses
reflected by the character of the injury. Pain and
suffering damages compensate the plaintiff for physical
discomfort and emotional response to the sensation of
pain caused by the injury itself.

In making an estimate of damages to be awarded for
pain and suffering you may consider the nature and extent
of the injuries and the suffering occasioned by them and
their duration. The amount of damages, if any, to be
awarded for pain and suffering must be left to your
judgment.

There is no definite standard by which to compensate
for pain and suffering. You and you alone have the
authority to determine the amount, if any, to be allowed
for pain and suffering and the law reguires that you use
calm and reasonable Jjudgment to ensure that the damages,
if any, are just and reascnable in light of the testimony

and evidence presented in the case. If you award

938

R. App 488
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compensatory damages for physical injuries to the
plaintiff you may also consider damages for mental or
emotional injury to the plaintiff. The term mental
anguish includes both the results of mental sensation of
pain and also the accompanying feelings of distress,
fright, and anxiety. That is mental anguish covers not
only the pain associated with the injury but also the
mental reaction to that pain and to the possible
consequences of that injury.

Mental anguish is more than mere disappointment,
anger, worry, resentment or embarrassment though it may
include all of these. And it includes mental sensation
of pain resulting from such painful emotions as grief,
severe disappointment, indignation, wounded pride, shame,
despair and humiliation.

Mental anguish can be composed of fright,
nervousness, grief, anxiety, worry, humiliation,
embarrassment or ordeal where it is the natural and
proximate consequence of the wrong in light of the
testimony and evidence presented in the case.

The amount of damages, if any, for mental suffering
cannot be exactly measured. To that end compensatory
damages may include not only out of pocket loss and other
monetary harms but also such injuries as impairment of

reputation, personal humiliation and mental anguish and

939

R. App 489




W

~N N W

10
1
12
13
14
15
16
17
18
19
20
21
22
23
24
25

Jane Doe 202 v. City of North Charleston, et al
First Jury Recharge
October 13, 2017

suffering. - The injured party may also recover for such
future damages as it is reasonably certain will of
necessity result from the injuries.

The principal underlying compensation for future
damages is that only one action can be brought and
therefore only one recovery had. It is proper to include
in the estimate of future damages compensation for pain
and suffering as will with reasonable certainty result.

I further instruct you that if you return a verdict
for the plaintiff on a section 1983 claim but the
plaintiff has failed to prove actual or compensatory
damages for her claims then you must award nominal
damages of one dollar for that claim.

A person whose federal rights were violated is
entitled to a recognition of that violation even if he or
she suffered no actual injury. Nominal damages such as
one dollar are designed to acknowledge the depravation of
a federal right even where you find no actual injury
occurred.

However, if you find actual injury you -must award
compensatory damages within your fact finding province as
I've previously instructed rather than nominal daméges.

I further instruct you ladies and gentlemen that if you
find that the plaintiff was permanently injured as a

result of the defendant’s actions you must then decide

940

R. App 490
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how, if at all, that injury will affect the rest of the
plaintiff’s life. A person’s life expectancy is
determined by a life expectancy table, which is part of
the laws of the state of South Carolina. The life
expectaﬁcy table is only an estimate of the probable
average remaining length of life of all persons in our
state of a given age. .

The plaintiff is a 69 year old female with a life
expectancy according to the South Carolina life
expectancy table of 17.12 years. This fact is to be
considered by you along with any other facts and
circumstances in evidence bearing on the plaintiff’s life
expectancy including occupation, habits and health at 'the
time of injury in deciding the amount of damages, if any,
to be awarded to the plaintiff.

Ladies and gentlemen the plaintiff has the burden of
proving her damages by the greater weight of the
evidence. But this does not mean that she must prove
them to a mathematical certainty or produce evidence of
the precise amount of damages she alleges to have
suffered rather the evidence put forth by the plaintiff
should be such as to enable you, the jury, to determine
what amount of damages, if any, 1is fair just and
reasonable. The defendants claim that at the time of the

incident the plaintiff was suffering from an existing

941

R. App 491
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physical defect. Even if you should find this to be éo
the mere fact of an existing defect would not prevent the
plaintiff from recovering damages from the defendant.

The defendant takes the plaintiff as he or she is found
and the plaintiff is entitled to recover damages
resulting from the aggravation of a preexisting injury as
well as for any new or additional injufies sustained in
the subsequent incident provided of course such
aggravation or new injuries are the natural and proximate
result of the act or omissions of the defendant.

Under our laws a person who injures another is
responsible for all the effects which are related to the
incident and this is true no matter what the plaintiff’s
physical condition was when the incident occurred. It
may seem that if the plaintiff had been in good health
the injury would not have happened or that it would have
been easier to cure. That would in no way affect the
defendant’s liability.

If the presence of a disease or an existing physical
condition aggravates and prolongs the injury which in
turn increases the amount of damages then the plaintiff
is entitled to recover the increased amount. If you find
that the plaintiff had an existing physical impairment
before the incident the amount you award for damages,

should not include damages for the existing impairment.

942

R. App 492




Jane Doe 202 v. City of North Charleston, et al

First Jury Recharge
October 13, 2017

I further instruct you that when the plaintiff is injured

or damaged by the wrongful acts of another person it is

the duty of the plaintiff to reasonably try to avoid and
lessen the damages.

Those damages which may be avoided by the use of
reasonable efforts, care and prudence by the plaintiff
cannot be the proximate result of the defendants acts.
Therefore, the plaintiff cannot recover for damages which
reasonably might have been avoided.

The efforts required by the plaintiff must be
determined by the rules of common sense-and fair dealing
and what a person of ordinary reason and prudence would
do under the same or similar circumstances. The
plaintiff is not required to use unreasonable efforts or
great expense to avoid and lessen the damages. The
defendant has the burden of proving a failure to lessen
damages on the part of the plaintiff by the preponderance
or greater eight of the evidence.

The plaintiff is required to use reasonable care and
diligence to reduce the seriousness of the injuries
caused by the defendant. This duty includes making a
reasonable attempt to see a doctor and take part in any
other recommended therapy programs. If you find that the
plaintiff has féiled to do this the plaintiff may recover

damages for the injuries themselves but not damages for

943

R. App 493
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the aggravation of the injuries. 1In addition to actual
damages the plaintiff has asked .for an award of punitive
damages, which are also called exemplary damages. If you
find the plaintiff is entitled to actual or nominal
damages under 42-USC-1983 then you may consider whether
the plaintiff is entitled to punitive damages.

Punitive damages are imposed as punishment. They
are not intended to compensate. Punitive damages are
allowed in the interest of society in the nature of
punishment and as a warning, anbexample to deter the
wrongdcocer and others from committing like offenses in the
future. Moreover they serve to vindicate a private right
by requiring the wrongdoer to pay money to the injured.
party. The plaintiff has the burden of proving that
punitive damages should be awarded by clear and
convincing evidence. |

To support an award of punitive damages the
plaintiff must prove by clear and convincing evidence
that the conduct complained of included a consciousness
of wrongdoing at the time of the conduct. Clear and
convincing is a legal term meaning more than just the
preponderance of the evidence. Clear and convincing
proof leaves no substantial doubt in your mind. It is
procf that establishes in your mind not only that the

proposition at issue is probable but that it is highly
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probable. Punitive damages may only be awarded against
an individual defendant in an action pursuant to 42
U.S.C. 1983 where the individual’s conduct is shown to be
motivated by evil motive or intent or where it involves
reckless or callous indifference to the federally
protected rights of others.

Reckless and callous are terms used to describe a
conscious failure to use reasonable care. A person whose
behavior is reckless or callous is not ohly careless in
theif actions but also aware they are being careless.

You can consider the following factors if you deem an
award of punitive damages is proper:

The defendant’s degree of culpability, the duration
of the conduct, the defendant’s awareness or concealment
of the gonduct, the existence of similar past conduct,
the likelihood the award will deter the defendant or
othe;s from like conduct whether the award is reasonably
related to the harm likely to result from such conduct,
and the defendant’s ability to pay.

The defendants have asserted the affirmative defense
of qualified immunity. And in that regard I instruct you
that governmental officials performing discretionary
functions generally are shielded from liability for civil
damages insofar as their conduct does not violate clearly

established statutory on constitutional rights of which a
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reasonable person would have know. I instruct yéu that
government officials who are performing discretionary
functions should be shielded from civil liability through
qualified immunity since that defense protects all but
the plainly incompetent or those who knowingly violate
the law.

This accommodation exists because officials should
not err always on the side of caution because they fear
being sued. Where that rule is applicable officials can
know that they will not be held personally liable as long
as their actions are reasonable in light of the current
American law.

One reason for the defense of qualified immunity is
that if reasonable mistakes would always be resolved in
favor of an action then effective law enforcement would
be lost. The qualified immunity ingquiry must be filtered
through the lens of the officer’s perceptions at the time
of the incident in question.

Limit second guessing to reasonableness of actions
with the benefit of 20/20 hindsight and limits the need
for decision-makers to sort through conflicting versions
of actual facts and allows them to focus instead on what
the police officer reasonably perceived. 1 further
instruct you that there are certain exemptions from

liability for governmental entities such as the
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defendants in this case. Once such exemption says that a
governmental entity is not liable for a loss resulting
from the exercise of discretion or judgment by the
governmental entity or employee, or the performance or
failure to perform any act or service which is in the
discretion or judgment of the governmental entity or
employee.

| A governmental entity ié'entitled to immunity if it
shows that when faced with alternatives it weighed
competing considerations and made a conscious choice and
then used accepted professional standards to make that
choice.

Ladies and gentlemen that will conclude the
reinstruction. If there is anything further you need the
court to address please make me aware of it and I will
accommodate your request immediately. If you would, go
with the bailiffs and resume your deliberations.

[Whereupon, the jury exits at 10:59 a.m.]
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THE
MR.
THE
MR.
argued.
THE

the jury.

COURT: Any exceptions from the plaintiff?
MEYERS: No, Your Honor.

COURT: From the defense?

DORSEL: None that we haven’t previously
COURT: We’1ll await further instructions from

[Whereupon, court is in recess awaiting further

instruction from the Jjury]

THE

COURT: The jury’s note reads as follows:

First question can you please define the word

preponderance. And in that regard I’11 reinstruct them

on the greater weight or the preponderance of the

evidence

And

which is the burden of proof.

their second question is do all the criteria

under section 1983 cléiming the 4th Amendment have to

met. And I think the simple answer to that question is

yes. Is
MR.
THE
MS.

THE

in and reinstruct them and then I will just tell them the

there any exception from the plaintiff?

MEYERS: No, I don’t think so, Your Honor.
COURT: From the defense?

SENN: No, ma'am.

COURT: What I'm going to do is bring them back

answer to their second question is yes. BAny exception

from the

plaintiff?
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[Whereupon, court's exhibit number 25 is marked by
the court reporter]

THE COURT: I'm trying to figure out a simple way
to answer this question because I think they may have twé
concepts confused but maybe not. The first question is
an easy answer. May we please havg a copy of the U.S.C.
42 section 1983 and the answer to that gquestion, of
course, is no; I would have to reinstruct them.

But the second question is for there to be a
violation of a civil right, 4th Amendment, the plaintiff
must demonstrate through the preponderance of the
evidence to be bodily harm or injury or mental i.e.
damages. And I'm trying really to figure out what
they’re asking. I’m not certain whether they»have the
concept of proximate cause or damages confused. I think
the remedy is to just reinstruct them on the elements of
42 U.S.C. 1983 and what must be proven in order to
establish.

So I think they’re not stuck on the failure to train
part of it. I . think they’re working through the
warrantless entry part of it. First of all those three
elements have to be met and then they move on to damages.
That might be the simple way to ‘answer it; I don’t know
what do y'all think? What does the plaintiff think?

MR. MEYERS: I think your projection is correct,

952
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Your Honor. That’s the way,I read it too that that’s
what they are trying to focus on. But if the court goes
back to the elements I think you need to include the
nominal damages instruction too because they may be

looking for a particular impact on the plaintiff versus

“the violation itself.

THE COURT: Well, I don’t think they get to damages
unless they determine the three elements of the 1983
action have been met, which is that there was a violation
of her right, that they acted under color of state law
and that -- it requires more than just the violation;
there has to be proximate cause, which is what I think
they are struggling with in this case.

And they don’t even get to damages unless they
determine in their fact finding province that proximate
cause has been established by a preponderance of the
evidence because you don’t even to nominal damages unless
there is -- well, you can get to nominal damages if you
find there is a violation of rights and you find the

person has no damages you can award —---

MR. MEYERS: --- that’s what I’m saying ---

THE COURT: —-—-— award the dollar. But I don’t
think -- I don’t know, what does the defense think?

MS. SENN: Certainly if Your Honor is intending to

or thinking of instructing them on the dollar we would
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asking about police training. I think they are talking
about the first part of the instruction. And I think the
instruction in and of itself.is clear that you don’t get
to damages unless you find there was a violation. And
even if you find there was a violation you still have to
pro?e damages.

But even if you find that no damages have been
established you can award a dollar, which is nominal
damages. So gi?e me one second and let me look through
this right quick and then I’1ll tell you exactly what I'm
going to do.

[Whereupon, the court reviews documents]

THE COURT: I am debating because the more I read
this note the more I think they have confused damages in
the elements of section 1983. And I think it could be
very confusing again to go through this whole explanation
of damages because I think they are clear on what amounts
to damages and how you calculate damages.

I’m just inclined to reinstruct the elements of 1983
and instruct that before you even get to damages -- that
there are two different concepts -- and beforé you get to
damages you have to determine whether the elements of the
1983 claim have been met; that being'the 4th Amendment.
And in that regard I’1l reinstruct them on the elements

of 1983. And then if they ask me to reinstruct on
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damages I will do that again, but that is a lot. I can’t
just dissect that out; I’'d have to reinstruct all of
damages, which is aggravated preexisting condition, the
affirmatives defenses; all of that again.

And I think all they’re asking is in order for there
to be a violation of a civil rights 4th Amendment the
plaintiff must demonstrate through the preponderance of
the evidence there to be bodily harm or injury and that’s
really not the inquiry. The inquiry is whether the
plaintiff has proven by a preponderance of the evidence
those three elements and whether the State -- the defense
has proven that there existed an exigent circumstance by
a preponderance of the evidence thereby eliminating the
second element being the violation, the Constitutional
violation.

And then the next hurdle is whether the plaintiff
has established that there was proximate cause of an
injury. And then if they ask me for more then I’'1ll
instruct more, otherwise I'm going to have to reinstruct
all of damages and I'm just not convinced that they need
that, that they are not clear about what damages are. I
think they’re asking -- I think they have confused two
concepts, which is it is no different than in a
negligence case when you have to establish the four

elements of negligence and you don’t get to damages
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Yy,
unless you’ve established those four elements of

negligence. And that’s my perception. Is there any
exception from the plaintiff?

MR. MEYERS: Well, yes Your Honor, just because if
they are not also given the information about the nominal
damage then they could be confused ---

THE COURT: —--- I don’t even think they get to that
unless they establish those elements of the 1983 action.

MR. MEYERS: As long as they understand that the
elements in the 1983 action include nominal damages ---

THE COURT: --- that’s damages. They don’t even
get to damages unless you’ve established these three
elements.

MR. MEYERS: Yes, but element three is the
proximate connection.

THE COURT: That’s proximate cause and that’s how
you get to damages. Proximate cause is not damages.
Proximate cause is these things triggered damages.

MR. MEYERS: So what the court has articulated if
I'm hearing you right is that a direction of the jury ---

THE COURT: --- I don’t think they are unclear as
to what constitutes damages. I think they are unclear as
to what is reqqired to be proven in 1983 which is
constitutional violation under color of state law,

proximate cause.
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MR. MEYERS: And then the burden shift to the
defendants —---
THE COURT: —-—— to prove that there was a

negligence based on a reasonably objective, blah, blah.

Any exception from the defense?

MS. SENN: No, ma'am.
THE COURT: And then this jury has been very
articulate. They’ve been very outspoken. If they need

more I anticipate they will tell me that. I Jjust don’t
see me going through 20 minutes of damages when I don’t
think they are unclear about that issue. I think they
know what constitutes damages. Get the jury for me
please.

[Whereupon, the jury enters at 12:26 p.m.]

THE COURT:. Ladies and gentlemen I received your
note. The first question is may we please have a copy of
U.5.C. 42 Section 1983 and the short answer to that
gquestion is I cannot provide you with a copy.

First, the federal statute is probably 100 pages in
and of itself and what I give you are instructions that
redacted from that statute that have been approved and
subject to case law telling us exactly what the elements
of a 1983 action. And under our rules we do not allow
for the jury to have a copy of the jury instructions. So

I will not be able to accommodate that request. Your
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THIRD JURY RECHARGE

THE COURT: The plaintiff asserts claims pursuant
to 42 United States Code Section 1983 against the
defendants claiming that by entering her home without a
Qarrént the defendants violated her 4th Amendment rights
under the United States Constitution to be free from
unreasonable seizures.

As I have.instructed this case 1is what 1is called a
section 1983 case. Section 1983 of Title 42 of the
United States Code provides that any citizen may file a
civil action seeking damages against ény person who under
color of state law deprives that citizen of any rights,
privileges, or immunities secured or protected by the
Constitution or laws of the United States.

In order to prove her claims the plaintiff must
establish by the greater weight or the preponderance of
the evidence the following three elements: The
defendants committed an act which operated to deprive the
plaintiff of her rights secured by the United States
Constitution. Second that the defendants acted under
color of state law. And finally the defendants actions
were the proximate cause of the plaintiff’s damages.

Each of these elements must be established
separately for the plaintiff to prevail on her claim. If

the plaintiff proves all of these elements by the greater
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weight or the preponderance of the evidence for her claim
then you must return a verdict in favor of the plaintiff
on that claim. If however she fails to prove any of
these elements for her particular claim you must return a
verdict for the defendants on that claim.

Because the individual defendants were officers of
the City of North Charleston at the relevant time I
instruct you that they were acting under color of state
law. 1In other words the second element of the
plaintiff’s claim is nof in dispute and you must find
that this element has been established.

I will now instruct you on the first element that
being an act that deprives a person of his or her rights
under the Constitution for the plaintiff’s 4th Amendment
warrantless entry claim. I will then instruct you on the
third element proximity causation of damages. The
plaintiff, Rhonda Doe, alleges that the defendants
violated her rights under the 4th Amendment of the United
States Constitution to be protected from unreasonable
seizures by entering her home on March 27th of 2014
without a warrant.

And in that regard I instruct you a warrantless
entry is per se unreasonable and violates the 4th
Amendment unless the search falls within one of the

exceptions to the exclusionary rule. The burden rests on
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the defendants to establish the existence of such an
exception to the warrant requirement. The exigent
circumstances doctrine allows warrantless entry by law
enforcement officials where there is a compelling need
for official action and no time to secure a warrant.

Police may enter a home without a warrant when they
have an objectively reasonable basis to believe that an
occupant is seriously injured or imminently threatened
with serious injury. This exception requires only an
objectively reasonable basis for believing that a person
within the house is in need of immediate aid.

The existence of exigency is determined based on the
information available to the officer at the time of the
warrantless entry. All the evidence within the officer’s
knowledge may be considered including the details they
observed while responding to informatioh provided to
them. Exceptions to the warrant requirement include the
need to protect to preserve life or avoid serious injury.

An action is reasonable under the 4th Amendment
regardless of the individual officef’s state of mind as
long as the circumstances viewed objectively justify the
action. A fairly perceived need to act on the spot may
justify entry under the exigent circumstances exception
to the warrant regquirement. Protecting the safety of

police officers has also been held an exigent
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circumstance. A warrantless entry is justified under the
exigent circumstances doctrine where there is risk of
danger to police or others inside or outside a dwelling.
In such circumstances a protective sweep of the premises
may be permitted.

In reviewing the justification for a warrantless
entry under the exigency exception it is appropriate to
look to the totality of the circumstances to determine
whether the officer’s actions were reasonable and
justified.

To determine whether officers had an objectively
reascnable basis reasonableness must be judged from the
perspective of a reasonable officer on ﬁhe scene rather
than with 20/20 vision of hindsight and the calculus of
reasonableness must embody allowance for the fact that
police officers are often forced to make split second
judgments in circumstances that are ﬁense,'uncertain and
rapidly evolving.

I further instruct you that a police officer has the
authority to arrest a person without a warrant for a
misdemeanor committed in his presence. Ladies and
géntlemen you must decide whether the defendants have
proven by the greater weight or the preponderance of the
evidenﬁe that the defendants had an objectively

reascnable basis under the exigéncy exception to enter
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the residence without a warrant. To determine whether an
exigency existed you should consider whether the facts
and circumstances available to the defendants would cause
a prudent officer to believe their entry under the
exception of exigent circumstances was warranted.

The defendants actual motivation is irrelevant.

Even if you determine his or her motive was improper and

officei’s improper motive is irrelevant to the question
of whether the objective facts available to the officer
at the time constituted an objectively reasonable basis
to enter the residence.

What matters is whether the defendants acts were
objectively reasonable in light of the facts and
circumstances confronting the defendants. To.establish
the third element the plaintiff must prove by the greater
weight or preponderance of the evidence that the
constitutional violation was the proximate cause of her
injuries.

To establish proximate cause the plaintiff must
establish both causation in fact and legal cause.
Causatioﬁ in fact is proven by establishing that the
plaintiff’s injury would not have occurred but for the
constitutional violation. Legal cause is proven by
establishing that the injury was foreseeable meaning that

the injury was the natural and probable consequence of
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the constitutional violation. To find that an act of the
defendants caused an injury to the plaintiff you need not

find that the defendants act was the nearest cause either

in time or space of that injury.

However, if the plaintiff’s injury was caused by a
later independent event that intervened between the
defendant’s act and the plaintiff’s injury then
defendants are not liable unless the injury was
reascnably foreseeable by the defendants.

The plaintiff must prove that some injury from the
defendant’s act was foreseéable but does not have to
prove that the particular injury that occurred was
foreseeable. However, the defendants cannot be held
responsible for things which could not be expécted to

happen.
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THE COURT: That concludes the additional
instruction. If you need anyfhing further please advise
us and I will accommodate your request immediately.

[Whereupon, the jury exits at 12:37 p.m.]

THE COURT: Any exceptions from the plaintiff?

MR. MEYERS: I do have a concern, Your Honor that
you do have to get onto the subject of injury to give the

instruction you’ve just given touches on that. They have

to prove the causation of the inijury and I think they

could conceivable be hung up on whether the nominal
damage fits as part of the injury.

THE COURT: They wouldn’t get to that unless you
prove there was an injury. There was a constitutional
violation.

MR. MEYERS: Yes. But if they conclude there is a

constitutional violation ---

THE COURT: —-—— I don’t think they —--—-

MR. MEYERS: -—-— they also think they have to find
that ---

THE COURT: --— I don’'t think they are unclear

about damages.

MR. MEYERS: Okay.

THE COURT? I think they mixed the two concepts
which is they had to prove that a damage constituted a

violation and that’s not correct. There are three

966

R. App 511




S O e N

11
12
13
14
15
16
17
18
19
20
21
22
23
24
25

Jane Doe 202 v. City of North Charleston, et al
Proceedings
October 13, 2017

elements that have to.be proven; that there was a
violation, that they acted under color of state law and
there is proximate cause. You don’t even get to damages
until those three elements are met. And I think it would
run the risk of them being confused in that regard.

But if they need something else they’ll tell us. I
don’t think they are unclear about what constitutes
damages. I think they were unclear about what
constitutes the elements of the 1983 cause of action.
They don’t even get to nominal damages unless you’ve

proven that there was a constitutional violation.

MR. MEYERS: To that extent I see it differently.
THE COURT: Yes, I don’t think they are confused
about that. I’1ll note your exception for the record.

Any exceptions from the defense?

MR. DORSEL: No, Your Honor.

THE COURT: Their lunch should get here by 1:00.
If it gets here sooner than that 1’1l let you know. But
I would ask that you all not leave the courtroom until I
excuse you for lunch so that we can have consensus about
what time you need to return and I will let you know that
as soon as their lunch arrives. And I’ve had the note
mérked as a court’s exhibit. We’ll await further
instructions from the jury.

[Whereupon, court is in recess]
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VERDICT
THE COURT: All right. We have a verdict. ' Is
there anything from the plaintiff or the defendant before
I receive the jury?
MR. MEYERS: Only what I've already said, Your
Honor about the ---
THE COURT: -—— I think we’ve covered that. I'm

talking about anything else before receiving their

verdict?
MR. MEYERS: . Nothing else.
THE COURT: Anything from the defense?
MR. DORSEL: No, Your Honor.

[Whereupon, the'jury enters at 12:50 p.m.]

THE COURT: Mr. Foreman, 1s it correct that the
jury has reached a verdict?

THE FOREPERSON: Yes ma'am, we have.

THE COURT: If you would give the verdict forms to
the bailiff for me please?

[Whéreupon, the verdict forms are provided to the
bailiff and then to the court]

THE COURT: And the verdict forms read as follows:
As to the plaintiffs claims againét the City of North
Charleston question one, do you find that the plaintiff
has proven by a preponderance of the evidence that the

City of North Charleston viclated Rhonda Doe’s

968
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POST TRIAL MOTIONS

THE COURT: Are there any post trial motions from
the plaintiff? | |

MR. MEYERS: None I can think of at the moment,
Your Honor.

THE COURT: Well, I need to hear them now. I don’'t
take ten days. Ten days from now I’11 have to get a
transcript and relearn it because 1’11 be doing something
else the next week.

MR. MEYERS: Well, I would move for a new trial
just based on the jury instruction that we had at the
very end. I was pretty sure that’s what they were
concerned about and the failure to give that instruction .
I think precluded them from considering that possibility.

THE COURT: Does the defendant have any post trial

motions and response to Mr. Meyer’s motion?

MS. SENN: Not in response to his motion, no ma'am.
THE COURT: Do you have any motions?
MS. SENN: Yes, ma’am. We’d move under S.C.

Annotated 15-36-10 for sanctions as well as Rule 11
because when this case was started it was frivolous
litigation and the ---

THE COURT: -—-—- don’t you have to put him on
notice? Did you piead that?

MS. SENN: I probably did, Your Honor, but I went
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different -- had a very different factual recitation on
both sides, which were diametrically different in their
posture. The jury in its fact finding province
determined who they believed in terms of -- because there
are lots of nuances one of which being the exigency
exqeption. I think that -- and I'm sort of crossing over
both sides of what you all have argued to the court.

First dealing with Mr. Meyers motion for a new trial
I’m denying that motion. I do not find that the verdict
in this case was actuated by passion, prejudice,
sympathy, or some other evidence found outside of the
evidence. I think there was more that replete evidence
to support the jury’s finding that there was not a
constitutional violation.

I do not believe that his argument.is with merit
dealing with the additional instruction. This has been
an astute jury who asked a lot of questions and I do
stand by my original observation that -— I think they
were mixing apples and oranges in common parlance.

There are elements that had to be met before they
ever got to damages and for the nominal damaQes to have
ever been a question they would have had to have met the
first hurdle; one being that there was a constitutional
violation. And apparently they found that there was not

when they answered the first question. And so I do not
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find any merit to that argument nor do I find any -- the
only time the court should grant a new trial or grant
relief in that regard is when there is no evidence to
support a jury’s finding. 2And I find -- I’'ve been
observing these jurors for two weeks. They have been
very attentive. |

They have I think given absolutely due consideration
to the arguments, the facts and the law. They
deliberated from 3 o'clock to 6:02 on yesterday and from
9:30 to 12:46 today, which means they gave a great amount
of attention to the facts and circumstances of this case
as well as applying the law to this case. And I just
don’t see any basis to disturb that award.

And you all lock at juries from an advocacy
standpoint. I have the luxury of being a lot more
objective and I know I’ve done this long enough to know
from body language where people’s positions are. And I
pretty much know where -- I'm not clairvoyant but I can
kind of tell from the dynamic of a jury who is leaning
one way or the other, what they are sort of thinking.

And I can also tell from notes exactly what the
trend of thought is in deliberations. And I don’t think
the jury was ever unclear as to what constituted damages.
I think their real consternation was whether the police

had the right to enter this house based on exigency. And
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based on their findings they clearly found that the

State, I mean the defense in this case met their burden

by a preponderance of proof thét an exigency based on an
objectively reasonable basis existed to enter the house
to prévent hérm or imminent harm to someone was in the
residence.

I always felt that the argument regarding training
was tenuous. Officers are not clinicians. They are
required to look at the totality of the circumsténce when
they go into a situation and make a determination based
on that totality. And there was more than abundant
evidence in the.nature of the testimony of the gentleman
Brian Bennett which was the defense expert regarding the
training that officers received on dealing not just with
vulnerable adults but children, the vulnerable population
in general and that that training was more than‘adequate
in terms of their training.

It was just such a -- either -- it was a
creditability contest. Either the jury was going to
believe Ms. Meyer, Parker Meyer’s version of events or
they were going to believe the officer’s version. And
based on their verdict they believed the officer’s
version which is totally within the ambit of their fact
finding province. Now as it regards a frivolous civil

proceeding claim, I'm looking at your answer...
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BY MR. DORSEL:
Q. And likewise, just hearing the word
"dementia," and based on the interactions with Jane

Doe, is there any indication, in your experience,

that she couldn't be left alone?

A. No. No, sir.

Q. And what is your overall opinion on whether
the officers knew or should have known that Jane Doe
couldn't be left alone?

MR. MEYERS: Same objection. Outside
the scope of expertise. Go ahead, Dr. Bolus.

BY THE WITNESS: What's my opinion
whether they should have known? I think that
Officer McGowan when she heard that the patient had
dementia, as she said, it just didn't register in
her mind. So, you'know, had she -- had it
registered at the time, then certainly the officers
could have inquired. I think Parker, or the
daughter, certainly could have or should have let
one of the officers know that the mother couldn't be
left alone, and I just don't think either thing
happened.

BY MR. DORSEL:

Q. Okay. Now, the second opinion, March 27 did

not lead to the hospitalization on March 29th, I
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want t6 talk to you about that, and first I want
to —-- one cof the things that's talked about is a
UTI. What is a UTI?

A. UTI is an infection of the urinary tract, and
most commonly it's a bladder infection or cystitis.

Q. Now, does a UTI effect or have different
effects on people that suffer from dementia?

A. Yes. It's not as easy -- 1n a young woman
who has a blader infection, they have the classic
symptoms of burning when they urinate, of going
frequently, of feeling like if they don't go right
now they are going to wet themselves. As you get
older, you lose those sensations in the bladder. So
older adults don't have the symptoms that you do
classically when you're younger. Then when you have
dementia on top of that, you don't have the -- any
queueé, the typical queues.

Usually the things that might signify in an
elderly sick patient that they have a bladder
infection would be a change in their mental status,
a change in their behavior, you know, something is
different from that patient, and that's usually an
indication that you need to look for an infection.

Q. When you say "a change in behavior," what
kind of behaviors are you talking about?
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A. Well, when you're dealing with dementia
particularly, it is increase in agitétion, increased
wandering, more hallucinations, more combative, or
more sedate, ydu know, more not -- not as conscious,
not as interactive with the outside world.

Q. All right. And typically with urinary tract
infections, how long do they take to develop?

A. Generally it takes one to two weeks for the

bacteria to get into the bladder and cause enough

‘problems that it can lead to systemic symptoms,

which is what you would see in the elderly patients.

Q. Now, can a person develop a urinary tract

" infection by sitting in a dirty diaper for 12 to 15

hours?

A. That is certainly possible, yes.

Q. And if that were two happen, what would you
expect?

lA.. Well, if somebody had been sitting in a dirty

diaper for 12 to 15 hours, there would -- you would

‘expect to see that their bottom that was exposed to

the urine and the stool for 15 hours would be red,
like diéper rash like you would see with a baby.
Q. And what would -- would you expect anything
else in. terms of behavior, if it were to start
suddenly from sitting in a diaper all day?
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A. Well, if you get a urinary tract infection
that's severe enough to cause a hospitalization, if
that's what the question is, generally for that to
happen you need a couple of days, but for a severe
urinary tract infection to cause a hospitalization,
they usually get what they call delirium, which is
in medical terms an altered sensorium. They are not
able to interact wiﬁh the world around them. They
are not -- they are not as attentive. They can't
concentrate. They can't answer questions. They
just don't interact with the world around them, and
that's what they call a delirium, and that's an
acute change, and you would expect to see that if
the UTI is what led to her hospitalization on the
29th.

Q. Well, and let's talk about our case and Jane
Does' hospitalization. The hospital records say she
had a UTI; do you know for sure whether she had a
UTI or not?

MR. MEYERS: Object to the form of the
question.
BY MR. DORSEL:

Q. Let me rephrase that.

A. Okay.

0. In our caée, based on the hospital records,
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are you aware of whether any testing was done to
confirm that she had a UTI?

A. No. She did not -- what she had was what
they call a dirty urine. She had bacteria in her
urine and white cells in her urine, which a lot of
elderly patients do have from incontinence, from

inability to empty their bladder all the way, from

poor hygiene. So just the fact that she had white

cells and bacteria in her urine does not mean she
had a urinary tract infection; in fact, only 38
percent of dirty urines are positive for a urinary
tract infection. The confirmatory test would have
been a urine culture, which she did not have. So we
don't have any true documentation that she had a
urinary tract infection.

Q. Well, for the purposes of this testimony, if
Jane Doe did,  in fact, have a UTI, do you have an
opinion on when that UTI would have started?

A. Well, it's certainly possible that it could
have started weeks before when they first started
noticing that her behavior -- that she was more
agitated and more combative, and that had she been
going to a doctor regularly certainly would have
caused them to go ahead and check her urine to see
if she had an infection. And there were also
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periods of time where she was left at home while
Parker was working where she certainly could have
dirtied her diaper as soon as Parker left, and she
could have got a urinary tract infection that way.
So there's no way to say if she had a UTI when it
starfed, but that would have been the first time to
look for it. |

Q. Okay. Well, do you have an opinion in this
case whether Jane Doe sitting in her diaper for that
time period, 12 to 15 hours, actually caused her UTI
in this case, if she had one?

A. I don't believe that, that was the cause of
her UTI if she had one, right, because, one, it was
too early; two, she was definitely not delirious
when she got admitted. When she got admitted to the
hospital, she was awake; she was alert; she was
answering questions; she could tell them the
president; she told them their names; she told them
she was a happy person. Certainly attentive,
concentrating, pérticipating in the interview,
definitely not symptoms of delirium.

Q. Did you see anything in the records about
redness or skin breakdown?

A. No. And it didn't appear that she had any
redness of her bottom, and I'm sure they looked,
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because there was the question of abuse, and so
there was no mention ever that it looked like she
had béen sitting in a dirty diaper for a long period
of time.

Q. Now, the hospitalization on March 29, do you
have any opinion on whether it was caused by not
eating or drinking fluids for that time frame?

A. It does not appear that, that was an issue at
all when you look at her labs. She doesn't appear
dehydrated. Hér urine is not concentrated to
suggest dehydration. Her protein scores were all
good, so she appeared to be well fed and well
hydrated. If you look at Parker's testimony, she
always opened a bag of chips before she put the mom
to bed, and the mom always had access to water,
Gatorade, coke, and was able to twist off the top,
so she had access to food and water; not thé best
food and ﬁater, but she had access, and she appeared
to be well hydrated and well fed when she got
admitted.

Q. . And then is there anything in the testimony
of Jane Does' brother that would indicate whethér or
not, not eating or drinking led to her
hospitalization?

A. Certainly not that I read. He went to see
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her the following day when he found out, so early
afternoon, after, it sounds like, about 15 hours
that she was left alone. He found her in the house,
said that she was doing fine. Fed her some ice
cream. The house wasn't a mess. She didn't appear
to be agitated. He felt like she was okay for him
to then leave her for two more hours to pick Parker
up from the jail.

They came back from the jail. Again, she
seemed to be fine at home. They felt comfortable
leaving her again to go see the lawyer. Then when
they got home from the lawyer, she was eating fine,
went to bed fine, had a -- and when he got back to
see her on Saturday morning, she was eating
breakfast. So she definitely seemed to be eating,
behaving, and sleeping well.

Q. All right. And along those same lines, maybe
consistent with what you just talked about, do you
have any Qpinion'as to whether'being left alone had
any change in her dementia?

A. You mean, you're talking about on the 29th?

, Q. I'm sorry, yeah, let me rephrase that. We
know that she went to thebhospital on Saturday,
March 29. Why do you think she had to go to the
hospital at that point?
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MR. MEYERS: Objection to the form of
the question. Outside the scope of expertise. Go
ahead, Dr. Bolus.

BY THE WITNESS: So you're -- what I
feel like the events that led to her hospitalization
T think were a culmination of several things. One,
she had progression of her disease. She was to a
point where she was wandering more, had more
agitation, and was more combative, and that is part
of -- a very difficult part of dementia as it
progresses.

She was left alone that afternoon after
they went to the, as Parker said,. the
doc-in-the-box. They_brought the mom home, and then

her dad came and picked her up and took her to the

- doctor. So she was -- so the mother was left home

alone. Her routine had changed completely from her
normal routine when he was home by herself, and at
some point, because nobody was at the house with
her, she wandered outside, saw Parker's car, which
is usually not there when Parker's not theie, and
obviously that frightened her. She thought somebody
was in it, nobody responded, and she was able to
track down these neighbors, and they called 911.

So i think she got agitate -- she got
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paranoid because she saw the car there. Sﬁe got
agitated because now the police have come again to
the house, and by the time Sam got there, it was
dusk, and then she also had some sundowning, so she
was agitated from that whole event. And then Sém
was so confused as to what was going on, and the
police were called a second time. He couldn't calm
the mom down, and he did the appropriate thing,
which was call the police.

BY MR. DORSEL:

Q. Now, so let me back up a little bit, one of
the reasons you gave for why she would need to go to
the hospital on the 29th or why she needed to was
the progression of the disease; is that correct?

A. Correct.

Q. All right. And another reason is that she
was left alone on March 29th?

A. I think that had she not been left alone on
that day and somebody had been at the house with her
and redirected her behavior or gave her things to do
so she wasn't left by herself, she probably would
not have wandered out the front door and seen
Parker's car, or if she had, then somebody at the
house could have said, oh, that's just Parker's car,
everything is fine, and things would not have
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escalated the way they were. I think it was Jjust a
combination: Her disease had progressed; she was
left alone; no one was there to redirect her; énd
Sam was confused. Had someone been there, I don't
think she would have ever been admitted.

Q. And just -- you said she was left alone but
Parker;s car was there and that was different than
her normal routine; what do you mean by that?

A. At least from Parker's testimony, they had
set up a system where Parker would feed her in the
morning and then leave to go do whatever she had to
do with her work for a couple hours and then come
back home and then leave again, however that
situation works. So whenever Parker left her,
Parker was in her car, and whenever Parker was home,
Parker was home, and so the fact that Parker was
gone and the car wés there was a change in the usual
routine.

Q. And is it your understanding that the mother
didn't know whose car that was at that time?

A. Clearly she did not recognize that it was
Parker's car.

Q. Okay. And so what is your overall opinion on
whether the events of March 27th with the police
coming into the house, whether or not that led --
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directly led to her hospitalization on March 29th?

A. I don't think that the police coming into the
house had anything to do with her hospitalization.

I think that her disease had progressed in such a
way that she obviously had wandered or had attracted
the attention of at least two different neighbors at
two different times that were concerned enough about
her to call the police and get her a check, but I
don't think -- I thiﬁk the events of 3/27 brought
her to the attention of health professionals, which
ultimately I think helped her situation, but I don't
think they led to her hospitalization any way.

Q. Okay. And is that to a reasonable degree of
medical certainty?

A. Yes, sir.

Q. Now, the third area of your opinions was tﬁat
the events of March 27th had no long-term effects on
her dementia. What is the basis for that opinion?

A. Well, when you review her follow-up, after
she got out of the hospital she saw the psychiatrist
in June and then saw them again in August. When she
went back to see the psychiatrist in June, the
daughter reported that her behavior was excellent,
that she was doing well; she had gained weight; she
was eating well; she was not depressed. You read
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her mood was not anxious. She was functioning well.
So eating, gaining weight, participating in life
essentially. She had a behaviorist at home. She

had the hygienist at home. She had the home health
nurse, so I think the stress level at home had also
improved.

Q. With regard to the hospital records from MUSC
from March 29th until she was released, were there
anything in those hospital records that indicated to
you whether her condition improved or deteriorated?

A. From when she got out of the hospital?

Q. Yeah. From her admission in the hospital to
her discharge.

A. If you look at her, when she first got
admitted the psychiatrist always evaluate her level
of functioning and certainly her weight, et cetera.
Her global assessment of funétion was what they call
at 20, which is pretty severe. The psychiatrist
look at —- they make -- the global assessment of
function is a subjeétive assessment of how she's
functioning, and they look at how she communicates,
how she participates in society, how she's carrying
on her activities of daily living, what her inéight
is. |

When she was seen in May in 2013 that global
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assessment of functién was at a 41 to a 50. It had
dropped when she stopped all of her medicines in
June to a 30, but then it went back up to the 41 to
50 in July 2013.

By the time she got admitted to the hospital,
her global assessment of function was a 20, which is
a big drop. After she got out of the hospital and
she was seeing the psychiatrist, it had improved to
a 30, which meant that her functional level had
improved since her hospitalization, in addition to

her weight had improved from 118 to 126, and her

- strength had improved.

Q. Okay. Now, the -- with regard to the global
functioning assessment in July of 2013, so 8 months
before this, where she was in a 41 to 50 rage, to
March 29th of 2014, when she had dropped all the way
to 20, do you have an opinion as to what could have
caused that drop?

A. Well, more than likely it was just
progression of her disease. I think that had she
been seeing a doctor regularly or an internist
regularly or psychiatry, I thiﬁk that maybe they
could have gotten home health in earlier, maybe they
could have got her on medications earlier, could
have improved her behavior before it escalated like
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it did. So I think it was probably lower than it
could have been, because she wasn't seeing any
internal medicine doctor regularly.

Q. All right. You mentioned -- I'm sorry, with
regard to‘the global assessment, when she entered
the hospital in March 29th, it was at a 20, and wheg
she left it was at a 30; is that correct?

A. When she followed up in June, so two months
later, it had improved to a 30, and then when she
followed up two months later it was still at a 30,
so she was maintaining a better level of functioning
than she was when she was admitted.

Q. What, if anything, does that tell you about
whether the events of March 27th, 2014 had any
long-term effects on her dementia?

A. Well, clearly since her function had
impfoved, I think, if anything, what the 27th did is
brought her to the attention of the doctors, and it
actually helped her. It got her the help she needed
at home, the medicines she needed, but as far as
long-term effects, I don't see any.

Q. All right. Now, you mentioned "home health,”
what is home health?

A. Home health is -- how best to describe it?
It'is when you can get nurses that come into the
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house and help take care of the patients at home,
and what they -- they have all different phases, but
they can come into the house and help with
medications; they can monitor blood pressures.
Within the home health agency, they have physical
therapists; they have behavioral therapist; they
have aides ﬁhat can help with the cleaning, and --
not cleaning, I'm sorry, with the bathing and the
showering, et cetera. So it is an avenue that we
can use as a step between being in a hospital and
functioning on your own where they might need a
little extra help.

Q. Now, you, as an internist, have you
prescribed that for patients, prescribed home
health? |

A. Yes, sir. Plenty of times.

Q. And my understanding in this case 1is that
home health came in, I believe, in May of 2013 --
I'm sorry, May of 20147

A. Correct.

Q. Do you have any opinion as to whether or not
Jane Doe could have received home health care in
2013, the year before this?

A. She certainly could have. You have to
qualify for home health, as long as there's a
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reason. Sé a reason could be generalized weakness.
It could be behavior that they needed somebody to
come in and evaluate her behavior. A lot of times
we'll get é home health agency to go in and assess
to get a social worker in there, to see, you know,
what's at the house, what can we do to make life
easier? 1Is there other funding available that might
help with taking care of whoever?

Q. All-right. And Jane Does' primary care

doctor was Dr. Karen Thomas, i1s that something Dr.

‘Thomas could have prescribed?

A. She certain could have, yes.

Q. I know there were several visits at an adult
daycare that the daughter mentioned for her mother;
is an adult daycare the same as home health?

A. No. No._Definitely not.

Q. Is an adult daycare, would you consider it
medical treatment?

A. No. I do not.

Q. Okay. All right. Doctor, have all your
opinions been to a reasonable degree of medical
certainly?

A. Yes, sir.

Q. Thank you.

MR. MEYERS: I take it you're concluded?
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MR. DORSEL: I am.

MR. MEYERS: Couldn't tell for sure. I
didn't want to overrun you.

EXAMINATTION
BY MR. MEYERS:

Q. Dr. Bolus, good morning.

A. Good morning.

Q. Let me just ask you a few things. Is there
any indication in the records that you reviewed that
home health had been suggested to the family earlier
and they had turned it down?

A. Not that I reviewed, no, sir.

Q. Okay. And if I've understood you, the way
you see the impact of the police making a forced
entry.into this house about 10:30 at night on a
Thursday night, that if it had some effect that you
would have expected that to show up in the mother's
condition in the days and weeks following the
intrusion; is that fair?

A. I think that if it -- when you're saying if
it had an effect, from a traumatic standpoint, yes,
I think we would have seen that in the first four
months that she got out of the hospital for sure.

Q. And in your review of the records, you didn't
feel like that was present?
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THE VIDEOGRAPHER: The date today is July
18th, 2016, and the time is 1:01. This is the video
deposition of Jessica Broadway, M.D., in the matter of
Jane Doe 202 versus the City of North Charleston, et
al. in the State of South Carolina, Court éf Common
Pleas, County of Charleston, case number
2014-CP-10-4591. This deposition is being held at the
Medical University of South Caroiina, located at 67
President Street in Charleston, South Carolina.

Will counsel please identify themselves
for the record.

MR. MEYERS: My name is Gregg Meyers,
representing the plaintiff.

MR. DORSEL: My name is Chris Dorsel,
representing the defendants.

MS. FAIRBAIRN: And I'm Vivian Fairbéirn,
on behalf of MUSC and Dr. Broadway.

THE VIDEOGRAPHER: Please swear the
witness.

THE COURT REPORTER: Do you solemnly swear
the testimony you're about to give will be the truth,
the whole truth and nothing but the truth so help you
God? | |

THE WITNESS: I do.
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EXAMINATION
BY MR. MEYERS:
Q. Dr. Broadway, good afternoon.
A, Good afternoon.
Q. We've met before. My name is Gregg
Meyers. I appreciate your time this afternoon. Would
you start by just stating your full name for the

benefit of the court reporter, please.

A, Jessica Lynn Broadway.
Q. You do what for a living?
A, I am an assistant professor of psychiatry,

generally treating inpatient, in the inpatient unit.
Q. And is it correct to understand you have a

medical license?

A, That is correct. ‘I have a medical
license.

Q. You're a doctor licensed in what state or
states?

A, The state of South Carolina.

Q. And where is it you work?

A, Here at Medical University of South
Carolina.

Q. And in what part of the Medical

University? I think you mentioned it, but if you

wouldn't mind.
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A. I work at the Institute of Psychiatry.

Q. This is a case where you heard the
videographer recite the caption whefe the plaintiff is
styled a woman by the reference of Jane Doe 202. Are
you aware of the identity of that person?

A. I am aware of the identity of Jane Doe
202.

Q. And is it correct to understand you are
the treating doctor for Jane Doe 2027?

A. Yes.

Q. Is it agreeable to you to try to refer to
her as much as you can as either Jane Doe or Mother
Doe or the mother?. Is that --

A. Yes.

Q. ~-- workable? Thank you.

Court rules allow a treating doctor like
yourself to appear by video for purposes of é jury
trial, and what we've tried to do today is take youf
video deposition for that purpose. 1Is it agreeable to

you for us to use your video deposition for that

purpose?
A, Yes.
Q. In the course of this, I'm going to ask

you a number of opinions that you hold and also just

get some factual information from you. Let me at this
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point offer you as an expert on the medical conditions
of Jane Doe 202 as understood at MUSC, the history
given MUSC as to-those medical conditions and the
treatment of Jane Doe for those medical conditions.

Let me start by handing you and asking you
a few questions about what is designated as page 237
of the 299 pages that we initially got relating to
Jane Doe's admission.

A. Thank you.

Q. Does this appear to be a page from the
MUSC medical record?

A, This does appear to be a page from the
MUSC medical record.

Q. And let me note just for purposes of the
record that I have redacted all of the identifying
information of Jane Doe from this and each of the
other pages that I will hand you today. But if you
would, we can certainly confirm that this is her
medical record, but let me ask and let me offer this
page into evidence at this pbint for purposes of the
video.

Dr. Broadway, let me ask you to direct
your attention to the first paragraph.

A. Okay.

Q. Under the history of present illness --
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A. Uh-huh.

Q. -- page. The third line from the bottom
of thatvparagraph starts with: difficult time naming
simple objects such as a pen and a chair. Do you see
that line?

A. Yes. The -- so the, yeah, the third line
from the bottom of the first paragraph.

Q. And this is a record that's dated May 9th,
2013. Can you describe for us the value of a
conversation about simple, everyday objects like a pen
and a chair and how that's helpful in gathering
information about a person suspected of having
dementia. |

A, One of the symptoms of dementia is loss of
language function, and so one of the ways that we can
test that is by something called confrontational
naming, which is showing a person with dementia an
object and asking them to tell us what the name of
that object is.

Q. And is that what is going on here as
referred to in this record?

IA. That would be my assumption, although this
is -- this record indicates that somebody is
presenting that history to the writer of this

paragraph.
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Q. Understood.

A. Not indicating that that was their exam.
Somebody presented this information, that this person
is known to have Ehese difficulties already.

Q. Is it correct to understand that it is

kind of a summary of some of the history for the

patient?

A, That is my undefstanding.

Q. Paragraph 2 on this page refers to in the
third line down, there's a -- the line begins: did

not have dementia. Do you see that line?

A. Uh-huh.

Q. The next sentence is what I wanted to ask
you about, which I believe states: Since then, she
has had a gradual decline with several stepwise
declines, mostly after stressors, including the death
of her father and the death of her sister. Do you see
that sentence?

A. I do.

Q. Can you describe for me what a stepwise
decline refers to in this history?

A, I can only assume that that means that she
had a notable decline that was a more abrupt decline
after those particular events.

Q. And from a medical point of view, what's
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the present understanding of any connection, if there
is one, between stress events and stepwise declines?

A. I don;t think that there is a clear
connection that's known, necessarily.

Q. Allvright. And is -- is it correct to
understand that sometimes you might see that and
sometimes not?

A. That is correct.

Q. Okay, understood. And then the third
paragraph, the next to the last paragraph on the page
is what I'm trying to refer to, there's a line three
lines from the bottom. The line begins worthlessness
or guilt?

. A. Uh-huh.

Q. And then the sentence that begins at the
end of that line, that begiﬁs: Patient has good
understanding thatvshe has memory problems and
understand the progression of her disease and is
accepting of this but feels she wants to make the most

of her life while she can.

A. Uh-huh.

Q. Do you see that entry?

A. Uh-huh.

Q. Can you describe the -- how typical it is

for an Alzheimer's patient to face their decline with
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the reaction of wanting to get as much out of their
life as they can while they're still functioning
enough to enjoy it.

A, That's not necessarily typical. It's more
often seen in patients with Alzheimer's/dementia, that
they lack insight into their deficits. Certainly, in
the earlier stages, people can have some remaining
insight into their deficits. A typical reaction is
difficult to say. I mean, everybody reacts to the
stress of hearing a difficult diagnosis differently,
some people.

Q. Is it still correct from a medical point
of view that once diagnosed with Alzheimer's, if
indeed that condition is present, it is -- there's no
way to cure it?

A. That is correct.

Q. So eventually a person will be killed by
Alzheimer's?

MR. DORSEL: Objection, leading.

BY MR. MEYERS:

Q. I mean, is that fair?
A, It is fair to say that people will
eventually die with Alzheimer's. That's not always

the thing that kills them.

Q. Sure. Somebody might be killed by some
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other means, but, typically, if Alzheimer's is the
cause of death, what's the mechanism of death,
typically?

A. The mechanism of death varies from person
to person. Assuming there are no other health
conditions that are leading to an earlier demise,
usually as the brain function deteriorates, people
begin having more difficulty with things such as
swallowing, develdping aphasia or difficulty
swallowing. Sorry, not aphasia, dysphasia.
Difficulty swallowing, sometimes get aspiration,
pneumonia or other things like that.

In the advanced stages people become

bedbound, may develop other bed sores, may develop

what we refer to as terminal anorexia, loss of
appetite and thirst drive, and so they, you know, can
sometimes just sort of wither away from those type
causes.

Q. Is there a particular timetable that
patients are seen once they know they havé
Alzheimer's?

A. I think we still quote an average of about
ten years.

Q. And what I'm trying to understand is,

between doctor visgits, is there any particular set

Barnett Reporting (843) 324-6985
marfrabar@bellsouth.net

R. App 549




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

Jessica Broadway, MD - Vol. Il - July 18, 2016 13

schedule for an Alzheimer's patient to see a doctor?

A. No. There's no particular set schedule
that, you know, somebody has to be seen on a
particular schedule.

Q. And what's the longest period of time for
in terms of frequency between doctor visits that
you've had experience with for an Alzheimer's patient?

A, Most frequently, one year.

Q. What's the --

A. Would be the max.

Q. And what's the purpose of the doctor wvisit

for an Alzheimer's patient?

A. " General health checkup, medication
refills.
Q. And is there any more you can do other

than manage the symptoms of Alzheimer's?

A, In term -- I don't understand the
question, I'm sorry.

Q. Yeah, and I'm glad to try to make it more
precise. I undérstood you to tell me that Alzheimer's
can't be cured?

A. Correct.

Q. And what I wanted to understand was the --
the symptom management of Alzheimer's behaviors, if

there's -- how doctor visits help in that.
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14

A. So we prescribe medications that help to
some degree with the cognitive symptoms of
Alzheimer's, and for some patients we prescribe
medications that may help with the behavioral aspects
of the illness. ‘Does that answer your question?

Q. It does. And if Jane Doe, who was seen
here, that's the first entry I believe --

A. Uh-huh.

Q. -- in May of 2013, and in July, my next
page, is when the diagnosis was confirmed.

A. Okay. |

Q. All right. If she was doing pretty well,

as a matter of symptoms was pretty stable between July

2013 and March of 2014, is there any management of
symptoms that would have been needed, if those
symptoms were largely consistent?

A, Not necessarily.

Q. 'All right, let me show you page 241 from
the 299 pages of records that we got. This page
should be dated July 11, 2013. Do Yoﬁ see that?

A. Uh-huh.

Q. I'm interested in three questions in the
second paragraph.

A. - Okay.

Q. Three lines down there's a report that
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neuropsych testing confirmed a likely diagnosis of
Alzheimer's dementia. Do you see that?

A. I see that.

Q. And do you agree that is the diagnosis for
Jane Doe?

A. I agree that that is her diagnosis.

Q. And then further doﬁn in that paragraph,
there's a line that begins, daughter at time needs to
leave patient on her own, usually two to three hours,
but has been away up to six hours. Do you see that
entry?

A. Uh-huh.

Q. Can you describe how common it is for
families to consult with doctors here at MUSC about
trying to manage the need to sometimes leave and also
supervise?

A. I would say that that's a very common
occurrence, particularly when we have a new diagnosis
of dementia. We -- you know, that's sort of standard
of care, to discuss safety concerns at home and how to
mitigate the risks. |

Q. If you can, from your experience, give me
a sense of how many times in terms of percentage
Alzheimer's patients are actually living entirely

alone.
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o~

A. Most of them live -- well, I can't say
most of them. A large percentage, I would say
probably ten to 25, maybe even higher, 30 percent of
patients live entirely alone for the first maybe stage
of their illness.

Q. And only after that can they get some
other caregiver present?

A. Correct. A lot of times when people are
living alone in that first stage or their early years
of their illness, they may have a caregiver who checks
on them couple times a week.

Q. If an Alzheimer's patient lives with
family, can you describe how doctors help the family
gauge how to increase their supervision over time as
the needs incfease, needs of the patient?

A. Can you say that one more time, please?

Q. I'm interested in, if an Alzheimer's
patients lives with family.

A. Uh-huh.

Q. So there are other family meﬁbers helping
on care.

A. Uh-huh.

Q. To understand how doctors assist the
family in gauging how the family can increase their

supervision as the needs of the person increase.
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A, How they can or when they should?

Q. Well, I mean, kind of how that's sérted
out.

A, So we may ask some safety questions such

as wandering, you know, is this patient wandering.
Does this patient have problems with leaving the stove
on. You know, have there been any safety concerns,
safety briefs. And we talk about medication
compliance and how necessary it is for direct
supervision of someboay taking their medications. You
know, in a very early stages, setting out a pill
reminder might be fine, but then when the family, when
we ask, you know, are the pills appropriately taken,
find out if they've occasionally left pills behind, or
if they've accidentally taken three days because they
don't know what day of the week it is anymore, those
sorts of questions.

Q. Is it fair to say that as the needs of the
patient increase, then the assistance given needs to
increase too?

A. That is correct.

Q. Understood. The last thing I wanted to
ask you about is the last two lines of this, this
starts three lines down, but the last sentence is:

Patient's daughter reports buying a family puppy and
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reports that this animal has brought her mother
sigﬁificant enjoyment. Do you see that entry?

A. I do.

Q. Is it at all uncommon for a pet to benefit
an Alzheimer's patient?

A, Is that -- I would not say that's
uncommon.

Q. In your experience, can you describe if
social activities that are designed for
newly-diagnosed Alzheimer's patients can be a good
strategy to stimulate a newly-diagnosed Alzheimer's‘
patient?

A, We -- I would say that we recommend them.
Whether there's evidence to say that that actually
increases cognitive stimulation, I'm not -- not aware
of any solid evidence that that's helpful.

Q. And why ié it a recommendation despite not
knowing that for sure?

A, That's a good question. I think in part a
lot of times the social activities such as an adult
day program are recommended to provide some relief to
the family, a break, if you will, as well as to give
the older adult maybe a sense of independence and a
sense of self still from the socializing.

Q. Have you ever had a situation where
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someone brought either art lessons to an Alzheimer's
patient or took an Alzheimer's patient'to art lessons?

A. Uh-huh.

Q. And in your experience, has that ever been
beneficial?
A. We use recreation therapy all the time in

the hospital, and I think at least short-term benefits
we see them.

Q. Let me ask you to take a look at another
page from the medical records from MUSC. This is page
183. Does this appear to be a record from MUSC?

A, It does.

MR. MEYERS: And I think I neglected to
move into evidence page 241, and I'll do that now,
along with page 183,

MR. DORSEL: I would object as cumulative.
BY MR. MEYERS:

Q. With page 183 there is a reference on the
third line of the handwritten entry that says ER since
3/29/14. Do you see that?

A, I do.

Q. Can you describe if it's unusual for a
patient who comes in to the Institute of Psychiatry to
be admitted through the emergency room?

A. That is not at all usual.
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Q. And what I was trying to do is to see if
the admission -- at the top right corner where the

redactions are?

A, Uh-huh.

Q. It says ADM. Does that mean date of
admission?

A. Correct.

Q. And that says April 2nd, 20147

A. Correct.

Q. Can you explain the continuity between the
ER -- coming to the emergency department and then

getting into the hospital three days later?

A. Uh-huh. We frequently have patients that
will present to the emergency room and are seen by
Psychiatry usually within 12 to 24 hours, sometimes
less, of the patient presenting to the emergency room
and having this determined to be a psychiatric issue.
And at some point when the decision is made for
admission, they are then retained in the emergency
room until such time asAa bed is available in the
hospital for them to be transferred to.

Q. Is it correct to understand that her
hospital stay effectively started in the emergency
room on the 29th of March?

A. That's correct.
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Q. All right, understood. Let me show you
page 179 from the medical record. This should be the
discharge order. Does it appear to be that?

A. This does appear to be our discharge
order.

MR. MEYERS: And let me move into evidence
page 179 from the medical record. \
BY MR. MEYERS:

Q. Can you tell down at the bottom there, it
appears the date on the discharge order, when is that
sigﬁed?

A. April 18th, 2014.

Q. And would you presume that's the date she
was discharged?

A, I would presume that.

Q. In the middle of the page there is a
location whére she's discharged or transferred to.
And what does that entry say?

| A. Home or self-care.

Q. All right, so is it correct to understand
that when she was discharged, A, it was on the 18th of
April, and, B, it was to her home?

A. Correct.

Q. All right, understood.

MR. DORSEL: And I would object as
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cumulative again.
BY MR. MEYERS:

Q. All right, let me show you page 1 from the
medical record. There is on -- first of all, does
this appear to be another page from the medical
record?

A. It does appear to be a page from the
medical record.

MR. MEYERS: All right, let me move this
page also into evidence.

MR. DORSEL: Same objection as to
cumulative.
BY MR. MEYERS:

Q. There is a presenting clinical section on

this page, and let me ask you a few questions about

that. In paragraph 1, five lines up from the bottom
of that paragraph, in the middle of thé line that
starts: violent with digging her fingernails into her
daughter's skin?

A. Uh-huh.

Q. Do you see that?

A. . T do.

Q. The next sentence I think says: For the

past couple of days, patient has called the police

twice accusing her daughter of abusing her. Do you
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see that entry?

A, I do.

Q. And can you tell me if that factored into
the information MUSC was trying to assess as to Jane
Doe?

A, That did factor into our assessment.

Q. And what was it that MUSC looked for to
indicate if there was indeed any abusé of Jane Doe?

A, We had the nurses do what we could call a
skin audit or a body audit, where, you know, when they
are giving her or assisting her with a shower, they're
going to look closely over her body for signs of
bruising and, you know, any marks, that sort of thing,
healing scars.

Q. And was there any indication that you are
aware of that, in fact, Jane Doe was being abused by
anybody?

A. I was informed from my staff that they saw
no bruising, scarring, or evidence of physical\assault
or abuse.

Q. What would MUSC have done about
investigating abuse if there had not been that
allegation of abuse?

A, There probably still would have been a

skin audit done, because we do that on everybody, to
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make sure that they don't come into the hospital with
unknown wounds or decubitus ulcers or that sort of
thihg. But in this particular case, I asked them to,
because of the concern that there may have been abuse
at home, to document that very clearly.

Q. And you didn't find any indication of
abuse?

A. No.

Q. The second paragraph, if I could ask you
to direct your attention to the opening of this
paragraph. Let me read it, and tell me if I've read
it correctly. I'm going to try to interpret the
abbreviations. Tell me if you agree it says:

On interview, patient states that she is
happy person. Happy is in quotation marks. Although
reports that for the past couple of days, quote:
Things have not been good, unquote. When asked what
she was referring to, comma, states that, quote: Men
came into the house, unquote, which caused her to be
concerned.

| Do you see that entry?

A, I do see that.

Q. And is it correct to understand this is
information being attributed to Jane Doe?

A. Meaning when it says she says --
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Q. Right.
A. -- that is attributed to Jane Doe, that
Jane Does is the "“"she"?

Q. Yes.

A, Yes, that's correct.
Q. And can you tell me, for your purpose in

treating her, how did you interpret that information
from her as it relates to her distress?

A.. Can you please clarify the question, I'm
sorry?

Q. I want to understand, from a treating
point of view, getting that information from her where
she's relating that things have not been good and she
explained why, how -- how you understood that as
related to stress on her?

A. I think at first we were not sure how to
interpret her claim that men came into the house,
because she has dementia and we didn't know whether
she was relaying an actual event or an imagined event,
and her brother told us that he was unaware of
anything. And then during the course of her hospital
stay, when Daughter Doe explained what had happened,
then it seemed to make more sense that that event
caused her to have some stress and that that was what

she was likely referring to.
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Q. Do you have an opinion, to a reasonable
degree of medical certainty, that the events with men
entering her house a few days before she appeared at
MUSC contributed to her agitation?

MR. DORSEL: Objection, speculation.
BY MR. MEYERS:

Q. Go ahead.

A. Okay. Contributed to, yeé.

Q. And was that factored into treating her
for her agitation and distress?

A. Not necessarily.

Q. All right, how does a -- if a patient
identifies things that have caused him or her stress
or anxiety, what's the -- how is that information
useful to you in treating the patient?

A. It's certainly useful to know what a
trigger for stress was. At the time that she was in
the hospital, she - any agitation or stress or
anxiety seemed to diminish very quickly on the unit.
We didn't see any evidence of ongoing anxiety, stress;
nightmares, et cetera, that warranted further
treatment.

To answer your question how that would
have played into things, if she had continued to have

anxiety, distress, talk about that on a frequent
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basis, then we may have started her on some anxiety
medications or that sort of thing.

Q. All right, so from your clinical
perspective, it was sufficient to just stabilize her
in a quiet place where there weren't people coming
into the unit unexpectedly?

A. Correct.

MR. DORSEL: Objection, leading.
BY MR. MEYERS:

Q. Let me show you page 2 of the MUSC medical
record. Or what I believe is page 2. Does this
appear to be part ofvthe medical record?

A, This does appear to be part of the medical
record.

MR. MEYERS: Let me move page 2 into
evidence.
BY MR. MEYERS:

Q. Let me start with items 11 and 12 on this
list of 16 items.

MR. DORSEL: Same objection, cumulative.

BY MR. MEYERS:

Q. Do you see those two items?

A. I do.

Q. One says full feces incontinence, the
other says -- well, why don't you tell me what that
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abbreviation means.

A. I believe that means unspecified urinary
incontinence.

Q. And describe what incontinence means.

A. Incontinence is a loss of control over
bladder or bowel function.

Q. So if she is incontinent, she does not
control when she goes to the bathroom?

A. ~ Correct.

Q. All right, understood. Now, move up to
item 3, if you would.

A. Okay.

Q. Which refers to a urinary tract infection

NOS. Do you see that entry?

A. I do.

Q. Tell me what NOS means.

A. Not otherwise specified.

Q. Does not otherwise specified mean you

don't know if she had a urinary tract infection?

A. No. Not otherwise specified often means
-- it means that we didn't add any additional
qualifiers to it, which could include something like
the causative agent such as E. coli, if we knew that
that was a causative agent, or a urinary tract

infection acute or a urinary tract infection due to
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urinary retention. There are lots of qualifiers that
one can add to a general diagnosgis like that. It's
not necessary, but they can be added. 1In this case
they were not added.

Q. All right, is there any uncertainty in
this record or in your mind that she did not indeed
have a urinary tract infection?

A, No. There's no uncertainty in my mind.

Q. Describe what.a urinary tract infection
can do to the confusion level of a vulnerable adult.

A, Urinary tract infections in older adults
can cause increased confusion, can lead to delirium,
which is usually a temporary sort of generalized
global dysfunction of the brain with increasing
confusion, agitation, sleep-wake cycle reversal.

Q. What I want to do is talk to you about the
timing of a urinary tract infection, and I'm going to
ask you to assume six pieces of information are true.
All right?

A, Okay.

Q. Piece No. 1l: that Jane Doe was in a
clean, adult diaper the evening of March 27th, so two
days before her appearance at the emergency room,
okay?-

Number 2 is that by 10:30 p.m. on March
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27th, police made a warrantless entry into her house
and removed her daughter from the house.

Item 3 is that Jane Doe was left alone
after her daughter was removed.

Item 4 is that Jane Doe was unable to
change her own adult diaper or use the bathroom or use
the telephone.

Item 5 is Jane Doe was not able to control
when she urinated or had a bowel movement.

And item 6 is that Jane Doe stayed in that
adult diaper from 11 p.m. on March 27th to after 4
p.m. on March 28th, so a period of some 17 or more
hours. Afterwards, the daughter was able to return
home and change her.

MR. DORSEL: Objection. Counsel is
testifying.

BY MR. MEYERS:

Q. Now, if you assume those facts are true
hypothetically, do you have an opinion, to a
reasonable degree of medical certainty, as to whether
those conditions could have increased the risk to Jane
Doe of developing a urinary tract infection?

A, They could increase the risk of developing
a urinary tract infection if those facts are -- if

those assumptions are fact.
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Q. I want to talk with you, you were shown
some records, and the first one was from May of 2013.
This would be --
A. These afe the records that --
Q. Right, that Mr. Meyers showed you.
A. Okay.
| MS. FATRBAIRN: Reference the page number
just so she's at the right one.
MR. DORSEL: It's, uh, sorry --
THE WITNESS: 23772

BY MR. DORSEL:

Q. 237.
A, Okay.
Q. This record that Mr. Meyers showed to you,

all of the information in this record was provided by
either the brother or the daughter; correct? Or -- or
Jane Doe?

A. Correct.

Q. All right. And so this is when they talk
about, after stress, declining several steps, that's

the daughter's or the brother's opinion; correct?

A. Correct.

Q. That's not a medical opinion?

A. No.

Q. Okay. Now, the next one you had, which is
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page 241, is July 11th of 2013.

A. Uh-huh.

Q. And this was the last visit at MUSC in the
year 2013; correct? ;

A, I would have to reference the medical
record to confirm that.

Q. Okay. Well, let me see here; On July 11,
2013, did the medical staff recommend that she follow
up in two to three months?

A. I don't have the second page of that note

with the assessment and plan. So that would be

probably page 242 or 243.

Q. Here it is. I only have one copy of it,
page 243.
A. Okay. In the assessment and plan it does

say follow up in two to three months.
Q. Okay. Now, when we talked to you in your
deposition you had said that there was a follow-up

visit in October of 2013 that they did not show up

- for. Is that correct?

A. I believe that that's true.
Q. All right. And -- and then there's
another follow-up visit on -- in December of 2013

scheduled, and Jane Doe and her daughter did not show

up for that wvisit either. 1Is that correct?

Barnett Reporting (843) 324-6985
marfrabar@bellsouth.net

R. App 569




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

Jessica Broadway, MD - Vol. Il - July 18, 2016 51

MR. MEYERS: Objection to the form of the
question, go ahead.

THE WITNESS: I believe that's correct.
BY MR. DORSEL:

Q. All right. And the next time she was
actually seen at MUSC was on March 29, 2014, and
that's the time she was there for the incident we're
here to talk about. Is that correct?

A, Uh-huh.

Q. I have not seen any records from July of
2013 through March of 2014 where she was seen by a
doctor. So that would be eight months without seeing
any doctor?

A. Uh-huh.

Q. And do you understand that she was not
seen by her primary care physician for more than a
year?

aA. I am unaware of that information other
than what you're telling me.

Q. Okay. Would you agree that a patient like
Dane Joe in 2013 should be seen by a psychiatrist or a
family doctor at least every two to three months or
maybe once every six months?

A. I think, as I stated earlier, at a minimum

they should be seen every year just, you know, that --
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A. To some degree, but a lot -- reading this,
a lot of the history, it says per brother, per

brother, per brother, so --

Q. If you look on the -- in the second
paragraph.

A. Yes.

0. I should have referenced that, but it
says: on interview, patient states. So she was able

to talk with this provider; correct?

A. To some degree, yes.

Q. And she was -- she told him that -- or she
knew who the president was? I think that's in the
last sentence of that second paragréph.

A, Yes. It does say oriented to president.

Q.  All right, so she knew what city she was
in, what state she was in, and also knew that she was
at a hospital; correct?

A. Yes.

Q. All right, and this was two days after the
police incident?

A. Uh-huh.

Q.‘ On March 277?

A, Correct.

Q. And in this hospital interview, this was
an unfamiliar environment to her. Is that fair to
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say?

A. Correct.

Q. And would you agree that dementia patients
function better in a familiar environment?

A, Usually, yes.

Q. And the most familiar environment to them
would be their own home; correct?

A. Correct.

Q. Now; if she could answer these questions
and talk to a doctor in the unfamiliar environment on
March 29, would you agree that when she was in her own
home on March 27, that she most likely could answer
the simple questions that the officers posed to her?

A. Based on what's written here, which nobody
said, but it says here specifically she had difficulty
verbalizing her answers but could give the answers if
given three choices. 8So she was having difficulty
talking to the pefson in the hospital. I would
imagine that she had some difficulty at home as well.

Q. Well, and what the officers have said is

that she appeared to recognize that they were police

officers.
A. Uh-huh.
Q. That they announced themselves and they

said why they were there and they asked her where her
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daughter was. She knew where her daughter was. She
was able to direct them upstairs. Based on all of
that, would that be something that Jane Doe couid have
done in her ownvhome, familiar envirQnment on that
night?

A. Probably, yes.

Q. And would any of that indicate to a
officer or layperson that she had dementia?

MR. MEYERS: Objection to the form of the
question as outside the witness's expertise.

THE WITNESS: If -- if she was able to
recognize that they were police officers and direct
them upstairs to her daughter, you're asking if
somebody would interpret those abilities to be
consistent with dementia? -

BY MR. DORSEL:

Q. Correct.
A. Probably not.
Q. Is it fair to say that if that occurred,

that éhe recognized them, directed them upstairs, that
the officers very well may not have known she had
dementia?

A, I -- I can't speculate that they --
whether they knew that or not. It was my

understanding that they had been informed of that,
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but, if not, then yes, it's possible they would not
have known she had dementia.

Q. Okay. And this was -- I mean, at that
point she didn't look sick; correct?

A, She did not appear sick.

Q. And at that time of night, 10:30 at night,
she was in her pajamas, her hair was probably a little
messed up. That wouldn't indicate that someone has
dementia; correct?

A. No.

Q. And, let's see here. Are you aware of
whether the daughter told the officers that her mother
had dementia or Alzheimer's?

A, I was not personally p?esent when this all
went down. I was informed by either you or Mr. Meyers
that the daughter alleged she did tell the police
that, but that is the scope of my knowledge of that
situation.

Q. Okay. And based on those things, being
able to answer questions, recognizing them, not
appearing to be dressed inappropriately, would any of
that indicate that a person cannot be left alone?_

A, I don't know that that's enough of a --
with dementia, that's not enough to know whether

somebody could be left alone, just looking at somebody
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and having them say hello.

Q. Okay. Well, and let me ask you this.
Your -- |

A. I can't say that it would be obvious that
she shouldn't be left alone. She didn't -- you know,
she wasn't in a wheel -- she wasn't wheelchair bound

or bedbound or, you know, had the IV running or
something.

Q. Right. Your understanding of why the
police were there is because you believe someone
called to report elder abuse. Is that correct?

A. It was my understanding from this and at
the time of the admission that the patient -- somebody
had told the admitting physician that the patient had
called the emergency room alleging elderly abuse.

Q. Okay. Now, and have you ever determined
whether that was true or not?

A. We did not find any evidence of elder
abuse.

Q. Okay. And did you ever find out what --
who actually called the police?

A. Not until this initial deposition from I
believe Mr. Meyers or you.

Q. Okay. And you understand the neighbors

called because the daughter was outside banging on the
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Addigonat O

Am-Bed: P411-L

sect: S
e: S

R. App 579

DOB: 10/08/1947
AdmHx mod/inact Hx

Page 1 of 4
PEtHidnght::
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Clinical Histoty  (continuad)

I
MUST - Live

AdmHx mod/inact Hx
From: 04/02/2014 16238
Rm-Bad: P411-L
Age: B6yr

DOB: 10/08/1947  Acct:
MAN:

Requested: 04122014 0540

Admil Dt 04/02/2014 16:38
Gender: ¥ MD: Broadway, Jesslca L, MD

Opl Out:

To: 0418201420108

Page2ot 4

CONTACT INFO

Phone - Home

§]

Phone - Work IT NG DATAFOUND
Phone « Cell {1 (NODATA FOUND
Ratati i [T NS DATAFOUND
Phone - Work [} |NODATAFOUND
Phone - Call [J [NODATAFOUND
Prdmary Care 1D (1 TNGDATA FOUND

Comment

NODATA FOUND

T NC:DATAFOUND . .

OE patients only Gravida

Term {] |NODATAFOUND
Pra- term 1Y T |NODATAFODNG
Adsort [1 ][NODATAFOUND
Living [T NG DATA FOURND
E0C 11 [NODATAFOUND
Awsih preferred 1] [NODATA FOUND
Last meal [] [NODATA FOUND
Baby up for adoption (BUFA) 1} DATATGUND
N> prenatal care 1] TNODATAFOUND _J
Feeding plan {1 [NODATA FGUND
Water source 1~ |NODATAFQUND |
Commend {1 |NGOATAFGUND

-:}-undble {o verbalize. . :°

T [Damentia with Bob

“Talley, Yalera , RN -

Totloy, ¥aio

Taliey, Valera; A%

Rm-Bed: P41t -L

cct: S
v [

R. App 580

DOB: 10/08/1947
AdmHx mod/inact Hx

Page 20f 4
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Clinical History  {continued)

MUSC - tive

AdmHx mod/inact Hx
From: 04/02/2014 16:38
Rm-Bed: P411-L

MRN:
Requested. 01320140540

Opt Out:

To: 04/18/201420:08
Acmit Dt 0410272014 16:38
Age: 66yr Gengder: F MD: 8roadway, Jessica L, MD

poB: 10:08/1247  Acci D

Pagedcots

Fabent Histary

Tallo;. Y;lona . RN

Sickle cel GRU22014 18:10 04022014 18:19
[ o [} 040222014 16110 04022414 1849 Talley, Yalena , hAfY
Dermatology [E] $4922014 13:10 CAR2Z014 18:19 Talley, Yalenz , RN
Cancer [{&] 0462720131610 0402201418119 Talley. Yalena , BN
Transphint [(5]] 04022014 1810 050220141819 Taliey, valeaa , BN
Psychiatric (2] 040272614 18:70 04022014 18:19 Talley, Yalena , AN
Violence (8] 04022014 18110 08022014 18:19 Talley, Yalana, RN
HV 0] 04922014 1810 04022014 1818 Taliey, Yaiena , FN
BU manstreact ©] 040220141810 04022014 1819 Talley, Yalena , AN
ORGyn ] 04022014 18:10 31022014 18:16 Tallay. Valena , RN
640127214 18:10 0422014 16:18 Telley, Yatend , AN

Rm-Bed: P411 -1

sect S
vrn: [

R. App 581

DOB: 10/08/1947
AdmHx modfinact

Hx

Page3of 4
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Clinical History  (continued)

MUST - Live

AdmHx mod/iract Hx
From: 040272014 18:38
Rm-Bed: P411-L

DOB: 10/08/1847  Acct;
MRN:
Requested; 04/1972014 05:40

To: 041822014 20:08
Admil Bt 04/02/2014 16:38
Age: 86yr Gender:.F  MD: Broadway, Jessica L, MD

Opt Out:

Pagedofa

Subj
Patient Hislory Violsnce other 4] DATATOUND
R Comment [} G DATA FOUND
. Comment 11 [NO DATA FGUND
[ nt 1T [NO BATAFOUND
OBGyn othar 1] |NOC DATAFGUND
LNMP, It appicabls T |NCTATATOUND
Comment [T | NODATAFOUND
Failure te thriva [T RO DATAFOUND
1 Dov QisFTT ant {1 | NODATA FOUND
Other NO DATAFOUND

ATA FOUND

-Surglcal ax

NG DATA FOUND

I
Surg Ha- Newrological [T [NODATA FOUND
Surg Hx- Respiratory {1 |NODATAFOUND
Surg Hx- Cardiovascular [1 |NODATA FOUND
Surg Hx- Gl [T [NODATAFOUND
Surg Hz- UroRenal {1 [NO DATAFOUND
Surg Hx- Reproductive 1] [NODATA FOUND
Surp Hi. Orthopedic 11 NS DATA FOUND
Surg Hx- Other [T [NODATAFOUND
Comment 1 [RODATAFQUND
Cammaent I] |NODATAFOUND

Rm-Bed: P411-L

roct. S
v S

. R. App 582

DOB: 10/08/1947
AdmHx modfinact Hx

Page 4 of 4
BTG




MUSC 04/19/2014 05:40
Page 1 of 4
Admission Assessment Discharge Rpt
From 04/02/2014 16:38 To 04/18/2014 20:08

Admission History Change Report

Observables

Template: Adult AA and ALL IOP Patients
: Calegory: Conlact informalion ::: B
Observable Observati

Action Chart Time ' Peiform ‘Time Contirm Time
Name Taken
Does the pt have an Advance No Oﬁginal 04/02/2014 18:13 04/02/2014 18:10 04/02/2014 18:10
Directive? TALLEY, YALENA, RN [ TALLEY, YALENA, TALLEY, YALENA, RN

Primary Contact

Phone - Cell [ ] Original  |04/02/2014 18:13 04/02/2014 18:10 04/02/2014 1610
TALLEY, YALENA, RN | TALLEY, YALENA,  |TALLEY, YALENA, RN
Relationship child . Origlna!l 04/02/2014 18:13 04/02/2014 18:10 04/02/2014 18:10

TALLEY, YALENA, AN {TALLEEY, YALENA, TALLEY, YALENA, RN

Patient fives with

Additlonal Contact Stanley Huggins ' Criginal 04/02/2014 18:13 04/02/2014 18:10 04/02/2014 18.10
TALLEY, YALENA, RN | TALLEY, YALENA, TALLEY, YALENA, AN
RN

Phone - Home ] Original 04/02/2014 18:13 04/02/2014 18:10 04/02/2014 18:10
TALLEY, YALENA, RN |TALLEY, YALENA.  |[TALLEY, YALENA, RN
AN
330&1&]0!‘-&':.]OE’-P&“SHFHIS‘O[V::ZZZ:ZZZZIISZZZIZZIiZZ1121112131IIZ:::::IZ:IIZI::::Z::::Z:ZZ:.’:ZIZZ:ZIIlIZZZZ:::::‘.I‘.IIIiZIZJZI B R S SO OM ISR SR PP IR DE Y
Obsarvable Observation Aclion Chart Time Perform Time Contirm Time
Name | Taken

Is this an {OP Pattent?

Psychiatric Family History mother-dementia/depression Original 04/02/2014 18:24 04/02/2014 18:10 04/02/2014 18:10
: TALLEY, YALENA, RN | TALLEY, YALENA, TALLEY, YALENA, RN

mother had dementia and Madity 04/02/2014 18:25 04/02/2014 18:10 04/02/2014 18:10
depression TALLEY, YALENA, RN | TALLEY, YALENA, TALLEY, YALENA, RN
: N

Medical Family History

IR N -
Sister had breast cancer/brain | Modify 04/02/2014 18:25 04/02/2014 18:10 04/02/2014 18:10
cancer TALLEY, YALENA, RN TﬁLLEYA YALENA, TALLEY, YALENA, AN
R
— wame: Age: 66 yr acc: N
Opt Out: Gender; F MAN:
Physician: Broadway, wessical., MD Rm-Bed: P414 - L Admit Dt:04/02/2014 16:38  DOB:10/08/1947

patient NG VRN  Eccounter I  Page 1 of4

MUSC PAGE 8 OF 299
R. App 583




Admission History Change Report

MUsc

Admission Assessment Discharge Rpt

From 04/02/2014 16:38 To 04/18/2014 20:08

{continued)

04/19/2014 05:40
Page 2 of 4

Observables

Template: Adult AA and ALL IOP Patients

brain cancer

TALLEY, YALENA, RN

Obgervable Observalion | Action Perfo'rn'1 Time
Name Taken
Medical Family History Sister had breast cancer and Modify 04/02/2014 18:26 04/02/2014 18:10 04/02/2014 18:10

TALLEY, YALENA,

TALLEY, YALENA, RN

Key relationships/living situatior

Gatedory; Pationt History
Observable Qbservalion Aglion Charl Time Petlurm Tme Confirm Tune
Name Taken

Reason for hosp (pf own words) unable to verbalize Original 04/02/2014 18:13 04/02/2014 18:10 04/02/2014 1810
TALLEY, YALENA, RN

TALLEY, YALENA,
RN

TALLEY, YALENA, RN

Reasan
Demenila with Behavlorat Mogify 04/0272014 18:15 04/02/2014 18:10 04/02/2014 18:10
Disturbances TALLEY, YALENA, RN | TALLEY, YALENA, TALLEY. YALENA, AN
AN
High blood pressure
Neuro No Original 04/02/2014 18:15 04/62/2014 18:10 04/02/2014 18:10
TALLEY, YALENA, BN ITALLEY, YALENA, TALLEY, YALENA, RN
Fainting Q4021601448345
Speech Yes Original 04/02/2014 18:15 (44/02/2014 18:10 04/02/2014 18:10
TALLEY, YALENA, BN | TALLEY, YALENA, TALLEY, YALENA, RN
RN
Gl 4/02/201 41
A :
: N ::
Haart No Original 04/02/2014 18:17 04/02/2014 18:10 04/02/2014 18:10
TALLEY, YALENA, RN [TALLEY, YALENA, TALLEY, YALENA, RN
Respiratory/Lung
Kidney/Bladder No Criginal 04/02/2014 18:17 04/02/2014 18:10 04/02/2014 18,10
TALLEY, YALENA, RN | TALLEY, YALENA, TALLEY, YALENA, RN
Endocrine
Liver No Original 04/02/2014 18:17 04/02/2014 18:10 04/02/2014 18:10
TALLEY, YALENA, BN | TALLEY, YALENA, TALLEY, YALENA, AN
RN
— Name: N Age: 66 yr Acet: N
Cpt Out: Gender: F MBN:

Physician: Broadway, .éssica L., MD

patient S

MRN S

Rm-Bed: P41¢ - L
Encounter [ N

R. App 584

Page 2 of 4

Admit Bt:04/02/2014 16:38  DOB: 10/08/1947

MUSC PAGE 9 OF 299




MUsC 04/19/2014 05:40
Page 3 of 4
Admission Assessment Discharge Rpt
From 04/02/2014 16:38 To 04/18/2014 20:08
Admission History Change Report (continued)
Observables
Template: Adult AA and ALL |OP Patients
Qbservable Observalion . ;\oll;ﬁ ChartTime Perform Time Confirm Time
Name Taken
Bleeding disorders No Original 04/02/2014 18:19 04/02/2014 18:10 04/02/2014 18:10
TALLEY, YALENA, RN [ TALLEY, YALENA, TALLEY, YALENA, RN
BN
Sickle cell
N .
Rhaumatology No Orlginal 04/02/2014 18:19 04/02/2014 18:16 04/02/2014 18:10
' TALLEY, YALENA, RN | TALLEY, YALENA, TALLEY, YALENA, RN
Darmatology 04/02/201 T
TTALLEY
Cancer No Origlnal 04/02/2014 1819 04/02/2014 18,10 04/02/2014 18;10
TALLEY, YALENA, RN | TALLEY, YALENA, TALLEY, YALENA, RN
Transplant ( Az
A
Psychialric Qrigina) 04/02/2014 18:19 04/02/2014 18:10 04/02/2014 18:10
TALLEY, YALENA, BN | TALLEY, YALENA, [TALLEY, YALENA, RN
Violence ijo: -
Hiv 04/02/2014 18:19 04/02/2014 18:10 04/02/2014 18:10
TALLEY, YALENA, RN | TALLEY, YALENA. TALLEY, YALENA, RN
Blood transfusion reaction
OB/Gyn No Criginal 04/02/2014 18:19 04/02/2014 18:10 04/02/2014 18:10
TALLEY, YALENA, NN | TALLEY, YALENA, TALLEY, YALENA, RN
Osvelopmental disability
- Caleqory; Substarice s - : i L L
Observable Observation Aclion Chart Time Petform Time Confirm Time
Name Talken
Smoking Stalus never a smoker Original 04/02/2014 18:19 04/a2/2014 18:10 (4/02/2014 18:10
TALLEY, YALENA, RN | TALLEY, YALENA, TALLEY, YALENA, RN
" |AN
Lise of smokeless tobacco? 4102/
Use of alcohol Ne Qriginal 04/02/2014 18:19 04/02/2014 18:10 04/02/2014 18:10
TALLEY, YALENA, RN | TALLEY, YALENA, ITALLEY, YALENA, RN
AN
Name: Age: B6 yr Acct: [N
Opt Out: Gender: F vAN: [
Physician: Broadway, wessical., MD Rm-Bed: P411 - L Admit Dt:04/02/2014 16:38  DOB: 10/08/1947
patien VRN  Encounter NN  Page 3 of 4
R. App 585

MUSC PAGE 10 OF 299




MUSC

04/19/2014 05:40
Page 4 of 4

Admission Assessment Discharge Rpt
From 04/02/2014 16:38 To 04/18/2014 20:08

(conlinuad)

Admission History Change Repart )
Observables
Template: Adult AA and ALL IOP Patients

. Category: Substance tise -

Observable Observalion Action Chart Time Perform Time Confirm Time

Name Taken

Use of recraational drugs No Original 04/02/2014 18:19 04/02/2014 18:10 04/02/2014 18:10
l_ TALLEY, YALENA, RN | TALLEY, YALENA, . |TALLEY, YALENA, AN

BN
Y
~Nere I Age ey A N
Opt Out: Gender: F MAN: oo

Physician: Broadway, .essica L., MD

Patient S

M S

Rm-Bed; P411 - L

Encounter [N

R. App 586

Admit Dt:04/02/2014 1638  DOB:10/08/1947

Page 4 of 4

MUSC PAGE 11 OF 299




Allergy History

MUSG - Live
Otracle Admission History Repor
From: 04/02/2014 16:38
Rm-Bed: P411-L

LOB: 10081947 Acch:
MRN:
Requested: 04/19[2014 05:40

Admil Dt: 04/02/2014 16:38
Ape: 66 yr Gender: = MD: Broadway, Jessical... MD

Opt Out:

To: 04/18:2014 20:08

Page 1 of 7

[NKA Drug

Clinical History

"CONTACT INFO

Primary Gon1tact - Talley, valena , RN Tailley, Yalena , RN
04/02/2014 18:10 04/02/2014 18:10

Phone - Cell Talley, Valena, RN Talley, Yalena, RN
04/02/2014 18:10 04/02/2014 18:10

Relationship child Talley, Yalena , RN Talley, Yalena, RN
04/02/2014 18:10 04/02/2014 18:10

Pajent lives with Talley, Yalena, RN Talley, Yalena, RN
04/02/2014 18:10 04/02/2014 18:1Q

Additional Contact Sam Huggins Talley, Valena , RN Talley, Yalena , RN
: 04/02/2014 18:10 04/02/2014 18,106

Phona - Forme ] Talley, valena, RN Talay, Yalena, RN
0:02!2014 18: 1(5)*N 04/02/2014 le 10

-04/02/2014 18:40::

:Talley. Ya!ena. RN

30410@14 RE:E f'I

Rm-Bed: P411-L

patient S

MR S

DOB: 10/08/1947

Acct: I
MRN: I
Encounter [ GG

Page 1 of 7

R. App 587

Oracle Admission Histary Repont

Page 1 0f 7
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MUSC - Live
Oracle Admission History Report
From:.04K02/2014 16:38

Opt Qut:

To: 04/18:2014 20:08

patient SR

Clinical History (continued)

Requ

Rm-Bed: P411-L Admit Dt: 04/02/2014 16:38

Age: 66 yr Gender: = MD: Broadway, Jessical.. MD
LOB; 10/08/194/  Ac

MRN

esle!: 0!/1 972014 05:40

Page2o0f7

Patlent History Viclence No Talley, Yalena , RN Talley, Yalena , BN
04/02/2014 18:10 04/02/2014 18:10
HIV Neo Talley, Valena , NN Talley, Yalena , NN
04/02/2014 18:10 04/02/2014 18:10
Blc transffreact No Talley, Valena, RN Talley, Yalena, AN
04/02/2014 18:10 04/02/2014 18:10
OB/Gyn No Talley, Valena , RN Talley, Yalena, RN
04/02/2014 18:10 04/02/2014 18:10
Dev disability No Tallsy, Valena, RN Talley, Yalena , RN
04/02/2014 18:10 04/02/2014 18:10

{ledication History
NO DATA FOUND

narrative
04022014 00:00 TO 040272014 23:59
Legend Charting
04022014 17:27
fop AdmNulrllion

Other findings - Food allergies = no

Adm Nutrition (81 1 47)
Nutr' ion KX

s e

Nt

Jefterson, Georgia:; TN
...04/0412014 1338570
Jefferson, Georgia , RN
04/04/2014 1335
‘iJettéreon; Georgza i
04/04/2014 18456

letferson, Georgia . RN
04/04/2014 1335

04022014 18:27
10P ADT Delail
Arvival to unit = 04/02/2014 16:34

Talley, Yalena , RN
04/02/2014 19 08
Talle

F{eason admmed Dcn'entla/depressxan '
Prior. admission =1
PriarAdm, desorb = nong
Prior: Psych

Pt Belongings (81187)
Jewalry = safe

"Talley, Yalena, RN
04/02/2014 19208
Tal

Talley. Yalena, RN
04/02/2014 19:08

S

Talley, Yalena , RN
01/02/2011 18:08
Talley, Yalena iR
:04/02/2014.1908 -

Acct:
MRN:

Rm-Bed: P411-L

MR S

Encounter SN

R. App 588

DOB: 10/08/1947
Oracle Admission History Report

Page 2 of 7

Page 20f 7
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narrafive

040272014 00:00 TO 04022014 23:59

Legend Charting

040212014 18:27

Pt Balongmgs (81 187)

Suitcasesciothes = nat applicable

Notes: unil siorage
Caselclothg dos

Adm Ass Epi Present on Admit
Bed Sorg/Ulcer - PtwBsdSorsUlcer?* = no

‘HedSorePastBmily

MRN:
Reque:

MUSC - Live
Qracla Admission History Report
Fiom: 04/02/2014 16:38
Rm-Bed: P411-L
Age: 66 yr

LHOB: 10/08/194/

sted: 04/!9/2014 05:40

To: 04/18/2014 2008
Admil Dt: 04/02/201416:38
Gender: = MD: Broadway, Jessical., MD

oo S

Ot Qut:

Page 3017

‘Taliey. Yalend ;B

1 Tallay, Yalena ;: RN
:04/02/2014:19:08

{

14/02/2014:190¢
Talley, Yalena , RN
04/02/2014 1908
lo,: Yaleha i
4/02{2014:1908
Talley, Yalena , RN
04/02/2014 1808

-aliey, Yalena ;BN
4/0212014:1808

Talley, Yalena, RN

04/02/2014 1808

Talley, Yalena , AN
04/02/2014 1908

Talley, Yalena . BN
04/02/2014 1908

Talley, Yalena , RN
04/02/2014 19:08

Exposures (11990)

\f yes notify iC - Isolat prev stay no

Influenza vace

No io ALL above - RaquesiVacRxCom" = done

Pneumonia vacc
Unknowr

Contrmndtcauons - Pffam refuses = no

{i04/02/201419:08

Talley, Yalena , RN
04/02/2014 1908

Bt
T'lﬂey, Yalena , RN
04/02/201 41908

TaJlay. Yalena , RN
04/02/2014 19:08
altey, Yalgna ::BN

Talley, Yalena , RN
04/62/2014 1908

Rm-Bed: P411-L

patient SN

MRN:

mRN S

Acct. [

Encounter [N

R. App 589

DOB; 10/08/1947
Oracls Admission History Repert

Page 3 of 7

Page 30l 7
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narralive
04022014 00:00 TO 04022014 23:59
Legend Charting
04022014 18:27
Pneumaonia vacc

Continue screen - RequastVacRxCom! = dong

Adm Diabetes (18112)
Pt whix diabstes = no

Adm Funclional (81 154)

IOP AdmNuirition

WithinNormbImits - Consume/digest = ‘cod

new trangplant -t

Other tindings - Appeme no change

Other findings < Weight

O OptOut
MUSC - Live
Oracle Admission Histary Report

From: D4/02/2014 16:38 To: 04182014 20:08

Rm-Bed: P4{1-L Admit Dt: 04/02/2014 16:38

Apo: 66 yr Gender: = MD: Broadway, Jessica L., MD
LOB: 108194/ Acel:

MRN

Requested: 04/19/2014 05:40 Paged ol 7

“Talle
Q4/QZ./.2.0. 14: !9 B
Talley, Yalena , RN
04/02/2014 19ﬂ8
Tal ¢

Talloy, Yalana , RN
04/01/2014 19; 08

Tallay, Yalena, RN
04/02/2014 19:08
. Talloy, Yalena ;BN
4/02/20141908:
Taliey, Yalena , RN
04/02/2014 19:08
"alley, Yalena ;- BN
4/02/2014- 1308

Talley, Yalerna , RN
04/02/2014 19.08

Jefferson, Georgla , BN
04/04/20 I 40924

Talley, Yalena, RN
04/02/2014 19 08

Jsf{aréon, Georgia, RN
04/04/2014 09:24

Jefferson, Georglia , RN
04/04/2014 09:24

Jefforson, Georg '
04/04/2014 0824

etlerson, Georgi
4/04/2014:09:24

Talley, Yalena , RN
04/02/2014 1908

‘04/02/20 14:18:08
lalley, Yalena , BN
04/02/2014 19:08

Bm-Bed: P411 -L

patient S

Acct: (HE
mAn: [

DOB. 10/08/1947
Oracle Admission History Report

Page 4 of7

MRN S

Encounter SN

Page 4 of 7

R. App 590

MUSC PAGE 15 OF 299




narrafive
04022014 00:00 TO 04022014 23:59
Legend Charting
040272014 18:27
[OP AdmNutrilion

MUSC - Live

Oracle Admission Histary Repor
From: 04/02/2014 16:38
Rm-Bed: P411-L

Age: BSyr Gendar: =
pOB: 10A8/194/  Acc

Requeste Q2014 05:40

Admit Dt 04/02°2014 18:38

Opt Out:

To: 04/168/2014 20:08

MD: Broadway, Jessica L. MD

Page 507

IOP AA PsychRiskAssess

élrrranl Hx Of - GamblingAddicton = no

Trauma - PhysDomesicAbuse = no

"Talley, Yalena , RN
04/02/2014 19 08

Talley Ya]ena RN
04/02/2014 19:08

L Taliey, Yalgna BN:
1402/2014-19:f
Talley, Yalena , RN
04/02/2014— 191 08

04102/201 4 19\0

Talley, Yalena , RN

24/02/201 419.08
-al

Talley Yalena RN
04/02/2014 19:08
- Taliey, ¥alena ; AN
4102720141308
Talley, Yalena , RN
04/02/2014 18:08
Taliey, ¥alena .:AN
4/02/2014:19D
Tallay. Yalena . RN
04/02/2014 19:08

..U
Talley, Yalena , RN
04/02/2014 19 08
talley, Yalena [ AN
470012014190
Talley, Yalena , RN
04/02/2014 . |9G8
Ta RG]

ot 14 19 i
Talley, Yalena , RN
(%4/02/2014 19:08

Talley, Yalena , RN
04/02/2014 19:08

Rm-Bed: P411 -L

patient SR

NS

DOB: 10/Q8/1947

Acct: S
]

Page 5 of 7

Encounter [N

R. App 591

Oracle Admisslon History' Report

Page 50t 7
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patient S

narraflve
041022014 00:00 TO 04/02/2014 23:59
Legend Charting
040212014 18:27
IOP AA PsychRiskAsgess
Curreni Hx Of - Sexudl abuse = no

MUSC - Live
Oracle Admission History Report
From. 04/02/2014 16:38
RAm-Bed: P411-L

Age: 68 yr Gender: =
LUB: 107081847 Accl
MRN

Requested: 04/19/2014 05:40

. Tor 047182014 208
Admit Dt: 04/022014 16:38

Op! Out:

MD: Broadway, Jossica ... MD

Page 6 of 7

Talley, Yalena, RN
04/02/201 4 19: 08

Cuirrant Hx Of - DomViolnzeVictim = no

Seen Or Desc As - HopelessHelpless* = na
Seen Ot Des

10P Meatal Status
Appearance = dishaveled

Talley, Yalena , RN
0410220141903 '

Talley, Yalena, RN
04/02/2014 19 08
alley;: Yalena ;: BN:
04/02/2014:19.08
Talley, Yalena, RN
04/02/2014 19:08

alley, ¥alena ; AN:
04/02/201419:0
Talley, Yalena , RN
04/02/2014 19:08

" Talley, Yalena, RN
04022014 13 08

, Talley, Yalena, RN
04/02/2014 1906

Ta(ley, YaJena Al
04/02/2014 19 OB
-Y na ;BN

Talley, Yalena BN
04/02/2014 19:08

Talley, Yaiena , RN
04/02/2014 19: og

Aoct: S
MRN:

Rm-Bed: P411-L

R S

DOB: 10/08/1947

Page 6 of 7

Encounter SN

R. App 592

Oracla Admission History Report

Page 6ot 7
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A Opt Out:
MUSC - Live

Oratle Admission History Report

From: 0440212014 16:38 To: 04/1872014 2008
Rm-8ed: P411-L Admit Dt: 04/02:2014 16:38

Age: 66 yr Gender: = MD: Broadway, Jessical., MD
DOB: 108194/ Acch:

Requested: 04/19/2014 05:40 Page 7 of 7

narrative
04022014 00:00 TO 04022014 23:59
Legend Charting
04/02/2014 18:27
10P Menial Status

Talley, Yalena , RN
04/02/2014 19:08

Talley, Yalena , RN
04/02/2014 19:08
raliey, Yalena i BN
47022014191

Talley, Yalena , AN
“04/02/20141908 .

Mood = zppropriate Talley'. Yalena RN
04/02/2014 19 08

Thought process =

10P Alcohol Use Hx

DrirkWithAlcohol* = a=never Taley, Yalena , RN
) 04/02/2014_1 g 08

........ L L i, 19
HxSerzrV\h!hdraw' =no Tallay, Yalena, RN
04/02/2014 19 08
acct: [N DOB: 10/08/1947 Page7 0t 7

Rm-Bed: P411-L MRN: [ Oracle Admission History Report

patient NG MRNJ Encounter I Page7of7

MUSC PAGE 18 OF 299
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B opt o
MUSC - Live
Peds Oracle Admissibn Histary Report
From: D4/02/2014 16:38 To: 041872014 20:08
Rm-Bed; P411-L Admil Dt; 04/02/2014 18:38
Age: 68 yr Gender: =  MOD: Broadway, Jessica L., MD
UOB: 100871947/ Aced
MRN
Requested: 04/19/2314 05:40 Page 1 of 1
narrafive
04022014 00:00 TO 04/02/2014 23:59
Legend Charting
04022014 18:27
Poad I0P AA Epi PsychRiskAssess
Elopement - Intent/wish = yes Talley, Yalena , RN
8

[ ] Acct: (NN DOB: 10/08/1947 Page 1 of 1

Rm-Bed: P411-L MRN: [ Peds Oracle Admission History Report

EWEON 0 MRNEE Crcounter I Page 1 of 1

4 MUSC PAGE 19 OF 299
R. App 594




(T A '
o GOy IWMWMMWMWWNMWWWH

Inventory of Patient’s Medlcatlons Not Sent Home on NN DOB:10/08/1947 W
Admission —
Page 1 of 1 -
Form Orlglnaxlon Date; 808 A M .
Vesslon: Version Date: /09 £asm:0a02/14 NV NN

Each medication, dose, and number of doses will be listed. Two RNs must sign verification of the count of conlrolled
substances. The' palzentl guardlan will be asked to sign verifying the inveritory. When ‘the medication is returned, the
patlentl guardlan and RN wlll sign vetifylng the return of the medications. .

Medication : Dose Numi:er of Doses. iR 93:; ed
Yhognde | _iomg Ecs '
Qotugegy, HCL . _fomg . | O
- .| %L_ /Orzg , /L’/

Patient: I PN Encounter SN  Page10f8

Bag number. %19 QOIO

| Unlina & \ﬁd«@w 23] — - Yy . /?(_/O AM/

Signature Date Time
. R ) AM/PM
RN Signature (for controlled substances) Date Time
Medications will be disbosed of if not retrieved after thirty days following dlsqh;rge.
- _AM/PM

P,aﬁent Signature ven’fﬁtin‘g above inventory Date Time

Check box above to indicate medication not.returned to patient for clinical reasons as determined by Altending Psychiatrist l‘
Licensed Independent Practitioner ' :

AN/ PM

Patient/ Guardian Signature verifying receipt:of medications Date Time

AM 1 PM

RN Signature verifying return of medications to Patient/ Guardian Date Time

iop-_all_docu_inventorynotsenthome OTE 900931 8/09

R. App 595
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MUSC Health

AT

IOPASSESSMT®
Institute of Psych;atry .

i

i

Il

Ly

Patlent Inveniory I 08:10/00/1847 W F. : K 4
Page 1 of 2 | .
Form Origination Date; 5/06 . ) )
- Version: L Version Date: §/03 £Adm:04/02/1+ JNRENNNN - .
Belongings List (describe iterns including brand) Disposition of Belonglings (check appilcable column}
. With. | Patient | Sent | Med | Lock | Unit | 10P |Hospital
N/A | Patlent]| Closet | Homa | Roomq Box ]Stcrage| Safe | Security
[ Glasses [ Contactienses -
Dentures 0 Upper ] Lower [ Ful
[1 Partial : ' P -
"Hearing aid OteR  "[JRight .
' Prosthesis (specify) . S
‘%&u ¥l butten - up v v e
APhid: goat - T T v v, L e
\] T = - - - \/ v V/Li? .
v v A
v
v
+ v ..
e :
R / — - v fp(p .

- 1. Money to safe: X .

“:iZ. "(Valuable envélope number),
s .

1|-auutk~s b 0.UL: panians

SR E8de-dioey

(Amount)

o T I TR S A N 4 -
: "‘2. Valuablss to safe: _ R
o © & T (Valuable envelope number), Staff Initials
: - !
. r CE N S 3
Comments:

tklllg

t

Staff Initials

"t

I understand the hospital cannot be responsible for any personal property thatl do not request to be secured attime of

.adm!sslon, or left 30 days from discharge date. -

)
.

. 1
Patient / Camgiver Signature

. 8t Signa f3

AM/PM i

Dale

LHzIHJ

Time

I‘Iau

s

iop_all_docu_ftir

k £1192 Rev. 870

ETINEED leya st At SEADAT T Loy

Patient: NN MRN:

Encounter’ NN
R. App 596

Page2of 8

. T——.
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- IMUSC Health

INSTITUIE OF PSYCHL\TR’( ’

IlllHlIIll!llHlHIﬂIIIIIIlI!]IHﬂH e

\

T R e ]

hllmllll\ll\lllﬂlﬂll\lllllH\\llIIlﬂlll IHIIII

'IOPASSESSMT”
Institute of Psychiatry BN OCH:10/05{1947 W
_ l}’at_lent Inventory "
rom Ograton o 08+ 217 ' —
V:.monp gmaﬂon ae _ . Version Date: 8/09 | _ EAd .-.492/1_4—.___.' :
Belonginwesa:beltem me[uding Qrgnd) — Disposition of Balongings {check appllcable colﬁmﬁ) .
1P £ 1 With Patiant | Sent | Mod |Llock| Unit |['10P | Hospital
N/IA |- Patlant | Closet | Home | Room :BOx Storagy | Safe Sacqrir:y )
Wizt Y -
o/ e
WV VLD
| W Vg
b al i
- Dz g
i Vv ViR
o L W~
, | v Vup
w%\“‘m w/m( vy oty . / /P
PN bwﬂnm \A(J sk A v P
Janlaeey ¢\ uotionss R 6
Voiny ‘N‘N,(AS%WI 2ligoers S Lo
Jonk s T v L
: — - L
e N b | : /AN dvamner S L&

yfuo (pinE; Gad pSotle [ Rl RS

T4tk

Comments:

| understand the hospital cannot be responsible for any personal propeérty that ] do not requast to be secured at time of
admission, or left 30 days from discharge date. ’

AM/PM
Patient / Caregiver Signature Date Time
Uplora M. % QK) el 193 awdd
ﬁignalure ) Date Time
-Qriginal to Medtcal Record Copy lo Patient / Caregiver
iop_ah_docu_ptinventory ’ OTE 700192 Rev. 8/08
I~ ',
Patien MERNDEEE DN 2 Page 3of8
‘ : ' MUSC PAGE 22 OF 299
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MUSC Health

NSTOOTE OF peveiisTi

A A

*OPASSESSMT"
MEDICATION RECONCILIATION
{JOP NP, PA and Physuclan Assessment)
Page1of -
Form Qrigination Date: 12/11

Patlent Name

Varsion: 1

Version Datoe: $2/11 MRN

PATIENT IDENTIFICATION LABEL

o known drug allergies

Orug Sensltivities / Allergles (list food /drug /latex / otharallergnes)

Unable to assess, reason’

Drug / Substance °

Reaction, if known

Cuzrent Medications

(gﬁm:g; (:v:;ug\'jg]gggumn Dosa / Frequarnoy / Rodts,  |Last Dasa / Comments C\‘;“‘*"”" ,T H“Pia'
— Arerpe [Grrg_70 ' e lin]
L prd 20me, PO Mol H-1 0 | O
umindo iOme, PO B el ool
SEESRNSN
: 01 07 0%
= =)
] 1 1 O
glal ol
01 0| :
O | O
P oot o

Medication Reconclifation Updates (by Phanmcy Team)

Initials _Q,u Date

{1 No undates to madication list . “
Medicatons (including herbal supplements L ) ey .
and over-the-counter) Dose / Frequency / Route LastDose / Comments Raviewer {Initials)
‘Automatic Therapcutlc Substltutlons . . )

Qutpatient Medication ‘[Dosge / Frequency .[Changed to Dose / Frequancy

Source of madication list

Appropriate physician notified of di scrapancuas bstween medication fist and the current medication orders.

[ Patient .

amlly / caregiver (name) I Phone number
(0 Phanmacy. Phone number
[ Other Phone number

{1 Homa meds stored on unit
Please see Medication Reconclliation (page 1) performed by Pharmacy Team.

Initlals O\ﬁnaW(o & 6/72 )?/Z Pager 0 ”_Xy Date 31 '3(—)/ /q Time /! 36] @M

Initial Signature & TH! V ) ;i?’_i oate_4 {03 {Q Tlmegé/vo @PM

.SL_a;m n_'megd'je‘::rjphys ° ser o OTE 700774 12/1
Patient: NG MRN: I Encounter JINNGEGEGNEN Page 4 of 8

MUSC PAGE 23 OF 299
R. App 598




§§ MUSC Health
INSTIVUTE (N‘ FS\CHI:\IRV . .
T
Centraf Inpatient Program Services (CIPS) r 008:10/06/1947 W F :
Assessment
Page 1of 2 . I )
, | Form Orlg!natlon Date: 02/11 ) Adm:04/02 _
Versian: 2 . Version Date: 3112 Patlent Name A dm / na -
MRN
Date: ML—-‘A‘—* Time:_ 170606 IV‘ Methods: /Ehhaﬂ review ﬁobsenawntewiew
“Admission:; ‘ y o RAUVASS mm-t"\g_
texbo o g W o 8 O -
) (-S89 of AR E I =
0 Refused to participate in interview O Jnable tgg‘%’ssxs ¥ Starne . ] ”
Response to Initial interview -} Stressors Outdoors / adventure |
| Compliant (3 Beath (who and when) T ] Travel
UReceptive : : . . [0 Backpacking
Resistant - [J Horseback riding
| Drowsy ’ L. O Financial © [ Water sparts
}'Guavded - [C} Boating
Other {0 Housing . i [} Fishing
. . ] Retationship problems Hunting :
T - ; . O EA
Grooming / Hygiene / Seif-Care . ) : -Tgie(m?gd';)[ '
%Carefully groomed - - Beach -
- Disheveled R g .
' Clean - , {1 School Other
‘0 Poor activities of daily living ! ) :
. (1 Coga . Relaxation / entertainment
e o ] Bath'/ shower .
Affect) Mood O Work » [ Relaxation techniques
(] Bright + happy [ A ] Music
Labile . . [ Health issues £ Meditation
Suspicious ] Driving
2 Appropriate to Situation g?gchdlc symptoms L MAELUL 5 fionetime
Sad  fai( blunted ) | 7 =S TER ‘H peading
‘ Eupharic Leiaure Skills and Interesta [0 Television
. 1A Anxious Exercise / athletics - - ] Movies
|0rrltablﬁ Fangry 1 [ Cardio [] Video games
$ ther 4 Lnnt ' (] Athietics ] intamet’ : .
{1 - (1 swimming [ Other _ .
Cognmon ; (]Bicycding A I J
[ Remains on task Running / jogging .
[] Precccupled with personal issues ancing / %a-%/ ‘
[ Loses interest quickly - ’ Walking
[] Easily distracted . Hiking
Psychotic [ Weight litting
Circumstantial Y°99
Poor insight and judgment 9'
Other auso».ca«mg 53 ., C"’
’ : S INTIALS =i
iop_cips_assess ' . . OTE 7008713112
» \‘\\
PatientEENGG MRN:EEESSEE Encounter SN  FageSof8

MUSC PAGE 24 OF 299
R. App 599




~IMUSC Health
INSTHELUTE OF P8y MHEANTRY:
T T ,
*IGPASSESSMT* . , v
Central Inpatient Program Servlces(ClPS) D0B:10/08/1947 W F
: ‘Assessment I
: . -Page2of2 . [ |
Form Origination Date: 02/11 B E . .
Version:2 - Version Dats 12 | Potiont Namie _aom:o4/02/14 [N ——
: R " MRN -
’ PATIENT IDENTIFICATION LABEL
Social Creative / mental Problem Areas to Be Addressed by
. . AAfNA L] Writing ciPs
Visiting ) ) Reading / fibrary O Substance abusé /dependénce
Going out to eat ] Games Specify
Hanging out with friends ] Photography .
[JPhonecalls  * g Drawingf painting goepression
+* [] Dating DO Craft T Anxiety
{J cards (O Puzzles [ Problem-solvirg skills
[ Table games {1 Home lmprovement [J Limited / peor coping skills
[] Community organizations () Singing” [] Anger management
[} school clubs [ Neediework. : Limited ¢ poor social skills
[0 Ehurch (| Bun!dlng / fixing-something ) Poor laisure fundsomng
) Other . . o [ Pottery .- | 7 O Psychosis
. ‘ - 1 Piaying musical instrumant . 1 Mania/ hypomania .
N JRA Family . g%?;?uters Linternet : '%eh:;/iorai problems /ca
DPlcnlcs/cuhngs &Z W E!!'E Qg N %
Meals 2 . s . - -
T Play with chirdren#of"’"’\m—“ &Wérk Status Recommendations - ‘
Family activities -1 Fulltime ) Participaté in tharapy track
Pats B Part-iime [Jcobp
- (O Vacations / travel 4, L] Pastian. _. - [ mAP-.
% Other * DA LU ER-HEA ¥ s6¢] [ Living skills
. (0 student [J Adolescent -
i . . #&\mt appropriate far graup
Spiritual .
[] Church 7 Sunday school B ggzrgi%ltzyed . invalyement at }hns 1IM? _
8 Spiritual readings ) Retired . M
Choir -
[ Prayer/ meditation ' Qotmer. .‘ e ﬁJ 18s 8ppropnate '
{1 Other : : -
Limjtations / Barrlers to ,t%aming' .
PPhysical AL . .
Volunteer - ' 1A C GO '
Sensory W‘\o
' yécO iive. cemo, -
[0 Motivation
. D'_Othsr
|nmalsﬂ@ Signature & Tilia%%ﬂ,g&ﬁ&aﬁ-l%gerlﬂ  - Datew Time 1 160 AM
Initials ﬂ@smnamre & de—kgp s dtOnden g L CJTD Bager D Date 2 AL 1 Time 1840 AM@
tnitials . Signature & Title __ PageriD Date Time AM/PM
INITIALS -
iop_cips,_assoss OTE 700671 312
Patient S MRN:EEEEEE EncounterJ Page6of8
MUSC PAGE 25 OF 299
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£ MUSC Health | . |

] B

‘|OPASSESSMT
Admission Suicide Severity Rating Scale DOE:10/08/1947 W' F
' Page 2 of 2 Pat|
’ Form Oﬂmnation Data: 02/11 MRN T -
Version: 2 \Vérsion Dale: 10113 T 'EAdm:04/02/ 4:,_: e
SUICIDAL BEHAVIOR ) ) Past Lifetim
Checkall that apply as long'as they are separafe evenls; must assess alf types © |Week oums

Actual Sulcide Attempt: A potentially selinjurious act committed with at least some wish to die as a'result
of the act, Behavior was.in part thought of as a method to kill aneself. If there is any intent/ desire to die
associated with the. act, then it can be considered an actual suicide aftempt. There does not have to be any
injury. or harm, just the potential for injury er harm.

Even if an individual deniés intent / wish to die, it may be inferred clincally from the behavioror - ] Yes
clreumstances. Also, if sometne denies intent to dis, but they thought thatwhat they did could be lethal, 1 Ye; -
intent may be inferred.. m o Total # of
Have you made a suicide attempt? What did you d6? : Attempls

Have you everdone anything ta harm yourself? Whal did you do?

Have you ever done anything dangerous wheré you could have died? What did you do?
Were yau irying to end your life when you ?
Non-Suicidal Self-Injurious Behavior: Have you.eves done anything to hamn yourself without ANY intention

of killing yourself (to reheve stress, feel better, gét sympathy, or get something else fo' happen)? C)yes |[J ves

If yes, describe: . [BNo {[[1Mo -
[ Yes

Interupted Attempt: Has there been a time when you started to do somethlng to try {0 end yourlife but Cl Yes Mo

someone or something stopped you before you actually did anything? e Total #of

If yes, describe: Attempts

. §
Aborted Attempt: Has there been a time when you started to do something to try to end your life but you [Yes M
stopped yourself before you actually did anything? @/Y Total # of
I{ yes, describe: ’ : . : Attempta

Preparatory Acts or Behaviors: Have you taken any steps towards making a sulc:de ‘attempt-or preparing . .
tokill yourself (such as callecting pills, gelting a gun, giving valuables away, or writing a suicide nicte)? Dvﬁes [] Yes
if yes, describe: ' o [Mﬁ

- | Most | Most
Initial | Recent | Lethal

Lethality Ratings (Suicide Atterpts Only—Actual, Interrupted, Aborted) Attempt! Attempt | Attempt

Actual Lethality / Physical Injury -t

@ = Nona or very minor {Such as superficial scratches)

1 = Minor (such as mild bleeding, 1st-degres burs)

2 = Moderate—madical attentior nesded (such as'somewhat resporisive, 2nd-degree burns,
bleeding of a major vessel)

3 = Moderately severe—medical hospitalization required (such as comatose with intactreflexes, | .
3rd-degree bums-over less than 20% of the body, extenslve blood loss w:th stable vital signs; | —— —_— —_—
major fractures) )

4 = Severe—medical intensive cate required (such as comatése without raflexes, drd-degree
bums over 2 20% of body, extersive blood loss with unstable vital signs, major damage t to
internal argans).

5= Death hkely, despite availabie medical care

Potential Lethallty Only answer if Actual Lethality = 0.
0 = Bahavior not likely ta resull in injury

1 = Bebavior likely to result in injury but not cause death — JR— —
2 = Behavior [ikely to resull in death despite avaliable medlcal care

l/\) Pager: bate; ’“//b/ 1Y e 2/ 02 AMI:@~

permission from the Columbia Sulcide Severfly Raling Scale (C-SSRS)

Signature/ TiJe:

Adapled

‘OTE 700776 Rev.40/43

iop_admission_suicg_severity_fating_scale

Patient: [EEEENNGN MRNEEEEN Encounter: NG Page 7 of 8
MUSC PAGE 26 OF 299
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@MUSC Health

INSTITUTR OF RSYCHIATRY

HIWIIIIIIIH!II!{I}L IPIHISUEISISMIIM - I

I

I

I -

Admission Suicide Severlity Rating Scale , DOB:10/08/1947 W F|
Page 1.of 2 Pat L ) .

Form Origination Datei 02/11 o MRI T T g

Verslon: 2 . *Versien Dale: 10/13 EAdm 04/02@‘? T
SUICIDAL IDEATION :
Ask quesirons 1 and 2. If both are negative, proceed to *Suicidal Behavior' section. If' the answer toquestian 2 is
‘yes,” ask questions 3, 4, and 5. If the answer to question 1 and / or question 2 is “yes, " complete “Intensity. of Past
{deation” section below. Week | Lifetime

1) Wish to be Dead: Have you wished. you were dead or wished you coutd go ta steep and not wake up? D Yes | Yes
Comments: mzz 52 No

2) Suicldal Thoughts: Have you actually had’ any thoughts of killing yourself? O Yes |[Jves
Comments: Lo [0’

S Suicfdal Thoughts’ wnth Method (w!ihout Specific Plan or lntent to Act): Have you been thinking about |. » . )

how you might kil yourself? L[] Yes |[] Yee
Comments: _ _ . . _ . [CINo |[JNo.

4) -Suicidal Intent withéut‘Speciﬂc Plan: Have you had these thoughts aind had some Intentlon of acting | -
on them? , L] Yes [ Yes
Comments: CIno [T Ne

5) Suicidal Intent with Specific Plan: Have you started to work out or warked out the details of how to I . 0oy
kill yourself? 5 Nes- D'N‘?S
Comments; e
Do you intend to carry out thls plan? ¥ Y
Comments . . 8 st E st ‘

: INTENSITY OF IDEATION. If any.suicidalideation is endorsed in questions 1 or 2 above, complete intensity Past ' .

ratings below for the most severe level of Ideation assessed in questions 1-5—the time the patient was Waesek Lifetima

feeling the most suicidal during the past week and lifetime.

Frequency: How many fimes have you had {hese thoughts?
1= Less than ence a week4 = Daily f almost daily

2 =0Once a week 5 = Many times each day

3 =2-5 times in a week

Duration: When you have these thoughis, how long do they lasi?

1 = Fleeting—few seconds or minutes 4 = 4-8 hours / most of day

2 = Less than 1 hour /some of the lime 5.= More than 8 hourslpers:slent
3 = 1—4 hours / a'lot of the time

Controllability: Could / can you stop thinking about killing yourself or wanting to die if you want t0?
1 = Easily able to-cantrol thoughts 4 = Can control thoughts with a (ot of difficully

2 = Can conlrol thoughts with little difficulty 5 = Unabls to control thoughts

3 = Can control thoughts with some difficulty .0 = Does not attempt to control thoughts

Detesrents: Are thefs things—anyone or anything (e.g., family, religion, pain of death}—that stopped you

_from wanting to die or acting on thoughts of committing suicide?

1 = Deterrents definitely stopped you from attempting siicide 4= Detarrents mosl likely did not stop you
2 = Deterrants probably stoppgéd you  -5'= Deterrents’ deﬁnsfely did'not stop you
3 = Uncertain that deterrents stopped you  0'="Does not apply

Reasons for Ideation: What sorf of reasens did you have for thinking about wanting to die or kllhng
yourself?

1 = Completely to get atiention, revenge, or a reaction from others

2 = Mostly to get attention, revenge, or a reaction from others

3 = Equally to get attention, revenge, or a reaction-from others and to end / stop pain

4 = Mostly to end or stop the pain (you couldn'l go on living with (e pain or how you are feeling)

5 = Completely to end or slop thie pain {you couldn't go on living with the pain or how you ara feehng)

0 = Does not apply.

iop_admission_sticide_soverity_rating_seale

_ ) Inifials:
Adapted with permissiun from the Columbla Suicide Severity Raiing Scale (C-SSRS})

Patient MRNEEEEEE Encounter N FPage8of8

R. App 602

TE 700778 Rev.10/13
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{MUSC Health

INSTUTEFTE QF BSYCHIATRY

R

*|OPREASSESS*

Suicide Risk Monitor
24 Hour Monito e Assessment

Page 10
Form Origination Da’le' 3/05 N
Version; B Version Datei 342

O

mmm”"l PN DOB:10/08/1847 W F

[ .
adam:ogi02/14  M: [N

PATIENT IDENTIFICATION LABEL

1) Wlsh to be Dead'
wake up?

Since the last: assessment

{3 Yes, descnbe

have you. wushed you were dead or wnshed you could go to sleep and not

Night Shift [ No
Day ‘Shift: Mo [] Yes, describe;

Evening Shiftt [ No [ Yes, describe:

2) Suicidal Thoughts: Since the last assessment, have you had any thoughts of killing yourself?
. Night Shift; %}lo [ Yes, ‘descnbe:
Day Shit: No - [ Yes, describe:
Evening Shift: [ONeo ~ { Yes, describe: ]
3) Suleidal Thoughts with Method: Sihce the tast assessmant, have you been thinking-about how you might kill yourself?
" Night shitt = [ No {1 Yes, describe:
Day Shitt:- ] Neo [ 'Yes, describe:
Evening shitt:  [J No {3 Yes, describe:

* 14) Suicldal intent without Spechc Plan: Since the last assessment, have you'had these thoughts and had some inténtion of | .
acting on them? )
Night Shift; CINo . {1 Yes, describe: »

Day Shift: U No ] Yes, describe:
Evening Shift: I No 3 Yes, describe!
“|5) Suicldal Intent with Spegific Plan: Since the last assessment, have you starled to work out or worked out the details of

haw to, kill yourself? Do you intend to carry out this plan?

2

Night Shift: £l No 1 Yes, describe;
Day Shift: O No D»Yes describe:
Evening'Shiftt (] No [ ves; describe:

INTENSHY;OFADEATION:
Frequency: Since the fast assessmenl how often have you had thoughts about Iu
1 = Almost never 4 = Often ,
2 =Rarely . 5= Constantly
3 = Sometimes

|n§ );oursel_f? .

Duration: When you had these thoughts, how long did they last?
1 = A few. seconds to a few minutes 4 = 4-8 hours
2 Less than 1 hour. 6 = More than 8 hours
3= 1~4 hours

Controllability: Can you stop thmking about killing yourself or wanting to die, u you want to"
1 = Can easily control these thoughts
2 = Can control them with s [ittle difficuity
3.= Can control them, with some difficulty :
4 = Can control thesa thoughts with a-lot of difficuity
5 = [Unable to control these thoughts
0 = Does not try to control these thoughts.

Reasons for Ideation: Since the last assessment, what reasons have you had for-thinking about
wanting to die or kill yourseif?

1 = Compfletely to get attention, revenge, or a reaction from others

2 = Mostly to get-attention, revenge, or a reaclion from others

3 = Equally to get attention revenge, or a reaction from others 'AND to stop.ths pain

4 = Mostly to end or stopthe pain

5= Completely to end or stop the pain

Day ShitRN mmals
Adapled with péimission Fom (he Co!umbua SUIcide Severity Raling Scele(C-8SRE)

nght Shift RN Initials:

iop_all_docu_suicideriskmonitor

Patient BN Encounter: I  Page1of4
R. App 603

Evening Shift RN Initials:

OTE 901049 Rev. 12
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MUSC Health S IR

RO AR R A RO M— 005:10/08/1947 W F
|OPREASSESS® re—
S.UiCide RlSkMonItOf Adm‘04/02)‘14 —
24 Hour Monitor and Discharge Assessment g
Form Oricination Dale: 305 272012 - PATIENT IDENTIFICATION LABEL
Versicn' Version Date; 3/12

6ulc|da| Behavior: Since the last assessment, have you done anythlng to harm yourself of done anything dangerous where you
could have died (accidentally or.on purpose)? )
Night Shit g)no [ Yes, describe;
Day Shift: No [ Yes, describe:
Evening Shift: ONo -« [1Yes, describe:

Actual I.ethalttyl Physlcal Injury.

0 = None ‘or very minor (such as superficial scraiches) .

1 = Minor (such as mild bleeding, ist-degree burns)

2 = Moderate—medical attention needed (such as somewhat responsive, 2nd-degree burns, bleeding of a major
vassel) %

3 = Moderately severe—medical hospitalization required {such as comatose with intact reflexes, 3rd- -degree burns{ ——. -
‘over léss than 20% of the body, extensive blood loss with stable vital signs, major fractures)

4 = Severe—medical intensive care required (Such as ‘comatose without reflexes, 3rd-degree burns over ?20% of
body, extensive blaod loss with unstable vital signs, majér damage to mternat organs)

5:= Death likely, despite available medical care . .

Potential Lethality: Only answer If Actual Lethallty = 0.
0 = Behavior not Hkely to result in-injury ¢ ) AM
1 = Behavior likely to result in injury but not cause death . —_—
2= Behavior likely to result in death desplte available msdlcal care

{1 Unable to assess dueta

€] Treatment plan discussed / reviewed / revised with patient :
Night Shift Comments: 4

Signature of Night Shift RN: . . _ Date: . Time: " AM7PM

(] Unable to assess due to
Q/Treatment plan discussed / reviewed / revised wnh patient

DayShritComments PY otpmiod G hro-u(A/LVl‘S 02 L/Vx&m Q,ée) M
X, OWA/J

Signature of Day Shift RN: __ 2. &) odcieni, LA Date: 457 £7 4L Time: ﬁ)(‘gﬁ AM)PM

[ Unable to assess dus'to

(3 Treatment plan discusead / raviewed / ’reviéec_i'wkh patient

Evening Shift Comments: !
Signature.of Evening Shift RN: Date: Time: AN/ PM
Adapled with permission fram the Cdumbia Sticide Severlly Rating Scale{C-SSRS)
iop_all_docu_stickderiskmonitor ’ - OTES01049 Rev. ¥12
Patient G I N Page2of4
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MUSC Health

INSTIVUTE OF PSYCHIATRY.

(OO OO e

YIOPREASSESS®
isk _Monvtor

e Assessment

' Suick
24 Hour Monito
Page.1 0

Form Orgination Date: 3/05 '
Version: 6 Version Date: 3/12

IR TR

PN 00B:10/08/1947 W F

asmoao2/1+ [N

PATIENT IDENTIFICATION LABEL

wake up?
{] Yes, describe:.

-}1) Wish to be Dead: Since the last assessmont, have you wished you were dead or wished you could go to sleep and not

Night Shit I No
- Day SHift: No [ Yes, describe:

Evening Shift: [ No 1] Yes, describa!

2) Suicidal Thoughts: Since the Iast assessment, have you had any thoughts of kllllng you rself?

Night Shift; %)bo [J Yes, describe:
Day. Shift: No ] Yes, describe:.

Evening Shift. [ No ~ {7 Yes; describe:

Night Shift: 0 No O VYes, describe:

3) Suicidai Thoughts with Method: Since the jast assessment, have you been thinking about how you mxght kill yourself?

Day Shift: [ No O Yes; describe:

Evening Shif: [ No [] Yes, describe:

acting on them?.

4) Suicldal Intent without Specific Plan: Since the last assessment, have you had these thoughts and had some intention of

Night Shift: O No [J Yes, describe:
Oay Shift: 1 No ] Yes, describe;
Evening Shift. [ No [J Yes, describe:

[ Yes, describe;

5) Suicidal'Intent with ‘Specific Plan: Slnce the last assessment, have you started ‘to work out ot worked out the detaifs of
"how to kifl yourself? Do'you intend to carry out this plan?
Night Shift: [ Ne

" Day Shift: [ No

I Yes, describe:

CJ Yes, describe:

Evemng Shm O No.

| ) EATI mbletenctensityiratingsite
Frequency Since the last assessment how often have you had thoughts about kitling yourself?
1 = Almost never 4.=-Often
2 = Rarely 5 = Constantly
3 = Sometimas

Nightid

Duration: When you had thése thoughts, how long did they last?
1 = A lew seconds fo @ few minutes -4 =*4-8 houis
2 = Less than 1 hour 5.= More than 8 hours

2 =Can control them with a little difficulty

3 = Can cofitrol them with some difficulty

4 = Can control these thoughts'with a lot of difficulty
5 = Unable to control these thoughts

D = Does not try ta controf thesa thoughts

3 = 1-4 hours . v
Controllability; Can you stop thinking about killing yourself gr wanﬂng to die, If you want to" B
1 = Can easily control these thoughts .

wanting to die or kill yourseif?
1 = Campletely to get attention, revengs, ora reaction from others
2 = Mostly to gat attention, revenge, .or a reaction from others
3 = Equally to get attention, fevenge. or a reaclion from others AND to stop the pain
4 = Moslly to end ‘or stop t the pain
5 = Completely to end or stop the paln

Reasons for ideation: Since the last assessment, what reasons have you had for ihmkmg about

Day Shift RN Initials:

nght Shift RN Initials: .
Adapied with permission from the Gotumbia-Suicide Severity Rating Scale({C-SSRS)

iop_all_docu_suicidetiskmonitor:

Patient RSN s NN Page 3of4

R. App 605

Evening Shift RN Initials:

OTE 901049 Rev. 3/12
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A MO A i NE— Oo8:10/08/10¢7 W F
e —
24 Hour Monitor and Dlscharge Assessment 1 Adm04j02714 I

Veision: 6 Version Date: 3/12

Suicidal Behavlor: Since the last assessment, have you done anything to harm yourself or done anything dangerous where you
couid have died (accidentally or an purpose)?

Night Shift: %blo (1 Yes, describe
Day Shift: No {1 Yes, describe:

EveningShitt. [ No {1 Yes, describe:

Actual Lethality ! Physical Injury ; .
0 = None or very. minor (such as superficial scratches) .
1 = Minor (such as mild bleeding, 1st-degree burns).
2 = Moderate—medica -attention needed (such as somewhat responsive; 2nd-degree burns blesding of & major
vessel) . %
3 = Moderately severe—medical hospllalization required (such as comat05e with intact reflexes, 3rd-dagree burns | ———' =& —
over less than 20% of the body, extensive blood loas with stable vital signs, major fractures}
4 = Severe~—~medical intensive care required (such as comatose without reflexes, 3rd-degres burns over 720% of
: body, extensive blaod loss with unstable vital signs, major damage (o internal organs)
5 = Death likely, despite available medical care
Potential Lethality: Only answer if Actual Lethality = 0. .
0 = Behavior not likely to result in injury A
1 = Behavior likely to result in‘injury but not cause dealh —_— Nﬂ‘
2 = Behavior likely to result in death despite available medical care

[J Unable to assess dueto

{3 Treatment plan discussed / reviewed / revised with patient
Night Shift Comments:

Signeture of Night Shift RN: . . Date: _ _ Time: . AM | PM

[ Unable to assess due to

Mreatmenl plan discussed / reviewed / revised with patient

" Day Shift Comments: __ LY om0 O hroid (‘LLVS /J‘/ ‘—ZY)(AM Ql(_) M%
oYX, OYMslO!

Signature of Day Shift RN: o= £ odc e, RN Date:4f7 £7 6L Time: PM.

[ Unable to assess due to

[ Treatment plan discussed / reviewed / revised with patient
Evening Shift Comments: _

Signature of Evening Shift RN: R Date: __ Time: _. AM 1 PM

v _ Adapled with permission from fhe Columbia Suicide Severily Raing Scals(C-SSRS)
iop_ak_docy_suicigariskmorilor : .OTE 901049-Rev. 312

Page 4 of 4
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MUSC

IV Admirisiration Report

FROM: 04/02/19 16:38 TO: 04/18/14 20,09

ROOM: *P4+11-L*  ADM: 04/G2/14 16:98

AGE: 88Y SEXCF  MD: SROADWAY, JERSICA L
COB: 10081947 1. N /F: ANV
PEQUESTZD04/19/14 U5:4D

OPT.OUT:
Page: 1
1 v Routine 04/12/14 12:05 04/12/14 13:0D D4/12/14 13:59

Detall -~ Bottle Type: O Begin Vol: 1900¢ ML I/0 Labels MaCl 0.9%
SODIUM CHLORIDE 0,93 1000 ML
1v access = Periptieralj ** -1000 mi~ x 7 Hours

Admi.n Dt/Tm Bot# . _Act Site Rate/Units Dose/Units Charted By/At
04/42 13236 1-0 Start : ‘antR 150 M_LI!{_R [@33 04/12 13137
04/13 0125 1-0 End autR 150 MGL/ER TAB6 04/13 01:25

Care -Providers: .
IB33 BLIEZBARD, LAUREN, RN
TAB6 BLACK, TAMNY, RN

LAST PAGE

I EEEEEE  EEEMME DOB: 10/08/1947 - IV Administration Report

R. App 607

‘Page: 1

Page 1 of 1
MUSC PAGE 32 OF 299




YTz TALLEY, YALENA, AN
KM 1 MADDEN, KATHEAINE, AR
NHis NZIGKA. NANCY, AN’
NRSMSNITH, NICHOLE A, BN

* coe eénd of page for Administration Ncte

musc

Medicaticn Administason Repart

FROM: 04/02f14 16 38 TO: 04/16/14 2309

ROOM: “P411-L*  ADM: 04/22/14 18:28

AGE: 68¥ SEX:F  1D: BRONDWAY, JESSICA L
DOB: 10M&/1947 1D; EENNEE
AEQLESTED:0473 514 05498

JopTOU™

Page: 1
B see end ol page for Not-Given reason . 04/02/14'Day:1 04/03/14 Day:2 04/04/14 Day:3
“HOLD: :DISCONTINUED: [_stert/stop | ord 1115 19 23 03 1115 19 23 03 1115 19 23 03
SCHEDULED MEDIC_ATIQNS
DIVALPROEX EC (DIVALPROEX)

AG=1 DF 04/02 24:00 2034 07:47 20:19 0748 " |ec4s
1255\’;'5;\; %HHLASRZO lells 1640 ) 1 |yvez M1 NNa7, IKMH B NRSM

. M:DO NOT CRUSH OR CHEW
DONEPEZIL ORALLY Dlsintegrating (DONEPEZIL)

1] . 04/03 08:30 ' : 0747 0748
10 MG=1 TAB PO Tt g | B 5

M:DISSOLVE TABLET GOMPLETELY ON TONGUE AND FOLLOW WITH WATER.
Escitalopram ) '
6 M@= C 04/03 09:30 | 07:47 0748
wé"}\?,_\} TABPO 04/18 16:40 | 14 K11 KM11
MEMANTINE (NAMENDA) ’

_ 1 TA 04/02 21:0 ] 20:24] 07:47 20:19 0748 20,46
10%&0‘}51;\;5&0 odglaﬂ:dlg 10 | |¥Tez lavi 11 NNa7 K1Y JRSM
Suifamethox-Trimeth 800-160MG (Sulfamethoxazole-Trimethoprim)

08/02 21:00 20:34] 747 20:19) 07:48) 20,48
1 TéA?EES 12 HOURS 05}‘09 20:89 1 12 Y122 KM 11 NN37! l(M'H FIH
ACTNVE ALLERGIES" NKA
» - CONTINUED"
RN MRS INNRERREE DOB: 10/08/1947 - Medioation Administration Report
T Page: 1
I N Page 1 of 6
MUSC PAGE 33 OF 299
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ANBS BEERS, ANGELA, AN
BLAY KOHLER, CATHERINE, RN : )
PR BLEVIS, PHIL R m:;;u'cn Administraton Report
LQ#1 QUINN, LESLIE. RN minicta
FROM: 04/02/14°16:38° TO: 04/18/14 2308
VFSS FORD.VINETTA RN ROOM: *P4t1-L* ADM 04{52/14 16:38
AGE: 66¥ SEX:F  4O: BROADWAY, JESSICA L
DOB; 1008/1847 10 IENENE MR NNNMREEN
RAEQUESTEDI04/13(14 05:40
oPTOU™:
* seae end of page for Administration Nete : Hage: 2
& see end o page lof, Not-Given reasen 04/05/14 Day.4 04/08/14 Day.8 ‘04/07/14 Day.6
HOLD: :DISGONTINUED: »l start/stop ] ord 11 156 19 28 03 19 15 19 23 @3 11 15 19 23 03
SCHEDULED MEDICATIONS
DIVALPROEX EC (DIVALPROEX)
= 04/02 21:00 08:27] 20:424 08.08 : 20:26 08.26) 20,38
1253’}/';“; %RH.E‘;\UBRFS’O oﬁ’m 16:40 | 11 janss BLAG PBI3| sLaof LQit VFS3
M:DO NOT CRUSH OR CHEW
DONEPEZIL ORALLY Disintegrating (DONEPEZIL) )
10 MG=1TAB PO 04/03 03:30 08:27 ’ 08:08 o7
DAILY U4/04 U9:36 | 13 |ANBH PB33 LQ11
M:DISSOLVE TABLET COMPLETELY ON TONGUE AND FOLLOW WITH WATER.
5M@=1TABPO "| 0407 21:00 26:38
AT BEDI;?ME 04/08 09:36. 1 15 ) B . VF85
JM:DISSOLVE TABLET COMPLETELY ON TONGUE AND FOLLOW WITH WATER..
Escitalopram )
10 MG=1 TAB PO 04/03 08:30 08:27 08:08) 07:43)
D!A?LV . 04/1818:40 | 14 |ANSY PB23 LQ11
MEMANTINE (NAMENDA)

Q= " {ea/02 21:00 os:27] 26:42 08:08 20:26 07:43) 2038
107“{,'\,50:53:?&0 04/18 18240 | 10 |ANBS ~ |sLao B BLAO La1 VF55
Sulfamethox-Trimeth 800-160MG (Sulfamethoxazole-Trimethoprim) ]
1TAB PO @4/02 21:00 08.27| 20:42 108:08] 20:26 08:28 20:38

EVERY 12 HOURS |oaroo 2080 | 12 janeo 8LA0 PRag| BLAD La1| VFss
ACTNE ALLERQIES: NKA
) ) CONTINUED | -
NS NS N DOB: 10/08/1947 - Medication Administration Report
I . Page: 2

I Poge 2of 6

R. App 609
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DR3p REYNOLDS, DAWN, RN
YS€0 YATES, SARAH, RN
ANMU MALONE, ANGEINA, AN
AVES VINSON, ROSELYN. BN
PB23 BLEVINS, PHIL, RN
NNJ7 NZIOKA, NANGY, RN
VICS VICK, STANISHA, HN

REQUESTED:04/15/14 0540

) O . N OPTOU™ .

* eaoend of page tor Admintetration Ncte Hage: 3
& sa0 end of page for Not-Given reason 04/08/14 Day:7 04/09/14 Day.8 . 04/10/14 Day.9
‘HOLO: :DISCONEINUED: Lmme] ord it 15 19 23 03 11 15 19 23 03 11 15 19 23 03
SCHEDULED MEDICATIONS
DIVALPROEX EC (DIVALPROEX)

5 G 04/02 2100 08:07 20:17; 08:28| 20712 0742 20.28
12553'1%\{‘_ EZHHTC;\UBH%O 04/18 16.90 | 11 |DR30; YSE0) M IRYs5] PB33 INNS7|

M:00 NOT CRUSH OR CHEW

DONEPEZ|L ORALLY Disintegrating (DONEPEZIL)

—a
10 MG=1 TAB FO. 04/03 08:30
DALY 04/08 09:36] 1°

M:DISSOLVE TABLET OOMPLETELY ON TONGUE AND FOLLOW WITH WATER.

Escltalopram

AB : 04/09 09.00 05.07 0828 o7 az]
10 MG4 TAB PO 04718 16:40. | 14 |OR30) [N pass
MEMANTINE (NAMENDA) ' ‘ ’ '
_ : a1: 08:07 20:17 og:28 20:12) 97:42] 20:20
10 MG B R0 R3340 JoRod vse0) rwmi IRVso I PHaa NNo7,
Rivastigmine 9.6 MG/24 HR (EXELON) '
04/09 05:30 08:28] o742
1 PATOHFTCH TOPL et " Pess
M:INDICATION; dementia; exelon Adverse rxn to formulary med vommng. nausea, significant
welght loas ; THIS MECICATION IS NONFORMULAAY.
Sulfamethox-Trimeth 800-160MG (Sulfamethoxazole-Trimethoprim)
1TAB PO 04/02 21:00 08,07 20:17| 08,28
EVERY 12 HOURS . 04/o8 20:58] 12 |PRSO YSE0, AN
TUBERCULIN PFD (APLISOL,TUBERSOL)
. - 14:27
5 Lgﬂg.gn ML | DERMAL_{ . x1 Doss 18 vics

M:-REFRIGERATE EXPIRES==> *DISCARD IF NOT USED WITHIN 8 HRS®™ LO~ #: EXPIRAT(; ON:
MANUFACTURER: NURSES:PLEASE DOCUMENT IN PATIENT RECORD: DATE, VAGCINE NA; ME, DOSE SITE;
ROUTE, MANUFA

MEDICA TIONS
Ondansetron ORAL Diaintegratmg (Ondansetron) _ .
= 0 g 09:34 09:54 i ) 20:29[
: ME(\EIE(;)(‘ . ygu?sazxg NEEDED 016 1826 | 16 |wies ‘ _ AT
M:INDICATION: AFor:Nausea and Vomiting; *ORALLY DISINTEGRATING TABLE* PLAGE DIREGTLY ON
THE TONGUE-
TUBERCULIN PPD (APLISOL,TUBEREOL)
04/08 14:27 VICS * Lot#C4513Bb; =xp 05/27/2016
ACTNE ALLERGIES: NKA
CONTINUED
DOB: 10/08/1847 - Medication Administiation Report

ROOM: *P411-L* Page: 3

MUSC PAGE. 35 OF 299
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PB823 BLEVINS, PHIL, AN
Y568 YATES, SAFIAH, RN
LIt QUINN, LESUE, AN
VF55 FORD,VINETTA RN
B33 BLIZZARD, LAUREN, RN
AVEs VINBON, ROSELYN, RN

REQUESTED.04/13/14 0340

OPTOU™
* goe end ot page for Adminlstrallon Ncte : Page: 4
B see end of page for Not-Given reasori *04/11/14 Day:10 . 04/12{14 Day.11 04/13/14 Day:12
THOLD: :DISCONTINUED: [ staystop J ord [ 11 16 19 23 03 11 15 19 23 03 11 15 19 23 03
SCHEDULED MEDICATIONS . i
DIVALPROEX EC (DIVALPROEX) ) . )
a- 04/02 21:00 07:55, 20:09) < Toe:g 2040 |~ [o8adf
125 MG= DR TAB PO gmaznos | 15 e w o[RS .
M:00 NOT CRUSH OF CHEW
Escitaiopram L .
' _1° 04/03 08:30 07.55 ’ 08:28 08:43
! 103‘3& TAB P9 0_4;18 16:40 | 14 |PB33 a1t L83
MEMANTINE (NAMEN DA)
1G=1 TAB PO 04/02 21:00 07:55] . 20.09 09:28| . 20:40, 08:43
10T'\<A'IICET)/:\|LE:'3 7 04/18 16:40 | 10 |PE2 YS60 Latt VFS5 LB ‘
Rivastigmine 0.6 MG/24 HR (EXELON)
1 PATCH PTCH TOPL 04/09 08:30 07:55 09:28
DALY 04/13 o7:09f 17 |PB Lart
M-INDICATION: dementia; exelon Adverse mn to formulary med vomiting, nausea, signiticant
weightioss ; THIS MEDICATION IS NONFORMULARY.
Simvastatin
= . 04/11 21:00 20:0 20:40
w;'gGs égﬁﬁg © 04/1816:40 | 19 YS60) VESS
M-FOOD-DRUG INTERACTION® EDUCATE PATIENT & DOCUMENT TEACHING. AVOID GRAPEFRU; IT JUICE

WITH THIS MEDICATION UNLESS INSTRUCTED OTHERWISE BY YOUR PHYSICIAN.

PRN MEDICATIONS

LORAZEPAM
2 MG=1 TAR PO 04/02 18:47. : 15:40
EVERY 4 HOURS ASNEEDED  [0#14 09128 § 8 RVes

M:INDICATION: *For:Acute anxiety

DIVALPROEX EG (DIVALPROEX)
04113 9315 AVSR B Sadatad * pt anxintis earlier wanting th go hama Ativan 9mg PQ glven @ 1540 Pt sontinues tn-hasedated  Night mads held

MEMANTINE (NAMENDA)
04/13'23:15 RV5S @ Sedated
Simvastatin
04/13 23:15 AYS8 H Sedated

LORAZEPAM
04/13.15:40 RVE6 * ptanxious Verbalizingneed to go heime

ACTNE ALLERGIES: NKA

CONTINUED
I BRSNS BN DOB: 10/08/1947 - Medication Administration Report
L] Page: 4

I -ooe ¢ of 6

R. App 611
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PB2) BLEVING, PHIL, RN

¥5e0’ YATES, SARAH, AN
RGEAGAINES, RAND), RN
CHORHORLEAGK, CHRISTOPHER, RN
ANMY MALONE, ANGE_INA, AN

NNJ7 HZIOKA, NANCY, AN

* seeend of page for Administration Nete
8 see end of pags for Net-Given reason

OPTQU™

REQUEETED:04/19114 0540

.Pege: 5,

04/14/14 Day 13

04/15/14 Day:14

04/16/14 Day:15

‘HOLD: DISCONTINUED: [ starystop | ord 11_.15 19 23 03 1115 19 23 03 _ 1116 19 23 03
SCHEDULED MEDICATIONS
DIVALPROEX EC (DIVALPROEX) _
» 03/02 21:00 0831 20:46 07:54 20:18 08:49] 20:31
’2553‘%:\1 PQHH@!.?H%O A 1 PB33) YSﬁ'I FIGER GHUF‘ [rNID N7
M:D0O NOT. CRUSH OR CHEW
Escitalopram ] . )

= 04/03 08:30 . |83 0749 08:49
10 G=1TABFO 0418 150 | 14 [PEo e i
MEMANTINE (NAMENDA) , .

-1 TAB 08/02 21-00 08:31 20:46] o7:49| 20:79) 084 T [2031
wmcég AIL’:(O 0418 16:40 | 10 {PB33 lYSBo hGE >HOH FNML‘J ;\JN37
Simvastatin

- G4/11 21:00 20:46 20:14] 20:31
10}!\\.}68‘;%_/?350 0451 818:40 | 19 YS60] ICHOR NN37,

M~FOOD-DRUG INTER

_ . ACTION® EDUCATE PATIENT & DOCY Yy
{WITH THIS MEDICATION UNLESS INSTRUGTED OTHERWISE BY YOUR PHYSICIAN,

MENT TEACHING. AVOID GRAPEFRU; T JUICE

ACTME ALLERGQIES" NKA

/

CUNTINUED

008B: 10/08/1947 - Medication Administiation Report

Page: 5

R. App 612
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DA AEYNOLDS, DAYWN, AN
YS60 YATES, SARAH, RN
LQ1t QUINN, LESUE AN

* s0e end of page for Administration Ncto

AEQUEETED.04/13/14 05:40
DPTOU™:

Hage:§

8 see end of pags for Not-Given reason 04/17/14 Day:18 '04/18/14 Day:17
HOLD: DISCONTINUEL: Tstrtistop J ord | 1115 19 23 03 1115 19 23 03
SCHEDULED MEDICATIONS ’ '
DIVALPROEX EC (DIVALPROEX)
125 MG=t DRTABPO o4p2 21:00| . 08122 20:20 05:08]

EVERY 12 HOURS o4j16.16:40] 11 |99 vseo| Lat

M:00 NOT CRUSH OR GHEW

Escitalopram
10 MG=1TABPO 04/0% 08:30 0822 08:06

DALY Joans 16:40] 14 |PF0 Lan
MEMANTINE (NAMENDA)
10 MG=1 TAB PO 04/02 21:00 Jos:z2 20:20 08:06

TWICE DAILY Joajie 16:40] 19 [PRR0 ¥S60 jran
Simvastatin
10 MG=1 TAB PO 04/11 21:00 20:20

AT BEDTIME 04718 16:40] 19 Y580

MAMFODD-DAUG INTERACTION* EDUCATE PATIENT & DOCU ME X
AVOID QRAPEFRU; IT JUICE WITH THIS MEDICATION UNLESS i NSTHUOTED
OTHEAWISE BY YOUR PHYSIGIAN.

ACTNE ALLERGIES: NKA

LAST PAGE :
DOB: 10/08/1047 - Medication Administiation Report
Page: 6

R. App 613
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662 40 OF ADVd OSNIN

YAONOHY ¥IAIN Ui d

24 Jo | ebed

$29£801:NYIN

225952050 4=2unoduy

Pt .
=1MUSC Health RKRoo .|
A0 A |
. “lOPNURSING*
- Institute of Psychiatry
o v PATIENT LOCAT(ON ‘Patient Name

Form Origination Date; 7/12 Page1of 1 L MRN. -

Version:1 Version Date:7/12

Date: U M!\; Activity Level QUR __ []IOP Precauuons Sleep Hours
Room Number. Ohservation Level . D Sisicide-precaution all precaultons R(lnolence précautions’ |Day:

Dacument patient &/1 Q15min 7 visual [ Sibstance zbuse withdrawal Elopement’ precautzons ' Evening:

location code every [ Visual white, awake [ visual while asleeg: ] Minimum seizurg; ] Maximuin:seiZiire: L Night: &7 &/ ﬁ 3
15 minutes and inftial. | (1131 Llowa. ] Eatingdisoider’ __Dopiate. [l Toieting'

Patient Staff Staff- ‘Patient: Staff Patient: Staff
Patient Location Key. Location Code Initials iti _Location:Code ‘Initials ‘Location' Code Initials

1. Day room Hour ' R

2. Activity room 0:00 / ﬁ il a

3. Admission 1:00 1

4. Treatmentroom 2:00 18 A

5. With doctor or SW '3:00 /& AIF

6. Play room 4,00 'y S K224

7. Atium 5:00 éﬁ i

8. Park 6:00] /

9. Fitness room 7:00 i 4 (423 %
10.Cafeteria 8:00 I, .=

11. School ¢lass room -9:00 '[ S %
12. Dx test off unit 10:00 ’E% " |
13. IOP auditorium 11:00 ] 4

14, ECT ’ 12:00 i 17 T %
1. Court 13:00 \ 4 [
16, Bathroom 14:00 i 3L 1%
17. Patient room awake 15:00 1. d 2
18. Patient room asleep 16:00 19 8

1¢..Seclusion 17:00)

20. Aslegp in day area 18:00 i —

24. Group on unit 19:00
122, Group off-unit 20:00

23. Other: 2100

24. Other. 22:00

25. Cther: 23:00

Initials .Sigrfémm M/", - v , ’/“A

initials

Signature:

TA |

iop_nsg _pt_tocabon

.

R. App 615

OTE'901640.7/12




66¢ 40O ¥ 3DVd OSSN

VYANOHY UIAIN JuSed

Ll Jo g ebeg

§29€80L:NYIN

25520501 :19junooug

o

E MUSC Health

INSTITUTEOF PSYUIIAFRY

G |

G

i

5110/08/1947

“IOPNURSING*
Institute of Psychlatry
PATIENT LOCATION Patient Name' Adfnﬂd/oz/u
Formm Origination Date: 742 Page 1 of 1 . MRN "
version:t _ P Version Datex7/12" 1 PATIENT IDENTIFICATION LABEL
Date: _% Activity Level _ (JOR _ [1lOP | ’ "7 .Precautiéns-and Protocols ; ) " Sléep Hours
Room Number: » Observation Level - [Jsuicide precaution ith Mm-pre‘cau’dons Day:..
Documem pauent o 15min 7] Visual ] Substance abuse:withdrawal opement\'p(ecautions; ) Evening:
location code every- Visual while awake (3 Visuat while agieep (] Minimum seizure : .seizure i |Night:
15 minutes and initial. 1t ‘ T:CIWA. o Eatlng dlsorder . [Opiate; [ Yoieting §
-Patient Staff ‘Patiant ~ Stiff -~ Patient | -Staff i Panent -Staff

Patient Location Key Location Code .Initials ‘Location Code: Initials: Location:Code: initials _Location Codé Initials
1. Day rcom Hour | .| 15 Minute-, L 30 Minute . R Mmute Y s
2. Activity toom 0:00" % BV 015 .\ | ) 0:30 :\-SZ/: N RIS
3. Admission _1:00|. =S AN YR E AN 1330 LASE Y
4. Treatment room 2:00 oid % : AL 2:30[ N I
S. With doctaror' SW . 3.00 =R i oy} 3:30). K o
6. Play room - 4:00 X 1O AT 4:30 ==
7. Atrium 5:00 AN T &y S 6:30
8. Park 6:00 \C= ). 6:30 L T
9. Fitness room 7:00 \ O 730 © [ VRE
10. Cafeteria 8:00 N =25 8:30] . %
11,.8choel class room 9:00 [ ol P 9:30 & Pk
12 Dx test off unit 10:00 ig 1L P 10:30/ Y Ly -
13. 10P auditorium 11:00 = _ Iy 11:30 Wik D 4
14.ECT 12:00 I ™ Y 12:30 73 T
15. Court 13:00 ] i d 1~ 18:30 ] LA

,)16. Bathroom 14:00 7 2P~ VIS~ 14:30 L)

17. Patiert room awake - 15:00 / SR 18:30) 4 . s
18. Patient room asleep 16:00 1 (/X ST . 16:30 , '
19 Seclusion 1700 1 ST AFS Wi 17:30{ 4 A
20. Adleep in day area 18:00 /' SYNE §90.OH 18‘-30 i
21. Group on unit 19:00 VN 'irﬁﬁ /N
22. Group off unit . 20:00 (¥ IF AT, X
23. Other: 21:00 - 1Y A XA
24. Other: 22:00 P xo IS AT T
25. Other: 23:00 Y q (N
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o : PATIENT LOCATION ‘patientName _
Farm Origination Date: 7/12 Page 1 of1 o o MRN
Version:1 VersionDate: 7/12 L PATIENT IDENTIFICATION. LABEL
Date: ﬂg Hﬂz i ActivityLevel _IJUR _ [110P “Precautions;and Protocols | ‘Sleep Hours
Room N&mb&r: : Observation Level B ) DSuxcuie precaution E’n allprecautions.  “[dViolence precautions: {Day:.
Documeni patient’ BEQ15min [ visuar [] Substance;abuse-withdrawal .4 Elopement prerauuons : j Even@
localion code every [ Visual while awake D) Visual while‘asleep: |[J Minimum seizure, £] Maximum-séizure; o Night; (13
35 minutes and initial._[[]1:1 D GWA.  TEdting: dlsorder [ Cpiate: Toileting: 4~
’ ‘Patlent staff ’ " Patient ‘Staff. "Patient:  Staff 1] S
Patient Location Key Location Code Initials . ‘Location Code’ initials: Logtnon Code Imuals n :Code'_Initi
1. Dayraom Hour. 15 Minute § - 30Mmute i 48 finute [T .
2. Activity room 0:00| . gﬁ _OfF 0:18[ /g_ 7. 0:30) { & ' Q45| i %
3. Admission 1:00 1:15 ) RE . 41:30 dE R E 45' ),
4. Treatment raom 200 75 ! 28]~ fE T 2:30] _J& D ‘é
5. With doctor or SW 3:00 z% f RO A2 &30l ¢ Pl
6. Playroom ‘4:00 : Tl G '4.30 SN T QL
1. Atrium 5:00] & 14 | A w3l Y S 1 74L
8. Park 6:00 1B 6:30] 1 G
9, Fitness-room 7:00¢ - ‘ TaYa’]
10. Cafeteria 8:00)_ Y
11, Schoot.class room ig:00( N~
12. Dx test off unit - +10:00]
13. IOP auditorium A 11:00 b
14.ECT 12:00)° K D
15. Court’ 13:00{ TN
16. Bathrcom 14:00 -
17. Patient reom awake 18:00( AL
18. Patient room asleep 16:00 N~
19..Seclusion 17:00
20 Asleep in day area 18:00 nA” )
21, Group on.unit 19:00 iy 1 00
22. Group-off unit 20:00 1 TG -
23. Other: 21:00{ ! 3
24, Other: 22:00 K=
25. Other:. 23:00 N
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13.-JOP auditorium
14. ECT

14:00 42
12:00 D

15. Court 13:00
16. Bathroom 14:00 .
17. Patient room awake. 15:000 TV
18. Patient room asleep 16:00 {7
19. Seclusion 17:00 - 1
20. Asleep in day area 18:00 I

"121. Group on unit 19:00| F7
22.-Group off unit 20:00 1
23. Other: 21:00 1
24. Other: 22:00) AR
25 Other' 23:00] A

. *IOPNURSING*
Institute of Psychiatry : ;
- PATIENT LOCATION | Pawentname
| Form Origination Date: 712 Page.1 of 1 . % MRN T =
Version1 Version'Date: 712 " PATIENT IDENTIFICATION LABEL ‘
Date: Y| 3%“3 . Activity Level EQR me “Precautions and Protocols " Sleep Hours
Roam Nutber: Observation Level |C) suicide precaution: BLFall precaitions . E’Vlo!ence precautions |Day:
Document patient | B15min ] Visual [ Substance sbuse withdrawal B Elopement precautions {Evening:
Jiocation code every £ visual while awake I Visual while-aslgép [L]-Minimom: s_wre [ Maximiim: seizuie Night: _&~09
15 minutes and initial.. { (] 113 , : T |Eciwa. g5 Eat’“Q disorder” ] Opiate: ) Toileting
) Patient Staff Patient " Staff" ) Patient Staff.” Patxent T Staff.
Patient Location Key Lgcation.Code Initials Location:Code. laitials. . ‘Location Code: Initials’ Location.Code" initials
1. -Day roam Hour 15 Mmute 30 Mmuﬁe o ' -
2. Activity room 0:00 1 & [¢13 - J8
3. Admission 1:00 18 4#__ = 463
4. Treatment room 200, /& i
5. ‘With doctor or SW. 3:00(. . ‘
6. Play room 4:00 Vi -
7. Atrium: $:.00 ]
8. Park 6:00)
‘9. Fitness room _ T:00 -
|10. Cafateria 8:00 |
11. Schoal tlass room 9:00 . 1IN\
12. Dx test off unit: 10:00 A

Initials:
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) *|OPNURSING® DOB:I10/08[ZAT W F
Institute of Psychiatry T i
, PATIENT LOCATION Patiéit Ninie
Form Origination Date: 7/12 Page 1 of 1 T I % o frm 11211
Version:1 Wi R . VersionDates7/i2z | 7 FATIENT IDENTIFICATION LABEL: :
Dater_Yijegfly . - Activity Level  BYUR  []IOP i ’ Precautigns;andProfocols . ‘Sleep Hours
Room Nutibor, 4ébd. | Observation Level E] Suicide precaliion fgill precaufions Kleence precautions: . \Day:.
Document patient BWa15mia [ Visual [1:Substarice abuse:withdrawal 2 Elopement precautions: : ;| Evening;
location code.every [ Visuat while awake 0O visial while asleep {J Minimum seizure: 3 Maxitnum seizure- ... Night:
15 minutes and initial. | [ 1:1 Clcwa; - [ Ealing: dusorder N O omate , ‘[, Taitéting
. Patient Staff Patient ‘Staff TPatient” T Staff’ Panent : Staff
Patient Lacation Key Location Code Initials ) Locahon Code lnitlals Locaton Code lmtlais Location Code_Initials
1. Day room Haur |- ' ' 7| 45 Minute: R
2. Activity room 0:00 (. }: ' r #_
3. Admission 100 /& LS 1"
4, Treatment room 2:00 .]% Al R I 4
5. ‘With doctor-or SW 3:00 i 1 N N
16. Play room 4:00 i -
7. Auium 6:00( Z K73 T
8.- Park 6:00), p7 K/ T %
9. Fitness room 7:00 V{2 3}? i &
10. Cafeteria 8:00 & 2%
11. School class room 8:00 il - Lar ~ |
12, Dx test off unit’ 10:00 7 £ | Ze pm g
13. IOP auditorium 11:00 i a7 <7
14. ECT 12:00 j : 2
15; Court 13:00 { - o
16. Bathroom 14:00 | P
17. Patient room awake 15:00 [ / 1SN
18. Patient room asleep 16:00 Y BN b )\
18. Seclusion 17:00 \ \ )
20.-Asleep in day area 8000 2L) JSALA T\ \
21, Group on unit 19:00 i\ Y W TSR 1Y
22. Group off unit 20:00 [ BNSHE{
23. Other: 21:00 W NN A N
24, Other: 22:00 \Y' €
25, Other: 23:00 v INNJ 7
; |nitials  Signature —— Ipitial r
§u %444, W a M, / A
iop_nsg_pt_tocation OTE 901640 7/12°
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“IORNURSING?
Institute of Psychlatry ,
I . PATIENT LOCATION “Patient Nare . _Adm:04/02/14
Form Origination Date: 7212 Page 1 of 1 o mRNe =
Version:1 Version Date:7112 PATI ENT IDENTIFICATION LABEL
Date:_ths /3. f4~ Actlv‘ty Level E‘UR ok . Precaut i d‘Protocols . " Sleep Hours
Raom Number. _&#f. ’ QObservation Level LT Stigide precaution, 89" Eell precautions & Vialence precauians  |Day:
Document patient ) B Q15min [ visual [} Sub use wnhdrawal ‘%1 Elopeme ecautlons = Evening;
Jlocation code every (1 Visual while awake O] Visual white asieep |1 Minimum seizure .3 Maimutn seizure ‘ Night: _é_-.:_L
15 minutes andinitial, | O] 11 : - Clewa: [ Eating.disorder Dopiate; C'Taileting
Patient Staff Patient Staft Pahent T Staff v 7T ‘Patient Staff
Patient Location Key Location Code Initials =~ Locanon Coue lnlflals Locanon Code lmua(s o ‘Location.Code _Initials
11. Dayroom Hour . 15 Minute " " 1.30 Minute V. 4S Minute [ i
2. Activity reom g:0¢ . 045 MO K i
3. Admission 1:00 . 445 18
4. Trestmentroam 2:00] %9 g i2:48 /% — 2
5. With doctor or SW 300} 5 # ;7B
6. Playroom 4:00 e U R p*
7. Atium 5:00 = 54 ]
8. Park 6:00 7 Bas[ TSR OF
8. Fitness room IR 00[ {i ) 7ast T T fE=
10. Cafeteria 8:00 { < Y 8:45 L%
11.Schoal class.room 9:00 1 1A 9:45 ]
|12, Dx test off unit 10:00 "1 2% - 10:45 { N
13. IOP auditorium 11:00 | . 1145 = 0 A
14, ECT 12:00 2.0) PN 42:45 1
15. Court 13.00 I | 1348 I\ , '
16, Bathroom 14:00 [ Q8 . 14:45 1 .
17. Patient room awake 1500 A [ 747 1545 ] 7
8. Patient room asleep 16:00 ] 16:45 7 DL
19, Seclusien 17:00 [ 17:45 ] A
20. Asleep.in day area 18:00 1.0 18:45 > =D
21. Group of unit 18:00 .Y ", 19:45 ) 5™
22.Greugp off unit 20:06 12 1 A 20:45 78 TH_
23, Other; 21:00] 15 T 21:45 T “f~
24 Other: 22:00] 20 e 22:451" 1 X
25, Other: 23:00] (v o & 23:45 K [E 9
»
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. . “IOPNURSING®
Institute of Psychiatry
: PATIENT LOGATION PatiertName 10211,
Form Origination Date: 7/12 Page 161 ) e e
version o / | (esorbueinz. . T PATIENT IDENTIFICATION LABEE =
Date: Activity Level  MUR [JIoP 7 o 777 PrecautionsrandProtecels 00 T T ‘Sleep Hours
Room Number: Observation Level ~ 7 |Cl Suidde precautiari [l precautons:  [Diolence'précautions”  [Day:

Q15min

~J

icp_nsa_pt_lo@iion

R.-App 621

Document patient” {1 visual |03 Supstance abuse withdrawal [Q’ﬁlqugr‘ﬁént«p‘rewuﬁohs' Evening: _»
location code every [ Visual while awake [ Visuat whilg asleep’ |k Minimum seizure; o O Maximumiseizure - Night: ___ &
15 minutes andiniid. |00 11 , Ociwa  [JEatingcisorder . Dopiae  [lTsilsting |
Patient  Staff Patient.  Staff patient: | Staff _ Patient  Staff
Patient Location: Key Location Code Inltials tocation:Code initlals _LocationCode Initials’ ~~ LocationCode Initials
{. Dayroom Hout . 15:Minate | o 3oMinute; HE 45 Minute | ' s
2. . Activity rodm 0:00 ARETV, 013 Y Jgad ] W A oasf " X | M7
13. Admission -4:00 7 R 15 I R 4o b 1 Qand | k . LN
14. Treatmert room 2:00 R W 1R v [ N4 (203
5. -With doctor or’ SW “3:00 XY I BRA ) TR A QA RN
5. Pray oo 400 AT W VAR
7. Auium 5:00 WA, _~ I — 7~
8. Park 6:00 M A WA 2
9. Fitnessroom 7:00 “x s Hini2 nAAD
10. Cafeteria B:0C VX TAAYY [EMINES] Yy d
11. School class raom :9:00 1“8 [nhAt) 1€ v i
12. Dx test off unit 1000 W A7) =5 2N E
13. ICP auditorium 11:00 \ e [Pt LR IS
14 ECT 12:00 VK A VL ot A7,
15. Court 13:00 IV v AELY ) A,
18, Bathroom 14:00 V) ! A2
17. Patient room awake 15:00 1 {w) YA T
18. Patient room asleep 16:00 i~ 1 T | IR :G*— P .
19, Seclusion ’ 17:00 i T L T e
20. Asleep in day area. 18:00 o ON_. 1 Jo_. =Y
21, Group on unit 49:00 Y1 fb:— A 7‘% ' % Y_
22. Group e unit 20:00! [ T 1] - - =
23. Other; 2100 I %_ 18 { T V&
24.Cther -22:00] - i e 22:15 ( Vi V- |
25. Other: 23:00 v | N1 23:15 / [« _-g |
initigls  Signature - M , S Initials  Signature ~— ¢ :
;L %d:%} 7A DD KANJMM
L /. 7 /A WA
- A
W [ KL
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IOPNURSING®
Institute of Psychiatry o ]
PATIENT LOCATION 1. pationt Niine:
Fam Crigination Date:. 7/12 Page 1.0of1 " MRN

<\

Version:1 il Version Date: 712
Date: Activity Level EUR JioP Sleep Hours -
Room Nurhber: Observation Level [[] Suitide preca N _ Day. .
Document patient E,QTSmin [0 visual - [J'Sub > withdrawal = ening: .lé_.
lacation code every [l Visual while awake [ Visual while asleep |[]:Mini o LIMaxi — - A
15 minutes and initial. | [J 14 'CIWA. [0 Eating disorder [d'Opiate- T Foileting:
Patient Staff Patient: staff Patient. Staff ™ Patient Staff |
Pafient Location Key Location Code Initials ‘ Locauon Code lmtials .‘Locaton code Initials
-11. 'Dayroom . Hour | . J0 . i
2. Activity room 0:00 V-3 { 4 L&
3. ‘Admission 100 7 -2
4. Treatment.room 2:00 = . i
5. With doctor.ar SW 3:00 s 24 i .
‘16. Play foomn” 4:00 K773 2 ] -
7. Ayium 5:00 £ 7 as| _ Je& 19
8. Park —6:00 e |’ 9 as|__ I8 [T
9. Fitness room 7:00 g-_ | A 2 1A i)
10. Caféteria 8:00 N4 ' KA 45 (T Cor
11. S¢hool class room 9:00 1Y 1CLY s . g A
12. Dx test off unit 10:00 %= el I eW 48" AL TG/
13. I0P auditorium 11:00 {2, No'a) BT 45| v oL
14.ECT 12:00 { S/ Yo G ol Ta)
15, Court 13:00 £S5 &0 iFea Y 1Cr>
16. Bathroom 1400 O CrY D o
17. Patient room awake 15:00 O | (6o : )
18. Patient room asleep 16:00 [ g SC 7w A
19. Seclusion 17:00 y s 3
20. Asleep in day area. 18:00 b RS Y i i
21.Group an unit 19:000 . f £ LA ;
22. Group off unit 20:00 Frlin s @)
23. Other: 21:00 T TSN IATT™
24. Other: 22:00 L Tk T
25. Other: 23:00 WE PEY o
Initigls,  Signature WM 5( g T A Jitials Initials: Signature i
oy L‘*. m—
LN MWM@F/L ‘fL(F/!?/ ‘

10p_nsg_pl_lacation
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“IOPNURSING®
Iinstitute of Psychiatey '
PATIENT LOCATION Patient Name:
" Form Origination Date: 7412 Page 1 of 1 " MRN
Version:t Y Versior Oate: 7112
Date: 14 : Activity Level Flur  [IIOE o Sleep Hours
Room Number: SHHL | Observation Level ecautions: |Day: 5 @
Document patient m/m Smin ] Visual {Eveningy
location-code every ‘[ Visual white awake O Visual while asieep: . Night Z.2¢
15 minutes and iniial, | (0 1:1 =] idte [ Toileting' .
Patient Staff Patient Staff Pabent Staff Patieat Staff
Patient Location Key Location Code {nitials ‘Loedtion Code lnmals . Locat:on ‘Code _Initials’ _Location Code _Initials
1. Dayroom Hour 5 . 5 B ‘ 45 Minute |
2. Activity room 0:00 ¥ 1.AD. .. XA M ):45 [%' A0
3, Admission -1:00] ! AUAR A 2 AL A7 -
4. Treatmentroom 200 ] AR iV 2 ~ [T 7
15, With dector or SW 3:00 ] A AR TR 4D T
5. Play room 400 T4 o < —t -
7. Atrium 5:00 T AR Wiz CRaar = ol
8. Park '8:00 1 4P 1 T 7 A
18. Fitness room 7:00 AN 1 o 1 7
10, Cafeteria 8:00 ] N9 ] WD L. Jy’®
11.'School dass roem 8:00 W) : i (V) : i Uiy % Cid
12. Dx test off unit 10:00 1] dns 10:18|_ ) IAT 10:30 ] 3 17 (I
13. IOP auditarium 11:00 / ~. /] 1118 7 =7 11:30 7 -7 Z 7 la /
14, ECT 1200 7z S 12:15 27 = 12:30 / , =
15.Court 13:00 1 13:15 [ LA 13:300 7/ % j (AN
16. Bathroom - C 400 1 V.2 1448 7 LA 14:30 ] 57 14:45 / _
17. Patient room awake 15:00 | tha si5[ 1) o 15:30 | 15:45 T 3
18. Patient room asleep 16:00 _ S IOND 16:15 [ SIad 16:30 T ISANJ 16:45 (1 X
18. Seclusion 17:09 | FAR WA 17:15 [X KA L 17:30 LXK A 17:45 JE LS X}
20, Asleep in day area 18:00 X AA 18:15 Yy 18:30 1Y X 18:45] NIdEEY 18
21. Group on unit 19:00 {18 19:15 | ( 19:30 J A ' 19145 [ CTR A
22. Greug ff unit 20:00 [ N 20:16 Y . 20:30 AR XS 20:45 / [
23 Other: 21:00 T ] (_(_M 21115 Ty 21:30 R 3 —-2145 7T WA
24. Other: 22:00 Ly ) 22:15 id'd (_% 22:30| ﬂ(_} 22:45 | )
25_'omer~ 23:00! IN'a A 23:15 Ld 23:30 23:45[ , L v
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Institute of Psychiatry
) PATIENT LOCATION Patient Name -
Form Origination Date: 7/42 Page 1 of 1 MRN "Adm:04/02/ 1 4 i
Vesiont 2 Version Date: 7112 ______PATIENT IDENTIFICATION LABEL ,
Date: _ 4 ‘%gﬂ_ Activity Level  _MUR [ IOP. eﬁgca'un s and Protocals. 7 ’ | Sieep Hours
Room Nurhber:-4 Observation Level |0 ‘Suicide precadition. E?n I precautions: [Vidlénee precautions’ Day: "
Document patient o Q15min CIvisual "ICI-Substance abuse withdrawal Elopement p:ecaut:ons ;|[Evening: £
location code every- 7 Visual while awake [0 visual whie asiéep: L] Minimum seiziare. -] Maximum:seizure: o Night Lo 7>
15 minutes and initial, _{ [ 1:1 . |OcwaA [J Eating disorder” 0 opiate .. ElToleting: [
Patient Staff ‘Patient:  Staff ’ . 'Patient:  Staff o Patient. Staff
Patient LLocation Key Location Code_tnitials Location Code' lnitials Locauon Code lmnals . Location Code Initials
1.. Day:foom Hour | 15 Mmute B 30 Mlnute j - 45 Minuté |
2. Activity. room 0:00/ : 0 <<
3. Admission. "1:00 L has .
4. Treatment rcom 2:00 Y AN
5. With doctor or SW. 3:00 T~ L et
6. Play room 4:00 N N
7. Atrism .5:00] e~ A -
8. Park £:00 - Nl
9. Fitness room 7:00 ’ I y
10. Cafeteria 8:00 et
11. Schaol ¢tass room 9:00 T
12. Dx test off unit 10:00 N /
13. 10OP auditorium 11:00 .
14, ECT 12:00
15. Court 13:00 .
116. Bathroom 14:000 ; Y. 73
17. Patient room awake 15:00 iroe
.|18. Patient room asleep 16:00 ' AT
19. Seclusion 17:00 L (A
20. Asfeep in day area 18:00 % VA A
21. Group.on unit 19:00 : AR IY
22. Group Off unit 20:00 o dC
23; Other: 21:00 : /& K
26.0ther ________ i 22i00 X - I TINKC
25. Other: _23:00 ;]E? i 71 8
alz Sigpature’ lnltlals Slgnature ‘ ' '
L
iop_nsg_pt location 'OTE901640°7/12
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*IOPNURSING*
‘Institute of Psychiatry
PATIENT LOCATION

Form Origination Date: 72 Page 1of 1 o ;a;':"‘ Name o —dm:naia)

Version:1 ‘Version Date: 742 “~ PATIENT IDENTIFICATION LABEL

Date: ¢ X(ly Activity Level  _[MUR [ 110P T Precautiops and Protocols .. ~Sleep Hours
Room Number AL [ " Observation Level El Suitide precaution %’2{” piécautions MGénw'jﬁté&uﬁbns Day:

Document patient - ' Ij(msmm ] visual [} Substance abuse withdrawal lopement precautions: : Evening: :
location code every [ Visual while awake O Visual wh'lle'{aéle'e_'p [ Minimum seizure 'Maximum: seizure o Night: ; ;% :
15 minutes and initial Q 11 ] CHewa ‘[ Eating:disorder o Oplate J[DToiletng

' Patient Staff Patient  Staff “Patient  Staff Patient  'Staff
. Patient.Location Key Location Code Initials ‘Location Code- Imtlals Location: Code lmuals = 'Locaﬁon'c'ode Initials
. 1. Dayroom Hour 16 Minute: 45 Minute:]

2. Activity room 0:00 NS e 0:15 N AN g~ \*\ \

3. Admission 1:00 A% i \‘Q\JN:h"\ 2

4. Treatment room 2:00 N S NS e

5. 'With doctor or SW 3:00| _ AN N Ven

6. Playroom 4;00 NS~ e PNGSTS

7. Atriim 5:00 & -

8. Park 6:00 AN\ AN
{9. Fitness room 7:00 NS e
110. Cafeteria- 8:00 |- IDNAATE
111. Schodl class room 9:00 | A

12. Dx test off unit 10:00 1 QA e

13. IOP auditarium 11:00 e NALD
114, ECT ' 12:00 11 Iz

15. Court’ 13:00 ) ~hpAadl

16. Bathroom 14:00 1 10D

17. Patient room awake 15:00 -~k 1 N

18. Patlent room asleep 16:00 I NA L)

19. Seclusion 17:00 L TAART

20. Asleep'in day area 18:00}. A A

21. Group on unit 19:00 L7

22 Group off unit .20:00 N

23. Other: 21:00 AN

24. Other: 22:00{ ~

125, Other: 23 00 N

[initials ~ Signature

-icp_nsg_pt_tacation

R. App 625

TTOTE 80164037112
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| “IOPNURSING™
Institute of Psychiatry
PATIENT LOCATION o _
Form Origination Date: 7712 Page 1.of 1 ;;t:;"t Narme: --——-A"“"-»-- 0zit4 I
Version:1 , . ‘»Vers?bn Date’:_:_mz' 1 o B i P ATIENT IDENTIFIC ATION_:,L:KBEI;
Date: _- Activity Level  BJUR [ IOP T Precalitions.and Protocols steep Hours
Room ot Sl . Observation Level 1:] Suicide’ precaution.- all grécautions MIolence pregautions
Document patient B”ms:m [ visual ] [ ]:Substan ‘abuse: wrthdrawal Elopemenl prewutlons _
" location code every [ Visuel while awake 3 Visual while'asieep [ Minimum seizirg I:I Maxnmum seizure . g
15 minutes and Initial._} O] 1:1 CJcwa {7 Eating disorder ‘Flopiate [l Toileting:
Patient Staff Patient: Staft Patient Staff ‘Patient: Staff
Patient Location Key .Location.Code Initlals. _Location Code Initils Location Codé. _lnitials’ Location Code _Initials
1. Day room Hour . . : ol JoMinute | . 1 " 1 45Minute.
2. - Activity. room 0:00 Vi=3 T a0 S i gL
3. Admission 1000 78 TR ViR Ped A
14, Treatment room 2:00 18 REC PN [414
5: -With doctor or SW 3:00 Pas 7es
6. Play room 4:00 E% .
7.. Atrium S5:00. )
8. Park 6:00 (& %
9. Fitness room 7:00 £ ] B ¥
10. Cafelena 8:00 ) N R j
11..5chool class room 9:00 M s A A aYd
12. Dx test off unit 10:00 T D 7 17
13. 0P auditorium 11:00 ! A NN
14. ECT 12:00 =7 ) SRTE LA%Y
15. Court 13:00 17 TS b WA
16. Bathroom 14:00 P4 I VU )
17. Patient room awake 15:00 A AV 1
18. Patient rooim asleep 16:00 177 AL T oro
19. Seclusion 17:00 ) AT 1 |[JVUES
20. Asleepin day area 18:00( 1 18:15) . | nAads : ] VI, - 1. iwnad
21. Group on unit 19:00 I A 19:15 Ie - 3 NN A TN P
22. Group off unit 20:00 AT S AP 7 20415 N N REPRNRE G Yt R e NS
23. Other: 21:00 N N N~ s 21:30 7 TN U RO, T N DN~
24. Qther: 22:00 \\.. ‘ o : IAN ANETEN
{25. Other: 23:00 i D N R
Initi ignature ure ™ N
N W&Mw 7 o
N 3 Oow Chon AU

/17

66¢ 40O LG 3OVd OSNIN

iop_nsg_pt_location

R. App 626

OTE 9016407142
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MUSC Health

LNSVINSLIL O (Ve niaray

. ) “IOPNURSING"
[nstitute of Psychiatry .
PATIENT LOCATION. Patient Name .  Adm:04/02/14
Form Crigination Date: 7112 Page1of1 AR Name

Nersion:1’

(RN AR U

e

Varsion Dater. 7112 |

DOB:10/08/1947 W 'F

T BATIENTADENTIFICATION LABEL

Date: _N- £ {4

Activity Level M UR TTiop

Precautions and:Protocols:

1] Suicide precaution;

L1 Substance abuse withdrawal

;| ‘Sleep Hours

[B’ alt:precautions Eﬁﬁdience)precauﬁons Day:
‘04 Elopement precautions; ’ Evening: . i

115 minutes and initial.

2TS9T050(:19junosuy

Room Number. &)} L, d Observation Level
Dcoument patient 'Q15min 0 Visual
“[tocation code every (3} Visual while awake

311

) Visual white asleep -{(] Minimum seizure
. JLJ.C {J Eating disorder

Maximum;

Opiate:

‘E) Toileting

Night g

~ Patient Staff — Patient  Staft. . pafient  Staff " Patient Stafi

Patient Location Key Location Code initials Location.Code Initials. Location Code Initials ~ ‘tocation Code Initials-
1. Day room ~ Hour 15:Minute IR 30 Minute; | - T T s Miaute T 1 :
2. Activity room 0:00 1 % Af 0i45 L% AL 0:4s|. 7% | A
3, - Admission 1:00 1% ' 115) _ FE il 145 18 A _
4. Treatment room- 2:00 Y 1A FRU RS 2iasf 5 YT
5. With doctor or SW 3:00[ 1Y y.Y =k 5 .y Al
6. Piay room 4:00 TY Ag (5], .. X AP
7. Alrium 5:00 1% A sds” — I¢ T A AR
8. Park 6:00 [ & - AR S8 R 85 TR T AL
9. Fitness reom 7:00 i £ SR T8 K3 45 { CAY
10; Cafeteria 8:00 1 Ak | 8:15 T « T C A
11. School class reom 9:00 1N A" s 9:18 1Y - P \ Y &
12.Dx test-off unit 10:00] /<L 2/ 10218 xS 10:30 10:45 / = 15 7
13,|0P auditarium 11:00] o 4 11:15 Y ‘A 11:30 11:45 Y -
14, ECT 12:00 ¥ A& 12:18 \ [ 12:30 12:45 Kl C A~
15. Court 13:00 [T ¢ Ak 13:15 Na e 13:30 13:45( 11 clF |
16. Bathroom 14:00 a2l 1. 14:15 s’ CA 14:30 14:45 \Y b
17. Patient room awake 15:00 1S (L= 15:15 \ [/ 15:30 15:45 7 N -
18. Patient room asleep 16:00[ { A 16:15 { 16:30 - 16:45 | TAY
18. Seclusion 17:00 (Y 17215 i) (L 17330 17:45 7 7.
20. Asleep in day area’ 18:00 ! [ 18:15 AL T 18:30 18:45 24 A M
21. Graup on unit 19:00 \ N “19:15 A - 19:30 19:45 Y
22. Geoup off unit '20:00 1 4 20:15 ) o '20:30 20:45 &) 1T
23. Other: 21:00 =Y ™~ 21115 N * 21:30 214507 (& TR
24, Cther: 22:00 A " 22:15 [ T~ 22:30 2245 7~ 17
25. Other: | 23:00 i 23:45 T 1 '23:30 2345 D3 E

Initials  Signature

Initials.  Signajure” )
~
AR 2 TA

sl L /{ s 5
2= (e ALl

iop_nsg pi_kecaiion-

R. App 627

OTE 81640 7132
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R. App 628

‘ . - . .
" roser “ i
MUSC Health UGV RLOL U] L i
INSTETUN S Qe PEVCHILERY T TRl - i
SO E DOBO/0B/ToD W B
*IOPNURSING®
Institute of Psychiatry
. . PATIENT LOCATION Patient Name Adiii04/02/14
Form Crigination Date: 7/12 Page{of1 } ) MERN
Version? ys Version Date. 712 | 7 PATIENT IDENTIFICATION LABEL
Date; § -3 —26/4 Activity Level  [MUR (] I108. Precautions and Protocols P . Sleep Hours
Room Number. 4\l Observation Level O Sunade precaltion - IQ)a | preaulions; B’ﬁlence precautions: Day :
Document patient @61 Smin Civisual e gbiuse vithtrawal _ lopement precautions Evening: .7
location code every ‘T Visual while awake {71 Visual while asteep. | Mimimum seizure: “[OMaximur sel Night: '
15 minutes and initial. | O 1:1 | ciwa [ Eating: disarder: l:l Toﬂetmg ‘
i Patient Staff Patient” - Staff’ Patlent Staff ' Patient ‘Staff
Patient Location Key Location Code {nitials Locatuon Code . lnmals Locanon ccde Inmals Locatmn :Code Imuals
1. Dayroom Hour o 15 Minute; 1 . " 30Minute | 7|48 Mihute
2. Activity raom 0:00 Y b o \?g L 030l VK _\ e 045 N
3. Admission ) 1:00 v4E L kN 41300 7 T Ry NSNS, 1:45 Ry b
4, Jreatment rcom 2:00 1 & 2:30( i i 2:45 P17 Ix '
5. With.doctor ar SW 2:00 N 3:30 L7 \ 3:45 N ;_\T_ L’
6. Piay rcom 4:00 N\ K N 4:30 e o N i, 445 NS .
7. Atium £:00 N 5330 N BNt i AR, WS
8. Park 6:00 A\ - | it o~ e,
9. Fitness room 7:00 N LB A AR
10. Cafeteria 8:00 ¢ AR = ”
11. School class room 9:00, ‘ { ) v P’ -
12. Dx test off unit 10:00 ¢ P - . ] -
13. QP auditorium 11:00 yd / ~ '7../ I} ~
14.ECT 12:00 A 7 T y T e
15. Court 13:00) 11 4 ~ { ~
18. Bathroom 14:00] / - 7 -~
17. Patient room awake 15:00] (7 T — 17 —
18. Fatient roorn asleep 16.00 t 1 r~ 17 ~
19. Seclusicn 17:00 { ] | ] p
20. Asleep in day area 18:00} 1 T o ) y -
21. Groug on unit 19:00 ! im <K [ IR
22. Greup off uni 20:00{ ! 1y A 7 > A
23. Cther. 21:00 [ Z ( & 1 AR Ay
24. Other: 22:00 15 . : /3’ AR, (7 A
25. Cther: 23:00 A 1 : AR 23: Nk pZd
Initials Slgnature fnjtials Signature tlas titre
G ‘ 1&_ WVF@«W\
ied_asg ot _lecation

Y)
/ ) 1547 Oz 501640.7/12




66¢ 4O ¥$ 3DVd OSSN

NYIN

5202801

21 Jo g abed’

>

YANOHY Y3 AT N uaed

AUSC Health

AAFVITIVE Qff PIVCRIATAY

BRLAERGRD |

Dacument patient
location cede:every

i5mi
B’\?l;u_al_ while awake

(3 Subistance abuse withdrawal

{1 Visual
[ Minimuri‘seizire

[ Visml whil aslesi

Smin

%:ﬂ /precautions
upemem p{ecautlons
OMaximumiseizure

“IOPNURSING?
{nstitute of Psychiatry R
PATIENT LCCATION PatientName
} Form Origination Date: 7/12 Page 1 cf 1. ) ‘ . MRN:
Version _ - Version Date: 7“_2 1 PATIENT: 1DENTIFICATION LABEL
Toate: 1.//‘77‘[]' : -Activity Level AUR Oiee) T Ptecautlons and-Protocols. i ":Sleep Hours
Raom Ndmber: Y1} L1 Ohbservation Level "\ sticlde;pracaution [Dviolencs précauticiis *|Day:

Evening; ‘
“INight:

225520501 :19junosuzg

15 minutes and initial. |} [] 1:1 Qciwa [ Eating:disorder. D-opiate  [JToileting
B patient Staff- “Patient’ :Statt Patieént Staff Patient’ Staff
Patient Location Key Location Code Inifials ‘Location Cade: fnitials’ ‘Location Code ‘Initials ‘Liocation'Code |nitials -
1. Day rcom Hour- . . |asminute . Toa. |30 Minute | R s [ . .
2. Activity room 0:00 . 1) 015 . 1% - 0:300 Y X
3. Admission 4:00 ) QL) 1 Y
4. Treatment.room 2:00 5 [N/
5. With-doctor or SW 3:00
6. Play room 4:00 &~ o
7. Auidm 5:00{ XIS
8. Park 6:00] T 1) J
9. Fitness room 7:00 ) 1) yrv—rJy
110. Cafeteria 8:00 4 g/ ™7
11.:School ciass racm 9:00 } NAD N
12: Dx test off unit 10:00[ 1R AL Wil
13, 10P auditorium 11200 WERET YV ;
14.ECT 12:00 U Iy (V1.
18. Count " 13:00 A 1A/ TN D
16, Bathroam 14:00(- 1 : VW ar)
17. Patient room awake 15:00 N ATAN 7 TN
18; Palientroom asieep 16:00 Y YN E
19. Seclusion 17:00 1 [ShJ 5y
20.Asleep in day area 18:00 1 DN
21. Group o unit 19:00 LSy '
122:Group off unit 20:00 T U , B
23. Other’ 24:00 1L by TR
24, Other. 22:00] ‘-\)(
25. Other: 23:00] Y . \:
(nitials Signature i

icp_nsg_pt_lecatica

R. App 629

_&K\:,_Q'Y‘ \c&’\ - SO Crersins \"A’\—

OTE 801640 73




662 40 S5 IDVd OSNIN

YANOHY ‘¥3IATINuaned

SZ9280 L NUN

22552050 Ji1ojunoouy

e

L1 jo g} 9bey

e

:MUSC Health

BSVIVUVI QK PSYCHI ATRY

Form Crigination Date: 7/12
Version:1

|

- " OPNURSINGY
Institute of Psychiatry !
PATIENT LOCATION
Page 1af 1

0811847 W F

il !IIIl\’llll!lﬂﬂﬂlﬂ’,INI_'HIlllllllll\

1 ‘PatientName ‘
MRN '

y .
ActivityLevel [JOR (JioOR |

lacation code every

[ Visual while awake.

Date: _4-73 —I 9
Room Number; B11[, lﬂ/ Qbservation Level
Document patient B4.Q15min (3 Visual

3 visual .Wﬁiiek_asl’egg

) Mence precautions

t precautions:

|Evening: E E
INight.

Sleep Hours
Day:

tnitials  Signature \@ [T

g

—

15 minutes andinidal. | [ 111 O oileting
_ Patient Staft’ Patieat ‘Staff Patient. Staff-
Patient Locaticn Key i (ocation Code. Initials  Location Code Initials Liséation.Cede _lnitials

1. Dayreom Hour | i A - g7 T

2. Activity.room 0:00 - )]
{3. Admission 1:00[- Y4 { Sy
4: Treatment room 2:.00 . T YA
5. With.doctoror SW 3:00 Y y :

6. Playroom 4:00 g TE5.

7. Atium - 5:00 S [ =1))
8. Park 6:00 I 1< ] ()
9. Fitness room 7:00 ™) O L T}
10. Cafeteria 8:00 A Y~ A A=)
11. School class room -9:00 ] g :15

12. Dx test off unit 10:00 \ N 10:15 e
13. IOP audirium 11:00 1 "/ 11115

14.ECY 12:00 1 o 12:15
|15. court 13:00 N 13:15

16. Rathroom 14:00 y 14:15

17. Patient raom awake 15:00 Y 15:15

18. Patient room asleep- 16:00 1 e’ 16:15

19. Seclusion 17:00 i 17:15¢

20. Asleep in day area 18:00 vl 18:15

21. Group on unit 13:00 wA) 19:15¢

22. Greup off unit 20:00 1" L0OA 20:18|

23. Cther. 21:00 1) 21:15

24, Other: 22:00 < g i) ' 2215

25. Other: 23:00 Y el Y1 23:15

initials Signature

iap_nsg.ps_locaic

. -CTE801840 7142

R. App 630
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R. App 631

““IOPNURSING”
Institute of Psychiatry 008:10/0811947 W F

bE L PATIENT LOCATION Patient Name _

1 Form Origination Date: 7/12 Page 1 of 1 MRN
version:1 L Lo Version Date: 7/12 £Adm:04/02/14 TABEL -
Oate: { E%\‘ !éﬁ Activity Level FurR _ [JI0P Precautiops and Protocols Steep Hours
Roam Number: Observation Level ’ ] Suicide precaution [D’g precautions Mlenoe precautions  |Day:

Dacument patient Q15min 3 visual "] Substance ahuse withdrawal %ﬁlaoﬂpement precautions Evening:
location code every [ Visual while awake [ visual while asleep D_Minimum sejzure Maximum seizure Night:
15 minutes and iniial, | [ 14 ) I ciwa __ [ Eating disorder {1 Opiate {1 Toileting
’ Patient’ Staff Patient .Staff Patient. Staff Batient Staff -

Patient Location Key tocation Code Initals Location Code Initials ./ Location Code Initials Location Code (nitials |
1. Day room Hour - 15 Minute ] 4 30 Minute ] | 45 Minute E]
2. Activity roam 0:00 / 0:15 /! g:30 G:45 1
3. Admission’ 1:00 1:15 Vi 130 4 ©1:48 I
4. Treatrnent room 2:00 2:15 / 2:30 / 2:45 7
5. With cocter or SW 3:00 / 3:15 /. 330 A 3:45 /
6. Play room 4:00 / 4:15 1/ 4:30 / 4:45 /
7. Atrium s:00[ 7 §:15 7 5:30 4 5:45
8. Park 6:.00[ / 6:15 JA 6:30 Vi 6§:45
9; Fitness room’ 7:00 / ‘7:15 / 7:30 /. 7:45 /
10. Cafeteria 8:00] / 8:18[ j / 8:30 7 8:45 7
11.'School dass roem 9:00 / 9:15 / 9:30 / 9:45 - /
12: Dx test off unit 10.00 / 10:18 / 10:30 / 10:45] /
13. 0P auditorium - 11:00 / 11:15] /- 11:30 / 11:48 Vi
14, ECT 12:00 / 12:18 / 12:30 / 12:45 /
15, Court 1300/ 13:15 7 13:30] 7 13450 /
16, Bathroom 1a:00] [ 14:45|  / , 14300 / 14:45( /

117 Palient room awake 15:00{ / 15:15] J° 15; 7 15:45[7 _ i
18. Palient roomn asleep. 16:00]/ 16:158{/ ] 163380 & N 16-45/7 AN
19. Seclusion 17:00 } RS 1715 1 CEN 17:30( 1 ©ONJ 17:48 TS
20, Asleep in day area “18:00 \ e 18:15] I T &) 18:30 j \ \ 18:45 1 S
21; Group on unit. 19:00 — 1 & 19:15 NN 18:30 I NE 1948 1 SN
22, Graugp off uait 20:00 \ : 20:15 AN 0:30 I A 20:45 [
23. Other: 21:00(_ { ) 21:15 Y TR 21:30 i A 2145 i
24. Other: 22:00] 1\ COR) 22:15 - 22:30 VST 22:45 AN

|25, Other: 23:00 T k&SN 23:15 i L'i o 23:30 | X | & 23:45 e v
Initials nature T initials  Signature ' Initials ~ Signature
A Riniendog | -

) ] -
N
@E%vwvm T h
iop, g i locion CIE 901640 7112




muha_iop24hr
FROM; 0402/14 16:38 TO: 04/18/1 4 20:09
ROOM: *P411:L* ADM..04/02/14 18:38

AGE: 68Y SEX'E  MD: BROADWAY, JERSICA L
0O0B: 10/08/1947 |0 NN MP: NNNG_G_N
REQUESTED.04/19;14 05:90

OPT QUT:

04/02

| . o04/03

IOP Nursing Form
€l 3

Chart cheok

Admissipi-Nof Jo):
Patient on unit 04/02/2014 18:38
Accompanied by Meducare
Transport mode stretcher
CommitmentStatus voluntary .
RiskPotentialScr elopement
falls
violence
AbleToParticipat no
WillngToParticip yes
Desaoribe &
Cbsery vi noQrd Q1 5mins check .
PtEdAdmitProcess no
Body Search Done &
BodySearchDoneBy B
Dispo.Belongings searched ‘
stored

Significant Obsv none
Consent sighed yes

&
CommitmntPwkDone ne
AdvncDirecDeterm yes
initiated forms Pt/Fam Education

. Leatment plan

ConfidCodsGiven yes

&

04/02/14 19:08 Desaribe[YT22): pt speech is very inooherent and soft.

04/02/14 19:08 PtEJAdmitProcess(YT22): family member educated about admission process over the phone

04/02/14 19:08 Body Searoh Done(YT22): yes.

04/02/14 19:08 BodySearchDoneBy (YT22): Yalena Talley, RN

04/02/14 19:08 Consent signed(YT22): Viérbal consent received over the phone from POA Sam Huggins

04/02/14 19:08 ConfidCodeGiven(¥YT22) Given to daughter Parker Meyer

ADE: 108

Bath/shower prompt

Mouth care prompt.

Room ‘neatness dependent

Ambulate ' independent

Turn, position independent independent

Toileting independsnt assist ‘
. independent

CARE PROVIDERS YT22: ' TAB6

BLACK, TAMMY (TAB6)RN TAL'LEY? YALENA({YT22)RN

. .. CONTINUED X
DORB: 10/08/1947 - muha_iop24hr

R. App 632

Page: 1

MUSC PAGE 57 OF 299




PEQUESTZO0%10/14 05.40
OPT OUT:
) Page: 2

IOP Nursing Farm ] 04/02 | 04/08
Bl
No. hrs of sleep
it
Meal type ' rsgijlar
Breakfast amt . . 75% -
Lunch amt ) '
Dinner amt 100%

Nelro/EED ( 4 A
Follows scommancis YWNL
NoSensoryDeficit VWNL
NormHear&/orAid WANL
Abs of draihage VWNL WNL
Norm: closure WAL WNL
Abs of swelling WNL WNL
‘Patent nares WNL WNL
No bleed/disch WINL
Lvi of conscious disoriented
Behavior/neuro agitated
restless
Disoriented situation unable to assess
to place

to time

Hegpiratory: _ b j
Réspiratory no distress no distress
No oough,dyspnea WNL '
Natural airway WKL
No 02 requiremnt VWNL

0 Wong-Baker(fac

No act rastrict WAL for age
No use-of davice no devices . . - o ~ Ino devices.

Skif 0!

Sens perception 3=slight limited

Moisture Lerarely moist.

Activity z=walks frequent

Mobility £=no limitation

Nutrition 3=adequate

Friction & shear 3=no app:prodl

Total score .

CARE PROVIDERS YTa22 SENS TABS LSD4 MMM
BLACK, TAMMY (TABS)RN - MADDOX, MORGAN M(MMM)TA - NICKS, SEQUOYA({SENS)TA
SANSCRAITE, LAUREN(LSD4)TA TALLEY, YALENA(YT22)RN

CONTINUED . ’
DOB; 10/08/1947 - muha_iop24hr '
Page: 2

R. App 633
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IOP Nursing Form

REQUESTEDX04/t814 03:90

CPT OUT:

08

0 Wong- Baker(f
e)

0 sieeping

Age .

s0to 79 (10)

AlentOriented no (0)
AgitationAnxiety yes (13)
IntrmitlyConfusd no (0)
ConfusdDisornted yes (13)
Independent yes (8)
Catheter/fostomy no {0)
ElimWassistance no {0)
-Altered Elim no {0)
[ncorntAmbulatory no (0)
No medications no (0)
Cardiac meds no (0)
Paych meds yes (8)
Inc in meds/prns no (0)
BipolarSchizoaff no (0)
Subst/alc abuse no (0}
MaijorDepress dfo no (0)
DementiaDelifum no (0)
IndSteadylmmobil Yes.(7)
ProperDevioe use [no (O)
VerligoHypoWeak no (0)
Unsteady/Aware N/A (D)
Unsteady/Forgets N/A (0)
Dec po 24 hours appetite norm(0)
SleepDisturbance | NeDisturbance(8)
History of falls No history (8) .
75

Total score

 RiskPrecautions: 19108
Fall past 24 hr no
Clo dizziness no
Unsteady gait no
New med/dose chg ho.
-Any yes, complet fall assess
Any of above no no
Precautions violencs violence
falls ) fails )
elopement elopement
Dateftime init 04/02/2014 16:38 |

CARE PROVIDERS

Y122

TABs

BLACK, TAMMY(TAB6)RAN

TALLEY, YALENA(YT22)AN

CONTINUED

_ DOB: 16/08/1847 - muha_jop24hr

R. App 634

Pa_ge: 3

MUSC PAGE 59 OF 299




] 04/02 | 04/03

Activity Level unit restriotion ] unit restriction
Observationlevel Q15mins check Q15mins check
Ob& pl behavior

Appearance dressed approp dressed approp
Behavior cooperative o

good eye contact

Speech soft
L rapid .. L
Mood euthymic ) ' unable to assess
Interact w/staft positive

Invested. in tx no

Interact w/peers " |appropBoundarles

Motor hyperactive

Affect blunted

Hallucinations ' |none i

Thought process disorganized unable to-assess
Delusions none

LevelOfConscious alort’

Orientation to person

Impairment to time

to place
. to situation

Impairment, desc &

Concentration attend to task

Pay attention able

04/02/14 19:08 Impairment, desc(YT22): ptis aware that she is downtown but did not-know where she was.
downtown. When asked if she knew who the president is, she said, "l
know, but | Just can't say it".

Pioblefnlist

Depressed maod present

Agitation present

Impulsivity present

Hyperactivity present

Dementia present present
Disorlentation present present
Confusion present present

present

Support via 1:1 done done
MaintainRiskPrec falls falls
viclence violence
elopeme_nt elopement
| Provided reality orient
CARE PROQVIDERS ‘ YT22 TABB
BLACK, TAMMY (TAEB)RN TALLEY, YALENA(YT22)RN

. CONTINUED
Page: 4-

R. App 635

MUSC PAGE 60 OF 299




FEQUESTZZN0419,14 05:40
OPT OUT:

Page: b

IOP Nursing Form ] 04/02 . . | 04/03

BatieritResponges: ;
Class/activities not applicable
Followed direct dong
Interaction minimal
Social support pos fam interact
Responded to . |redirection’
Agitation decreased
liiness/disease . unableToVerbaliz
Structure/milieu’ o response )
No self-harm none none
 Shift:Sig D& Ey
"{ For shift, RN managed care reviewed doc

managed care

o8 45809
Suicide Ideation no thoughts =0
Suicide plan no plan=0
Plan lethality ho plan<g
Elopement risk fow risk=1
Impulsivity no
Cuilt/shame no
HelplessHopeless no
Anhedonia ho
Anxisty yes
imp prob solving yes
Angei/hostile ~ no
Symptom Score 2 0-2' symptoms=0
Morbid thoughts nonefrarely=C
Safety agreement reliablyAgrees=0
AdmitD/Tsuicide . . 0=No
Attemnpt history noPrevAttempt=0
Appraisal ofRisk t-ustworthy=0
Total Score’ 0 0-6 towPotenti
al .
CARE PROVIDERS YT22 ‘TABS
BLACK, TAMMY(TABS)AN TALLEY, \"’ALENA()’T22)HN

ED
s muha_iop24hr
Page: 5

R. App 636

MUSC PAGE 61 OF 299




10P_Nursing Form

REQUESTIDIOH 114 05:40
OPT OUT:

Hege: 6

'Chi [
Chart check

AD A4
Bath/shower prompt
Mouth care prompt
Room neatness prompt
Ambuiate independent
Turn, position independent

- Toileting independent

No. hra of sleep

Lunch amt

75%

50%

Cinner amt

Follows commands WNL
-NoSensoryDefioit WNL.
NormHear&/orAid WNL
Abs of drainage WNL
Norm closure WNL
Abs of swelling WNL
No visual impair .
‘Patent rdres WNL
No bleed/disch WNL
Lvl of conscious disoriented
Behavioi/neuro calm
Disotiented situation
to place
to time

| Respitaton

Respiratory

Spont respers
NontLaboredEffort
RegClrBreathSnds
No cough,dyspnea
Natural alrway

No O2 requiremnt

WNL
WAL
WNL

PalpPeriphPulses
Cap refill<3 sec
Thigh/CalfTender
Absence of edema

ChestPain 1ating

CARE PROVIDERS

MMM

KMi1

MVM

LSD4

MADDEN, KATHERINE(KM1 1)RN

MADDOX; MORGAN M(MMM)TA

CONTINUED

DOB: 10/08/1847 - muha_iop24hr

SANSCRAITE, LAUREN(LSD4)TA

Page: 6

R. App 637
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PEQUESTZDIU4/1914 03:40
oPTQuUT.

IOP Nursing Form i 04/03
Gastraintestina
Norm bowelSounds
AbdSoftNontender
Continent WNL
"No ¢/fo NV , WNL

Normal dentition
”MucousMembbntact- .
Giehitouring

Continent WNL
Adequate UOP
NoAbnVagBId/Dsch
| Fune/Miuscinioske A543

No act restrict WNL for age

No use of device : » _ no-devices

Sens perception 4=n0 impairmnt

Moisture 4=rarely moist
Activity 4=walks frequent
Moability 4=no.limitation
Nutrition J=adequate
‘Friction & shear 3=ho app.probl
Total scors . 22

Skin ' "~ [WNL

denies impairmnt

urneric Value

[

Hllo N

_Pain score
onFallRIsSK: 134
Age . |50to 79 (10)

AlertQriented no (0)
AgitationAnxiety yes (13)
IntrmitlyConfusd yes (14)
ConfusdDisornted no (0}
Independent no (0)

| Catheter/ostomy no (0)
ElimWassistance yes (10)
Altered Elim ho (0}
IncontAmbulatory no {0)
No medications no (0)

. Cardlac meds yes (10}
Psych meds yes (8)
Inc in meds/prns . no (0)
BipolarSchizoaff no (0)
Subst/alc abuse no (0)
MajorDepress dfo no (0)
DementiaDelirium. . dyes (12)
indSteddylmmobit : Yes (7)
ProperDévice use no (0),
VertigoHypoWeak no (0).
Unsteady/Aware N/A: (0)

‘CARE PROVIDERS KM11

MADDEN, KATHERINE(KM! 1)AN

] . CONTINUED
B: 10/08/1947 - muha_iop24hr
Page: 7

R. App 638
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IOP Nursing Farm

{ 04/03

Unsteadv}Forgets

N/A_(0)

Dec-po 24 hours

appetite norm(0)

SleepDisturbance

NaDisturbance(8)

History of falls

_|No history-{8)

ObservationlLevel

Total 100
-RigkPrecautial

Fall-past 24 hr no

Clo dizziness ho

Unsteady gait no

New med/dose chg no

Any yes, complet fall assess

Any of above no'

Precautions talls

|

| Acl/Obsen Ley i

Activity Level unit restriction

Q1t5mins check

Misc events

l

04/03/14 14:43 Misc events(KM11):

pt cooperative with staff, required prompting. for all adis and

activitias. pt showered this shift.- required prompting but' was sble to

complete commands.

04/03/14 14:49 Miso events!KM11); body check completed on pt, no brulsmg or lesions noted to body. some
liver spots on skin of chast and arms appropriate for age

Gbs pthizhavit L5
‘- Appearance dressed approp
malodorous
Behavior cooperative
poor eye conlact
guarded
Speech normal rate
soft
"Mood fearful
Interact wistafi positive
Invested in tx ne
Interact wipesrs inappropBoundr
Motor. . |normal
Affect blunted.
Haliucinations
Thought process disorganized
Delusions none
LevelOfConscious " |awake
Orientation to person
CARE PROVIDERS KMt KM11
MADDEN, KATHERINE (KM! 1)AN
CONTINUED

DOB: 10/08/1847 - muha_iop24hr

Page: §

R. App 639
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Pago: 9

IOP Nursing. Form

Obaptbehi
Impairment’ to tifie

to place’

to situation
Concentration attend to task

tion

bl

present

Depressed mood
Impuisivity present
Dementia present
Discrientation present
Confusion present
Anxiety present
[ infeiventior
Support via 1:1 done
MaintainRiskPrec falls
violenoe
elopement.
Safety-plan
Provided
Environ interv
PatigntRespone P
Classfactivities attended’
active particip
Foilowed direct done
Interaction {minimal
Fesponded to redirection
distraction
Agitation ‘docreased
liiness/disease unabje ToVerbaliz-
Struoture/milisu positiv response
AdheroSafetyPlan '
No self-harm none
Sh

For shift, RN

reviewed doc
managed care

CARE PROVIDERS

KM11

MADDEN, KATHERINE(KMI 1)RN

" CONTINUED
DOB: 10/08/1847 - muha_iop24hr

Page: @

R. App 640
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|  04/04

FEQUESTZD:04/1914 05:40
GPT QUT: :

IOP-Nursing Form
g Ae

Chart check

vBath/shower

prompt prompt'

Mouth care prompt prompt " .
Room neatress prompt prompt
Ambulate independent indspendent
Turn, position prompt independent
Toileting assist assist

| Siee
No. hrs of sleep

Dl e D A T QA g T B 6 8
Breakfast amt 50%
Lunch amt 50%

Dinner amt

30%

Follows commands WNL WNL

NoSensoryDeficit WNL. WNL

NormHear&/orAid WNL WNL

Abs of drainage VWNL WNL

Norm closure WNL WNL

Abs of swelling WNL WNL

No visual impair WNL WNL

Patent nares WNL WNL

No bleed/disch WNL WNL

Lvi of conscious disoriented disoriented

Disoriented situation situation’

to place to place

_ to timé to time
 Respleato :

Respiratory no distress no distress

Spont raspars WNL WNL

NonLaboredEffort WNL WNL

RegCirBreathSnds alllobes o

No cough,dyspnea WNL WNL

Natural airway WNL WNL

No 02 requiremrt WNL WNL

“C gh

noneg

Cardiay

Angina/chestPain none none

PalpPeriphPulses WAL

Cap refill<3 sec WAL

Thigh/CalfTendear nane

Absence of edema WNL WNL

ChestPain rating sleeping

CARE PROVIDERS ‘NASM £SD4 MMM KM11 SENS

MADDEN, KATHERINE(KMI1)AN,
SANSCRAITE, LAUREN(LSDHTA

MADDOX, MORGAN M(MMMTA,

SMITH; NICHOLE R(NRSM) BN,

CONTINUED

NIGKS, SEQUOYA{SENS)TA

B: 10/08/1947 - muha_iop24hr

Page: 10

R. App 641
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F:QUEST:IZD‘YI 9,14 00:40
OFT QUT:

04/03 . T

|

04/04 .

10P Nursing Formm

Norm bowelSounds
AbdSoftNontender
Continent

No c/o NV

Normal dentition
MucousMembintact

WNL
WINL

WHNL
WNL
WNL

WNL
WNL
WNL

04/03/14 22:23 Continent(NASM): No BM reported thi

No use of device

GenliGurmary i pRas T R A TR
Continent WNL WNL
Adeqguate UOP VWNL
NoAbnVagBld/Dsch WAL

| Euing/Migdiiloske
No act restrict WNL for age WNL for age

no devices [ no devices

Sens perception

3=slight limited

3=slight limited

denies impairnnt

Moistlire <=rarely moist 4=rareély moist
Activity <=walks frequent 4=walks frequent
Mobility 4£=no limitation 3=slight limited
Nutrition 3=adequate =adequate
Friction & shear 3=no app.pros! 3=no app.probl
Total sdore 21 20

Skin WINL WNL

denies impairmnt

[ Chmior

Pain score

EdmonsontaliRisk. -
Age . 5010 79 (-0)
AlenQriented no (0)
AgitationAnxiety yes (13)
IntrmitlyConfusd yes {14)
ConfusdDisornted no (0)
Independent ne (0)
Catheter/fostomy no (0}
ElimWassistance yes (10)
Altered Elim no (0)
IncontAmbulatory no (0).

No medications no 0)
Cardiac meds yes (10)
Psyoch meds yes (8)

Inc in meds/pims no (0)
BipolarSchizoaff no (0)
Subst/ale-abuse no. (0)

MajorDepress d/o no {0)
DementiaDelinum yes (12)
IndSteady!mmobil Yes (7)
ProparDevice use no (0)

| VertigoHypoWeak- no (0)

CARE PROVIDERS NRSM Kt

MADDEN, KATHERINE(KM11)RN

SMITH; NICHOLE R(NRSM)AN
CONTINUED

DOB:-10/08/1947 - muha_jop24hr

Page: 11

R. App 642
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1OP Nursing Form

04/03 ]

04/04

112

NA©)

Unsteady/Forgets N/A ()

Dec po- 24 hours appetite norm(0)
SleepDisturbance ReprtdDistrb (12)
History-of falls No history (8)

104

Fall past 24 hr no no

Clo dizziness no no

Unsteady gait yes yes

New med/dose chg no’ no

Any ve's, complet fall assess fall assess

Any of above ne no

Precautions violence violence
falls falls )
elopement elopement

AelObasrs Loy 5328,
Activity Levef unit restriotio unit restriction
ObservationLevel Q1Smins check
| Miis

Misc events

04/04/14 14128 Misc events’KM11): Pt cooperative with staff. able to foliow simple commands, req.ired
prompting for all adls and self care

Appearance

dressed approp

dressed approp

Behavior cooperative . cooperative

poor eye contact good eye contact
Speech normal rate normal rate

soft soit
Mood foarful sad

fearful

Interact wistaft positive positive’
invested in tx no no
lteraict w/peers " | appropBounddries appropBoundaries
Motor norimal normal

hyperactive.
Affect blunted blunted.
Hallucinations none none
Thought process disorganized disorganized
Delusions none |none
LevelOfConscicus somnolent awake
Qrientation to person to person
Impairment to time: to time

to place 1toplace

to situation . to situation

| | NRsm | | kM1 cARE fRCVIDERS
MADDEN, KATHERINE(KMt 1)RN SMITH, NICHOLE R(NRSM)RN.
. CONTINUED
] OQB: 10/08/1847 - muha_iop24hr
Page: 12

R. App 643
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Q4/04

FEQUESTIO.041 914 05.490
OPT QUT:

Page: 13

IOP Nursing Form

attend to task

attend to task

Pay attsntion

able.

able

Piroble : :
Depressed maod present present
Dementia present present
Disorientation prasent present
Confusion present present
Anxiety resent
Hinlerventions il As ag ORI e BB
Support via-1:1 done done
MaintainRiskPrec falls falls
violence violence
alopement alopement
Safety plan done done
Provided pasitive Reinfore reality orient
reassurance positive Retnfore
clear direction distraction
redirection
reassurance

decrease stimuli

clear direction
des ti i

Environ intery

BatientRespone AT,
Class/activities. attended attended
active particip active particip
Followed direct done done
interaction minimal minimat
Responded to redirection redlirection
distraction distraction
Agitation decreased decreased
liness/disease unabieToVerbaliz unableToVerbaliz
Structure/milieu posttiv response
AdbhereSafetyPlan done done
No self-harm none none
5

reviewed doc

reviewed doc

For shift, RN
: ) managed care managed >are
CARE PROVIDERS NRSM K11

MADDEN, KATHERINE(KM1 1)RN

SMITH; NIGHOLE R(NRSM)RN

CONTINUED

R. App 644

DOB:. 10/08/1947 : muha_iop24hr
Page: 13
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IOP Nursing Form | "04/04 | T 04/05

AD |

Bath/shower ) - . prompt
Mouth care ' R . prompt
Room neatness : ' CE prompt’
Ambulate ) » , o independent
Turn, position n! independent
Tolleting assist

| Slee

Breakfast amt ) 100%.
Lunch amt ) 50% . .
Dinner amt ) ) 75%

Follows commands WNL
NoSensgoryDeficit WNL

NormHear&/orAid WNL
Abs of drainage WNL
Norm.closure WNL
Abs of swslling WAL

.No visual impair. WAL
Patent nares ‘ I

. No bleed/disch | WNL
Lvl of conscious ' disoriented
Behavior/neuro . restless
Disoriented ’ situation’
’ té place

to time

Angina/chestPain : none

Thigh/CalfTender none
Absence of edema : WNL
ChestPain rating ' 0 Numeric Val

WNL

AbdSoftNontender i
Continent WNL
No cfo NV N R WNL
CARE PROVIDERS SEN9 AMB9 ' ANB9: BBT6 BLAO
BEERS, ANGELA{ANBI)RN BERRY, BRIAN(BBTS6)TA KOHLER, GATHERINE (BLAC)RN
MCCRAY, AMY(AMBO)TA NICKS, SEQUOYA(SEND)TA
CONTINUED

‘DOB: 10/08/1947 - muha_iop24hr

Page: 14

I, - < oros

R. App 645
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PEQUESTZOD:0413/14 05:40

oProur

IOP Nursing Farm

|

04/04

Paga: 16

WNL for age

N fd

d

‘Sens perception

3=slight limited
Moisture A=rarely moist
Activity 4=walks frequent
Mobility 3=slight limited
Nutrition 3=adequate
Friction & shear 3=no app.probl
“Total Score 20
Skin WNL

denles impairmnt

Pain score

nEallRis ;
50 to79 (10}

AlertOriented no (0)
AgitationAnxiety yes {13}
IntrmitlyConfusd yes (14)
ConfusdDisornted. no (0)
independent no (0)
Catheter/ostomy no (0)
ElimWaggistance yco (10)
Altered Elim no (0)
IncontAmbulatory no {0}
No medications no. (0)
Cardiac meds yes (10)
Psych meds yes (8)
Inc in meds/prms no (0)
BipclarSchizoaff no (0)
Subst/alc abuse no (0)
MajorDepress d/o no (8)
DementiaDelirnum yes (12)
indSteadylmmobil Yés (7)
ProperDevice use no (0)

1 VertigoHypoWeak no (0)
Unsteady/Aware N/A (0)
Unsteady/Forgets N/A (0)

Dec po 24 hours appétite norm(0)
SleepDisturbance NoDisturhance(8)
History of falls No .history (8)
Total scora 100 ]

CARE PROVIDERS ANBS

BEERS, ANGELA(ANBY)RN

. ~ CONTINUED
DOB: 10/08/1847 - muha_iop24hr -

Page: 15

R. App 646
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PEQUESTIZDI04/1 214 05140
QPTOUT:

IOP ‘Nursing Form ] 04/04 | 04/05
B aution
Fall past 24 hr
Clo dizzingss
Unsteady gait
New med/dose chg

' Any yes, complet fall assess
Any of above no-
Precautions violence

ActiObserv Level:

Activity Level unit restriction

ObservationLevel Q15mins check

Misc:Event

Misc everts I ] I &] I

04/05/14 12:38 Misc evenis ANBS): Pt is caim:-and cooperative with staff. No tritability. noted. Remalns
confused and disorganized.

Db pttishayi 10; 12138
Appearance dressed approp
Behavior cooperative
Speech ' normal rate

. soft
Mood ' o anxiaus
Interact wistafi posltiva
Invested intx no
Interact w/peers- appropBoundaries

Motor normal
Affeot blunted.
Hallucinations none
Thought process disorganized
Delusions none’
LevelOfConscious awake
Qrientation to person
impairment to time

to place
to situation

‘Conoentration attend to task -
Pay attention le

Broblentl :

Dementia present
Disorientation present
Confusich present
Anxisty . present

CARE PROVIDERS ANB9

BEERS, ANGELA{ANBO)RN

CONTINUED
DOB: 10/08/1947 - muha_iop24hr
Page: 16

R. App 647
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AEQUESTID:0419,1405:40
OPT.OUT:

04/04

|

_04/05

Page:17,

1OP Nursing Form

Support via 1:1 done
MaintainRiskPrec falls
violence
elopement
Safety plan done
Provided reality orient
positiveReinforo
reassurance

clear direction

Enviran interv

decrease stimuli

 Patlentie

Class/activltles»'

attended
active particip -

done |

Followed direct
Interaction )

minimal

Agitation

descreased

liiness/disease

unableToVetbaliz

Structure/milieu

positiv response

AdhereSafetyPlan

done

none

'No self-harm
Shit:Sian

23!

For shift, AN

reviewed doc
managed care.

CARE PROVIDERS

ANB9

BEERS, ANGELA(ANBY)RN

CONTINUED

DOR:.10/08/1947 - muha_iop24hr

R. App 648

Page: 17

Page 17 of 98
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IQP Nursing Form

Page: (8

ChartRe

Chart check

Bath/shower prompt

Mouth care prompt

Room neatness prompt
Ambulate’ lindependent
Turn, position independent
Toileting assist

Follows commands WNL
NoSernsoryDefioit YNL
NorrmHear&/orAid WNL
Abs of drainage WNL
Norm closure WNL
Abs of swelling WNL
No visual impair WNL
Patent nares WNL
Nop bleed/disch WNL
Lvi of conscious: disoriented
Behavior/neuro restless
Disorlentad sitisation
to place
to'time

B

Respiratory no distress no distress
Spont respers WNL
NonLaboredEffort WNL
RegClrBreathSnds all lobes
-No cough dyspnea WNL
-Natural airway WAL
No O2 requiremnt WWNL.

ne

Cough

APR

Cardiovaseulak: RARE,

'Angina/chestPain none none

Absence of edema WHNL

‘ChestPain rating sleeping

CARE PROVIDERS NN37 BLAO APH CHog

‘HARRIS, CHEVALIER(CH99)TA

RIESMEYER, ALEXANDER P(APR)TA

R. App 649

KOHLER, GATHERINE(BLAO)RN

CONTINUED

DOB: 10/08/1947 - muba_iop24hr

NZIOKA, NANCY(NN37)RN

Page: 18
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04/05

PEQUEST=D.04/19,14 15:40

GPT OUT:

age: 19

1OP Nursing Form

Gagtrpintestina

AbdSoftNontender WNL WNL
Continent WNL

No cfo N/V WNL

No use of device

Adegquate UOP WNL
| NoAbnVagBkiiDsch WNL
| Exine/Misculaskes 358 2:54;
No act restrict WNL for age WAL for age
no devices: no devices

Sens perception

3=slight timited

Moisture 4=rarely moist

Activity 4=walks frequent
Mobility 3=slight limited

Nutrition 8=adequate

Friction & shear 3=n0 app.probl

Total seore 20 ) )
Skin WNL WNL

deriies impaimmnt

Comfert

| Pain score {0 slesping fo siesping
Edmonsbhl 138
Age 50 to 79 (10)
-AlertOriented no (0)
AgitationArixiety yos (13)
IntrmitlyConfusd yes (14)
ConfusdDisornted no (0).
Independent no (0)
Catheterfostomy no (0)
ElimWassistance no (0)
Altered Elim no {0).
incontAmbulatory no (0)
No medications no (0)
Cardiac meds yes (10}
Psych meds. yes (8)
Inc in meds/prns no (0)
BipolarSchizoaff no {0y
Subst/alc abuse no (C)
MajorDepress d/o no (Q)
DementiaDeliium . {yes. (12)
IndSteadylmmobil Yes (7)
ProperDevice use no (0)
VertigoHypoWeak yea (10)
Unsteady/Aware N/A-(0)
Unsteady/Forgets N/A(Q).
Dec po 24 hours appetite norm(0) .
CARE PROVIDERS NN37 BLAO

KOHLER, CATHERINE (BLAO)RN

NZIOKA, NANCY (NN37)RN

. CONTINUED

R. App 650

Page: 18
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PEQUESTID 041914 03:90
OPT QUT:

10P Nursing Form [ 04/05 .
E 8
SleepDisturbance NoDisturbance(8).
History of falls No history (8)
Total 100
Riskl ut 8
Fall past 24 hr ho 'no
Cfo dizziness ho no
Unsteady gait yes no
New med/dose chg no no
Any yes, complet fall assess fall assess
Any of above ' » no ' no
Precautions viclence violence
falls falls
elopement alopement

AGUOBEGV Le 22138
Activity Level IOP wistaff unit restriction

Qbservationlevel Q15mins check Q15mins check
M 308 2138 2i68 i
Misc events ] | a] & |
04/06/14 22:38 Miso events!NN37): Calm and oooperative during shift. Attended group this evening.
04/06/14 02:50 Mi ts!BLAD): Pt sléepingwithout disturbance

O
Appearance ' ) |dressed approp
Behavior. cooperative
Speech ' normal rate
normal volume
Mood anxious
Interact wistaff positive
Invested in tx no
Interact wipeers appropBoundaries
Motor . |normal
Affect ) - blunted
Hallucinations none
Thought process | disorganized
Thought content
Delusions none
LevelOfConscious : somnolent. somnolent
Qrientation ' . to person
Impairment to time
to place
to situation
‘Concentration attend to.task
Pay attention . able
CARE PROVIDERS NN37 _ BLAO
KOHLER, CATHERINE (BLAO)RN NZIOKA, NANCY (NN37)AN

. CONTINUED
DOB: 10/08/1847 - muha_iop24hr
Page: 20

R. App 651
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IQP Nursing Form

i

04/0S

] 04/08

REQUESTZ0:04/19,14 05.40
CPT OUT:

Pidktenihs
Dementia present
Disorientation present
Confusion present
’ present

done
MaintainRiskPrec falls falls
violence
elopement
Safety plan’ done done
Provided positiveReinforc
redirection
reassurance

decrease stimuli

Environ interv

Class/activities attended

Followed direct dore

Interaction minimal’

FHesponded to redirection

Agitation decreased

lliness/disease unable ToVerbaliz

Structure/milieu positiv response

AdhereSafetyPlan’ done . Jdone

No self-harm none none
| Shift 8

For shift, AN

reviewed doc
managed care

reviewed doc
managed care

CARE PROVIDERS

NN37 BLAQ

KOHLER, CATHERINE(BLAO)AN

NZIOKA, NANCY (NN37)RN

CONTINUED

DOB: 10/08/1947 - muha_iop24hr

R. App 652

Page: 21
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REQUEST ZD;04/10;14 03:40

OPT QUT:
Hagp; 22
IOP Nursing Form | . 04/08 i 04/07
Chart Rev
Chart check l done l ldon’a 'do-le

Bath/shower - | prompt
Mouth care independent
prompt:
FAoom neatness - assist
) prompt
Ambulate : ) ) . indepéndent
Turn, position . indepéndent
Toileting ) . assist

v oSk 0382
‘I No act restrict WNL for age
No use of device ) ) ) . ) no devices

Sens perception - - J4=n0 impainnnt
Moisture 4="arely moist
Activity 4=palKs frequent
Mobility 4=n0 limitation
Nutrition 3=adequate
" Friction & shear 3=10 app.probl
22

Io sleeping
033

50 to 79 (10}

AlertOriented no {0}

AgitationArxiety yes (13)

IntrmitlyConfusd yes (14)

ConfusdDisornted ‘no (0)

Independent no’'(0)

Catheter/fostormy no (0)

CARE PROVIDERS _ o Ladt LAYt RCTA BLAQ 8LAO
KOHLER, CATHERINE (BLAO)RN QUINN, LESLIE(LQ1 )RN ROBINSON, TANOVA C{(RCTA)TA

. CONTINUED
DOB: 10/08/1847 - muha_iop24hr .
Page: .22

R. App 653
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Page: 23

IOP Nursing Form

ElimWassistance

) ves (10)

- Altered Elim 1o (0)
IncontAmbulatory ho {0}
No medications no {0)
‘Cardiac meds yes (10)
Psych meds yes (8)
.Inc in meds/prns no (0)
BipolarSchizoaff no {0)
Subst/ale ahuse ho (0)
MajorDepress dfo no (0)
DementiaDelirium yes (12)
IndSteadylmmobil Yes (7)
ProperDevice use no (0)
VertigoHypoWeak yes.(10)
Unsteady/Aware N/A (0)
Unsteady/Fergets N/A (0)
Deo po 24 hours appetito horm{0)
SleapDisturbance . NoDisturbancs(8)
History of falls No history (8)
Total score 110 .
Precaution
Fall past.24 hr no no no
Cfo dizziness fno no no
Unsteady gait yos no no
New med/dose chg no no no
Any'yes, vornplel Tail assess {ull dswevy fall assess
Any of above ‘no B no no B
Precautions violence violence violence
falls falls
Acl/O 2208
Activity Level 12P w/staff JOP w/staff IOP w/staif
ObservationLevel Q1 5mins check Q15mins check Q15mins check
 MiscEvent

Miso evernts

&]

201
1 ]

04/08/14 10:41 Misc eventsL.Q11): Calm and cooperative. Spending mast of timé in he

T room,

04/07/14 03:32 Misc events 'BLAO): Pt slee ping without distutbance.

Obéptbehavio o, 48 2709
ppearance dressed approp dressed approp
Behavior caoperative cooperative
Speech normal rate notmal rate
normal volums normal volume

Mood anxious anxious

Interact wistaft positive positive

invested In tx no no. . .
CARE PROVIDERS. LQ11 . . RCTA BLAO BLAD
KOHLER, CATHERINE(BLAO)RN " QUINN, LESLIE(LQ11)AN AOBINSON, TANOVA C(RCTAJTA

CONTINUED

DOB: 10/08/1847 - muha_jop24hr

Page: 23

Page 23 of 98

R. App 654

MUSC PAGE 79 OF 299




FEQUEST 201v4/19,14 05:40
OPT QUT:

IoP Nursing Form

ob haviol
Interact w/peers appropBoundaries positive
Motor normal normal
unsteady gait
Affect fat flat
Hallucinations none none
Thought process coherent
. &
_Thought content appropriate
Delusions none )
LevelOfConscious alert somnolent
awake.
somnoient
Crientation to person
Impairment to time.
to place
to-situation
Concentration attend to task
Pay attention able

04/06/14.10:41 Thought prooess(LQ1 1): minimal interaction

d

04/06/14 22:08 Behavior(RCTA): Pt was in the mileau throughiout the shift. Pt had postive intaraction
vith staft ar rs. Pt had no questionis or concerns

Dementia

present

Digsorientation ‘prasent present
Confusgion present. present
Anxiety present present

Iitewentions:

done

done

clear direction

Support via 1:1
MaintainFiskPrec fatls falls falls
violence violence violerice
elopement elopement . elcpement
Safety plan done dorie done.
Provided positive Aeinfore positiveReinforc
redirection cleardirection
reassurance

Environ interv

decrease stimuli

PatientResponse

dongé

Followed direct

interaction minimal spontaneous

Responded o redirection distragtion

Agitation deareased continued

lliness/disease unableToVerbaliz K

Structure/milieu positiv response
CARE PROVIDERS LQ11 RCTA BLAD

KOHLER, CATHERINE (BLAD)RN

GUINN, LESLIE(LQ11)RN

CONTINUED

DOB: 10/08/1847 - muha_jop24hr

ROBINSON, TANOVA C(RCTA)TA

Page: 24

R. App 655
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PEQUEST=0.0411814 00:90

OPT QUT: .
ays: 25

IOP Nursing Form 1 04/08 04/07
 PatientREs pongess0

AdhereSafetyPlan  |done done

No self-harm { none
Shifi:Sign .. - 53 F

For shift, AN reviewed doc reviewed doc reviewed doc

managed care.

CARE PROVIDERS LQ11 RCTA BLAC BLAO
KCHLER, CATHERINE (BLLAO)RN QUINN, LESLIE(LQ1 1)RN . ROBINSON, TANOVA C(RCTA)TA

CONTINUED .
Page: 25
I T <o 2s of o8

R. App 656
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PEQUESTZ0:04/15/14 05140
OPT OUT:

|OP Nursing Form

Cha W
Chart check I done l
&b
Bath/shower prompt
Mouth care independent
prompt
Room neatness assist
prompt
"Ambulate independent
Tlrh, position independent
Toileting independent

| Sieep

No. hrs of sleep

B

Breakfast amt

Lunch armt

S50%

Dinner amt

Pain score

EdmonsantaliRis

Age Tso to 79 (10)
AlertQriented no {0)
AditationAnxiety yes (13)
IntrmitlyConfusd yes {14),
ConfusdDisornted no {0)
Independent no (0)
Catheter/ostomy no {0)
ElimWassistance yes {10)

Altered Elim no {0)
IncontAmbulatory no. {0)

No medications no (0)

Cardiac meds yes {10)

Psych meds yes {8)

Inc in meds/prns no {0)
BipclarSchizoaff no {(0)

Subst/alc abuse, no (0}
MajorDepress dlo no (0}
DementiaDelinum yes (12)
IndSteadyimmonbil Yes (7)
ProperDevice use no (0)
VertigoHypoWeak yes (10)
Unsteady/Aware N/A (0}
Unsteady/Forgets N/A {0).

‘Dec po 24 hours appetite nosm{0)
SleepDisturbance NoDisturbance(8)
History of falls No history (8)
CARE PROVIDERS MMM LQ19 Lan MMM

HUDSON; JESSE(H)TA

MADDOX, MORGAN M{MMM)TA

CONTINUED

R. App 657

QUINN, LESLIE(LQ11)RN

Page: 26

I <o 25 o s
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FEQUESTZDIv4N1914 05:40

CPT OUT

IOP Nursing Form

[

04/07

Page: 27

lelopement

Total score 110 —]_ r
RiskPrecaution

Fall past 24 hr Tho

C/o dizziness no

Unsteady gait no

New med/dose chg no

Any yes, complet fall assess

Any of above no

Precautions Jviolence

falls

ActObseh
Activity Level |OP wystaff
‘Q15mins chedk

Observationtevel

Appseatance drossed approp
Bohavior {cooperative
good eye contact
Speech normal rate -
. normal volume
Mood euthymic
Interact wistaff ‘pasitive
Invested in tx no
Intetact w/peers positive
appropBoundaries
Motor normal
Affect. flat
Hallucinations none
Thought process coherent
Thought content . appropriate
Delugions none
LevelOfConscious alert
awake
Orlentation 10 pérson
Impairment to time
jto place
to situation
Concentration attend to task
Pay attention able
CARE PROVIDERS LQ11
QUINN, LESLIE@LQT1}RN
CONTINUED

DORB: 10/08/1847 - muha_iop24hr

P

R. App 658

Page: 27

Page 27 of 98
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PEQUESTSD:04/19/14 05:40
OPTOUT:

!OP Nwrsing Form

Rivble

Dementia present

Disorientation- present

Confusion _Ipresent
present

Support via 1:1. done
MaintainRiskPrec falls
violence
elopement.
Safety plan done _
Provided positiveReinfore

clear direction.

Followed direct J{done
interaction ‘spontaneous
minimal
Responded to distraction
Agitation deoreased
lliness/disease unable TaVerbaliz
Structure/milieu positiv response
AdhereSafetyPlan done
No self-harm ‘|none
S Gia :
For shift, AN reviewed doc
CARE PROVIDERS LQ11
QUINN, LESLIELQ11)RN
CONTINUED

DOB: 10/08/1947 - muha_iop24hr

Page: 28

R. App 659
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AEQUESTED.09/19514 0310
CPTCUT:
Pago: 20

IOP Nursing Form

Chaﬁ cheak
Sise

Bit
Breakfast amt
Dinner amt

Follows commands WNL

NoSensoryDelicit WRNL
NormHear&/orAid WNL
Abs of drainage WNL
Norm closure WHNL
Abs of swelling WNL
‘Patent nares WNL
No bleed/disch ) WNL
Lvl of conscious disoriented
Behavior/neuro calm.
Disoriented situation
to place

fo ti

Respirsto ,
Respiratory no distréss
Spont respers ' WNL
NonLaboredEffort WNL
No cough,dyspnea WL
Natural airway WNL
‘No 02 requiremnt ) WNL

none
Angina/chestPain none
Absence of edema WNL

Gastrolnteéstina
Continent WNL
No.o/o N/V WNL
:éen_l_!gunnary
, Continent ’ WNL
'Adequate UOP WNL
NoAbriVagBid/Dsch |WNL

Fi [ g
) WNL for age
No.use of device no devices
CARE PROVIDERS MMM VF§5 AMB9 AMB9 MMM
FORD, VINETTA(VFS5)RN MARDOX, MORGAN M(MMM)TA MCCRAY, AMY{AMB9) TA

CONTINUED -
DOB: 10/08/1947 - muha_iop24hr
Page: 29

R. App 660
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REQUESTZDX0A19/14 03:40

|opTour:

IOP Nursing Form

. Page:39

Bk
Sens perception 4=no impairmnt
Moisture 4zrarely.moist
Activity 4=walks frequent
Mobility 4=n0 limitation
Nutrition 3=adequate
Friction & shear 3=no app.probl
Total saore: 22 ]
Skin WINL
denies impairmnt
Comioit
Abn findings .
Painscore 0 Numaric Value
Pain onget
interventions
Edmonsor i
| Age 50 to 79 (10)
AlertOriented yos (-4) '
AgitationAnxiety ho (0)
IntrmitlyConfusd yes (14)
ConfusdDisornted yes (13)
Independent yes (8)
Catheter/ostomy no (0)
ElimWassistance 1no (0}
Altered Elim no (C)
IncontAmbulatory no (C)
No medications no (@)
‘Cardiac meds yes (10)
Psych meds 1yes (8)
Inc in meds/prns no (0) .
BipolarSchizoaff no (0}
Subst/alc abuse no.(C)
MajorDepress d/o no (C)
DementiaDelirium yes (12)
indSteadylmmobil Yes. (7)
PraperDevice use no (0)
VertigoHypoWeéak o (0)
Unsteady/Aweare N/A (0)
Unsteady/Forgets N/A (0)
Dec po 24 hours appetite norm(Q)
SteepDisturbance NoDisturbance(8)

History of falls-

Total score.

{No history (8) ~

RiskPrecautions

Fall past 24 hr
“Cfo dizziness

Unsteady gait:
New medjdose chg
CARE PROVIDERS

VESS

FORD, VINETTA(VF5S)AN

CONTINUED.

R. App 661

Page: 50
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FEQUESTZOr04/19/14 05:40

CPT OUT:

Paga. 31

10P Nursing Form | 04/07 , | 04/08

| RiskProcautions:Ca
Any yes, complet fall assess
- Any of above no
Precautions violence
falls
elggg{nent
Aotivity Level unit restriction
Qbservationl.evel ‘ Q15mins check:

Misc events [ T 4] R I

04/07/14 20:25 Misc events'VF5S): pt calm and cooperative with staff. Intermentent restless petiocs.
Denles paln. NAC noted..Obaying command and redirection wthout

‘hesitantey.
| Obs 2 , Qi
Appearahce dressed approp
Behavior cooperative
Speech normeal rate
. ) normal voluime
Mood ) .. suthymic
Interact wstaft positive
Invested in tx ho
Intoraict w/peers positive.
Motor normal
unusual gait
Affect labile
Hallucinaticns none.
Thought process unable to assess
Thought content Bppropriate
Delusions none.
LevelOiConscious alert
' . awake
Qrientation {o person
Impairment to time
to place
to situation
Concentration attend to task
Pay attention unablé
Problemlist
Dementia . present
Disorientation present
Confusicn . . -_|present
GCARE PROVIDERS o VF55

FORD, VINETTA(VFS5)RBN

CONTINUED
DOR: 10/08/1947 - muha_iop24hr
Page: 31

R. App 662
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FEQUESTZDx04/15,14 00:40
GPTOUT: '

10P Nursing Form | 04/07 | 04/08

Ii

Support via 1:1 . done

MaintainRiskPrec falls
violence
elopement

Safety plan done

Admin prn meds

Provided pesitiveReinfora
redirection
reassurance

clear directicn
decrease stimuli

Followed direct ) done’

Structure/milisu ) positiv response
_ AdhereSafetyPlan done
No self-harm o none

Shitt'si 2026

For shift, RN reviewed doo
managed care

CARE PROVIDERS VF§5

FORD, VINETTA(VFS8)RN

_ CONTINUED
Page: 52

R. App 663
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REQUEST 20:04/19,14 05740
OPT QUT:

IOP Nursirig Form | 04/08

Lunch amt . ]256%
Dinnegr amt

Newro/BENT: 0 eee e T A s

Follows commands WNL
NoSensoryDeficit WNL
NotmHear&/orAid WL
Abs of drainage . WAL
Norm clostire ' ©JWNL
Abs of Swelling WL
Patent nares WNL
No bleed/disch . WNL
Lvt of conscious ' disoriented
Behaviot/neuro calm
Disorlented ' situation
to time

RAespiratory no distress
Spont respers WNL
NohLaboredEffort WNL
No sough,dyspnea WNL
Natural airway WNL

WAL

none
WNL

Gastrointesting 3. i Qi3
Continent . WNL
LastBM ) - &
Stool amount moderate
Stool color brown
Stool consisiney semi-formed
Abdomen : o nausea
vomiting

ICS): 04/08/2014

WNL for age
no devices

Sens perception ' ' 4=no impairmnt,

Moisture 4=tarely moist

Activity 4=walks frequent

Mobility 4=no limitation
1 Nutrition 3=adequate

CARE PROVIDERS vICS VvicsS MMM
MADDOX, MORGAN M{MMW)TA VICK, STANISHA{VICS)RN :

CONTINUED
DOB: 10/08/1847 - muha_iop24hr
Page: 33

R. App 664
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. Pago: 33

IOP Nursing Form.

04/08

El

Friction & shear
Total score-

3=no app.probl

22

WNL

Skin
&

Abn findings

naused
vomiting

Pain onset

new onset

meds (see MAR)

S0to 78 (- 0)

Age

AlertOriented yes (-4)
AgltationAnxiety no @)
IntrmitlyConfusd yes(14)
“ConfusdDisornted yes (13)-
Independent yes (8)
Cathster/ostomy no (0)
ElimWassistance no (0)

| Altered Elim no ©)
IncontAmbulatory no (0)

1 No medications no.{0)
‘Cardiac meds yes (10)
Psych meds yes (8)
Inc-in meds/prns no. (0):
BipolarSchizoaff no- (0}
Subst/alc abuse. no ()
MajorDepress d/fo no [0)
DementiaDelinum yes (12)
indSteadylmmobil - Yes (7)
ProperDevice use no (0)
VertigoHypoWeak no (0)
Unsteady/Aware N/A {0)
Unsteady/Forgets N/A {(0)

Dec po 24 hours

appetite norm(Q)

SleepDisturbance

NoDisturbance(8)

History of falls

No history (8)

T

94

Fall past 24 hr

no
Cfo.dizziness no
Unsteady gait no
New med/dose chg no
Any yes, complet fall assess
Any of above no-
Precautions violehce
falls.
elopement

CARE PROVIDERS

VICS

VICS-

VICK, STANISHA(VICS)RN

CONTINUED

DOB: 10/08/1947 - muha_iop24hr

Page: 34

R. App 665
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RFEQUESTZDU419714 05190

OPT OUT:

04/08

IOP Nursing Form . |
Ag

Aactivity Level

unit restriction

Q15mins ch

CbservationL

M

| l

Misc events

l

04/08/14-12:40 Misc evenisVICS): Pt has-nat complained-of N/ since-adm of PRN-zofran

O
Appearance dressed approp .
Behavior cooperative
Spesch normai rate
Mood authymic
Interact wistaff positive
Invested in tx no
Interact w/peers positive
Motor normal

unsisady gait
_Affect flat
Hallucinations none
Thought process unable to assess
Thought content appropriate
Delusions none
LevelOfConsclious alert

awake
Qrientation to person
tmpairment to time

to place

to situation
Concentration’ atend to task

Pay attention

unable

Dementia

present
Discrientation present
Confusion present
Inteiyention
Support via 1:1 dons
MaintainRiskPrec falls
violence
elopement

Admin prn meds PO

Monitor response

done

Environ intetv

decrease stimull

04/08/14°09:59 Admin prn'meds(VICS): 8mg of zofrzn for njv.

04/08/14 10:30 Monitor response(VICS): Pt resting comfortably. will continue to monitor,

CARE PROVIDERS ] vics [ [ . wvics 1 vics | I
VICK, STANISHA(VICS)RN :
CONTINUED
Page: 35

R. App 666
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PEQUESTZDNN41974 00250

OPT QUT:

Page: 38

IOP Nursing Form 04/08

PatientRes

Followed direct done
Interaction minimal
AdhereSafetyPlan. ' done

N -

For shi-ft, FiN )

reviewed doc
managed care

CARE PRQVIDERS ViCS

VICK, STANISHA(VICS)RN

CONTINUED . '
! Page: 36

R. App 667
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IOP Nursing Fotm i 04/08 | 04/09

Chart check

Ambulate independent independent
Turn, pasition ] inde pendent indepenrdent
Toileting independent independent
[ Sleep

No. his of sleep

Blet

Dinner amt |
Neuic/EEl

Follows commands WL

NoSensoryDafiot .~ | ‘ WNL:
'NormHear&/orAid WNL.
1 Abs.ofdrainage g TWNE-

‘Noriiclosuie WL,

-Abs BF Ewalling . WNL-
1:Patent nares: : WNL .
| :No bleed/disch WHNL- i .

‘LvI‘af.conscious i " [disortented D

Behavior/neuro 5 CAlm

‘Disorierited; |situation

1o time

Absende ofedema . T . TWNL .
Ch&stP4in rating

Seris peiception ; 0 impairmnt

Moisturs J4=tarély moist

Adtivity’ 4=Wwalks frequent

Mo bility 4=no limitation”

Nutrition 3=adequate

Friction & shear ) -13=n0 app.probl

CARE PROVIDERS MMM YS60 AME9 AMBO . CEL
LAWTON, CLAUDIA(CEL)RN MADDOX, MORGAN M(MMM)TA MCCRAY, AMY(AMBO) TA
YATES, SARAH(YS80)RN

____CONTINUED
DOB: 10/08/1847 - muha_iop24hr
Page: 57

R. App 668
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PEQUESTZ0: 041914 05:490

OPT OUT:

!OP Nursing Form

04/08

| -04/09

Fugo: 38

9K it
Total score 22
Skin WNL
denies impairmnt
| Cotmfoit 3

Pain score’

0. Num

eric Value,

o sleepirig

Fall past 24 hr

no no
Clo dizziness- no no
Unsteady gait no no
| New med/dose ohg no no
Any yes, complet fall assess fall 2
Any of above no ne
Precautions violence viglence:
falls falls
elopement elopement.
FAGY/

‘Activity Level

unit restriction

unit restriction

ObservationlLevel

Q15mins cheok

heck

Obs pt hehal 4k
Appearance dressed approp
Behavior cooperative
Speech normal rate
normail volume.
NMood euthymic unable to assess
fearfut
&
Interact wistaft positive
Invested in tx no’
Interact w/peers positive
Motor: normal ‘
unsteady gait
Affect flat ]
Hallucinations none
Thought process unable to assess unable to.assess
Thought content appropriate.
Delusions: none
LevelOfConscious alert
awake
Qrientation to. person
Impairment to time,
o place
o situation
Concentration attend to task
Pay attention unahle '
CARE PROVIDERS YS60 AMBS CEL

LAWTON, CLAUDIA{CEL)RN

MCCRAY, AMY (AMB9)TA

CONTINUED

YATES, SARAH(YS60)RN

DOB: 10/08/1847 - muha_iop24hr

Pags: 38

R. App 669
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PEQUESTZD.04/19/14 05:40
OPT OUT: '

04/08

[ 04/09

Pagn: 39

!OP Nursing Form

Disorientation

present
present
resent

Confusion
At

Support via 1:1 done
MaintainRiskPrec falls .
violence
elopement
Provided reality orient
positive Reinforc
distraction
reassurance
_{clear direction
Environ inte decrease sti
PatientR
Followed difect done
Interaction spontaneous
AdhareSafstyPlan done done

No self-harm

none

none

gin
For shift, RN

reviewed doo reviewed doc
managed care managed sare
CARE PROVIDERS YS60 CEL AMB9

LAWTON, CLAUDIA(CELYRN

MCCRAY, AMY (AM6S)TA

)  CONTINUED .
DOR: 10/08/1947 - muha_jop24hr

YATES, SARAH(YS80)RN

Page: 39

R. App 670
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!OP Nursing Form

‘Bath/shower

Ambulate

independent

Turn, position

independent

Toileting

independent

Slee

No. hrs of sleep

Breakfast amt

40%

Lunch amt

90%

Dinner amt

85%

| NeuYS/EENT

Follows commands WNL
NoSensoryDeficit WNL
NormHear&/orAid WNL

| Abs of drainage WHNL
Norm closure WRHL
Abs of swoelling WNL
Patent nares WNL
No bleed/disch WKL
Lvl of conscious disoriented
Behavior/neuro calm
Disoriented situation

to time

No 02 requiremnt

Respiratory no distress
Spont respers WNL
NonLaboredEffort WNL
No cough dyspnea WNL
Natural airway WNL

5 WNL

.Angir‘xla/o'h‘ééltPain [ none l
[Gaslrointedtinl

Continent WNL

No ofo N/V WNL

Continent

WKL
Adequate UOP WAL -
CARE PROVIDERS AMES NSAA L833 NSAA "SENg

BLIZZAAD, LAUREN(LB33)RAN
STANLEY, NADINE(NSAA)TA

MCCRAY, AMY (AMES) TA

CONTINUED
DOB: 10/08/1947 - muha_iop24hr

NICKS, SEQUOYA(SENS)TA

Page: 40

R. App 671
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’ . JREQUEST=0ru4/19;14 06:40
oPTOUT:

Page: 41

WHNL for age
no devicés

No act restriot
No use of device

| SKkine
Sens perception ’ ' 4=no impairmnt
Moisture 4=rarely moist
Activity : 3=walks occasion
Mobility 4=no limitation
Nutrition 3=adaguate
Friction & shear 3=no app.probl
Total score ) 21

Skin - : - WNL
. denies.impairmnt

Age 50 to 7‘9”(.1‘0)
AlsrtOriented ' ’ yes {-4)
AgitationAnxiety no (0)
IntrmitlyConfusd ves (14)
ConfusdDisornted yes {13)
Independent yes (8)
Catheter/ostomy no {0)
EfimWassistance no (0)
Altered Elim ) no (0}
incontAmbulatory : : no (0)
"No medications no (0)
Cardiac meds yes {10)
Psych meds ) yes {(B)
Inc in-meds/prns . ’ no (0)
BipolarSchizoaff no (0)
Substfalc abuse ne (0}
MejorDepress d/o no (0)
DementiaDelirum yes (12)
IndSteadylmmobil : Yes (7)
ProperDevice use 'no (0}
VertigoHypoWeak no (0)
Unsteady/Aware N/A (0)
Unsteady/Forgets ; . |N/A (0}
Dec po 24 hours . ) o appetite norm(0)
.SleepDisturbance , NoDisturbance(8)
History of falls No history (8)
Total.score 94
RiskPiecaution
Fall past 24 hr
Cfo dizziness.
Unsteady gait
New med/dose chg Ino.
CARE PROVIDERS LB33

BLIZZARD, LAUREN{LB23)RN

CONTINUED
DOB: 10/08/1947 - muha_iop24hr
Page: 41

R. App 672
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FEQUESTZD.0519/14 0540

oPT.OUT:

1OP Nursing Form

Page: 42

[ BiskPrecautions:Con
Any yes, complet fall assess
Ay of above no .
Precautions vinlence
falls -
elopement:

“Aotivity Level

unit restriction
Chservationlevel Q15mins check
by plbehavia 504
Appearance dressed approp
Behavior _jcocperative
Speech normal rate

normal volume
Mood unable to assess
Intaract wfstaft positive
Invested in tx no
Interact wipeers positive
Motor unsteady gait .
Affect congruent w/mood
Hallucinations none.
Thought process unable to assess
Thought content approptlate
Delusions hone:
LevelOfConscicus alert

awake
Orientation " |ta person

to place
Impairment o time

to situation
Concentration .. . attend to task
Pay attention bie
Dementia present
Digorientation present
_ngnfusion present

Hntervention
Support via 1:1 done
MaintainRiskPrec falls
violence
elopement
Safety plan done
Provided reassurance

olear diraction

Environ interv

decraase stimuli

CARE PROVIDERS .

1.833

BLIZZARD, LAUREN(LB33)RN

CONTINUED .

R. App 673

Page: 42
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REQUESTZOI0419;14 06490
OPTOUT:

Page: 43

Followed direct ‘ done

Interaction . minimal
liness/dissase ' ) ' unablsToVerbaliz
AdhereSafetyPlan done

No self-harm none

 Shifi-Sig; 3701

- For shift, RN reviewed doc
. managad care

CARE PROVIDERS L . . LB33

BLIZZARD, LAUREN(LB33)RN

CONTINUED
Page: 43

R. App 674
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PEQUESTZDI04/18,14 05:40
CPT OUT:

Page: 44

| Gastrolntesili
Continent WNL
No c/o NV WNL
[ Genifoiitinaiy
Continent WL
Adequate JOP WNL

 Eunic/Mustloskel

5

| Noact restrict

WRNL for age

No use ofd

no devices

Sens perception

4=no impairmnt

Moisturé 4urarely moist
Activity 4=walks frequent
Mobility 4=no limitation
Nutrition 3=adequate
Friction & shear 3=no app.probl
Total score 22

denies impairmnt

{0 siesping

RiskPredauti

Fall past 24 hr

no
C/o dizziness no
Unsteady gait yes.
New med/dose ohg no.
Any yes, complet fall assess
Any of above no-
Precautions violence
falls
elopement.
CARE PROVIDERS SENg SEN9 KDJ KEJ APR

JENKINS, KIMBERLY D(KDJ)RN

NICKS, SEQUOYA(SENS)TA

CONTINUED

DOB: 10/08/1947 - muha_iop24hr

AIESMEYER, ALEXANDER P(APR)TA

Page: 44

R. App 675
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FEQUESTIDI04/19/14 05.30

04/09

L

IOF’ Nursing Form’

] 04/10

Act Mty Leve!

unit restriction

Q15mins check

,_Observatlonl_evel

Mlsc events . i |

]

maintaine

04/10/1 404:31 Misc evenisiKDJ): pt has been asleep throughout the night.no omplamts or concerns. safety

pearance

diessed approp

Mood unable to assess
Motor _unsteady gait
Thought process unable to assess

LevelOfConscnous

somnolent

Suppott vig 1 1 done
MaintainRiskPreo falls
violence
elopement
Safety plan done
Manitor response done

Enwron interv

| deorease stimuli

AdhereSafetyPIan

done

none

_No self-harm

0y 4
For shift, AN reviewed doc
. ‘| managed care
CARE PROVIDERS KDJ
JENKINS, KIMBERLY D(KDJ)RN
CONTINUED

DORB: 10/08/1847 - muha_iop24hr

R. App 676

Page: 45

Page 45 of 98
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REQUESTZ0:0419,14 05:40

IOP Nursing Ferm [ 04/10

Chart check
At
Bath/showet
.Ambulate independent independent
Turn, position independent independent
‘Toileting independent independent
Sisep
No. frs of sleep
Digt
Breakfast amt 0%
[.unch-amt 100%
Dinner amt 10%

assist

q4/1'0/1 4 18:07 Dinner amt(SEN9): Pt states she. didnot want to eat because her stomach still huits.

Neuro/EEN
Follows commands WNL
NoSensoryDeficit . VWNL
NormHear&J/orAid ' WNL
Abs of dralnage ) : L WNL
Norm closure . ' WAL
Abs of swelling VWINL
Pataent nares V¥NL

| No bleed/disch VWNL
Lvl of conscious disoriented
Behavior/neuro ) calm
Disoriented situation

. ta ti

Bespivatory':
Fespiratory . no distress
Spont respers WNL
‘NonLaboredEffort WNL
No cough dyspnea WNL
Natural airway WNL
No O2 requiremnt WNL
Cough
AnginafohestPain
<! ntestin; e
Continent. WNL
No c/o N/V &
04/10/14 18:05 No c/o NAV(NNB7)! Patient had.a smalfl amotit of emesis at beginning of shitt.
(CARE PROVIDERS I NSAA | NSAA [ "nsaaAnse | NN37 ] ‘SENS ]
BEERS, ANGELA(ANBO)RN NICKS, SEQUOYA(SENS)TA NZIOKA, NANCY (NN37)RN

STANLEY, NADINE(NSAA)TA

CONTINUED
’ Page: 46

R. App 677
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PEQUESTZDI04/19/14 03:90

ORT OYT:

04/10

Pagu; 47

I0P Nursing Form ]

Continent

Adequate UOP}
Finé/Mistilosks

No act restrict

WNL for age

No use of device

no devices

Sens perception

4=no impairmnt

Maisture d=rarely moist
Activity 4=walks frequent
Mobility 4=no limitation
Nutrition 3=adequate
Friction & shear 3=no app.probl
Total score 22

Skin WNL

6 Numerio Value

Painj:licore' I

Hel
Age 50 to 79 (*0)
AlertOriented ne (©)
AgitationAnxiety no (0)
IntrmitlyConfusd yes (14)
ConfusdDisornted yes (13)
Independent yes (8)
Catheter/ostomy no (0)
ElimWassiotanoo no (0)
Altered Elim no 0)
IncontAmbulatory no {0)
‘No medications no {0)
Cardiac meds yes (10)
Psych meds yes (8)
Inc in meds/prns no {0)
BipolarSchizoaff no (0)
Substalc abuse no {0)
MajorDepress dfo no (0)
DernentiaDefitium yes (12)
IndSteadyimmobil Yes (7)
ProperDevice use no (0)
VertigoHypoWeak no (0)
Unsteady/Aware N/A (0)
Unsteady/Forgets N/A {0)

- Dec po 24 hours appetite norm (0}
SleepbDisturbance NaoDisturbance(8)
History of falls NO history (8)
Total score. 98
CARE PROVIDERS NN37

NZIOKA, NANCY(NN37) RN

CONTINUED

DOB: 10/08/1947 - muha_iop24hr

Page: 47

R. App 678
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REQUEST Z0,04/19;14 00:40"
OPTOUT:

Payo: 48

10 ]
BiskPrécautions
Fall past 24 hr no no
C/o dizziness no no
Unsteady gait yes yes
New med/dose chg no
Any yes, complet fall assess
Any of above no
Precautions violence violence
falls ) falls
elopement elopement
CACHObRSRE 82 3 08
Activity Level unit restriction unit restriction
Observationlevel ] Q15mins check Q15mins check
| Misc Eve 08

L l

Misc events

| 8

04/10/14 14:15 Misc events!NSAA): patient on unit was visited by daughter

Will coninues to monitor.

04/10/14.18:05 Misc evants NN37): Fatient resting in bed at this moment:.Had an episode of small emesis at
begining of shift. Denies abdominal pain or discomfort at this moment.

Obgpt bhavio

Appearance dressed approp = |dressed approp
Behavior cooperative cosdperative.
Speech normal rate normal rate
normal volume normal volume
Mood euthymic euthymio
Interact wstaff positive positive
Invested in tx no
Interact w/peers ‘{appropBoundarles jposiive
Motor .| normal unsteady gait
Affect blunted congruent w/mood
Hallucinations - none nohe
Thought process discrganized disorganized
Thought content approprate
Delusions ) none nana
. LevelOfConscious awake alert
awake
Qrientation to person to person
Impairment to situation to time
to place
to situation
Concentration attend to task
"Pay attention unable unable
- CARE PROVIDERS ‘NSAA NN37

NZIOKA, NANCY (NN37) RN

— DOB: 10/08/1 e mUha—iop24hr

STANLEY, MADINE (NSAA)TA

CONTINUED

Page: 48

R. App 679
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IOP Nursing Form

_04/10

Piokile
Dementia present
Disorlentation present present
Confusion present present

Support via-1:1

done
MaintainRiskPrec falls falls
violence violence
elopement slopsment
Safety plan done ‘ done
Monitor response done
Provided redirectior
reassuranze

olear direction

decrease stimuli

Environ interv

No self-harm

P
Followed direct done.
Interaction spontaneous spontanegus
lliness/disease |verbal understan  JunableToVerbaliz
Structure/milieu no response
AdhereSafetyPlan done
none

8h

And)

For shift, AN

| reviewed doc

reviewed doc
managed zare

CARE PROVIDERS

ANBS NSAA

NN37

BEERS, ANGELA{ANBI)RN

NZIOKA, NANCY(NN37)RN

CONTINUED

STANLEY, NADINE(NSAA)TA

Page: 49

R. App 680
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QPT OQUY:

Page:50 . .

7 oaio | 04/11

Ambulate : independent
Turn, position independent
Toileting !

No. hrs.of sleep.
'Réspitaton
Respiratory

| Genitoutinal
Continent

Ll
WNL for.age

No use of device no devices
Sens perception 4=no impairmnt-
Moisture 4=rarely moist
Activity . 4=walks frequent
Mobility - A=no limitation
Nutrition - | 2=prob adequate
Friction & shear - |3=no app.prabl’
Total score 21 . )
Skin WNL

|0 sleeping

RiskPrecadtio
Fall past 24 hr no
Clo dizziness no
Unsteady gait ' no
New med/dose chg ho
Any yes, complet fall assess
Any of above y . no
Precautions violence

lalts

elopement

Acl/Qhse ;
Activity Level unit réstriction

Cbservationtevel Q15mins check
CARE PROVIDERS "SENQ H. H BLAD N
HUDSON, JESSEH)TA KOHLER, CATHERINE(BLAO)RN NICKS; SEQUOYA(SENS)TA

CONTINUED
DOR: 10/08/1947 - muha_iop24hr :
Page: 50

MUSC PAGE 106 OF 299
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REQUESTZD:04/19;14 0540
OPT QUT:

Page: 61

IQP Nursing Form

[

04/10 |

04/11

Misa events

1

| &

04/11/14 09:14 Misc events{PB33): Pt began shaking while walking with staff and sat down trembling and
with eyes fluttering. MD witnessed this and requested a FSBS and set of
vital:signs. Pt did not fose conciousness but may-have soiled herself

Interact wistaff
CfConscious

positive

somnolent

Sup’p’éﬁ vna 1:1 '

done

MaintainRiskPrec falls
violence
elopement
afety plan done

| PatientRespo

AdhereSafetyPlan

done

No self-harm

none

14

For shift, BN

reviewed doc
managed vare

CARE PROVIDERS

H

BLAO PB33

BLEVINS, PHIL(PBa3)RAN

HUDSON, JESSE{H)TA

CONTINUED

DOB: 10/08/1947 - rriu_ha_iopzilhr

KOHLER, CATHERINE (BLAO)RN

Page: 51

R. App 682
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PEQUESTZ0.04/19,14 05:40
CPTOUT:

Page: 52

Ambulate . independent
Turn, position ' independant
- Toileting independent

No. tis of sleep
] Q0
Breakfast amt 0%
Dinner amt 0%

04/11/14 21:29 Dinner amt(SENG): pt didinot want to eat.

NBUFG/EEN 10 : &1
Follows commands WNL - [WNL
NoSensoryDelicit WNL WNL
‘NormHear&/orAid WNL WANL
Abs of drainage WNL WNL
Norm closure WNL WNL
Abs of swelling WNL © JWNL
Patent nares WNL WNL
No bleed/disch ’ WNL WNL
Lvl of conscious ’ disoriented disoriented
lethargic
Behavior/nauro calm calm
‘Disoriented situation situation
to place ta place
lo time to time

Respiratory 16 .
Respiratory ) , no distress no distress
Spont respers WNL
NonlLaboredEffort WNL
No cough.dyspnea WNL
Natural airway ' WNL
No Q2 requiremnt ) WNL
Cough ) ! . L ‘ ) nohe

 Cérdiavagaular

»'Angina/chestPai n
 Gastrofntesting
Continent WNL WNL
N NV WNL YWNL

Continent b‘ ‘ WNL WNL

Adequate UJOP - WNL: ©WNL

CARE PROVIDERS L v LWDa " PB38 YS60 _ SEN®
BLEVING, PHIL(PB33)RN NICKS, SEQUOYA(SENS)TA " WELLS, LASONYA(LWD3)TA

YATES, SARAH(YS60)AN

_ CONTINUED
. Page: §2

R. App 683

MUSC PAGE 108 OF 299




PEQUESTZD:04/19,14 05:10

OPT OUT:

IOP Nursing Form )

04/11.

Finc/ u!

No act restriat WNL for age WNL for age
no devices

No use of device

Col

Sk

Sens perception 4=no impairmnt 4=no impairmnt
Molsture 4=rarely moist 4=rarely moist
Activity 3=walks oooasion |3=walks 030asion
Mobility 3=slight limited 3=slight limited
Nutrition 2=prob adequate |2=prob adequate
Friction & shear 3=no app.probl 3=no app.probl
Total score 19 19

Skin WNL WNL

Pain score

5 Wong-Baker{fac
e)
&

0 sleeping

04/11/14 16.08 Pain score(PB33). says her legs don't fee! good

| Age 50 to 79°(10)
AlertOriernted no (0)
AgitationAnxiety no (0)
IntrmitlyConfusd yes (14)
ConfusdDisornted yes {13)
| Independent no (0)

Catheter/fostomy no (0)
ElimWassistance yes (10)
Altered Elim no. {0)
IncontAmbulatory yes {12)
No medications no'(0)
Cardiac-meds yes (10)
Psych meds no (0)
Inc in meds/prns- no (0)
BipdlarSchizoaff no (o)

Subst/ale abuse no (0)
MajorDepress dfo no (0)
DementiaDelirium yes {12)
IndSteadylmmobit JYes (7)
ProperDevice use no {0)
VertigoHypoWeak no (0}
Unsteady/Aware N/A (0)
Unsteady/Forgets N/A (0)
Dsg po 24 hours appetite norm(0)
SleepDisturbance NoDisturbance(8)
‘History of falls' No History (8)
Total score 104

CARE PROVIDERS PB33 YS60

BLEVINS, PHIL(PB33)RN YATES, SARAH(YS60)AN

CONTINUED
DOB: 10/08/1947 - muha_jop24hr
Page: 53
: Page 53 of 98

R. App 684
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IOP Nussing Form | 04/11

ik o
Fall past 24 hr no
C/o dizziness no
Unsteady gait no
New med/dose chg T no
Any yes, complet fall asséss.
" Any of above no
Precautions violence
falls
elopement

&

Activity Level unit restriction

‘ObservationLevel. Q15mins check,
LUES

Mise avents (modified)

04/11/14 10:07 Misc event

a/PBa3): Pt incontinent of stool. Pt was s
{hen trangported to 1W main Hospital for Stat EEG.

leaned and brief changed and Pt was

| Obs ptbehayl

: 16:0 2
Appearance dressed approp dressed approp
Behavior cooperative cooperative
Speech normal ratea normal rate

normal volume normal volume
Mood euthymic. suthymio-
Interact wistaff positive positive
Invested in tx no no
Interact w/peers positive positive
Motor unsteady gait unsteady gait ‘
Affect ocongruent w/mood | congrusnt w/moed
Hallucinations none none
Thought process disorganized disorganized
Thought content appropriate appropriate
Delusions none. none
LevelOfCanscious somnolent somnolent
Orlentation to pérson . to person
Impairrnent to time to time

to place to place

to situation to situation
Concentration . attend to task . attend to task
Pay attention unable

unable

]

present

present

Disorientation present present
Confusion present present
CARE PROVIDERS PB33 PB33 Y360

BLEVINS, PHIL(PE33)RN

YATES, SARAH{YSB0)AN

CONTINUED

DQOB: 10/08/1847 - muha_iop24hr

Page: 54

I o 5¢ ores

R. App 685
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PEGUEST=Dru4/19,14 05:40
OPTOUT:
Page: 55

{OP Nursing Form | . 0411 ,
fateivent |
Support via 1:1 done done
MaintainRiskPrec falls falls

: min seizure min ssizure

elopement elopement
Safety plan done done
Monitor response done done
1 Provided ' distraction | distraction
. redirection redirection

Enviton interv - . ) dacraase stimull

PatientRbsponses’ .

Followed direct . Jdone dona

Interaction minimal minimal
liness/disease : unableToVerbaliz: |unableToVemaliz
Structure/milisu no response no response
AdhereSafetyPlan done done

No self-harm - _Inone none

Shift:Slan
For shift, RN - reviewed doo reviewed doo
. . . managed care
CARE PROVIDERS ‘ PB33 ) YS60
BLEVINS, PHIL(PB33)RN YATES_, SARAH(YS60) AN

) CONTINUED .
DOB: 10/08/18947 - muha_lop24hr
Page: 55

I I - 5 of o
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FEQUEST=D.04/19/14 09:40
orTouT:

Mago: 56

IOP Nursing Form ] 0411 | o4si2

Breakfast amt
Lunch amt

 Neuzo/EE] G 80 3 3
Follows commands VWL WNL
NoSensoryDeficit WNL WNL
NormHear&/orAid : WNL
Abs of drainage . WNL
Norm closure : WNL
Abs of swelling WAL
No visual impait . : ) WAL
Patent nares ' WNNL
No bleed/disch- . WNL WNL
Lvi of conscious o ' Adisoriented
Behavicr/neuro . . caim
Disoriented ’ situation

to person
to place
to time

R £ 0324
Respiratory 4no distress no qistress
Spont respers WINL WNL
NonlLaboredEffort WL WNL

" No cough,dyspnea VWINL WNL
Naturai airway WNL ’ WNL
No 02 requiremnt WNL ) WAL

none

Continent WNL . WNL
No o/o NV . WNL WNL

Genilourinary
Continen

WHNL for age WNL for age.
No use of device no devices nho devices
CARE PROVIDERS SENS CHOR! TW2 LQi1 MMM
HORLBACK, GHRISTOPHER(CHOR)AN = MADDOX, MORGAN M(MMM)TA NICKS, SEQUOYA(SENS)TA
QUINN, LESLIE(LQ11)BN WILSON, TIFFNEY(TW2)TA

CONTINUED i
DOB: 10/08/1947 = muha_iop24hr
Page: 56

R. App 687
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FEQUESTED: 041914 05:40

QPT QUT:

IOP Nursing Form

Page: 57.

Sk
‘Sens perception 4=na impairmnt
Moisture 4=rarely moist
Activity 3=walks oscasion
Mobllity 3=shight fimited’
Nutrition 2=ptob adequate
Friction-& shear 3=no app.probl
Total soore 19
Skin WNL
Comfor
Pain score Jo Numericvalue {o sleeping ]

Age 500 79 (-0)
AlentQriented no - (0)
AgitationAnxiety no (0}
IntrmitlyConfusd ves (14)
ConfusdDisornted. yes (13)
Independent no (0)
Catheter/fostomy no {0)
ElimWaasistance yes (10)

Altered Elim ne ()
IncontAmbulatory no (0)

No medications no )

Cardiac meds yes (10)

Psyoch meds no (0)

Ihc in meds/prns no (0)
BipularSchicoull o ©)

Subst/ale abuse no 0)
MajorDepress dfo no (0)
DementiaDaliium yes (12)
indSteadylmmobll Yes (7)
ProperDevice use no {0)
VertigoHypoWeak no (0)
Unsteady/Aware N/A (0)
Unsteady/Forgets N/A (0).

Deo po 24 hours appetite norm(0)
SleepDisturbance NoDisturbance (8)

History of falls

Total $¢o

No history (8}

akPr io

Fall past 24 hr

no
Cfo dizziness no no
Unsteady gait no no
New med/dose chg no no.
Any yes, complet fall assess fall assess
_Any of above no no
Precautions violence violence
falls falls
elopement elopement
CARE PROVIDERS CHOR Lait

HORLBACK, CHRISTOPHER(CHCR)RN

QUINN, LESLIE(LQ11)RN

, CONTINUED
DOB: 10/08/1947 - muha_top24hr

B

Page: 57

R. App 688
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REQUEST20.04/19,14 06240

CPT OUT:

Asl/Observike

Activity Levet unit restriction unit restriction
‘ObservationLevel Q18mins check Q15mins-check
Misc. Even

Mis¢ everts

Q4412114 10:24 Misc ev

Ohs:plbel
Appearance dréssed appiop
Behayvior cooperative
Speech normal rate
soft
Mood euthymic
Interact wistaff positive
Invested in tx no
Interact wipeers appropBoundaries
Motor unsteady gait
Affect congruent w/mood
Hallucinations none none
Thought process disorganized.
Thought content appropriate
Delusions nons
LevelOfConscious’ somnolent somnolent
Orientation to person
Impairment to time
to place
to situation:
Concentration attend to task
Pay attention unablé

fpresent

present

present

Suppott via. 1:1 donhe
MaintainRiskPrec - falls
min seizure
elopsment
Safety plan dona done
Monitor response done done .
Provided postive Reinforc
PatientResponses
Followed direct
Interaction minimal
Med adherence voluntary.
CARE PROVIDERS CHOR LQii

HORLBACK, CHRISTOPHER (CHOH) RN

QUINN, LESLIE(LQ11)RN

CONTINUED
DOB: 10/08/1947 - muha_iop24hr .
Page: 58

R. App 689
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PEQUESTEDI04/18/14 05:40

OPT QUT:

IOP Nursing Form 0411 [ 04/12
PatientRespois 3

Oth responses sleeping. sleeping
liness/disease unableToVerbaliz
_Structure/milieu No response
AdhereSafetyPlan done done

No self-harm ) ) none

reviewed doc

Fbr shift, BN reviewed doc’

managed care managed sare
CARE PROVIDERS : CHOR LQ1 1

HORLBACK, CHRISTOPHER(CHCR)RN QUINN, LESLIE(LQ1 1)RN

. CONTINUED
: DOR: 10/08/1847 - muha_iop24hr )
Page: 59

R. App 690
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PTOUT:
+age: 6

IOP Nursing F i 04/12
Chart Re

Chaut check

‘Location. antecubital R amecubital R
‘Insertion date 04/12/2014

Gauge #22 .

Site appear secure infiltrated

Site dressing dry and intact warm. pack

Intervantions IV fluld started de'ed/RN

Misc everts | ) | 1 1 _ a]

04/12/14 15:62 Misc events'RGER): Pt IV infiltrated and has been removed.

CARE PROVIDERS | MMM ] LB33. i LQ1d i RGER. ] RGER |

MABDOX, MORGAN M(MMM)TA

BLIZZARD, LAUREN(LBa3)RN GAINES, RANDI(RGER)RN

QUINN, LESLIE(LG11)RN

_CONTINUED
DOB: 10/08/1947 - muha_iop24hr
MUSC PAGE 116 OF 289
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FEQUESTZD:0419,14 0540
OPY QUT:

Page: 61

IOP Nursing Form ] 04/12 ) B ' i 04/13

Chag:Rev]

Chart cheok

FADL

Ambulate ' independent independent
Turn, position ] . independent independent
Toileting ' independent independent

Follows commands WNL

NoSensoryDeflicit . WNL.

NormHear8/orAid ‘ B " JWNL

Abs of drainage . WNL

Norrn closure ) ) WL ' WNL

Abs of swelling WNL WNL

No visual impair ‘ WNL

Patent nares WNL WNL

No bleed/disch . ) WNL WNL

Lvi of conscious disoriented ‘| disoriented
Behavior/neuro oalm’ . calm
‘Disoriented situation situation

to place to slace
to [ime

Béspiratory; 5 ; 5 3¢ hict

Resplratory no distréss no distre'ss . __|no distress
Spont respers ' ’ h WL
NonlLaboredEffort WNL

No cough dyspnea : WNL
Naturaf airway WNL

No O2 requiremnt WNL
-Catdigvaacula 3

_Angina/chestPain
Qasirointestinal
Continent
No cfo. NV

WNL

E ST,
-No act restrict WNL for age
No use of device _ o no devices
CARE PAOVIDERS RCTA RGER H. TAB6
BLAGK, TAMMY (TABS)RN GAINES, RANDI(RGER)RN HUDSON, JESSE(H)TA

AOBINSON, TANOVA C(RGTA)TA

CONTINUED
DOB: 10/08/1947 - muha_lop24hr
‘ Page: 61

R. App 692
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REQUESTZDI04/19,14 U540
oPTOUT:

Sens perception 4=no impaimmnt
Moisture d=rarely molst
Activity . 3=walks occasion
Mobility 4=no imitation
Nutrition 2=prob adequate
Friction & shear ‘13=no-app.probl
Tatal score 20

Skin denies impairmnt

B
Pain scote

EdmonsonEaliRlg ] :

Age 50 to 79.(10)

AlentOriented no (0)

AgitationAnxiety 0o (0)

IntrmitlyConfusd yes (14)

.ConfusdDisornted yes (13)

Independent ) no (0)

Catheter/ostomy no (0)

ElimWassistance yes (10)

Altered Elim 'no {0)

IncontAmbulatory no (0).
“No medications no (0)

Cardiac meds yes (10)

{ Psych meds ; no (@)

Inc-in.meds/prns no (0)

BipularSchizoall ‘ ) 11u.(0)

Subst/alo abuse no (0)

MajorDepress dfo no .(0)

DementiaDelirium yes (12}

indSteadytmmobil| ‘ Yes (7)

ProparDavice use no (0)

VertigoBypoWeak no (0)

Unsteady/Aware N/A (0)

Unsteady/Forgets N/A {0)

Deo po 24 hours appetite nomm(0)

SleepDisturbance " |NoDisturbance(8)

History of falls ‘ L : No history (8).

Total score _ 92

RiskPrecaul 5

Fall past 24 hr no

Clo dizziness no

Unsteady geit no

New med/dose chg no

Any yes, complet ) fall assess

Any of above no. no.
Precautions - violence violence violence

falls falls ) falls
elopement elopement elcpement
CARE PAOVIDERS RGER H TAB6
BLACK, TAMMY(TABS)RAN ‘GAINES, RANDI(RGER)RN HUDSON, JESSE(H)TA
~ CONTINUED
D I DOB: 10/08/1947 - muha_iop24hr
Page: 62
I IS PN Page 62 0f98

MUSC PAGE 118 OF 299
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Fuge: 63

IOP. Nursing Form | 04/12 . | 04/13

unit restriction
Q15mins check
Location . Jwrist L . . wrist L
Insertion date 04/12/2014° ' '
Gauge #22 .
Site appeas secure . secuwie
Site dressing dry and intact: : dry and Intact
Interventions IV inserted saline fock
IV fluid started

i £
Miso events
04/18/1403:38 Mi

l

t. slopt well. No behavioral is

Qb 58 : G4 SR A Lo s
Appearance dressed approp dressed approp
Behavior ) cooperative Jcooperative
Speech normal rate no-mal rate

normal volume no'mal volume
Mood : euthymic unable to assess
Interact wfstaff positive positive
Invested in tx no no
Interact wipeers appropBaundarias | B
Mator . . _ |uneteady gait _ " lunsteady gait
Affect congruent w/moad
Hallucinations none no1e
Thought process disorganized
Thought content appropriate
Delusions } ' none .
LevelOfConscious . _ ' |somnolent
Orientation ) to person
Impairment . to time
to place

‘Concentration attend to task
Pa! { unable

Righlemlis S
Dementia present presen
Disorientation present present
Confusion present presernt

. doneg done do1e
MaintainRiskPrec ' ' ' ' falls '
violance
. ) elopement .
CARE PROVIDERS AGER RGER ' H ____TABB
BLACK, TAMMY(TARG)AN GAINES, RANDI(RGER)RN HUDSON, JESSE(H)TA

CONTINUED
DQOB: 10/08/1847 - muha_iop24hr
Page: 63

R. App 694
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Page: 64

IOP Nursing Form [ 04/12 | 04/13
0

Safety plan

Monitor response

Environ interv . ) . ) dezrease stimuj
patiéntRespe 2 23] B

Followed direct 1done

Interaction ‘ minimal

Med adherence B ] voluntary

Oth responses. ' ' " |able2ednoentrate | steeping

{liness/disease unable ToVerbaliz

Structure/milieu no response.

AdhereSafetyPlan done

No self-harm none none

For shift, RN reviewed doo reviewed doc

managed care menaged care

CARE PROVIDERS ' RGER H TABB
BLACK, TAMMY (TABB) AN . GAINES, RANDI(RGER)AN HUDSOGN, JESSEMH)TA

CONTINUED
Page: 64

R. App 695
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Page: 85

IOP Nursmg Form’

04/13

Afnbulate

independent

independent

incependent

incependent

Breakfast amt

0%

&

Lu nch amt

30%

: 04713/44.09:44 Breakiast, amt(LBaa) pt stated. she was: hungry then did‘no{ want to eat even after staff

WNL

WNL
WNL WNL
WHNL . WNL
i WNL WNL
. Abs of swellmg WWNL: WNL
_NoVisual’impair ; WNL
1.Patert nares WNL, WNL
1 No bised/disch WNL.- L WNL
i Lvliof conssiots® ,dlsonented disoriented
Behavior/neuro: calm calm
“Disoriented: situation: situation
| to; place to olace

to iime

Respiratary

no distress

Spont reqpers
'NonLaboredEffort’
No cough,dyspnea:
R atura!galrway

‘Contineat:

WNL

CARE PROVIDERS

_LB33

LB33

RROB

BLIZZARD, LAUREN(LB33)RN
ROBINSON, RAGINE(RROB)TA

GAINES, RANDI(RGER)RN

CONTINUED

DOB: 10/08/1947 - muha_iop24hr

RGER

HUDSON, JESSE(H)TA

Page: 85:

| WYt

R. App 696
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REQUESTZD,04/19,14 (8:40
OPT OUT:"

No act restiio!

WNL for age’

No use of device~

no devices:

Total score

Skm 25 X
Sens perception 4=no impairmnt 4=n0 impairmint
Moisture 4=rarely moist 4=-ately moist
Activity 3=walks oocasion B=walks occasion
Mahbility 4=no limitation 4=10 limitation
Nutrition 1=very. poor 2=orob adequate
Friction & shear 3=no app.probl 2=y0ten.probim

19

39

Jo Numeric value

Age 50 to 79 (10)
AlertQriented no (0)
AgitationAnxiety no (0)
IntrmillyConfusd no (0)
ConfusdDisornted yes (13)
Independent no (0)
Catheter/fostomy no {0)
ElimWassistance yes (10)
Altered Elim yes (12)

&
IncontAmbulatory yes (12) . -
No medications no (0)
Cardiac meds yes (10)
Psych meds yes (8)
Inc in meds/prns no {0)
BipolarSchizoaff no (0)

- Subst/alc abuse no (0)
MaforDepress dfo no (0)
DementiaDelirum yes {12)
IndSteadylmmohbil Yes {7)
PropérDevice use no (0)
VertigoHypoWweak no (0)
Unsteady/Awsare yes (8)
Unsteady/Forgets N/A (0)

Dec po 24 hours appetite norm(0)
SleepDisturbance NoDisturbance(8)
History of falls No history (8)
Total score i18.

04/13/14 10:49 Altered EIim(LB33): Incontinence
Fell past 24 hr no
Clo dizziness 1no
Unsteady gait yes
New med/dose chg no
CARE PROVIDERS L B33 RGER

Pnge: 88

BLIZZARD, LAUREN(LB33)AN GAINES, RANDI{RGER)AN

CONTINUED
DORB: 10/08/1947 - muha_jop24hr
Page: 66

R. App 697
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REQUESTZ{x04/19,14 05:4D

oP'T OUT:

IOP Nursing Form ] 04/13
BiskPrecautions:€on
Any yes, complet fall assess
Any of above . no
Precautions violence

falls

elopement

Activity Level unit restriction
QObservatighLevel Q1Smins check
‘Mg

‘Misc events. | | | &/ I
04/13/14 10:49 Misc eventsLB33): Pt. calm, cooperative, more alert this am though disoriented, wili
continue to monitor.

| dressad.approp
Behavior cooperative
Speech normat rate
: normal volume
Mood unable to assess
Interact w/staff positive
Invested in tx no
Interact w/peers ‘| appropRoundaries
Motor ' ) unsteady gait
Affect ' ‘congruent w/mood
Hallucinations S B none
Thought process | disorganized
Thought content appropriate
Delusions : none
LevelOfConscious . somnolent
Orientation " {to person
Impairment to time
to place
. to situation
Congentration- _| attend to task
Pay attention ) ) unable
Dementia present
Disorientation present
Confusion sent
{nlerventions 56 EEH08M4: ALY
Support via 1:4 done
MaintainRiskPrec i falls
violence
. . y . elopement
CARE PROVIDERS ' , LB33 AGER.
BLIZZARD, LAUREN(LB33)RN GAINES, RANDHRGER)AN

CONTINUED.
DOB: 10/08/1947 - muha_jop24hr
Page: 67

R. App 698
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REQUESTZDI0¥Y19/14 03:40
OPT OUT:

10P Nursing Form

04/13

Safet'y plan
Manitor response.

done
done

Environ interv

decrease stimuli

patisnitHespons
Followed direct done
Interaction minimal
Med adherence voluntary
Oth responses: sleeping
liness/disease unableToVerbaliz
AdheteSafetyPlan done
none
reviewed doc reviewed doo
managed care mehaged care
CARE PROVIDERS LB33 RGEA.
BLIZZARD, LAUREN(LB33)RN GAINES, RANDI(RGER)RN
CONTINUED
Page:ea

R. App 699
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Page; 89




IOP Nursing Form

REQUESTZD:04/19,14 U5.40

OPT OUT:

Pago: 69

Clhiait:Revie
Chart check
AbL

‘ Sa'th/s hower

assist

Mouth care assist

Hoom neatness dependent
‘Ambulate independent assist

Turn, position independent independent

Tolleting independent independent
Sleep :

No: hrs of sleap {#.00 | | |
| Digt

Breakfast amt
| Neliro/EEN'

Alett,otientedx3

Follows commands WNL
NoSensoryDelicit WANL
NormHear&/otAid WNL
Abs of drainage WNL
Norm closure WNL
Abs of swelling WNL

No visual impair WINL
Patent nares WNL

No bleed/disch WNL

Lvl of conscious disoriented
Behavior/neurd calm
Disotiented to person

Anglina/chestPain

Gas estinal

Continent
No c/o NV

04/14/141

Continent

WHNL

Adequate UOP WNL
| Eutic/Muscalo 2550

No act restrict WNL for age

No use of davice . rio devices

CARE PROVIDERS H_ H _CEL CB22
BALTIMORE, CARMEN(CB22)RN HUDSON, JESSE[)TA, LAWTON, CLAUDIA{CEL)RN

CONTINUED

DOB: 10/08/1947 - ‘muha_iop24hr

Page: 69

R. App 700
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PEQUESTZD:0419,14 0590

OPT OUT:

IOP Nursing Form

5
Sens peraeption aniight limited
Moisture 3=occasnly moist
Activity 3=walks occasion
Mobility 4=no limitation
Nutrition 2=prob adequate
Friction & shear 3=no app.probl
Total score 18
Skin WNL _

denies impairmnt
Pain score o Numeric Value |

[EdmonsonEalRiel 76
Age 50 t6 79-(°0)
AleftOrierted no (0)
AgitationArxiety ne (0)
IntrmittyConfusd no (0)
‘ConfusdDisornted yes (13)
Independent no- (0

_ Catheter/ostomy no (0)
ElimWassistance yes (10)

Altered Elim no (0)
IncontAmbulatory o ©)
No medications yes (10}
Cardiasé meds no (0)
Psych meds yes (8)
Iric in mads/prns no {0)
BipalarSchizoaff no Yy
Subst/alc abuse no ()

‘MajorDepress d/o yes (10)
DementiaDelinum yos (19)
IndSteadylmmobit Yesi(7)
ProperDevice use no (0)
VertigoHypoWeak no (0}
Ursteady/Aware yes (8)
Unsteady/Forgets Yes (15)

Dec po 24 hours appetite notm(Q)

‘SleepDisturbance NoDisturbance(8)

“History of falls No history (8)
119

Total score

no

Cfo dizziness no no
Unsteady gait YES ves

New msd/dose chg no no

Any yes, complet fall assess fall assess
Any of above yes

CARE PROVIDERS CEL CcB22

BALTIMORE, CARMEN({CB22)AN

LAWTON, CLAUDIA(CEL)RN

CONTINUED

DOB: 10/08/1947 - muha_jop24hr

Page: 70

R. App 701
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OPT OUT:

Pays; 71
IOP_Nursing Form | 04/14
Bl G
Precautions violenoe viclence
falls ) falls
clopement v . elopement
Activity Level unit restriction unit restriction
ObservationLevel Q15mins check Q15mins cheak
Appearance
Behavior . cooperative &
8peech slow ’
soft
{modified)
‘ &
Mood anhedonic
' dysphoric
Interact wistaff positive posttive
Invested in tx . yes
interact wfpeers positive
) . appropBoundaries
Motot unusual gait
unsieady gait '
Affect ] ] flat
Hallucinations ) hone
“Thought process blocking
Thought content 7 appropriate.
Delusions noie
-LevelOfConscious . ’ L L somnolent
‘Orientation ' ta serson
. . to slace
Concentration ] ] 3 attend to task
Pay attention ‘ ] ] abe ’

04/14/14 12:50 Speech(CB22): answered.to simple questions today

04/14/14 13:13 Behavior(CB22): pt smiled, cooperative and answered simple: question after taking a
shower pt was in the bed all morning and refused BK untit dierect pt

b. denies Si and inatiion.

P op B R Copaiss T oe R R R e
Dementia . present
Disorientation . present
Confusion present
CARE.PAOVIDERS .. H. . . CB22. CB22.
BALTIMORE, CARMEN(CB22)RN HUDSON, JESSEH)TA

CONTINUED
DOBR: 10/08/1947 - muha_iop24hr
Page: 71

R. App 702
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AEQUESTED04N Y14 13240
CPT QUT:

Suppott via 1:1 done do1e
MaintainRiskPrec falls suicide
violence fails
|elopement elcpement
Safety plan dove
Cthinterventions provide limits

provideStructuré

Provided

positiveReinfors-
reasaurance

Environ interv

‘decrease stimuli

none

Provided ed coping: skills
PatichtAssponses 319

Class/activities no: applicable

Recovery/goal wk no: applicable

Followed direct done

Interaction withdrawn

Med.adherence voluntary

Oth responses sleeping

ab e2oo0noentrate
Structure/milisu positiv response
.1 8alf-monitorTech in use
AdhereSafetyPlan: do1e
No self-harm none

MarningCommbitg "~

dic r_1_o_t'_l_attend

Shiti Sig

For shift, RN

reviewed doo
managed care

reviewed doo
menaged.caie

CARE PROVIDERS

CELH

cB22

BALTIMORE, CARMEN(CB22)RN .

N

HUDSON, JESSEH)TA

LAWTON, CLAUDIA(CEL)RN

CONTINUED
DOB: 10/08/1847 - muha_iop24hr

Page: 72

MUSC PAGE 128 OF 299
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FEQUESTZD:04/1914 (8290
OPT QUT:

Page: 73

Chat feview

Chart check

Al 22 2
Ambulate independent
Turn, position ) independent
Toileting independent

Breakfast amt 16%
Lunch amt ' 15%

Dinner amt

Fo ows commands WHNL
NoSensoryDeficit WNL
NormHear&/orAid . WNL
Abs of drainage . WHNL
Norm closure ) WNL ‘
Abs of swalling JWNL
No visual impair : . WNL
Patent nares ' WNL
No bleed/disch WNL
Lwvi of conscious disoriented
Behavior/neuro calm
Disoriented situation
to place
to time

FatoR
iratory

WNL

No ¢/o NV ‘ WNL.
04/14/14 22:12 Continent(YSB0): episodes of incontenince sporadically

| Génltaurinary

Continent

Adequate UOP WNL
|Func/Miasulsaks ¥ _ :

No aot restrict WNL for age

No use of device no dsvices
CARE PRAOVIDERS ' NS77 _YS60 SEN9 SENg
NICKS, SEQUOYA(SEN9)TA SMITH, NYASHIA(NS77)TA YATES, SARAH({YS60)RN

CONTINUED
DORB: 10/08/1847 - muha_iop24hr
Page: 73

MUSC PAGE 129 OF 299
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PEQUESTZD:04/19/14 05140
OPT QUT:

Page: 74

10P Nursing Form 0d/14

S 28
Sens peraeption 3=slight limited
Moisture. 3=occasnly moist
Activity 3=walks occasion
Mobility 4=n0 limiation’
Nutrition . 2=prob adequate
Friction & shear 3=no app.probl
Total score 18
Skin WNL

denies impairmnt

Fall past 24 hr ' ‘Ino

| C/o dizzingss no
Unsteady gait yes
New med/dose chg : no
Any yes, comgplet. . fall assess
Any of above ‘ yes
Precautions violence

| Agi/Observ Lo i P S
Activity Level . . unit restriction

ObservationlLevel Q15mins.check
' Ak :
dc’ed/RAN

&

Appearance dressed approp .

Bohavior ' - cooperative
Spesech normal rate
) soft
Mood : unable to assess
Interact wistaft positive
Invested. in tx no
intoract wipeers " |appropBoundaries
Motor unsteady gait
Affoct gongruent w/mood
Halluocinations ) none
Thought prooess . | disorganized
Thought content appropriate
Delusions : none
LevelOfConscious ) somnolent
Qrientation n to'person
CARE PROVIDERS PB33 . . YS60
BLEVINS, PHIL{PBS33)RN YATES, 'SARAH_(YSGO) AN
CONTINUED

Page: 74

R. App 705

MUSC PAGE 130 OF 299




REQUESTZD.u4119/14 05:40
CPTOUT:

Paye: 76

IOP Nursing Faim

Qb hav
Impairment ta time

to place

to situation
Concentration atiend to task

_Pay attention able.

Dementia present

Disorientation present
Confusion present

done
MaintainRiskPreo , falls
violence
elopement
Safety plan done
Monitor response done
Provided clear direction
Environ interv ) deorease stimuli
[PationtResponse: :
Followed direct ' done .
Interaction ' minimal
Med adherence : voluntary
Oth responses sleeping
liiness/dissase ' . unableToVerbaliz
AdhereSafetyPlan . . done
No seif-harm o ’
Bhifl Sigi
For'shift, RN _ ' ' reviewed doc
. . managed care
CARE PROVIDERS. YS60

YATES, SARAH(YSE0)RN

' CONTINUED
: DOB: 10/08/1947 - muha_iop24hr
Page: 75

R. App 706
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REQUESTZD:04/19/14 0540
OPTOUT:
¥age. 7%

Ambulate independent

Turn, position  |independenit.
Toileting independent

8t

ands - . WNL
NoSensoryDeficit WNL
NormiHear&/orAid ’ ’ WNL
Abs of drainags. . . . WNL
Norm closure ' JWNL
Abs of swalling WNL
- No visual impeir WHNL .
Patent nares ) WNL
Lvt of conscious : disoriented
lethargic
Behavior/neuro . . ) . calm
Disoriented situation
to person
to place

to time

Respiratory no distress

no distress
Spont respers o - [wnNL
NonbLaboredEffort WNL
No cough,dyspnea WNL
Natural airway WNL
No O2 requiremnt WNL
Cough S one

AnginafchestPain
Gastrointestinals:
Continent )
No cfo N/V {WNL
Genttourinary: 00103 “0g:

Continent ’ . WNL
‘CARE PROVIDERS H . H LF44 LQLL LQ11
FIELDS,; LIZZIE(L.F44)TA HUDSON,; JESSE{H)TA QUINN, LESLIE(LQ11)RN

! CONTINUED
_ oo 10/03/1947 - ‘mUha_iop24h' |
v Page: 76

R. App 707
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PEQUESTZD.0419,14 0590

CPTOUT:

|

04/15

Prga: 77

'IOP Nursing Form

No use of device no devices
Weaknes: generalized

Sens perception 3=slight limited
Moisture 3=occasnly moist
Activity 3=walks occasion
Mobility 3=slight limited
Nutrition 2=ptob adequate
&

Friction & shear 3=no &pp.probl
Total score ) . 17

04/15/14 10:18 Nutrition{L Q1 1): needs tc be prompted and/or fed '

| Coiiif

]0 sleeping I

Pain score

50 to 79 (- 0)
AlertOriented no {0}
AgitationAnxiety no {0)
IntrmitlyConfusd 1no (0)
ConfusdDisornted yes (13)
independent no ©)
Catheter/ostomy no )
ElimWagssistance yes-(10)
Altered Elim no ()
IncortAmbulatory no [0)
Ng medications yes (10)
Cardiac meds yes (10)
&
Psych meds yes (8)
Inc in meds/prns ho {0)
BipolarSchizoaff no @
Subst/aic abuse no (0)
MajorDepress d/o no (0)
DementiaDelirium yes (12).
IndSteadyimmobil Yes (7)
ProperDevice use no (0)
VertigoHypoWeak na (0)
Unsteady/Aware N/A (0)
Unsteady/Forgets Yes {15)
Dec po 24 hours appetite noim(0)
SleepDisturbance NoDisturbance(8)
History of falls No history (8).
Total soore 111
04/15/14 10:18 Cardiac meds{. Q11): Simvastatin
CARE PROVIDERS | | i LG 1 | ]
QUINN, LESLIE(L.Q11)BN
CONTINUED
DOB: 10/08/1947 - muha_ijop24hr
Page: 77

R. App 708
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REQUESTSD:0419/14 05240
CPT OUT:

!QP Nursing Form

04/15

Page: 78

| Bisk tio
Fall past 24 hr’
Clo dizziness
Unsteady gait &
New med/dose chg no
Any yes, complst fall assess.
Any of above {no
Precautions viotence violende
falis falls
elopement elopement
Adl/Obseér 000 8
Actlvity Level unit restriction unit restriction
ObhservationLevel Q15mins check Q15mins check
[ Misc Events
‘Misc events.

18 Misc events(LQ11): Pt disoriented and letha

04/15/14 1

OB BRAVIGR s e O0R08 e e A s e OB e 19
Appearance unkemp
dressed approp
Behavior cooperative
Spesch normal rate
soft
Mood unable to assess
[nteract w/staft positive postive
Invested in tx no
Interact w/peers appropBoundaries
Motor unsteady gait
Affect congruent w/moaod
Hallucinations none’
Thought process discrganized
Thought content appropriate
Delusions none
LevelOfConscious: somnolent
Orientation to person
Impairment to time
to place
to stuation
Concentration attend to'task
Pay attentio able
Problem
Dementia present
Disorientation present
Confusion present
CARE PROVIDERS H LAt

HUDSON, JESSEH)TA

QUINN,LESLIE(LQT11)RN

CONTINUED
DOB: 10/08/1947 - muha_iop24hr

Page: 78

R. App 709
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REQUESTZD.041914 09:40

oPTOUT: "

10P Nursing ‘Form

04/18

Hago: 7¢

done done
"MaintainRiskPrec falls falls
violence violence
elopement: elopement
Safety plan done
“Othinterventions provide limits
provideStiuoture
Provided reality orient

redirection

positiveReinforo

olear direction

Environ interv

Foliowed direct

done

interaction minimal

Med adherence voluntary

Oth responses slesping

Interacted w/ peer.group

lliness/disease unableToVerbaliz
Structure/milieu no response
AdhereSafetyPlan dobe

No self-harm néne none
Sl Sigi

For shift, AN reviewed doc

managed care
CARE PROVIDERS H : Lai.
HUDSON, JESSE(H)TA QUINN, LESLIE(LQ11)RN
CONTINUED
Page; 79
5: Page 79 of 98

R. App 710
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PFEQUESTZDI04N 8714 U340

OPT QUT:
| IOP Nursing Form | 04/15
Ambulate : independent
Turn, position . . independent
_Toileting - ' ~ {independent.
Sleep
No. hrs of sleep
| Diet
Lunch amt 15%
_Dinner amt
Neurg/EENT:: _
Alent;orientedsxa WNL
Follows commands WANL
NoSensoryDeficit L WRHNL
NormHear&/orAid WNL
Abs of drainége . . WWNL
Norm closure ) o WNL
Abs of swelling WNL
No visual irhpair 5 WNL
Patent nares ' ' ' WNL
No bleed/disch . ) L . JWNL
-Behavior/meuro ' calm
‘ Disoriented situation
. to olace
- to sime
RespiFatoi 33 ]
Respiratory - ) no distress
Spont respers WNL
NonLaboredEffort WNL
No caugh dyspnea WNL
Natural airway WNL
No O2 requitemnt WNL
.

No /o NV ] WL

[Giénitounnarny.
Continent WNL
Adequate UOP WNL

 Func/Musculoske

No act restrict WNL for age
No use of device : . ) fo devices |
Weakness  ° ’ B ) . . generalized
CARE PROVIDERS LF44 _APR APR LsSD4 CEL
FIELDS, LIZZIE(LF44) TA LAWTON, CLAUDIA(CEL)RN RIESMEYER, ALEXANDER P(APR)TA

SANSCRAITE, LAUREN(LSD4)TA

_ CONTINUED.
, : ~ Page: 80

R. App 711
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REQUEST Z0-04/19/14 05740
CPT OUT:

IOP Nursing Farm

Bk

Sens perception B=slight limited
Moalsture 3=occasnly moist -
Activity 3=walks occasion
Maobility 3=slight limited
Nutrition 2=sfob adequate
Friction & shear 2=joten.problm
Total score 16

Pain score

| RiskPrédaution:

Fall past 24 hr

Clo dizzinoss

Uristeady gait yes

.Néw med/dose chg no

‘Any yes, complet fall assess
Any of above no
Precautions falls falls

AcObset
Activity Level unit restriction unt restriction
ObservationLevel Q1&mins check Q1Smins check

Mis¢ events

1 1

&]

visit with family.

04/15/14 21:02 Misc events'APR): Pt. disoriented but redirectable, wanderirig into other pt's rgoms, Had

04/18/14 00:34 Misc events{GEL): pt asleep, arousable to name confused pleasant and cooperative, continue
to monitor closely

34
Appearance unkempt dressed approp
dressed approp
Behavior cooperative cooperative
Speech normal rate no‘mal voiume
soft

. Mood unable to assess empty:

Interact wistaft positive positive

Invested in tx no . §no

Interact w/peers {appropBoundaries apdropBoundaries

InteraciW/family visit B

Motor unsteady gait
Alfect fiat

Hallucinations none

Thought process disorganized

Thought content appropriate

Delusions nene .
CARE PROVIDERS APR CEL
LAWTON, CLAUDIA(CEL)RN " RIESMEYER, ALEXANDER P(APR)TA

CONTINUED
DOB: 10/08/1847 - muha_iop24hr

R. App 712
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04/15

PFEQUESTEDI04/19]14 05140
OPT OUT:

Q4/18

LevelOfConscious awake somnolent
somnolent
Orientation to person to serson
Impairment to time to time
to place to slace
to situation. to situation
Concentration distractible distractible
Pay attention able
BroBlEmIS
Dementia ipresent
Disorientation present
Confusion Dbresent
intervention i
Support via 1:1 done
MaintainRiskPrec falls falls
Safety plan done doe
Othinterventions provids limits provide limits
provideStructure provideStructure
Monitor response dore
-Provided redirection distraction
clear direction .
Enviror interv decrease stimuli decrease stimuli

PatigritResponse

Classfactivities

not applicable

Recovery/goal wk not applicablie

_Followed direct done doe
" Interaction minimal minimal

Med adherence voluntary voluntary

Qth responses unabl2concentrat sleeping
liness/dissase unable ToVerbaliz verbal understan

Structure/milieu Nno response positiv response
Self-monitorTech in use
AdhsreSaletyPlan done done.

No self-harm noene no1e

Sl Sigh'ii 0

For shift, RN . managed care
CARE PROVIDERS APR ' CEL

Page; 82

LAWTON, CLAUDIA(GEL}RN RIESMEYER, ALEXANDER P(APR)TA

. CONTINUED
DOB: 10/08/1947 - muha_iop24hr
‘Page: &2

R. App 713
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OPT OUT:

{OP Nursing Form 04/18

Pagoe: 63

Chart check

Mauth care , assist

Room neatness . ) dependent

Ambuiate o B assist
independent

Turn, position L N independent

Toileting . . . . . ) prompt

Siosp:

”N_o. hrs of sleep 8.00 ) l . l l - I

bl

Breakfast amt 50%

Lunch amt

 Neurg/EE

Follows commands
NoSensoryDeficit

NormHear8J/orAid
Abs of drainagse-

Norm closure
Abs of swelliing
No visual impair

Patent nares
No bleed/disch

Bshayiot/neuro

Disoriented
- BEapir

Continent

No clo NV

édntlneﬁt T
Adsquate UOP

Euno/)

No act restrict

No use of device

‘Weakness

Bkin

Sens perception
Moisture
Activity

‘Mability :
CARE PROVIDERS H CEL MVIM MWV

MMM

HUDSON, JESSE(H)TA LAWTON, CLAUDIA(CEL)RN MADDOX, MORGAN MMMM)TA

i CONTINUED .
‘ Page: §3

R. App 714
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Nutrition
Frictlon & shear
Total score

Age
AlertOriented
AgitationAnxiety
intrmitlyConfued
ConfusdDisornted
independent
' Catheter/ostomy
ElimWassistance
Altered Eiim
IncontAmbulatory
No medications
Cardiac meds
Psych meds
Inc in meds/prns
BipolarSchizoaff
Subst/alc abuse
MajorDepress dfo
DementiaDelinum
IndSteadylmmonbil
‘PropserDevice use
VertigoHypoWeak
Unsteady/Aware
Unsteady/Forgets
Dec po 24 hours
SleepDisturbance
History of falis
Total score’
RiskPracaitior 05116 :00
‘Fall past 24 hr . no
Cfo dizziness no
Unsteady gait - yes
New mead/dose chg
Any yes, complet fall assess

Any of above no
Prec_aL_ati_ons. fg!_ls

Asi/Observ:Leve
‘Activity Level unit restriction
ObservationLevel ) ) Q15mins check
CARE PROVIDERS : MIVM. '

MADDOX, MORGAN M(MMW)TA

: "CONTINUED
DOB: 10/08/1947 - muha_iop24ht ]
Page: 64

R. App 715
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REQUESTZD.04/19/14 0040

OPTOUT:

!OP Nursing Form

l

_04/16

Page: 85

Mt ULE]

Miso events

1

[ &l

04/16/14 13:12 Misc events/MMM): Patient has been present in the milieu mostly. Cooerative with staff and
following direction. Enjoyed a visit with her.daughter.

ab Ehavik 08
Appearance, dressed approp
Behavior cooperative
good eye contact
Speech normal rate
normal volume
Mood authymic
Interact w/staff positive
Invested in tx no
interact w/pesrs appropBoundaries
InteractW/famity vigit
Motor unsteady gait
Affeot’ congruent w/mood
Hallucinations none
Thought process disorganized
Thought content appropriats
Delusions | nohe
LevelOfConscious somnolent
Qrientation to person
fmpairment to time
to place
to situation
Congentration distractible
Pay attention unable
abls.
L Pro 1
Dementia present
Disorientation present
Confusion
i
Support via 1:1 done
MaintainRiskPrec falls
Safety plan done
Cthinterventions provide limits
provideSticture
Monitor response- done

Provided

CARE PROVIDERS

reality orient

postive Reinforc

distraction

redirection

supp fam contact

reassuranse
MVM

MADDOX, MORGAN M(MMM)TA

CONTINUED

DOB: 10/08/1847 - muha_top24hr

Page: &5

R. App 716
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!QP Nursing .Form

clear-direction

Environ interv

decrease stimuli

Provided ed

leisure skills

Leisure skills

_(_)4/16/1 4 13:12 Leisure skills(MMM): encouraged recreation herapy

PatiéntRespc
Followed direct , done

Interaction minimal

Med adherence.

Oth responses sleeping
Intéracted w/ peer group
lliness/disease unablaToVerbaliz
Structure/milieLs posttiv response
Self-monitorTech

AdhereSafetyPlan ‘done

No self-harm

none

For shift, RN
CARE PROVIDERS MM
‘MADDOX, MORGAN M(MMW)TA
. CONTINUED .
Page: 6
Page 86 of 98

R. App 717
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FPEQUESTZDI0419,14 0340

OPT OUT:

IOP Nursing Form-

04/17

Fage: 87

Ambulate independent
Turn, position independent
Toileti i

8]

No. h ofsléep_

‘Breakfast amt

Oinner amt

25%

4§ Fotlows commands

AN

‘NoSensoryDefitit AVNL,
"NormHear&/orAid WNL
.Abs of draindge WINL,
| Normyclosure WNL,
| Absof swelung WNL.
F'No visualimpsir WNL.,
“Patent nares WAL
-No blesd/disch WAHNL
Behavioi/lietrs: caim
“Distrientad’

-sntuatlon

‘Continent-

WNL

Noc/o N

| contineiit:
'A‘déaﬂat'e' Vel;}

No‘act restnct

; WNIL for dge:
Nouse of devise no.déevises:
Weakness . :

3=slight Ilmited

Moisture 3=occasnly roist | 3=occasnly moist

Activity 3=walks occasion 3=walks ozcasion

Mobllity 3=zslight Himited o 3zslight limited

CARE PROVIDERS YSGO MMM LSD4 KCJ | LSD4
JENKINS, KIMBERLY D{KDJ}R MADDOX, MORGAN M(MMM)TA SANSCRAITE, LAUREN(LSD4) TA

YATES, SARAH(YS60)RN

NTINUED

CONT
DORB: 10/08/1947 - muha lop24hr
Page: §7

R. App 718
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REQUEST=D04/18/14 05:40
OPT OUT:

04/16

[

_04NnT -

SkinC :
| Nutrition 2=prob adequate 2=prab adequate
Friction & shear 2=poten.probm 2=poten.probim
Total score 16 16

WNL_

WNL

Age 50 to 79-(10)
AlertOriented no (0)
AgitationArnxiety na (0)
IntrmitlyConfusd no (0)
ConfusdDisornted yes (13)
Independent ‘no (0)
Catheter/ostomy no (0}
‘ElimWassistance yes (10)

Altered Elim no (0)
IncontAmbulatory no {0)
No-medications yes (10)
Cardiac meds yes (1C)

&

Psych meds yes (8)

Inc in meds/prns no (0)
BipolarSchizoaff no (0)

Subst/aic abuse no (0).
MejorDepress dio no (0}
DeinentiaDeliium yes (12)
IndSteadyimmobil Yes (7) -
ProperDevice use no (0)
‘VertigoHypoWeak no {0).
Unsteady/Aware N/A (O}
Unsteady/Forgets Yos {16)

Dec po 24-hours appetite norm(0)
SleepDisturbance NoDisturbance(8)
' History of falls No histoty (8)
Total soore 111

04/16/14 15:52 Cardi

RiskPrec

Fall past 24 hr

Clo dizziness ho. no
Unsteady gait yes yes

New med/dose chg ho no

Any yes, complet fail assess fall assess
Any of above no no
Precautions falls falls

CARE PROVIDERS

YS60

JENKINS, KIMBERLY D(KDJ)RN

YATES, SARAH(YSE0)RN

CONTINUED

DOB: 10/08/1847 - muha_ijop24hr

Page: 68

R. App 719
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PEQUESTZO:0419,14 95:90

OPT QUT:

[

Page: 89 .

unit restriction

Q15mirjs check

Misc events

e T LI

[ &

to push po Ruids.

04/16/14 15:52 Misc eventsYS60): Pt.is resting in.her room. I gave-her 120 ml of juice, still continuing

maintained.

04/17/14 05:06 Migc evontsKDJ): pt hae been asleap throughout the night. no behavioral concerns, safoty

[2)
Appearance dressed approp
Behavior cooperative
Speech normal rate
soft
Mood unable to assass Junable to assess
Intéract w/staft positive ’
Invested in tx no ;
Interact wfpeers appropBoundaries |
Motor unsteady gait unsteady gait
Affeot congruent w/mood
Heallucinations none
Thought process disorganized _Junable to assess
Thought content appropriaté
Delusions none . .
LevelOfConscious semnclent somnolent
Orientation to person
Impairment to time
1o place
to gituation
Concentration distractible
Pay attention able
Broblemilist:
Dementia present
Disorientation present
Confusion’ prosent

Support via 1:1

done
MaintainRiskPrec fails falls
Safety plan done
Othinterventions provide limits
provideStructure
Monitor response done done
Provided distraction L
Environ interv decrease stimuli decrease stimuli
CARE PROVIDERS YSe0 KCJ
JENKINS, KIMBERLY D{KDJ)RN YATES, SARAH(YS80)AN
CONTINUED
Page: 89
%; Page 89 of 98 °

R. App 720

MUSC PAGE 145 OF 299




FEQUEST=IX04N14/14 05140

OPT QUT:
. ago. 00
1OP Nursi
P
Followed direct done .
Interaction minimal
Med adharence vajuntary
Oth responses sleeping sleeping
[iness/disease verbal understan. '
Structure/mifieu pasitiv response
Self-monitorTech in use . . . .
AdhereSafetyPlan done KD ] done
No seif-harm nona
For shift, RN reviewed doc
managed care managed sare
CARE PROVIDERS Y860 ‘KEJ
JENKINS, KIMBERLY D(KDJ)RN YATES, SARAH(YS60)RN

CONTINUED
DORB: 10/08/1947 - muha_icp24hr
Page: 80

R. App 721

MUSC PAGE 146 OF 299




FEQUESTZD:04M19/14 05:40
UPTOUT:

Page: 91

!OF‘ Nursing Form

 Cliart B

Chart check 17 l ’done
Ambulate independent independent
Turn, position indepérident independent
Toileti independent independent

[ Dl

Breakfast amt

100%

Lunch amt

70%

50%

Dinnér amt
OJEEN

Follows commands

WNL
NoSensoryDefioit WNL.
NormHear&/orAid WNL
Abs of drainage’ WAL
-Norm closure WNL
Abs of swelling WNL
No visual impair WNL
Patent nares WNL
Neo bleed/disch WNL
Behavior/neuro calm
Disorlented situation
to place
to time
- Respiratony: 30
Respiratory no distress
Spont respers WNL
NonLaboredEffort WNL
No cough dyspnea WNL
Natural airway WNL
No G2 requiremnt WNL
Cough nensa.

CARE PROVIDERS

NS77

NS77

SENS-

YS60 SENS

NICKS, SEQUOYA(SENG)TA

SMITH, NYASHIANS77)TA

CONTINUED

DOB: 10/08/1947 - muha_iop24hr

YATES, SARAH(YS60)RN

Page: 81

R. App 722
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PEQUESTZO.04119{14 00240
CPT U
Page: 92

No act restriot . WNL for age
No use of device no devices
_Weaknass eneralized

£l 109:08 3,825 30
Sens perceptiol ' 3=slight limited
Malsture 3=occasnly moist
Activity 3=walks occasion
Mobility 3=slight limited
Nutrition 2=prob adequate
Friction & shear 2=poten.probim
Total score 18

" Skin WNL

dsnigs impairmnt

Pain score

50 to 79 (*0)
AlertOriented no (0}
AgitationAnxiety : na (0)
IntrmitlyConfusd no (0)
ConfusdDisornted yes (13)
Independent no (0)
Catheter/ostomy . ‘1no (0) .
ElimWassistance yes (10)
Altered Elim no )
IncontAmbulatory . no (0)
No medications . yes (10)
Cardiac meds . fyes (10)
Psych meds yas (8)
Incin meds/prns ‘ no {0)
BipolarSchizoaff no (0)
Subst/alc abuse no (0)
MajorDepress dfo - no (0)
DementiaDelitium yes (12)
indSteadylmmobil Yes (7)
ProperDevice use no )
VertigoHypoWeak no {0)
Unsteady/Aware : : N/A (0)
Unsteady/Forgets Yes (15)
.Dec po 24 hours appetite norm(0)
SleepDisturbance : NoDisturbance(8)
_History of falis No history (8)
Total score . -, 111
CARE PROVIDERS . ' ' ' YS60

YATES, SARAH(YS60)RN

CONTINUED :
DORB: 10/08/1947 - muba_iop24hr
Page: 92

R. App 723
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PEQUESTZDI04/19/14 05:40
OPTOUT:
Pagn: 93

IOP Nursing Form | 04/17
RiskPrecatitions

Fall past 24 hr tno

Clo dizziness no

Unsteady gait ) yes

New med/dose chg no

Any yes, complet fall assess
Anyofabove - ne
Precautions ] falls
[AclObserv Leve ;

Activity Laval unit restriction unit restriction
‘Obssrvat'ionl.evel Q15mins check G 18mins check
Miet Evant

Migo evente | | | &]
04/17/14 18:51 Misc events/SEND): Pt was cooperative today. no behavioral issus. pt was very concern about
ket daughter,

3328

| b pifishavior:

Appearance . . ) dressed approp | dressed approp

Behavior . . cooperative cooperative

Speech normial rate normal rate’

soft soft

Mood euthymic outhymic

Interact wfstaff “ positive positiva
‘Invested in tx no

Interact w/peers appropBoundaries | appropBoundaries

Motor o L. unsteady gait unsteady gait

Affect ' ) Gongruent w/mood | congruent w/maood

Halfucinations ) . ) none . - |none

Thought process disorganized disorganized

Thought content preoccupation preoccupetion

Delusions - none none

LevelOfConscious awake awake

Qrientation _ ta person to person

Impairment ‘ ta time " |totime

to plave to place

. . . to situation . to situation.

Concentration ) _ distractible distractible

Pay attention ' unable. unable
Probieim s g 2

Dementia present present
Disarientation present present
Confusion présent present
CARE.PROVIDERS SEN9 _ YSs0

NICKS, SEQUOYA(SENS)TA YATES, SARAH(YS60)RN

CONTINUED
DOB: 10/08/1947 - muha_jop24hr
-Page: 83

R. App 724
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PEQUESTED.04/19/14 05:40
oPTOUT:"

Page: 24

IOP Nursing Farmn | 04/17
I

Suppoit via 1:1 . dorne done

MaintainRiskPrec: falls falls

Safety plan done done

Othinterventions . fprovide limits provide limits
provideStructure  {provideStructure

Monitor response done done’

Provided . distraction reelity orient
redirection positiveReinforc
reassurance reassurance
clear direction clear direction

Environ interv ‘ decrease stimulb.

Provi d medication

Pat

Followed direct ) doné done

Interaction , i minimal minimail

Med adherence voluntary

Oth responses sleeping
Interacted w/- peer group peer group
“Structure/miileu ' ' ' "Ipositv response | posttiv response
AdhereSafetyPlan ’ ' done done

No self-harm noneé

Shi .
For.shift, RN . reviewed doc
) : managed care
GARE PROVIDERS SEN9 YS60
NICKS, SEQUOYA (SEN9)TA YATES, SARAH(YS60)AN '

. CONTINUED
Pagé: 24

R. App 725
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FEQUESTZ0.0419/14 0340
OPT OUT:

IOP- Nursing Form ] 04/18

Breakfast amt : 40%

Lunch amt ' : '
| Meuio/EEN]

Follows commands ’ WNL

NoSensoryDeficit . WNL

NormHear&/orAid ) WNL

Abs of drainage WNL

Norm closure WNL

Abs of swelling WNL

No visual impair WHNL

Patent nares WNL

No bieed/disch WNL
Behavior/neuro calm

Disoriented siluation

o place
to time

Bespiratory

Respiratory B no distress.
Spont respers ' WNL
NonlLaboredEfiort i WNL

No cough,dyspnea WNL
Natural airway WNL

No O2 requiremnt. . WNL

none

WNL for age

No use of device no devices
Weakness ) generalized

8K { SH H09:1

Sens perception 3=slight limited

Moisture 3=occasnly moist

Activity . 3=walks occasion

Mobility 3=slight fimited

CARE PROVIDERS H . KDJ Q11 NS?77 NS77
HUDSON, JESSEH)TA JENKINS, KIMBERLY D{KDJ)RN QUINN, LESLIE(LQ11)RN

SMITH, NYASHIA(NS77)TA

" CONTINUED :
DOB: 10/08/1947 - muha_iop24hr
Page: 85

j ' Page 95 of 98

MUSC PAGE 151 OF 299
R. App 726




REQUESTZDIU419/14 09:40

OPT QUT:

Page: 08

Nutrition | 2=prob adequate
Friction & shear 2=poten.probim
Total score 16

WNL

Pain score l | Io Numeric Value ] i
BighPrecaution 14 :

Fall past'24 hr no

Cfo dizziness . no

Unsteady gait yes

New med/dose chg . no

Any yes, camplet . fall assess.

Any of above . no

Precautions falls

Activity Level unlt restriction
‘ObservationLevel Q15mins check:

Msoovents | &

04/18/14 09:10 Misc events’LQ11): Disorientad bul more-alert, Calm and cooperati

Appearance dressed approp

Bahavior cooperative
Spesch normal rats
soft
Mood eythymic
Interact w/staft positi_\)e '
Invested in tx no
Interact w/peers ) ~ ] appropBoundaries
Motor ) unsteady gait
Affect ' T , congruent w/mood
Hallucinations . none
Thought process . disorganized
Thought content precccupation
Delusions . : .. .. |none
LavelOfConscious . awake
Qrientation ] 4 to person
Impairment to time
to place
) to shtuation
Concentration ‘ B distractible
Pay attention unable
CARE PROVIDERS . LQ11

QUINN, LESLIELQ11)BN

. ~ CONTINUED
EEEEENNEE M SEEMMMMEREN DOR: 10/08/1947 - muha_jop24hr
I ' \ Page: 96

R. App 727
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PEQUESTZD.04/13,14 065:10

OPT QUT:
10P Nursing Form | 04/18
Pighign
Dementia present
Disorientation present

present

fusion

done

Support via 1:1

MaintainRiskPrec falls

Safety plan ’ done _
QOthinterventions provideStructure
Monitor response d

Patfent

Followed direct done

Interaction . minimal

Med adherence voluntary

QOth résponses ) 'sieeping
Interacted wyf’ . peergroup
liness/dispase unableToVerbaliz
Structure/miliey positiv response
AdhereSafetyPlan ' A done

No self-harm ] none

 Shif:Sign 43 ? i
For shift, RN * freviewed doo
managed care
CARE PAOVIDERS LQit

QUINN, LESLIE-Q11)RAN

. CONTINUED
DOB: 10/08/1847 - muha_iop24hr
Page: &7

R. App 728
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loP Nursing Form

1

04/18

Chart check

done

CARE PROVIDERS

DR30

REYNOLDS, DAWN(DRSI0)RN

LAST PAGE
— DOB: 10/08/1947 i mUha-iopg.Ah.r

Payo: 98

Page: 98

R. App 729
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REQUESTIZDI0O41Y14 05:40

OPT OUT:
age: 1
FLOWSHEET. { 04/18
Discharge SI0P
ReviewRx&D/Cinst caretaker
QpportunityQuest caretaker
Lindrstrd D/Cinst. caretaker
UnderstndRx inst caretaker
ResourcelnfoGaird caretaker
TakeMedsAsOrderd . [yes
DenyHaim to seif yes
DenyHarm others yes
Discharge at 04/18/2014 16:40 -
DepartdUnit with caretaker
escort by |OP
Departd mods ambulatory
Asturned to pt personal possess
valuables-
Reviewdunderstnd DC instructions’
F/U appointment
CARE PROVIDERS PB33

BLEVINS, PHIL(PB33)RN

: LAST PAGE
Page: 1

R. App 730
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FEQUESTZDI04/18)14 U:40
OPT QUT:

04/03/14 08:15 BP Lying(LSD4): RN notified’

FLOWSHEET ] 04/02 [ 04/03
Vital:Siah:
Temp inC 38.7C oral 37.1C oral
RESPIRATIONS 18 visual 18 visual
02 SAT % 99% room air 06% room air
BP Lying 149/73 arm L
&
Pulse Lying 97 brachial
BP Sitting 148/78 arm L 136/75armL
Pulse Sitting 77 brachial 63 brachisl
BP Standing 122/81 amm L
Pulse Standing 93 brachial . .
PAIN LEVEL ¢ Numetric Value 0 Numerie Value

240
240

240
720

240 480 240
240 480 720
intake Total 240 480 240
240 480 720
CARE PROVIDERS SEN® SEN9 LSD4 MMM MMM

‘MADDOX; MORGAN M(MMW)TA

NICKS, SEQUOYA(SENS)TA

DOB:-10/08/1947 - Vital Signs, Intake & Dutput

CONTINUED.

SANSCRAITE, LAUREN(LSD4)TA

Page: 1

R. App 731

. MUSC PAGE 156 OF 299

Page: 1




FEQUI

ESTZD:04/19,14 USI40

OPT OUT:.

04/04.

FLOWSHEET

"HEIGHT

157.5cm
WEIGHT in Kg 45.5kg
BSA 1.41
BMI 18.3 .
TempinGC 37.1Coral 36.8C oral 36.8C oral
RESPIRATIONS 18 visual 16 visual 16 visual
02 SAT % 94% room air 96%.room air '
BP Lying 138/74arm L
Pulse Lying 81 brachial
‘BP Sitting 117/73 arm L 121/63.armL 153/83 arm L
Putse Sitting 84 brachial 87 brachial 73 carotid
8P Standing 116/76 arm L 165/66 arm L
Pulse Standing 82 brachial 21 brachial

0 Numerio Value _

0 Numeric Value

a0 80N

“Intake Total

240 600
240 600
NET 240 600

240 600
240 600
Intake Total 240 600
240 . 600
CARE PROVIDERS MMM LSD4 MMM KM11 SENO
MADDEN, KATHERINE(KM!t 1)RN MADRDOX, MORGAN M(MMM)TA NICKS, SEQUOYA(SENS)TA

SANSCRAITE, LAUREN({LSD4)TA

CONTINUED

DOB: 10/08/1947 - Vital Signs, Intake & Output

Page

I I - - or 21

R. App 732

12

MUSC PAGE 157 OF 299

Page: 2




REQUEST=DI04/19,13 05140
CPTOUT:

| 04/05

38.8C oral

RESPIRATIONS ' 16 visual

02 SAT % 97% room air

BP Lying T i8/79am R

Putse Lying 99 brachial

BP Sitting 126/67 arm R

Pulse Sitting 86 brachial

BP Standing

Pulse Standing

PAIN LEVEL - . jo'Numeric Value

R0 BUMMARY §i57 b . ] :

intake Total 240 240 360 300
240 240 600 300

NET 240 240 360 300
240 240 500 300

LAl
Cral 240 240 360 300
: 240 240 500 300
Intake Total 240 240 360 300
L .. 240 240 . |e00 ~ fso0
CARE PROVIDERS " SENS AMBE " ANB9 ANBS BLAO
BEERS, ANGELA(ANS9)RN o KOHLER, CATHERINE(BLAD)RN MCCRAY, AMY(AMB2)TA

NICKS, SEQUOYA(SENS)TA

_ CONTINUED
DOB: 10/08/1947 - Vital Signs, Intake & Quiput .
: Page: 3.

R. App 733

MUSC PAGE 158 OF 299




FLOWSHEET

REQUEBT Z0:04/19/14 0540
OPT QUT:

G

36.8C aral

Temp inC 38.6C
‘RESPIRATIONS 18 18 visual
Q2 SAT % 38%-raom air
BP Lying 151/83 arm L
&
Pulse Lying 88 brachial
BP Sitting 99/62 137/80arm L
Pulse Sitting 101 80 brachial
BP Standing 94/83
Puisé Standing 82
PAIN LEVEL 0 Numeric Value 0 Numeric Value

04/06/14'05:59 BP Lying(APR): RN notified

240

Intake Total 120 120°
420 120 360
NET 120 120 240
Oral 120 120 240
420 120 360
intake Total 120 120 240
; 420 120 360
CARE PROVIDERS BBT8 APR. APR CHo9 CHos

BERRY, BRIAN(BBTE)TA

HARRIS, CHEVALIER(CHO8) TA

RIESMEYER, ALEXANDER P(APR)TA

CONTINUED.
DOB: 10/08/1947 - Vital Signs, Intake & Output
Page: 4

R. App 734
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FEQUESTEL:04/1914 05:40
QPT QUT:

Temp inC 36.8C oral 36,7C temporal
RESPIRATIONS 18.visuai 18 visual

Q2 SAT % 95% room-air_ 100% Gom air_
BP Lying 179/84 arm L

&

Puise Lying 74 braochial

BP Sitting 160/79 arm R 170/82 arm L
“Pulse Sitting 72 brachial 75 brachial

BP Standing 132/79 aim R

Pulse Standing 95 brachial .

PAIN LEVEL 0 Numeric Value 0 Numetic Valus

04/07/14 05:13 BPLying(H: The nurse. wasm made aware.

04/07/14 05:13 BP Siting{H: The nurse was made aware.

Intake Total 100 1‘20 240
100 220 460
NET 100 120 240
100 220 460
INTAKI
Qral 100 120 240
100 220 480
Intake Total 100 120 240
100 220 480

CARE PROVIDERS

BCTA

BLAO BLAD

BLAO

H

HUDSON, JESSE(H)TA

KOHLER, CATHERINE(BLAO)RN

CONTINUED

RCOBINSON, TANOVA C{(RCTA)TA

DOB: 10/08/1947 - Vital Signhs, Intake & Cutput

Page: 5

R. App 735
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REQUESTZDI041914 06:40

OPT OUT:
: Hrgo: 8
FLOWSHEET ] 04/07
Vit
Temp inC ) 36.8C.oral
‘RESFPIRATIONS : ' 16 visual
02 SAT % ) 97% room air
B8P Lying
Pulse Lying
BP Sitting : 120/856 arm L
Pulse Sitting 87 brachial
BPF Standing 94/61 armL
Pulse Standing ) ) 87 brachiel
PAIN LEVEL ON ic Value

BOBUNMAR

240 120

Intake Totai 580
560 240 , _ |380
NET $60° 240 120

240 360

Oral 560 240 240 120
560 800 2490 360
Intake Total 560 240 240 1120
560 1800 240 350
CARE PROVIDERS . MMM MMM MMM MV M AMB9
MADDOX, MORGAN M{MMM)TA MCCRAY, AMY (AM60)TA o .

. CONTINUED
DOB: 10/08/1947 - Vital Signs; intake & Output
Page: 6

R. App 736
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QPT QUT:

04/08

Pago: 7

Vital Sigis -
Temp inC 36.7C oral 37.1C oral
RESPIRATIONS 118 visual 18 visual
02 SAT % 98% room air 94% roomair
BP Lying 142/84 arm L
Pulse Lying 97 brachial
BP Sitting 142/80-arm L 124/82 arm L
Pulse Sitting 101 brachlal 74 brachiel
BP.-Standing 114/77 arm L
Pulse Standing 74 braohiel

PAIN LI

0 Numeric Value

ON

V

- 1840

240

NET

‘360

240
240

Cral

360

240 240
480 840 240 480
Intake Total 480 360 240 240
480 840 240 480
CARE PROVIDERS AMs9 MMM MMM _MVM YSE0

MADDOX, MORGAN M{MMW)TA

'MCCRAY, AMY (AMB2)TA

CONTINUED

YATES, SARAH(YSE0)RN

Page:7

R. App 737
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| FLOWSHEET

38.4C oral.
118 visual

138.8C5fal:
JiB.visual.

107/72 armL.
73'braghial

BP Sitting:
| Pulse:Sitting:
| PAIN'LEVEL,

s00°
e .. 780 | . 680: 1180
NET 300 : 660 “|500

: . 1160

INTAKE:
Oral: 30 : 860 500
. . - 1780 . . 860 1180
intake: Total 360 660 500
- 780; 860 1160
CAREPROVIDERS | AMB9 | _Ames __NSAA.

MCCRAY, AMY(AMBO)TA ' NICKS, SEQUOYA(SENS)TA,

s CONTINUED: C
DOBr10/08/1047 2 Vital. Signs, Intake & Cutput

MUSC PAGE:163 OF 299
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FLOWSHEET

‘tempora

16 visual;

Initake Total

‘CARELAOVIDERS!

pr

~KoAn

SENS:

EGUOYA(SENS)TA.

nrs L SCONTINUED S
DOB:-10/08/1847 « Vital Signs, Intake:&:Output:

R.App 739

‘Page 9 of:21

Page’8.

"STANLEY;NADINE(NSAA)TA

MUSC PAGE 164 OF 299




aPTOUT:

FLOWSHEET ' i od/i1

ags: 10

190

Temp inC. 38.8C temporal
| RESPIRATIONS 18 visual
02 SAT % 96% room air___ . 97% rogm air
.Manual BP .. 184/86 arm R
BP Lying 178/99arm R '
&
Pulse Lying 98 brachial
BP Sitting & 152/79 arm R
Pulse Sitting . 78 brachial.
PAIN LEVEL 0 Numerio Value ’ ‘ a 0 Wong-Baker(fac
i o)

04/11/14 05:25 BP.Lying(H: The nurse was made aware.

'04/11/14 05:25 BP Sitting(H: Pt. was uneble to sit u

| GLUGOSE PCX,WHO

&0 SUMMAR: ; 4
Intake Total 120
. v " , , 120

Oral . ' 120

120
intake Total ) - 120
120
CARE PROVIDERS H. BLAQ SiD PB33 LWD3
BLEVINS, PHIL(PB33)RN CC SYSTEM, ID(SID) i HUDSON, JESSE(H)TA

KOHLER, CATHERINE(BLAO)RN WELLS, LASONYA(LWD3)TA

CONTINUED ,
DOB: 10/08/1047 - Vital Signs, Intake & Cutput
Page: 10
I O, - 1o of 21

R. App 740
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roge: 11

Value

| Vital S 00T
TempinC . 36.8C oral
RESPIRATIONS 18 visual 18 visual
02 SAT % . 97% room air
'BP Lying 167/00 arm R 162/84 arm R
Pulse Lying 103 brachial 81 brachial \
BP Sitting 145/73-arm R
Pulse Sitting 88 brachial
BP. Standing.
Pulse Standing
PAINLEVEL sleeping Numeric 0 Numerio Value

| 04/11/14 17:52 Temp in G(SENS): Pt was asleep

04/11/14 17:52 BP Lying(SENS); Nofitied R.N. Sarah _

04/11/14 17:52 Pulse LyingiSEN9): Nofiied R.N.

04/12/14 06:18 BP Lying(TW2): BN

tified

180 SUMMAT

intake Total 240
. 240
NET 240

Oral
NaCl 0.9% 0
0
Intake Total 240 240 o
240 240 0
CARE PROVIDERS SENS SENS TW2 CHOR B33,

BLIZZARD, LAUREN(LB33)RN
WILSON; TIFFNEY (TW2)TA

HORLBACK, CHRISTOPHER(CHOR)RN

CONTINUED

NICKS, SEQUOYA(SENS)TA

DOB: 10/08/1847 - Vital Signs, Intake'& Output

Page: 11

I - o>

R. App 741
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FLOWSHEET . i

04/12

04/13

AEQUEST 0041914 05:40
OPT OUT: '

[Yital-Bigns

Temp inC 368.4C oral 36.2C temporal
‘RESPIRATIONS 18 visual 18 visual

02 SAT % 98% room air 100% room air
BP Lying 153/75arm R

&

Pulse Lying ) 68 brachial.

BP Sitting 173/77 aim L 150/80 arm R
Puise Sitting 69 brachial 85 brachial

8P Standing 154/82 arm L

Pulse Standing 69 brachial

PAIN LEVEL 0 Numeric Value 0 Numeric Value

04/i3/14 05:23 BP Lying(H: The hurse was made aware.

1&
Intake Total

420 1000
NET 420 1000

Qral

420 120
420. 540
NaCl 0.9% 1000
1000
Intake Total 420 120 1000
420, 540 1000
CARE PROVIDERS RCTA RCTA RCTA. TABG H

BLACK, TAMMY (TABG) AN

HUDSON, JESSE(H)TA

ROBINSON, TANOVA G(RGTA)TA

Page: 12

- CONTINUED
Page: 12

"R. App 742
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PEQUESTZ0D04/19/14 0510

OPT QUT:
Page: 1%

FLOWSHEET
Vitai:Si

Temp in-C 36.7C 38,7C temporal
- RESPIRATIONS. 18 visual 18 visual

Q2 SAT % 98% room air 100% room air

BPF Lying 149/84 arm R

&

Pulse Lying 81 braohiel '

BP Sitting 132/718 arm L 127/84 arm R

Pulse Sitting 70 brachial 78 brachial

PAIN LEVEL 0 Numario Value |0 Numeric Value
04/14/14 05:28 BP Lying(H: The nurse was made aware.
{89 0 i

24D

‘Intake Total

N

Qral 60 30 240
80 90 24D
Intake Total 60 30 240
80 90 240
CARE PROVIDERS LB33 - AROB RCTA | H PB33

BLIZZARD, LAUREN(LB33)RN " HUDSON, JESSE(H)TA

BLEVINS, PHIL(PB33)RN
ROBINSON, TANOVA C(RCTA}TA

ROBINSON; RAGINE(RROB)TA

: CONTINUED
DOB: 10/08/1947 - Vital Signs, Intake & Output
Page: 13

R. App 743
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GPT OUT:

Page: 14

FLOWSHEET ' i 04/14
! igh

Temp inC ) 38.8C oral
RESPIRATIONS . ' ' . 186 visual

02 SAT %

8P.Lying

Pulse Lyirig

BP Sitting 114/67 arm'L
_Puise- Sitting . ) . 81 brachiel

'AIN LEVEL" ) ) ) 0 Numeric Value
Intake Total 380 249 120 120
600 840 960 120

NET 380 240 120 120
: 840 ' .

Oral 360 240 120 120

&
_ 600 840 . 960 _ 120
Intake Total 260 1240 " 120 120
800 840 9860 . {120
04/14/14 14:30 Oral(PB33}: juice x 2 ) i .
| GARE PROVIDERS NS77 ‘PB33 | PB33 | SENY ] SENg |
BLEVINS, PHIL(PB33}RN NICKS, SEQUOYA(SENS)TA 'SMITH, NYASHIA(NS7T)TA

CONTINUED
DOB: 10/08/1947 - Vital Signs, Intake & Outpist
Page: 14,

R. App 744
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REQUESTZDIU419/14 05:490

OPT OUT:

FLOWSHEET

04/15

rge: 15

TempinC .

38.7C oral’

38.7C temposal
'RESPIRATIONS 16 visual 18 visual
‘02 SAT% 100% room ar 94% room air
BP Lying 148/01 arm R )
' &

Pulse Lying 65 braohial

BP Sitting 138/73 atm R 128/80 arm R
Pulse Sitting '66 brachial 95 brachial
BP Standing 103/89 arm R
Pulse Standing . 95 brachizl
PAIN LEVEL 0 Numeric Value "lo Numeric Value

04/15/14 05:08 BP Lying(H:

The nurse was made aware

120 360 20
NET 120 240 20
120 360 20

OTHER SUPPLEMENT 20
. . 20
Intake Total 120 ° 240 20
. 120: 360 20
04/16/14 09:67 Oral(LFE44): pt.drank 240 of boost
CARE PROVIDERS | H | LF44 | LF44 | APR 1 APR |
FIELDS, LIZZIE(LF44)TA HUDSON, JESSEH)TA RIESMEYER, ALEXANDER P(APR)TA
CONTINUED

DOB: 10/08/1847 - Vital Signs, Intake & Output
Page: 15

I - <o

R. App 745
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FLOWSHEET ] 04/15

Vital 9100

Temp inC . . . ) . 38.8C temporal
RESPIRATIONS ‘ . _|svisual

02 SAT % - ) ' . ' “186% room air
BP Lying 131/74 arm R
Pulse Lying 80 brachial

8P Sitting 125/81 arm R
Pulse Sitting ) 80 brachial
PAIN LEVEL _ ) 0 Numeris Valus

. Intake Total 118 118 236 236

138 258 492 728
NET ' 118 118 238 236
138 258 492 728
118 ' 118 236 236
118 236 . 472 708
"OTHER SUPPLEMENT ' N
Intake Total ‘ 118 ‘ 118 236 "|238
138 . 258 492 728
CARE PROVIDERS YS60 Y860, YS60 YS60 v H
HUDSON, JESSE(H)TA YATES, SARAH(YSE0)RN.

CONTINUED ] o
DOB: 10/08/1847 - Vital Signs, Intake & Outpiit
Page: 16
I . - 1 of 21

R. App 746
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PEQUESTZ0.04/19/14 09290
GPT OUT:

FLOWSHEET
Vit
Ternp in C 36.9C oral
RESPIRATIONS 18 visual
02 SAT % .{98% room air
BF Sitting 129/81 arm L
Pulse Sitting 80 brachizl
BP Standing 107/75:arm L.
Pulse Standing 80 brachiel
PAIN LEVEL 10 Numeric Value
&0 SUMMAR
Intake Total’ 360 ‘[120 120 240 120
360 480 120 380 480
NET 280 120 120 240 12D
360 480 120 360 480
INTAK]
"Oral
1120. 240 120 360 480
OTHER SUFPPLEMENT | 240 :
240
Intake Total 380 120 120 240 120
- 360 480 120 360 480
CARE PROVIDERS MMM L MMM YS60 MM Y360
MADDOX, MORGAN M(MMM)TA YATES, SARAH(YS60)RN

Page: 17

CONTINUED .
Page: 17

MUSC PAGE 172 OF 299
R. App 747 :




FLOWSHEET ]

04/168

i Q4/17

Vital:Sign

Temp-in C. 37.0C aral

RESPIRATIONS 18 visual

02.SAT % 98% room air

BPF Lying 130/80 arm R

Pulse Lying 71 brachial

BP Sitting 128/80 arm' R

Pulse Sitting 87 brachial

- | PAIN LEVEL 0 Numetric Value
180 SUMMARY: 3

Intake Total 120, 120 360 280
600 720 360 640

NET 120 120 360 280
600 720 360 840

380 280
360 840
OTHER SUPPLEMENT | 120 120
B 120 240

Intake Total © 120 120 360 289

600 720 360 640 .

CARE PROVIDERS

NN37

NN37

LSD4

NS77 N877

NZIOKA, NANCY (NN37)RN

SANSCRAITE, LAUREN(LSD4)TA

CONTINUED

DOB: 10/08/1947 - Vital Signs, Intake & Output

Page: 18

R. App 748
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PEQUESTZD:04/1714 03:40

PTOLT:

FLOWSHEET | 04/17
Vital:Sigh:

Temp inC 38.8C temporal

HESPIRATIONS 18 visual

BP Sitting 9g/8d’arm R

Puise Sitting 190

BP Standing 101/68 arm R

Pulse Standing 103 brachial

04/17/1418:01 Pulse Standing(VCg6): Netified’

nurse

180 SUNMMAR s .
Intake Total 120 120 120 240
120 240 360 800
NET 120 120 120 240
120 240 360 600
Oral 120 120 120
. 120 240 360 )
OTHER SUPPLEMENT 243
&
- {240
Intake Total 120 120 120 240
120 240 360 800
{0as17/14 18:49 OTHER SUPPLEMENT(SENS): boost :
CARE PROVIDERS ] Y360 f Y360 | Y360 | VCo8 | SENe |

COOK, VERDEANIS(VC98)TA

NICKS, SEQUOYA(SENS)TA

CONTINUED

DOB: 10/08/1947 - Vital Signs, Intake & Output

YATES, SARAH(YS60)RN

Page: 18

R. App 749
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FLOWSHEET ' | 04/17 ‘ S | 04/18

Vi ans 0)
Temp inC 38.7C temporal
‘RESPIRATIONS » 16 visual
BP Sitting ' ' 138/88 arm R
Pulse Sitting 86 brachial
BP Standing 116/8C¢arm R
Pulse Standing . _ 86 brachial .
PAIN LEVEL B . ' 0 Numeric Vajue
IR SUMMAR -} ; 0570 ?
Intake Total 120 240 120 600
720 960 . 4 120 720
NET 120 240 120 800
720 960 ' 120 720
Oral 120 ' 240 120 800
280 720 120 v 720
Intake Total 120 240 120 600
' 720 960 120 72D
CABE PROVIDERS Y860 : _Ys60 _ H TW2 NS77-
HUDSON, JESSE(H}TA SMITH, NYASHIANS77)TA WILSON, TIFFNEY(TW2)TA

YATES, SARAH(YS60)RN

) CONTINUED
DORB: 10/08/1847 - Vital Signs, Intake & Dutput
Page: 20

Page 20 of 21
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FLOWSHEET

960

il M
Intake Total 240 420
960 420
NET 240 420

420

240 420
960 420

Intake Total 240 420
960 420

CARE PROVIDERS _ NS77 CD51

DANNELLY, CARRIE(CDS1;TA

LAST PA
DOR: 10/08/1947 - Vital.Signs, Intake & Output
y Page: 21

SMITH, NYASHIA{NS77)TA

GE

R. App 731
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I &0°

Nacl 0.9%
{0) Pexform Date: 04/15/14 15:03 Chart Date: 04/15/14 19:04 chart Inits.: APR
value: 10 ) )

(1) . Inact Date; 04/15/14 19:05 Inact Initm.: APR
Nacl 0.9%

{(0) Parform Date: 04/15/14 13:04 = Chart Date: 04/15/14 19:04 Chart Inits.: APR
) Value; 20 )

(I) Inact Date: 04/15/14 19:05 Inact Inits.: APR

Legend. chaxting
Pulse Standing Do Not Delete
(0) Perform Date: 04/10/14 05:36 Chart Date: 04/10/14 05:39 chart Inits.: APR
" value: 130 Brachl
Agnotation: RN notified
{M) Perform Ddte: 04/10/14 05:36 Chart Date: 04/10/14 05:43 Chart Inits.: APR
Value: (80 Brachl) :

Annotations ()

Misc avents Do Not Delete

(0) Perform Date: 04/11/14 10:07 Chart Date: 04/11/14 10:13 .Chart Inits.: PB33
Value: . . )
Annotatinn: Pt tranaported to 1W mpain Hoapital For Stat ERG.

(M) Perform Date: 04/11/t4 10:07 Chart Date: 04/11/14 10:14 chart Inits.; PB33
Value: -

Annotation: (Ft imcontinen'i of stool. Pt was cleaned and brief changed and Pt was then transported to 1W
main Hospital oI SCET ENG.) - ) .

(M) Perform Date: 04/11/14 10:07 Chart Date: 04/11/14 10:14 Chart Inits.: PB33

valus:
Anavtation: (Ft incontinant of stool, Pt was cleaned and hriwf chingsd and Pt was then transported to 1IN

main Hospital for stet BEG.)
speech Do Not Delete ) .
(0) Perform Date: 04/14/14 12:50 Chart Date: 04/14/14 13:05 chart Inits.: cB22

Valus: SlovSoft
Anncotation: asked to sz’ple questions today
(M) Perform Dater 04/14/14 12:50 Chart Date: 04/14/14 13419 Chart Inits.: CB22

Value: 3lowsSoft
Annotation: (snswered to simple questions today)

Care Providers:

APR RIESMEYER, ALEXANDER P, TA
CB22 BALTIMORE, CARMEN, RN

PB33 BLEVINS, PHIL, RN

LAST PAGE:
DOB: 10/08/1947 - MUKA modfinact
Page: 1
I S - o

R. App 752
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E)MUSC Health

ENSTITUTE UF I3 VCHIATRY .

(T

*NCORDERS*

Institute of Psychiatry

Physician Discharge Orders
Page 164

Form Origination Date: 0/08
Version; 10 Version Da(e' 1011

l ALL ELEMENTS OF THIS FORM MUST BE COMPLETED l

1. Princlpal Discharge Dlagnosls: . AML!MQ Q‘Qﬂ\b{?\ O\ st ﬂ{}s]@ﬂ_\ A-':’}U{WU*

Axlst Alzheimer's:Dementia vs, Dementia vs. Axig I} deffered- )
‘ Dellrium o . aos 1 UTT, by nor- i 0100 AOA
' - Axis' v chranic Rental lliness & psychosocial problems
. : - e Axis V.20 -
2, Reason for Hospltalization: 66 y/o femate with hx of AD viio presents to ED via EMS w/
V warse| .agitatiog and behavioral disturbance per family.
a. Admls\;lon Date 4/02/14
ADMISSION EVALUATION AND LABORATORIE
Mental Status on-Admlssion: Orientation 00ly Lo person App ¢ { Behavior _O!dEr than stated age/ eye contact
Speech / Motor nml rate ol/tremulous & cogwheeling Mood / Affect_Buthymic/mood congruent, constricted _
Thought Content and Process N0-S1 or H1/ linear'and goal-oriented )
Concentalion / Memory ] insight/ Judgment
Laboratory Resul P rtinent th s}cal'Fln ngy
4/S~ CK'316. 4 4 T TSH l\’f Llpid rome Cholesteral 201, LOL 130, Creatine Kinase 342 TIrE amrnoma, valprolc

anel RSN 7 {5.7%:

§EIIAL GOURSE (lnclude rationale for medication changes if appﬂcabla)
D

for worsenlriq anitation and a
proger percautions and safety restrictions,

1} Demena 2/2 Atzhelmer's w/ behavioral distlirbances: Pt glven 3 few doses of 2.5ma iM Zyprexa in ER -and started on Deqakote in
the ER as well for her significant aqitation. Upon admission to the 10; in on_outpt meds of Aricept 1
Namenda 10mg_PQ BID. Aricept switched t6 Exelon 2/2 vomiting, and Exelon Iater d/c'd due t6 ongolng poor po intaks.
2). Abnormal movements: On Itinital exam in the ER, she had no abnormal movements noted. However, og 4/02; she had significant

cogwheeling, hyperreflexia, tremulousness, and occasional myocionus (so significant that it would occasionally disturb her gakt), This
was concerning, alven acute change. We checked her CK, which came-back at-342 initally on 04/03. By 4/04, her movements
seemed to be improving {off-of antlpsychotics). Serlal CK's trended down-and were wnl (175} by 4/10Q. Qver the next few days;, we
noticed ongolng decrease in tremors, reflexes, cogwheellng; and myoclonus. However, on 4/11 she had an episode that appeared .

consistent with partial sefzure activity (slowly lowered to floor by staff, jerking of LUE, fasiculations under left eye, incont B&B, not
able lo eagage patient) followed by, what secemed to be post-ictal symptoms (more pronounced confusian and aphasia, lethargy, etc)
She was sent for a STAT EEG. which didn't show any. seizure activity. No further episodes, but had long pd of lethargy with poor po
intake since {requiring Boost supptements and IVFs intermittently), Doing somewhat better x sev days, now ready for d/¢.

3) Oelirtum 2/2 UIT: She was treated emplrically with Bactrium BS PO BID x 10 days. Repeat UA showed clearance of UTI.

4) Hx of Depression: She was continued on outpt med of Lexapro 10mgq PO daily.

5) HPL: Microvascular disease was noted on'an oid MRI, perhaps more advanced than typically seen In her age qroup. Tnus, we
checked a lipid panel, which revealed elevated total cholesterol and LDL, Due to her elevated CK; we initiaily beld off on initiating
statin therapy until CK jevel decreases. Later, Zocor 10 Mg po qhs was added. . - o .
O Hosgital course cantinued on Addendum

b, Discharge Date 4/ 18/ 14 :

c. Discharge Unit ‘ Scu N (843) . 792-9041 - .

d. Condition at discharga: {] See above ) ’
Cognitive status: _POoOr
Functional status: POOI
T involuntarily commitied to:

3. Discharge AttendIng: Mary Craig MD
[J chack if responsible for discharge summary, or specify nama of responssble

4. Discharge Resident/PA-CINP Erin Seery, MD

[ check if respon sibig Jertischafie Jummary, or specify name of tesponsible
s. Dlscharge Servicod’. Gerlatric Psychiatry, 4N i } 6 ' >
Physician Signature A . PageriD _15220 Date 4/18]l 1% Time __1 -AM/IPM

jop_all_ordors_dischgenerel OTE901167 Rev. 10/11

MUSC PAGE 178 OF 299
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ﬁ MUSC Health

INSTUFUTE OF e58CHIN TRY

ORI

*DCORDERS*

Institute of Psychiatry
Physician Discharge Orders

Page 2 of 4

Form Ovigination Date: 8/08 )
Version: 10 Vefsion Date: 10/11

6. Otd the patient have any of the following dlagnoses during this admission?
If yes 10 any, additional questions wil pop up and MUST bo completed.

Acuta myocardial infarction No es
Asthma {Pediatric) K Nof | Yes
Gerebral vascular accident (CVA) & No [] ves

Chronic Obstructive Pulmonary Disease (COPD) No [JYes [ Not Active
Congestive Heart Faflure (CHF) or history of CHF No D Yes

Diabetes meliitus No D Yes

Pneumonia : K No (] Yes

NURSE INSTRUCTIONS = if any of above thecked yes, Include appropriate discharge Instructions to the patlent

7. Has the patient used tobacco In the past 385 days?

K] No
[} Yes > counse! patient / caregiver [ I'have counsaled paliont / caregiver an harmful effects of smoking & offerad, smoking cessalton advice

3 NURSE INSTRUCTIONS ~ Emphasize tobacco cassation In your.discharge nstructions and give pafient / caregiver education material

8. Patient Ds position:
a) Discharge or Transfor 102

[] Assisted living [J'Hospital 7 acute care faclity. ° [0 Rehabiliitation facity

(X Home or sell-care (] tong term actite care facility - LTAC CJTcy

[ Home with hospice - [ Nursing home / skifled aursing facllity £ VA  Federal haspital / military
1 Hospice facility O Psychlatrie faility / unit {J Left against medioal advice

[ tnvoluntasily commitied

Adiross N !'orth Chiarleston, SC_IN . :
Phone ] .

i discharge to home (check applicablo):
[0 b) Home heallh services: [J Nursing ] 0T [J PT [ Speech l] MSw [J Other
Provider: : Contact #;
Reason (specify services neaded at home and why): .

Initial home health orders are signed by discharge aliending.
" Follow-up home health orders are- signed by: ] MUSC discharging attendmg above

(] Othar {specify): .
{3 ©) Infusion therapy, only lfapphcable (specify meds and duralions In med rec form): [l]
Providar: . : Contact *
’ D ) Durable medical equlpmenl List medical equipmem:
[] Bedside commode [ Crutches [ Food pump
[Iwalker [3Walker wilh wheels  [J'Wneelchair
g crarP [ Oxygen [ Other
Provider: Gontact #
{0 o) Resumg pre home hezlh services for condmon/ diagnosis unrelaled to current hospllahzatcon
Physiclan'Signature ___ LA Pager D 15520 Date 4/18’L(4 Time l [o SRMIPM
AY
lop_ali_orders_dischgeneral 6 ) ! OTE 901157 Rev. 10111

Page 2 of 4
MUSC PAGE 179 OF 299
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2
[E)Musc Health

INSTUTUTE OF PSYCHIATRY

(R A O

*DCORDERS*
Institute of Psychiatry
Physician Discharge Orders Patient N —
Form Orginstion Date: B8, | 3of4 PATIENT IDENTIFICATIONLABEL ——
Version: 10 ' ' Version Dale: 10/11

10. Leval of activity after discharge: No resiriclions )
(specify restrictions): o

11, Dlet after discharge: Regular (specify other dist):

12. Appointments after dischargoe:

a) Revre\v palient physicians and potential need for follow up:
*  Pjlmary Care Clinician:
= MUSC Referring Physiclan;
»  Refarring Physicians external to MUSC:
= Admilting Physician:
s Altending Physician:- Mary Craig MD

b) Review consultants seen dufing hospitalizalion and po!enhal need for follow up: {list consultanis seen during hosprtalnzallon)

Cansuiting Servlce . Attending ) Follow-up needed?
None . No |L_j Yes
7 o ' ‘ ] No (1 Yes
' No | ] Yes

¢) Has palient had any foreign objecls (packing, Ioley. central line, tubes, elc.) that need removal at a later tims.or monllured as an
outpation? B nia

d) Follow up appoiniments to be arranged by Social Worker

13. Call for the following: {specify the condition & who to call; use plain words)
Go lo the local Emergency.Room for an eme:gency
For queslions. and Issues refated {o discharge Instrictions or medications, contacl us al the Hospital Nurslng Unit phone- number.
G%lfﬁ%c\/l ('XQJG;{STEQA ¥ n(\srhéa ]

14. IV Accoss (verify thai access ling Is (0 be removed or If malntaln; verily that mls Is the case)
Remova all prior to discharge [_] Maintaln {specify):

18. Allergies: )] NKA {J Other (specify)

16. Modlcations; )] See 10P Discharg,

Physl-clan'Signalure
iop_all_orders_dischgeneral

PogerD 15520 pae4/18[M4 . time_\6 __ CGwem
! OTE 901157 Rev. 1011

R. App 755
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[E\MUSC Health

ENSTLPUTE OF PRYCHIATRY

MR

‘DCORDERS*

Institute of Psychiatry

Physician Discharge Orders
Page 4 of 4

Form Origination Date: 9/09

Version: 10 Varsion Date: 1011

7. Traasition Enhancement:

a) Dictation job number

b) Fax a-copy of £ discharge orders and madication réconcitiafian for
Disclose, Protacied Health Informatien has been aigned. Faxed by

¢) Labs} 1 Studies still pending at the time of discharge:’

n telephone 2-7007, Wark type 4 - discharge summaiy, 8 — STAT for transler summary)

truchon page, for wi

PRSJILTE SR I BIE, ey

U.on Creatine Kinase over time due to hef hx elevation and starting her on Zacor, as well ag repeat fipid panel in few mo.

d)

Special is’sues that need (o be discussed al {ollo'w-ug visils: !
FOLLOW-UP PROVIDER TREATMENT CONSIDERATIONS

1% Possible medicalion ad}ustment(s)

K Labora(ory studies mﬂmup_(lmn_nanel

titration of Depakote as needed

{X side effécts for special consideration _

[} Medu:al conditions of special nole

low PLT, low Na+, elevated LFTs

f/u efficacy of Zocor (chedk |ipds)

[ Next depot injection due on

"] Medication, aicohol, or drug use of particular concein

FURTHER RECOMMENDATIONS FOR PATIENT AND/OR GUARDIAN éan% reasons for cancern, safety issues)
take medication as directed and go to all outpatient appointments. NOTE:
uited OF aDUSE!

TUlsS

8} Code status at discharge: &Full code E] Allow naturaf dealh EI Other (specify):

f)* Pailent phone numberin case follow-up needed: See page 2

or 510N

0.evidence wag found during admission that patient |
ET

{link to complele excusa form |

M Tlme l Q ‘2 DJP

Date 4/181\ Y

Allending Signaiure
iop_all_orders_dischgeneral

Discharge Summary Format
1. Patlent full name and spelling, MUH PATCOM #, MUH MRN #

g) Relurn to work w N/A or Choose one or free text
Physician Signature ' .2 N pager ID_19520

2. 0Date of admisslon & date of discharge

3. Atlanding physicians full nama and spelfing, service:
4. Person dictating (spelling)

5. Chief gomplaint on admission
8. Admitting diagnosis

7. Procedures dufing hospitalization

8. Consullations during hospitalization

8.  Brief HPl and pertinent ROS

PMH
. PSH

Admission medications
Allcrgles {did allérgies change during hospitalization?)

P

Pager ID 15{170 1“2 ’[‘_" Tlme ’go QPM

OTE 901157 Rev. 10l|1

Sociaf history / Famlly history (pertinent)

Admission PE and diagnostic tests (perinent)

Hospital course (problem based, formatted in separale paragraphs)
Discharge diagnosis (list primary and all secondary disgnoses)
Cancer staglng if applicable (T N_M_= Stage )
Discharge megications

Disposition, condition on discharge, activity. diet

Appaintments

Lebs / studies pending at lime of dlscharge

Gode status al discharge

MOST IMPORTANT - MUSC Refering physician, External
Referring physicians, Prmary care clinicians (spall name &
localion)

14,
15.
16.
17,
18.
19.
20.
21,
22,
23.
24,
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TR &

=IMUSC Health |

“IOPPHYSORDER" INSIUTLTSE OF £5¥CHIATRY

Institute of Psychiatry (IOP)
Discharge Medication Orders

5 ‘1 . Patient Name
age 10 4
Fomm Qrigination Oate: 7/07 ) » ‘ MRN. [
version: 3 : ~ version Date: 4/12 * PATIENT IDENTIFICATION LABEL'
MEDICATION DIRECTIONS FOR USE INDICATION(S) &SPECIAL INSTRUCTIGNS SOURCE
. e - s E @] Prescription given ] Samples gf
Simvastatin 10 mg 1 every bedime cnolesterol B e o
T T v . | B * (X} Prescription given [ ] Samples given
Escitalopram 10 mg 1.every day 1. mooo/depressron [JUse mfnne sfpply [ 8wy sw%he counter
. . : £} Prescrintian given L] Samples given
Memantine 10 mg 1 twice each day memaory . Use horne supply [] Buy over the counter
. ' ’ . s [x] Prescription given [_] Samples given-
Divalproex 125mg - . ‘1 by mouth every 12 hours mood/agitation () Use hufnne sugpply E Buy ver tho courter
i i . T ] Prescription given [_] Samples given-
Tylenol 325 mg ‘ 2 by mouth every 6. hrs as needed | _ pain 18 us'e'hoﬁlesfpp_ly [5] Buy dver?hewunler
- T [} Prescrpiion given (] Samples given
"1 Use nome supply (] Buy over the counter |-

Prescnption given [ Samples given -

tJsé home supply [ ] Buy over the counler|

Prescription given ] Samples given- )

Use home supply [T] Buy over the counter

Prescription given [[] Sampies given

Use home supply [T] Buy over the counter

Prescriplion given [_] Samples given

) . Use home supply [T Buy over-the counter
' ‘ ’ ) i : i ] Prescription given [] Samples given

| . . © [ Usehome supply [} Buy over the counter

0y

]

I have been counseled bt paications, and understand tha

fportance of taking them.
Patient Signiature:

< Dale: Time:
S10p the following medications: ‘Aricept (Donepe2|l)

¢ jo | abed

Additional comments: PN
" IMPORTANT NOTICES TO PATIENT: .
1. ! have reviewed your pespital edlcations d reconclled them with th outpatient iedicasions Bsted ofi fhe adiission Medicatin Reconaﬁanon form
2. Thisisaiistof A icdtions you sHould be taking. Pledse bring this list to your doctor's appointments and phamacy.
3. DoNOT teke any' medicgli t on this list. Please consuit your outpalient provider before making any chianges to your medication regimen. Thiank you.
Printed Name ERIN SEERY Pagerip 15520 g 4/18/14 Time 10 AM/PM

Phatacopy to patient / Original to medical vecord

iopdemedorder . OTE 700277 Rev. 4/12

R. App 757




8 15 .
ISSTITYTE OF PSYCHIATRY W

I B i
o — |
| *JOPPHYSORDER® ]
10P Attendmg Physician Admit Note ‘
Page 1of 2 -:| Patient Name )

Ferm.Origination Dale 12/06 . MRN . . .

version, 5 B Version Dale 213 PATIENT IDENTIFICATION LABEL " .
Atftending Note B’( lient seen; IOP. Assessment (OTE 700239) reviewed by ine. cc GL%“‘);UJ“IO’! , thn/\% .
*Hx (quality, assoc s, stressors, compliancs, madifying factors, timing & context) - Duration: X =~ | panih

Saeverity D Mild [J Modorate [ 1-8evare
HPI must be personally docﬁ}nentéd,by rendering clinician ._(0(a u/n U-)r/ hy A ('Zi\n.l ;’PLU:S oo mﬂh’a

EQ 31NCL. U/ZQIM ?'zvpzeﬂh Cansedt on 3/30 LJs—(d as pr.m sawrcelax a
2° ot's_adwanced dermordia, Por recods reww»e’d__ she had hod coqmﬁf‘*:
(63(,«9—5 v}s:nw_‘_” 2008 . DK & A—D (c Dfl’m"\ﬁf\’f‘ [a&{w%g ,ss.u\os\_m 201%

’n\'p@Lsﬁfnmd,Qrwe_mmsf q i
dontaded. “agaress\w; 8}\15 k=e e CWJOM“TQ € @ yho (S

: %S in IOP Assessment/Physician Core Assessment: on___ 3 / 3@/ M— {date) validaled as recorde
all: ‘ot heTs:negative unfess.otherwise: specmed
- CWPESH in IO Assessment/Physician Core Assessmenton .. % /"")O //4 ' . (date) vaiidated as recorded-—
| unless otherwise: holed:
[ VS'revievsed as recordedmADB 37.[ 1‘6 \3/ I 4‘1/16 \LCD v_gT}:SU?/“?ﬁ TloS
 Ganeral Appearance __.T € U Yy .- A, ude COO(XM&
] normaI galt'8.station; itAbn; specify__ . Y ho?“m.a.( o _swine 7 haacckonws obudp
' E rength/ione.f buh( lf Abn; speclfy_:wg L = Ww ‘s and {28 (eudidos
Qwﬁ‘ 1 s-fwwbho\ ot toarels “j

Abn, spe
L'f—.

‘é L R Y I e

:‘L§

s5if AbR, specnfy , ()\ASGW\M\’U-Q& /drwm a.

\O{a.{a,n .
on. e}\w
1 grossly onemed |f Abn speclfy Oxr“a&b@ e,

Sadie

q\_—
P

[ intact .memory by: interview: ifAbn, specify. 957f = A wm 3

_ 'D figimal attention:&. coficsiFABN, speciy:__. OM‘ cone. ¢ alenct. = essiny Austrected .
[0 normat fariguage sKills: if Abn, specify. “-*—(DMYQOK l“f'f*e/wext { podoedt) £
[ everage knowledge base; if Abri; $pecify w[/ 72 de meehar v _
Judgment [ good 7] fair - Cledor Insight 3 good O fair [@-poor :
Other.exam findings - M S : : : - - H
—— : 3

Continued on Next Page . 3

initials M

: . 3

fop_afl_docu_iopattendingrote OTE 700240 Rev: 3713 §

I N, - - o<

R. App 758
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A i T S et e

D MUSC Health T

INSTITUTE OF PSYCHIATRY

OO OR BEER

“|OPPHYSORDER! ‘
IOP Attending Physician Admit Note

DOB:10/08/1947 W F

. Page2of 2 Patient Name

Form Origination Date: 12/08. _ MRN . : :

Version: § Version Data: 2/13 PATIENT IDENTIFICATION LABEL -
= - - , = - - -

[ Agies wiih diagnoses unless otherwise noted

Patient Risk [ Patient secluded / restrained at fime of admission lj_HOmiddal ideatlons Qﬁ’story of vidlence
Béi d outpatienttreatment. b, {0 suicidal ideations. %ychosis .
Dfé:imy to provlde.self-ca re ' [J withdrawal CﬂfC/urrenl medical probléms
[J Other. .

Data/Plans B/ssess behavior and menlal state Mnroll in treatment program @/Mairitair; safaty
[ Observe for withdrawal [Bﬁed manigément ‘Orgsinic warkup
Mvelop eﬂercare plan [ Treat uricontrolled diabetes [ Treet unconiralied hypertension .

@ﬁewewed Iab findings documented in this data besa ._'
EQ/ Ordered labs - refer {o- Physiclan Admlss:on Orders

Qther Plan - . o .
ﬂgemum 2° AD oy belowiond ousw(omms == Gt Poiaft- O og_
donly ¢ Nomords 10we @ lic. (ansen wucmuwQAMW‘Oh&a&ﬂch ﬂwﬂ
wid \/ -pa&h‘t:s L\Ptc% MW. lost TOH as ad‘Pf-:A 20!2 LS L\\a(/\ nOvaoJi
‘/T%H'/qum ’
@ Mprproved wvemms ~ re.on . O«Cfccorats indlicades S Ts gcuke M&r hef.
_ ‘/CK— NOM \)\Wraﬂi” EEG if doesnt resolve, . '
(3 Dell rtum 2° Uﬂ e O 1N il 10 SN2 BadﬂmDSoob;dK—antdmé

(Serted tmzaZB

@ Hx CLQ];)PQSS\Q(\T a4 LW{M {Ou:z) \‘ooc;m

M220 - tread ML~ old caceloral whnle wolte Techerme dmx\qes . S/JJEL&— ANAGE L 5%,;
32 - PET gopn Daun s B dongorpari et hoyporatabolisa + 2 gl regoe Fontal an«.ﬁr&ml%ﬂ\/
" Additional information lfapphcabla ol7a ~ 6'2 [017 3/30 OA &) nl{'F}‘C [,eukésf{ ;3w6cs .feu) ,bac{-eﬂq
374 18]/03 18 /10e® T8 ot 94 23l LpA's wnl ‘bz Beunonia WAL

56l 261 0N~ o \Ne/on | Deplote = Z1.2

. 'V33 ﬂ\‘““ e U /pa/, 55
W [ Protntion 458z /i4 0% galypu
Initials Signature & Title T ) Pager ID Date ' Tlme

iop_all_docu_topatier«"~~noie : 7 QTGS 700240 Rev. 37113

MUSC PAGE 184 OF 299
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FLOWSHIEET |
Department Nursing Nursing Rec Therapy Rec Therapy Nursing
Persone Taught patient patient patient pationt patient.
Learning Needs coping/w-illness medications activity/rehab activityfrehab medications
health promotion {nutrition coping/w Hlness copingfw iliness nitrition
med cations patient safaty health promation  |coping/w. tx patient safety
patient safety othr learnNeeds health promoton
&
AeadinessTolearn ‘cognition cognition cognition cognition cognition
emotional
physical
&
Teaching Method verbalinst verbal ingt audio audio " verbal inst
written Inst demo demo
verbal inst verbal inst
. ) . . . oth teach method .
Comprehensioh cont freinforoe cont reinforce cont reinforoe foont'reinforce,  Joont rainforce
unable to state return demo, .
Comments ' ' _ & &

04/03/14 18:20 Learning Needs(VIA3): A Walk in the Atrium

04/03/14 18:20 ReadinessTolearn(VIR3): confused, illogical, anxious, Unsteady

04/03114 18:20 Comments(VIR3): Pt pos. yet min, engaged in deep-breathing,seated chair exercises
w/sig. diff (coord/ROM) & walking a couple laps in the Atrium
wiassist . Pt had pos responsesfoutcome lo intervention for
benefits of exercise & nature to improve mood & overall well
being.

04/04/14 19:50 Comments(LKP8): pt attended relaxation group;pt able to participate & follow
direction during-guided imagery session (forest w/ flowing brook
.hature sound In background);pt stated it was beneficla although
had some canftsion &illogical thinking

0P Fall-Previin 2 ; B
Departmert Nursing = . . ) . Nursing
Persons Taught patient . v patient
BP Chanhges calldAssist/Dzzy ' ’ call4Assist/Dzzy

dizziness dizziness
ino fall risk : ina fall risk
meds side effect : meds side effect
sit unti| steady sit until steady
slow arising slow arising
Explained avold med equip avoid med equip
olear walkway clear walkway
fallCanHppen2BA fallCanHppen2BR
footwear precaut . footwear precaut
_ useAssistDevices )
CARE PROVIDERS NN37 K11 VIR3 LKPg ANB9
BEERS, ANGELA(ANBS)AN MADDEN, KATHERINE (KM1 1)RAN NZIOKA, NANCY(NN37)AN

PORTER, LAUREN K(LKPO)REC THERAP RYAN, VICTORIA(VIR3)REC THERAR

CONTINUED ‘
DOB: 10/08/1847 - interdisoipiinary Pt/Family/Ed
Page: 1

R. App 760
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OPTOUT:

PEQUEST=D:04/19/14 05:40

Page: 2

04/04

| 04/0S

FLOWSHEET
OB Fall Provi

975!

Handout given Preventing Falls
Safety Brochute
ReadinessTolearn cognitiah cognition
Teaching Method verbal inst’ verbal inst
. o written inst )
Comprehension contreinforce cont reinforce
unable to state.
CARE PROVIDERS _ NN37 ANBO

BEERS, ANGELA(ANBS)RN NZIOKA, NANCY(NN37)RN

CONTINUED .
DOB!' 10/08/1947 - Interdisoiplinary PYFamily/Ed
| Page: 2

R. App 761
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FLOWSHEET 04/05 |
18 24 38
.Rec Therapy. Rec Therapy Rec Therapy Nursing
Persons Taught patient patient patient patient
Learning Needs activity/rehab activity/rehab aclivity/rehab disch planning
coping/w illhess coping/ illness coping/w iliness medications
coping/w tx coping/w coping/w t nutrition:
heaith promation patient safety
plan of care
ReadinessTolearn. caghnition cognition coghition. cognition
Teaching Method demo audio audio verbal inst
verbal inst demo. demo
written inst verbal inst verbal inst
: video
Comprehension contreinforce cont reinforce cont reinforce cont reinforce
retum demo return demo return demo
state understand state understand
Comments & & &

04/05/14 18351 Comments(LKPB); pt attended “happiness" group;pt able to participate & follow
direction during activity using facts & quotes about happiness &
answering corresponding guestions to-promote meaningful
discussion;positive response,improved communication

pt attended exeraise intervention on unit;white listening to.
music,pt able to participate yat had difficulty following

direction during walking as well as stationary balance exercises
to promote stability & fall prevention;overali positive-6utcorme

pt attended "music for mood improvement;pt able to ID
(motown,ofis redding)-as music to promote a positive state of mind
& Incroass levels optimism;pt attentive to peers salections as
well;positive regponse to musio intervention

04/06/14 17:24 Commients(LKPB);

04/06/14 18:32 Comments(LKP8):

o8 Fall Bravnt :
Department Therapeutic Asst  [Nursing
Persons Taught: patient patienl
BP Changes call4Assist/Dzzy  |calldAssistyDzzy
cdizziness dizziness
ino fall risk ) inc fall risk :
meds side effect  [meds side effect
sit until steady sit until steady
slow arising slow arising
Explained avoid med equip avoid med equip
clear walkway clear walkway
fallCanHppen2BR footwear precaut
footwear precaut
wssAssistDevices .
ReadinessTol.earn cognition cagnition
Teaching Method . verbal inst verbal inst
CARE PROVIDERS LKP9 LKPg LKPS MMM VIC3

MADDOX, MORGAN MMMM)TA

PORTER, LAUREN K(LKPS)REC THERAP VICK, STANISHA(VICS)RN

. CONTINUED
DOB: 10/08/1947 - interdisciplinary PYFamily/Ed
Page: 3

R. App 762
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FEQUESTZ[X04/19,14 05.40

orT ouT:
|FLOWSHEET | 04/05 | 04/06 ]
0P FaliBrevntniCon 333 2
Comprehension cont reinforce cont reinforce
unable to state
CARE PROVIDERS, ‘ MMM VICS
MADDOX, MORGAN M(MMM)TA " VICK; STANISHA(VICS)RN

CONTINUED
DOB:10/08/1947 - Interdisciplinary Pt/Family/ed
Page: 4

R. App 763
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FLOWS! IEET

&

coping/w iliness
health-promotion
othr learnNeeds

Department Rec Thelapy, Rec Therapy .| Rec Therapy
Persons Taught patient patient patient
‘Learning Needs othr learnNeeds aclivity/rehab activity/rehab

coping/w illness
health promoton
othr learnNeeds

& &
ReadinessTolearn no_barriers cognition cognition
emotional )
&
Teaching Method demo demo audio
verbal inst verbal inst domo
verbal inst

Comprehension cont reinforce. cont reinforce cont reinforce

Comments & B &i- &
04/08/14 14:37 Learning Needs{RR): Music and Memories )
04/08/14 14:37 Commentis(RA) Pt attended session on Musw and Memories and with minimal

guidance was abls té identify her favorite artist and song. Pt

identified that she felt happy during the song and recalled a .

memory where she saw elvis in charleston when she wasa teenager.
04/09/14 18:40 Learning Needs(VlR3) Fithess
04/09/14 19:40 ReadinessTal earn(VIR3): canfused, anxiois
04/09/14 19:40 Commenis(VIR3): Pt positively & actively engaged in deep breathing, seated chair

exercises w/ sig difficulty following sequence of movements, &

walking several lapsin the haliway. Pt had positive
responses/outcome to intervention for improved mood & overall well

being.
04/09/14 19:52 Learning Ne'eds(VIR3): Nature & Music

04/09/14 12:52 Comments(VIR3): Pt positively & actively engaged i in group intervention in Atrium
for benefits of being In Nature & listening to musle. Pt had
positive responsesfouteome for zmpvoved
mood,cognition,socialization, reminiscing & overall'well being.

OB Fall:Erevnt -3 ;
Department Nursing Therapeutic Asst |
Persons Taught pafient patient
BP Changes dizzingss calldAssist/Dzzy

inc fall risk dizziness

meds side effect ing fall risk

sit until'steady meds side effect

slow arising sit untll stoady

slow evising

Explaified clear walkway avaold med equip

fallCanHppen2BR clear walkway

footwear precaut fallCanHppen2BR

CARE PROVIDERS RR . 1.B33 - VIR3 'VIR3 NSAA

BLIZZARD, LAUREN(LB33)F{N RAYNQOR, ROBERT(RR)REC THERAP RYAN, VICTORIA{VIR3)REC THERAP

STANLEY, NAD!NE(NSAA) TA

R. App 764

CONTINUED
DOB: 10/08/1047 - Intardisciplinary PyFamily/Ed

Page: 5
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FEQUESTZDI04/19,14 05/40

OPT OUT:
Page: 6
FLOWSHEET ] [ [ 04/10
1oP.Fall:PrevniniCon {3 i
useAssistDevices foctwear precatt
useAssisiDevices
ReadingssTolearn coghition cognition
Teaching Method . . ) verbal inst: verbal inst
Comprehension - : ' cont reinforce. L cont reinforce
CARE PROVIDERS . . ) . LBa3 ‘ . ' NSAA
STANLEY, NADINE(NSAA)TA ' '

BLIZZARD, LAUREN(LB33)AN

CONTINUED

— DOB: 10/08/1047 = Interdisciplinary PY/Family/Ed
Page: 6
MUSC PAGE 190 OF 299
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FLOWSHEET

Department Rec Therapy Nursing Rec Therapy Nursing
Persons Taught patient patient patient patient.
Learning Needs activity/rehab coping/w iliness activity/rehab medications

coping/w iflness heaith pramation  feaping/w iliness

health promotion | medications coping/w tx

othrlearnNeeds nutrition

. & | patient safety
ReadinessTolLearn no barriers cognition coghition cognition
Teaching Method demo verbal inst demo verbal inst

verbal inst verbal inst

oth teach method
Comprahansion obntreinforée qbnt’,reir’ifdrcé’ cont reinforce cont reinforce
. unable to state return demo unable to state

Comments & ) & -

04/10/14 18:24 Learning Needs(VIR3): Mmdfulness

04/10/14 18:24 Comments(VIR3): Pt positively engaged in group intervention for mmdfulness Pt

had positive response/outcome to intervention foi benefits of
nature/sensory stimulation to bring gratltude into the prasent
moment & note the all the good things we see and feelin nature.

04/11/14 18:12 Comments(LKF8): pt attended reminiscence therapy group;pt able to participate &

follow direction during activity utilizing descriptions & pictures
of popular movies,music, & TV shows from the past;fair memory
recall,responded more to pictures rather than descriptions

Departrnent Nursing Nursing Nursing

Persons Taughl palient palient alient

BP Changes call4Assist/Dzzy call4Assist/Dzzy  [dizziness
dizziness cdizziness ine fall risk
ine fall risk inc: fall risk meds side effect
meds side effect siturttl steady:
sit until steady slow arising
slow arising ‘

Explained avoid med equip avoid med equip  fclear walkway

. clear walkway cloar walkway falfCanHppen2BR

fallCanHppen2BR footwear precaut  Jfootwear precaut
foctwear precaut useAssistDevices
useAgsistDevices

ReadinessTolearn coghition cognition cognition

Teaching Method verbal inst verbal inst verbal inst

Comprehension cont reinforce cont relnforce cont reinforce
unable to'state unable to state

CARE PROVIDERS VIR3 NN37 LKP8 ’ LQ1A LB33,

BLIZZARD, LAUREN (LB33)RN
QUINN, LESLIE(LQ11)AN

§
|

R. App 766

NZIOKA, NANCY(NNB?)HN

PORTER, LAUREN K(LKP9)REC THERAP-
RYAN, VICTORIA(/IR3)REC THERAP ‘

CONTINUED )
DOB: 10/08/1947 = Interdisciplinary Pt/Famin/Ed

Page: 7
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FEQUESTZD04/1! 9,‘14 05340
TPT OUT:

lFLOWSHEET

Hec Therapy

- Rec Therapy

Rec Therapy

Department
Persons Taught patient patient . patient patient
Learning Needs ‘med cations othr tearnNeeds actlvtty/rehab activity/rehab
’ patient safety & coping/w iliness coping/w fliness
health promoton  |health promation
othr learnNeeds  Jothr learnNeeds
& &
ReadinessTolL.earn cognition cognition ' no barriers cognition
physical
&
Teaching Method verbal inst audio dema demo.
- verbal inst . verbal inst verbal inst
‘Comprehension” cont reinforoa reinforce ' cont teinforce “fcont reinforce
unable to state .
Cominents . ' S &l ‘ g &L &

04/15/14 14:42 Learning Needs(RA): Music and Memaories

04/15/14 14:42 Comments(RR) ‘Attended sesslon on music and memaries, but was unable to specify
her favorite artist & song. Overall quiet durmg the session, but
reported that she felt good ‘after listening to her tune. Pt was

unable to verbalize.any memoties that.related to her song.

04/16/14 17:24 Learning Needs(VIR3): Fitness

N4/16/14 17:74 Comments(VIR3): Pt poqmvely & amlvply engaged in deep hreathing & seated:chair
exercises w/min diff in'coord & lid ROM, Pt had positive
responsefoutcome to intervention for improved meod, cognition &
overall well being.

04/17/14 19;22 Learning Needs(VIR3): Fithess
04/17/14 19:22 ReadinessTol earn(VIB3): batter communication still Itd, struggles to find the words, walks
w/RT assist.
04/17114 18:22 Comments(VlRa) Pt positively & actively engaged in walkmg & talking w/RT for 4
laps, In the haliway. Pt had positive responsefoutcome for improved
‘ mood co_gnm_q ba_l_anc & stamina,

NOPFall:Pravnin:

.Department Nursing ) Therapeutic. Asst
Persons Taught patient patient
BP Changes call4Assist/Dzzy call4Assist/Dzzy
dizziness dizziness
inc fall risk inc fail risk

meds side effect
sit until steady

. siow arising

-Explained avoid med equip avoid med equip

clear walkway clear watkway

footweer precaut fallCanHppsn2BR

footwear precaut
CARE-PROVIDERS LQ11 AR MMM ‘VIR3 .. VIR3
MADDOX, MORGAN M{MMM)TA QUINN; LESLIE(LQT1)RN RAYNOR, ROBERT(RRA)REC THERAF
RYAN, VICTORIA(YIR3)REC THERAP
CONTINUED

DOB: 10/08/1947 - Intardisoiplinary Pt/Family/=d
Page: 8

MUSC PAGE 192 OF 299
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useAssistDevices
ReadinessTol.earn cognition coghition
Teaching Metnod verbal inst verbal inst
Comprehension cont reinforce cont reinforce
uhable to state unable to state
CARE PROVIDERS LQ11 . . MMM
MADDOX, MORGAN M{MMM)TA QUINN, LESLIEQLQ11)RN

CONTINUED
DOB: 10/08/1947 - Interdistiplinary Pt/Family/Ed
Page: 8

R. App 768
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FLOWSHEET

] 04/18

4

Depatméent Nursing
Perseons. Taught patient
Learning Needs med cations’

nutrion’
ReadinessTolearn cognition
Teaching Method verhal Inst
Comprehension cont reinforce

ble to stat

10

H a
Department . Nursing
Persons Taught patient
BP Changes call4AssisyDzzy
dizziness
inc fall risk
ReadinessTolearn cognition
Teaching Method verbal inst

Comprehension

cont reinforce:
unable to state

CARE PROVIDERS

LQ11

QUINN, LESLIE(LQ11)RN

LAST PAGE

DOB: 10/08/1947 - Interdisciplinary PYFamily/Ed

R. App 769

Pago: 10

Page: 10
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MUSC Health

INSTITUTE OF PSYCHIATRY

HIII!IH!IIIHEIIHIIIHII [URARGA -

TIOPPATFAMED*

Institute of Psychiatry
lnterdscxphnary Patient/Family Education Flowsheet
Fall Prevention

Form Origination Date: 12/04
Version: 1

Page 10of 1

Version Date: 12/04

Learning Needs' Person(s) Taught Readiness to Leamn Department Gutcome
1. Disgnosis/Signé/Symploms 10, "FoodDrug Inferactions 1. Patient 1. Nebarciers 1. Nursing 8. Pastoal Care 1. Able lo siate understanding andior
‘2, TesVProcedures 11, :Herb/Orug Interacions 2. Parent -2. Cogrition "2. ‘Physican 8. Oceupational Therapy refum demansication
3. Treaimenls. 12, Health Promation 3., Family Member (name) 3. Physical {pain, faigue, etc) 3. SocklWerk 10, Glher(speuly) = ‘2. Abletosiale undesstanding and/or
4. PrefPost-op Care 3. Patient Safely 4. Guardian (name) 4. Emotional farodety, -4,, Pharmacy -1etum demanstration, continue to
5. Pain Management . 14, Medical Equipment S, Other {name) . depeession, elc.) 5. Dietary ° reinforce
6. Pétient's Plan'of Care 15. Community Resources 5, Lacke motivation 6. - Recreational 3. Unable to state undarstanding o retuen
7. Aclivity/Rehab 16. Advance Directives 6. Unreceptive “Therapy Gemonstralion, continue 1o reinforce
8, Medications 17, HospicePalllative Care . 7. Gther (specily) 7. Schoo! 4. Family involvemeni necessay.
9. Nuttifion 18. _Qther {specify! ) §. Unable to teach (explain}
‘Date/ | Learning Person(s) | Readiness Dent | Outcome. Content Taught/ Comments . .
| tnttials | Needs Taught to Learn | {names of teaching materials used, othér concerns, ete.)
glahd] 8,13 .2— :L . ‘j Explained that BP changes may be a medication side effect causing dizziness and risk of falling.
%M’ ’ j—- Instructed to change positions slowly and when getting out of bed 1o sit one minute before standing.
; if dizzy, insiructed to sit and call staff for help.
' 13 Explained that many falls happen when walking to the bathroom. Instructed to call staff to helf pif
dizzy.
13 Explained the nmportance of wearing properly fitting, non-skid feotwear.
13 Explained the importance of maintaining an uncluttered pathway.
13,14 Instructed on the proper use of assistive devices (e.g. ‘cane, walker).
) 13 Explained how to preventfalls when med|cal equipment, such as IV pole or urinary drainage
catheter, might be an obstacle.- .
13 "Preventing Falls” handout given. Explained that this handout identifies safety measures in the
" 4 : hospital and at home.
XPOAREYS 1 1 2 2+ [D | T sevene Aomonha
Inilials/Signature Initials/Signatufe Initials/Signature
7 N7 i 1
<y L . . i
/ / - : L

iop_all_pated_fallprevention

OTE 700029 12/04,
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MUSC Health

R

'IOPPATFAMED'
ry
Interdisciplinary. Patlent/Faml y Education Flowsheet

Page 1 of 1
Form Origination Date: 1/00
Version: 1 Version Date: 1/00
L:earning Needs _Person(s} Taught Readiness to Leam: Learning influences Discipline Teaching fethed(s) Qutcome. . '
‘ (Limitations/Barriers) (Dacument in Rezdiness to Leam column) ) o

1. New diagnoss A. Pafient ® ' A Nofimitatiorns /bammiers 1. Culiure . 1. Physician 1. Wiitten _ A Able lo vertalize or demonstr
2 Chsonic iness B. Parent/ Guardian ‘B, Amdey 2 Relumnlspzntuaﬁty ‘2. Nursing 2. Vera unde:slandhg of content. No
3. -Parenling skils C. Famiy member (name) €. -Langlage 3.. . Social work 3. Demanstrztion ‘review necessary.
4. Tests, procedurss, teatments  E. Other (name) D: ' Reading ability 4. Psychelogy 4. Videos” B. Needsremforcement(explam in
-5, Nutritional needs E. Cognitive / sensory 5. Pharmacy 5. Other .Camments).

6. Meds? FoodDrug F." Physical. 6. Dietary C. Poorundersiandng. Repeat all
7. -Community resources - G. Unrecepiive 7. RT - _(expiair in Comments).
8. kealth promatian ! safety H. Psychasis 8. .Schoel D. Famly involvement necessary:
8. Finandd concerns I.  Communication .9. -Occupationd Therapy E. .Unable to teach (explain in-
10. Behavias management J. Otber {specify) -10. Extemal agency- Comments),

11. Other . 1. Other. (specify)

Date / Time/Inifials |  Learning Needs / Content Taught Person  |Readinessto| Discipline | Teaching | ‘Outcome Comments

’ Taught ‘Learn Method (names of teaching materials used, other concerns, etc)

AT . '

40 ‘#‘5’ 10, Shress ManeGuandr| A & e L ¢

H/3//‘{ A)uﬁb

-~

s P lo Al £ 3 alc

’}/U}Ild- IZO%H 24 (o .
v(LJS_ .
RO fensins A

W1M> /cowd 70!-5&9/5136 et s

Initials J' Signature

initials /-Signature

Initials { Slgnature

@Mm__,'

et TS B
Ao dtrecoline D _WH

iop_al _pated _patfamedfiowshest W

U TS S TP UY SUNIPR ORI T 70 S ISP Seueataniey

R. App 771

OTE 700425 1/00
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Form Crigination Date; 9/09

Version: 7

(B

N

I

SIMUSC Health

SXSTITUTE OF PSYCIIATRY

Wil

LI

I

i

Versien Dale: 513

*JOPPTINSTRUC*
Institute of Psychiatry Discharge Instructions — Patient Na
Patient Appointments MRN
Page 1of 1

PATIENT IDENTIFICATION LABEL

FOLLOW-UP PLAN and APPOINTMENTS: It is important that afl follow-up appointments be kept, and if you cannot keep an
appointment 2t the time scheduled; please call the provider to reschedule. A checkmark indicales that this Discharge Order has been
faxed to the provider listed below for whom an Authorization to Disclose Protecled Health Information-hes been signed {as indicaled by a

oheckmark in.the "A” catumn).

. i Phone Fax Appolntment
A | Faxed Name / Agency. Address Number Number Date and
. . Time
A Dr. Seary MUSC psychiatry 326 Calfioun St 843-792-9162 |843-792-7374 |May. 1,
% clinlc Charleston South Carolina 2014 at
2:30
v Dr. Karen Thom'as/' Bili Price PA 180 Wingo Way #306, .Mt Pleasant, {843) 8_43-605'_8900 ADI’U 24,
X SC 29464 884-1777 2014
i 1:00pm
™~

Addilional Information: .
Ptis being O/C home with her daugliter. Daughter ancouragéd to have her mother in adult day care. Daughter give list of faciiitles. Pt
needs 24 hour superv;smn due'to her conlusion,

‘Clinician Signature C(/L 9j/_~/‘~ /<, 7 St ~

fop_ali_orders_dcappoiniments

R. App 772

=

. ZOo
Dale HJIG[ILI Time 9 (AM/)M

OTE 901160 5113
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@ MUSC Health
. I.\'STITLIIT! 0F_{‘§\_‘CHIATT¢Y A
TR G Aok
*|IOPPTINSTRUC®
Institute of Psychiatry Discharge Instructions —
Patient Appointments
Page 1of 1 .

Form Ofigination Date: 8/09

Pationt Namey
MRN
. PATIENT IDENTIFICATION LABEL -

Version: 7 i ) Verslon Dale' 5113
FOLLOW-UP PLAN and APPQINTMENTS: It is important that all follow-up appolnlments be kopt, and if you cannot keep an
appointment at the time scheduled, please.call the provider to reschadule. A checkmiark indicates that this Dischiarge Order has been
faxed to the prowder listad balow for whom an Authorization to Disclosa Protacted Realth Information has been signed (as indicated by a,
checkmark in the “A” columny.
I : T - "~ Phone ) “Fax Appointment
A | Faxed Name / Agency Address* Numbsr Number - Date and
. . 8 1 'Tlmo
Dr. Seary MUSC psychiatry {326 .Calhoun St 1843-792:0162 |843-792-7374 |May 1,
X : clinic Charleston South: Carolina 2014 at
/ ] 2:30
Dr. Karen Thomas/'Blll Price PA|180 Wingo Way #306, Mt Pleasant, (843) 843-606-8000 | Agril 24,
X SC 29464 884-1777 2014
) 1:00pm
Additional Information:
+ Cliniclan Signature ' Date ___ : Time AM/EM
iop_all_orders_dcappolniments OTE 901160 513
Page 2 of 2

R. App 773

MUSC PAGE 198 OF 299




(IR I

Instutute of Psychiatry Discharge lnstructlons

Page 1 of 1
Form Originafion Date: 9/09
Version: 10 ! Version Date: 10/11 ‘
’ MUSC Patisnt PASS: A Transition Record ‘
‘Patient Preparation to Address Situations (after discharge) Successfully

{ was hospitalized at MUSC Hospital from 4/02/14 _ through 3/18/14 for the following problenis:
66 y/o female with hx of AD who presents to ED via EMS w/ worsening agitation and behavnoral
My level of activity after discharge is:
No téslrictions .
My diet after discharge is: - : .
Reqular .
If1 have the following problems...
Go to the local Emergency Room for an.emergency;
For questions and issues relsted to discharge instructions or medications, contact us at the Hospulal Nursing
Unit phone.nuumber.

The tests and issues | need to talk with my docto}ts)'about at my first office visit:
F/U on Creatine Kinase gver time ‘due to her hx elevation and starting her on Zocor, as well as repeat
lipid panel in few mo.

. Further recommendations for patient and / or guardian:
¢ take madication as directed and 'go to all outpatient appointments. NOTE: No evidence was found during
admission that patient had been recently assaulted or abused (i.e..no bruismg or sign of Injury) When
" patient was less delirious, she stated that her daughter was the nicest person and "I never said that she
hurt-me." No APS case was filed by officer-and we felt patient was safe to be d/¢ to daughter's care.

Seo separate sheet for scheduled appo‘intm‘ents.
Important contact information:

) . Name Phone Number
My Primary Doctor ' L A - AN
My Hospital Doctor | Mary.Craig MD ¥ bo2-904]
My MHC Case Managert ' ' [ i "
-{My Social Warker ' Nancy{Holbach, MSW 792-9041
Hospital Nursing Uit _ . SCU4N f , _792-904%1
0 Name | Type of Service Contact Person Phone/Fax Number "
My Pharmacy : ) ) s

important discharge instructions:

I have received Information and hshng of available agencies and have been offered a choice regarding agencies available in
my area. [JN/A

I have reviewed isctrargpand medic iefi instructions, understand the information, and have received copies. )
Patient / Caregively g \ — _ i
Nurse Signature | 'Y A~ E 4 n_‘df Qj:] bate QALY Time . AM

i \. 1= Originat to récord Copy to Pafient AN .
iop_afl_orders_dischgehatal . OTE 901167 Rev. 10/11

' MUSC PAGE 199 OF 299
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% IMuSC tealch (MMM :
; CLINICAL SOCIAL WORK v

i HISTORY & EVALUATION

% 'Fom} Origination Date: 10/11 Page 1 of 2 o -

:L Version: 17 Verslon Dale: 10/1 1 PATIENT JDENTIFICATION LABEL :

; PATIENT NAME: ‘Date of Birth: _{3/8/(5Y / Age: é) Lyn ‘

! information From: ] Patient [] Priar /- outside records D MD l Nursing Assessment [] Other person / source
. Presentlng Problem
; jw,sg =
m: =3
P Emaew ISR T TR ek
, SIGNIFICANT RELATIONSHIPS (spouse / partner, chilgren, parents, siblings, .dther]_ {7 Unknown  [J Unable lo assess)

Name Relationship Contact Info Lives With

iy {155 B.Yes [INo
o : ' L T . _ [ Yes TINo
C 26 1&&@_ , _ v TR
O vYes [JNo
O Yes [} No

: . . . L . . . . e T
Yes ONo

q
$

V./{pq she pres

LIVING ENVIRONMENT ([] Unknown (7] Unable to assess) .

Parent's or own home - [ Refalive’s home :
Foster home, . j -_ . (L} Group / community homa
D Other ' - [JHomeless

? EMPLOYMENT / VGCATIONAL / FINANCIAL ([! Unknown [ Unable to assess [] Not applicabie, i.e. patient is a youth)
: {Cufrently Emptoyed ﬁuo ] Yes. (where). )
Work history / isstes of note Sol A Qv fn o : boraann opdisn  ulifon (okladna, olagunad
weeandl /S lyrs . . '
Military Service: & No [ Yes (Branch) _
Source of income & Support: . [] Employment 1 Spouse vy I Parent / reglive 7] Disability [J None
Cloner 556 vdionk o Fi0 93 vary

EDUCATIONAL (pdmarily youth patiants) . Jibd
Curenlly in 'school YNo {7 Yes {narhe) A Current or highest gradeldegree i3
Spacial classes i . Grades repeated n <

Academic performance
Behavioral problems [JNo [ Yes

Initials M

iop_aII_do::u_sw_,secl'lon_e\ial

MUSC PAGE 200 OF 299

R. App 775

OTE 7007481011




MUSC eteatct (INRANNNEN | (ONROC O

INSTITUTS OF PSYCHIAYRY

"IOPNOTE" W FE

CLINICAL SOCIAL WORK
HISTORY & EVALUATION

Page 2-0f 2
Form Origination Date: 1Q/11 o
~ Verslon: 1 ) Version Dale: 10/11 L
MEDICAL ([] Unknown {J Unable to assass [] None known) DEVELOPMENTAL {Youlh palients or delayed adulls)

Madical issues of significance /@‘S_ee MD 7 Nursing Assessmenl | [Any prenatal or bisth problems? (I Ne [ Yes (explain)

Any. _dye_lays in development? . O Ne (O Yes(explain)

LEGAL ([J Unknown ] Unable to assess \KT'NOne known)
Current legal issues Past legal history of significance  [) See MD / Nursing Assessment

On probation?
Probation ofﬂcer

PSYCHIATRIC , ) SUBSTANCE ABUSE (CJ Unknown [ Unabie to assess)
Current cutpatient pravider(s) e Substance Abuse issues - See MO /. Nursing Assessment
i i None known [ Yes {oxplain)
Pravious treatment E] See MD / Nursing Assessment for llsllng ]
. ' Jol >

DISCHARGE PLANNING
Comimunity. agency contacls

Olhef support systems

Placement on discharge [J Retum to previous giacement
[] Going to new placement; already secured ..
B Placement yet 1o be determined _(ygmAS At Plegsan Mamo

Anticipated foliow-up [J Mental Health Center
) [ Institute of Psychiatry- s )

{7) Private practitioner ] i
BPiimary care physician Do Kansw [hansea ;
{J To be determined O Other i .

Potential adherence difficulties with discharge recommendations for
{71 Psychiatric aRercare, dueto
[0} Medical aftercars, due to
7] Medication compiiance, due to
{3 other

SCCIAL WORK FORMULATION—TREATMENTI INTERVENTION RECOMMENDATIONS

Coordinate with cutpatient provider(s) and any involved agencies

lavolve family members / signifi¢ant others In patient's care. If no involvement, regson
Help with provision of information / education to patient / family on diagnosis and recommended Intervanﬂons

Address safety issues pnorto par(ents discharge (involve patient'and any available membars of his { hat support system) -

0

initlals A Signature / Title: 7Y 1 . Pager: - (2 Date: Time: PM
lop_all_docu_svs_seclion_eval OTE 700748 10114
MUSC PAGE. 201 OF 299
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MUSC Health

INSTYTUTY Of PIYCHIATRY

Soct’ NN
Vrole et St

Progress Note
Form Griginalion Date: 5/07

Version: 2 Veérsion Date: 5/08

“Prohibitad abbr

Thuse abbreviations are prohibited in ANY FORM

(i.e., upper o lower case, with or wi\hou! periads):

{ meg, pg or ug. Uoru | U

qd QD qod { QOD |- MS/MSO, i

MgSOQ.

AZT, HCTZ, NEQ)

Do nol writg a whole numbar with a trailing zero. .

USE: 5mg NOT: S.0mg
Writs a decimal polnt with a leading zero:
USE: 0.5mg NOT: .5mg

Date | Time

Saelel

RTINS
T/

e

il

ﬁ{"r r.Q/\A'!\\p QLD n/oa 0:—1

B T IR N N S

: (QO/)AA_ \Ar'ah/\ W)A

.l 2

(A,,LP..M QI‘I'A‘A“( s Pnd C.vp\

1A | Bt Rad e it S A et 1

R—— Yoe
L}l‘(/l‘{_IB- Spoke. Lah 1)1»5 brobhe, Save  Huceins. Vi :j:\l bea\.uéc,l‘

j
/‘u?{\.\.fL\ ank\ 4//“!'/!'1 He cefevved ;\m c d\q_\_.__‘P}_ (=T 3

Cx?\mv& Me \)\easanL Mamr ‘A\ o o—x, debwac K. Pbs famidlia

_\\()YK Dy é : C-A@Jz_‘_._;lk _vl“;‘<(u'
Top._all_doot_topprorocrdaleil OTC 700346 Rev, 5/08 (based on OTE 700222) §
:

R. App 777
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I NEIHIHI LRI

lnstitutg pf Psychlatry
GENERAL ATTENDING NOTE

Page 1 0of 2

R Patient seen by ma, nursing report presented, management reviewed with interdisciplinary teani‘, chart:history reviewed
" Condition: OJ Unstable [ Unstable, but stabilizing [J-Stable (but symptomaficy [ Stable (asymptomatic)

Patient secluded/restrained in past 24 hours:  {J'Yes i No
Chief Complaint; " was laying here hoping I'd have somsone 1o lalk lo*

PI/EXAM: Slept 8 haurs; ate 787550 o and drank960 _ cc  based on unit staff report

Vital signs reviewed as recorded in. medical record {of ncte, Temperature 36.8 o

Blood pressure ___. Heait rale Respiratory rate 18 Weight _

{0 Orthostatic vital signs: Sitting bleod pressure 13874 Sitting heart rate 81 Gait . Sov o
Narrative Description étanding blood pressUreJ,m_fgzi___; Standing heart-rate_87 Meotor f’WDBf.FeﬁeXiLi
66" yo fernale with Dementia adm duse 1o increasing aggressive behaviorwith | Appearante/Activity diShe"e"@ . restlass
o Por 24 hour ot palr s complv i a, nliood and | oo ot e
behavioral issues. On rounds palient was.pleasant and cooparative. She Mood/Affect "ok » constricted
it o ahecn 3 ahcjoss. She was ahabls to sae fronin. vear Sha dig | ThoughtiAssac, osical foose
nat appear 1o know the circumstances of her hospitalization, 'She did nothave | Content/Pscyhiotic _A0Bfan w/o:Sl. HI no AVH on exam
Vany overt paranaja. ) Cognition/Memory O x self only poor receni and remc
SOCIAL; _#/2 ammonla: 33, depakots: 27.2 CMP: sig CI 108 Judgement/insi pUOHpOG! /Conc_distractible
TESTING: 4/2:CBC: sig hgb 11.7, 3/30 UA: niitrite +, blood small, WBG: 13, leukesl 500
Radiology/Other:

DIAGNOSES/PLAN: %’#—Eﬁn L od = Lo S Chol 20T, LOCTEs, G- 3429 %\Ié
1)Dementia with behavioral disturbance: continue aricept 10mg, namenda 10mg bid, lexapro 10mg q
day. Depakote 125mg bid.

2) UTl: continue Bactrim 800-160mg bid (thru 4/9)

3) Hyperreﬂemalngldlty unknown cause appeﬁ{flatwely recint in onset, will contlnue to momtor

' Im
mewhat im rcz\,/?d \T)J'TI] yait&dagéfﬂ St lm spven crt, &rb‘\/w}[ 4

ﬁ momtor behavior and mental state ﬁcontmue psychosecial muheu ﬂ maintain safety ] obsarve for withdrawal
[J obtain further information/medical records ] family meeting
Medical Diagnoseleom_plications: _UT.*- hvpéfreﬂexfa. cvggvneel figidity

Consuit cansiderations: aone
REASON FOR CONTINUED STAY: _monitoring for behaviars, paranoia.

: .
Discharge planning: 7 - ({ Floot Time:

n\ -
Resident Physician Signature 7 ATy Pager1D. A3 V22 Daleﬁ}!t,l’:t_ Tme[ ©  G@MPM

- Patient seen and exa ved wnﬁ@scdent QS'CIGN [Z]I agree with the assessment and plan as documented above -
Rendering Physman Signature PageriD 14582 Date 0410412014 Time 10:03 am AMIPM
lopattprognote ‘ Jassica Broadway, MD - OTE 804239 Rev, 7/03

R. App 778
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‘MUSC Health

INSTITLTR on bSYC “I\TR\

(EREENERURTR

*IOPNOTE® |
Institute of Psychiatry ' .
GENERAL ATTENDING NOTE Patierit Name.
o naton ot Paae 16t - | MRN ; '
ren’ rigins S . 703 . .
Version 3 oo Bt Vessién Do 613 PATIENT IDENTIFICATION LABEL.

atient seen by me, nursing report presented, management reviewed with interdisciplinary team, ;chart,,h_istory reviewed
Condition: [ Unstable _,Qﬁnsmble. but stabilizing [ stable (but symptomaticy [ Stable (asymptomalic)
Patient secluded/restrained in past 24 hours: [ Yes ENO '
Chief Complaint: Lo

" PI/EXAM: Slept & hours and ate 5& 150 130 % based on: umt staff report 1\\%%’\5&)
I:] Vital signs-reviewed as recorded in medical record (of note, Temperature , 3@,3

Blood pressure Heart.rate __: Respiratory rate __ {6 'Weight )
. [ Orthostatic vital signs: ~ Sitting blocd pressure _)137/7¢9 Sitting heart rate _9%. .
Standing blood pressure _LZQZ 7 Standing,hear rate &(Q
- Narrative Descnptron AppearanceIAcllvny M 4 S

speech xa 00 ﬁrn c.ed

Mood/Affect fmﬂ(_" / ‘"CAM\ZLEFCCL«G
Thought Az ~ '
Cognition/Memory MM BL”
Judgment/insight g 0 g
SOCIAL: %& mL %W ' +pellnons-.
TESTING: _
Radiology/Other: ~

DIAGNOSES/PLAN: D Y ,A*W

‘ L Q - . _
D v A C‘,‘,uvu,w—?(*' Lo+ o
i “m Yvuf.'m :E-n SyAn R AN Lt
Ef.monrtor behav;or and menlal state &contmue psychosogdial mmeg&namtam safety [ ] observe for withdrawal
[] obtain further information/medical records ‘ [:] family meeling
Medical Diagnoses/Complications:. {) /'J: G;Q.u:ee_
Consuit consm‘erauons

REASON FOR CONTINUED STAY: _%CW@;JZ Of ¢ / M or. Qalidvion,

Discharge planning:

Resident Physiclan Signature . . Pager ID Date Time AM/PM

{1 Patient seen and exammed with resndent physician Floortime: .
[1 Patient seen ang examineg/with resndent physician and | agree with the assessment and plan as documented above
Attending Physician Signatupé _* v ager 0 {{ T pate 4—S fw( Fime [ (3 S AMIPM

iop_ail_docilopatiprognote ' ' OTE 700424 6/13

R.App 779
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MUSC Health

INSTITUTE OF PSYCHIATRY

(AR

“OPNOTE*
Institute of Psychiatry
GENERAL ATTENDING NOTE Patiant Name
Page tof 1 MRN . .
7163 ' .
Foum Otinaion Dats: 7100 arion Do 13 PATIENT IDENTIFICATION LABEL

A Patient seen by me, nursing report presented, management reviewed with interdisciplinary team, chart history reviewed
Condition: [] Unstable ] Unstable, but stabilizing ] Stable (but symptomatlc) (1 stable (asymptomatic)
Patient secluded/restrained in past 24 hou O Yes El No -
Chief Complaint: r‘h A 2020 M
PI/EXAM: Slept _ 8@ hours an5§te 100/5 °/ 75 _ - % based on unit staffreport 45 %
[J vital signs reviewed as recorded in medical-record (of note, Temperature: 36,8

Blood pressure Heart rate Respiralory rate __I'& Weight )
] Orthastatic vital signs: * Sitting biood pressure _t4 / 74 . Sitting heart rate 91
Standing blood pressure A /63 . Standing heait rate 76
Narrative Description Appearance{Activity-. @M
ﬁe,m\,,, . O/mm«\u c G,Qmeccé all  speech B biomc ol »
\ «gsod alrot Mood/Affect NN ST
Thought _A0<~eae .. {QA)M_ ~
| : Cognition/Memory. Awe A G oy
O me%ﬁ 6‘ Judgment/lnsnghtu—t—ﬂfl\ Cianed ) : .
© SOCIAL _xFved oT}“(cMmL‘T:: . . A e
TESTING: ___ ' Lo b8 ~o Acadec
Radiology/Other: - ' , AN o Cve s o

DIAGNOSES/PLAN: _@l_q_%@mé@ - Do Ao It
frosioi. bl‘(//wt,é;—wc«_ P RS i

R oW 'Lugnﬁﬂ}{fw

,@’ monitor behavior and mental state Wontinue psychosoclal mifieu %malmain safety [J observe for withdrawal
(O obtain further information/medical records family meseting : .
Medical Diagnoses/C omplications:

Consult consrderatlons

REASON FOR GONTINUED STAY: ;ﬁ:zwtu(’ ol W /mmwd

Discharge plannmg

Resident Physician Signature . ] Pager ID Date Time AM/PM
[J Patient seen and examined with resident physician ’ Floor time:
[J patient seen and examined with reSIdent physician and 1 agree with the assessment and plan as documented above

Attending Physician ngnatuger ID H EE Date Lf"(a THo-rofy¥ T:meli AM/PM

iop_all_docu_iapattprognote OTE 700424 6/13
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MUS C STAMP PLATE AREA

WEDIGAL UNNERSITY
GF.-SOUTH CARDLINA S[lUTH GARDUNA

i I HIIEIIIII!I!IIEHIIF!I

. Instatute of Psychnatry
GENERAL ATTENDING NOTE

Page'1 of 2

O—

ﬁ Patient sesn by me; nursing report presented, management reviswed with interdisciplinary team, chart history reviewed
Condition: [J Unstable & Unstable, but stabilizing (1 Stable (but symptomatic) (] stable (asymptomauc)
Patlent secludedfrestrained in past 24 hours: D Yes WNO

Chief Complaint: | want my daughter ta pick me up” .
PIFEXAM: Slept 8 hours, ate_ 100108 . of anddrankB20 __cc  based on unit staff report
Vital signs reviewed as recorded-in medical record (of note, Temperature 36.7

Blood pressure : . Hear rate Respiratory rate 18 Weight
[J Onhostatic vital signs: Sitting blood pressura 179/84 _ Sitting heart rate 74 Gait . Sow
Narrative Description: Standing blood pressure_1 7982 standing heartrate 7> - Motor _lés8 fvpemetexc
66 yo tamals with Dementia adm dus to.increasing aggressive behavior with Appearance/Adtivity disheveled restiess.
family. Per 24 hour repont, pt kept to herself, she appeared confused She Speech soft ’ +fluent aphasia
didn't éat lunch or dinner. She did-at EM gna havigraHissues. On. pee _ —
rounds patient was pleasant. She &E&ﬁ&% usmess casual Mood/Affect "0k constricted
outtit with dress shaes, She denles depreasion, anxiety and focis sho is : ; K
treatad well hare. She had difficuity wilh answering orientation questions. Her Thought/Assoc. disoraanized 505¢
muscle rigidity,_:had significantly improved as did her hyperteflexia. Content/Pscyhotic | APPOo W/ SLHL. . no AVH on-exam

. Cognition/Memory _Q X seff only paor recent and rem¢

SOCIAL: _4f2: arnmonia: 33, depakole: 27.2 CMP: sig CI 108 Judgement/insight . Peor/poor Aftn/Canc fair

TESTING: 4/2: CBC: sig hgb 11.7, 3130: UA: nilrite +, blood smah, WBC: 13 louk 851 500 4/04 - CK 342; Lipids w/chol 201, LOL 130.

Rediology/Other; 4/5: CK: 318

DIAGNQOSES/PLAN:

1)Dementia with behavioral dtsturbance Contxnued confusnon butno behavioral outbursts. Contlnue namenda 10mg
bid, lexapro 10mg g day: ‘Depakote 125mg bid. Plan to in¢rease ancept to 10mg qam and 5mg-ghs for memory.

2) UTI: continue Bactrim 800-160mg bid (thru-4/9)

3) Hyperreflexiafrigidity: unknown cause appears relatively recentin onset. Rigidity has improved with time, she's

mildly hyperceflexic. CK still mildly elevated; will repeat again
4) HPL - given CVD on MR in past, feel treatment is warranted, However, given elevated CK; will hold-off for now.

B monitor behavior and mental state  §g continue psychosocial milieu %4 maintain safety ' [ observe for withdrawal
[J obtain further Information/medical record$ 0 family meeting
Medical Dlagnoses/Comptications; _ YT hypemefiexia; HPL

Consult considerations: _noN®
REASON FOR CONTINUED STAY:

medication litration, monitodny hyperflexia and rigidity ~

Discharge planning: MU§£‘—~=& e [ ) ' Floor Time:

Resident Phiysician Signature PageriD A8 Y20 Date‘i[.ﬂ_l_"‘_ Timel L Ao

[¥] Patient seen and examin 'tﬂes:degpphysuman, .| agree with the assassment and plan as documented above

Rendering Physician Signature Pager o 582 pate D4N07/2014_ yime _11:218M_aiPM
iopattprognote © OTE 804239 Rev. 7/03

AN

Jessica Broadway, MD

R. App 781
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=)MUSC Health

INSTUTUTE OF PSYCHIATRY

(EAR Ry

fOPNOTE"
Institute of Psychlatry Progress Note | Falie
F ; :
§m Origination Date: 07 Version Dato:5/08 PATIENT IDENTIFICATION LABEL
Prohibited abbrewatlons
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MUSC

MEDICAL LINIVERSITY
05 SOUTH CAROLIRA

S opNOTE:
Institute of Psychiatry
GENERAL ATTENDING NOTE

Page 10f2

MRN

Patient Name!_.___

STAMP PLATE AREA

ﬁ Patient seen by me, nursmg repon presented, management reviewed with interdisciphinary team, chart hrstory levtewed

[ Unstable, bid stabilizing [ Stable

Coridition: [ Unstable
O Yes B No

Patient secluded/restrained in past 24 hours:

(but symptomatic) . [ Stable (asymptomatic)

Chief Complaint: nausea

PUEXAM: Stept 6.75 hours, ate __25150/50

Vital signs reviewed ds recorded in medlcal record (of note, Temperature 36.7

Blood pressurg Heart rale
{J Orthostatic vital signs: Sitting blood pressure_142/84
Narrative Description Standing blood pressure_142/80

66 yo female with Dementia adm due fo mcreasmg aggressive behaviar
with family. Per 24 hour report, paﬂem remains confused and has
difficuity understanding directions, No behavioral outbursts, Awoke early
in AM concerned about rcommate. Appatile improved. On rounds patient
jappoared iil and then requireda bucket due to.sudden emesis. She then

went {o the bathroom and had a well forined bowel movement. She
reported feeling and did not participate further in the interview.

Y oty Mot

‘SOCIAL: 4/2: ammonia: 33, depakole: 27.2 CMP: sig C1 108

. Content/Pscyhotic .

%, and drank820 __cc based on unit staff report

Reéspiratory rate 16 Weight
Sitingheartrate 87 Gait . %
Standing heartrate 1% ____ - Motor _'ege hywerreliexic

—sestiote— Y polcAnah

Appearance/Activity _disheveled I

" Speech _%oR + fluent aphasia
MoodiAffect - Not reporiad consticted
g loose

ThougihWAssog.  disomanized
Appronwio SLLHI .

no AVH on'exam
paor recent and rem¢

Altn/Cone fair, N

Cognition/Memory 9% seif only

Judgement/insight _Pearosar

TESTING: 4/2:CBC:'sig hgh 11.7, 3/30: UA: nitrite +, blond smal), WBC: 13, leuk est: 500 4/04 - CK 342; Lipids w/ chol 201, LDL 130.

R.adio[cgy/Other' 4f5: CK: 316 4/7: CK 213

DIAGNOSES/PLAN:

2) UTE continue Bactrim 800-160mg bid (thru 4/9}

-

CK 213, trending down

favor of exelan.

1)Demenl|a with behavioral disturbance: Continued confus:on bui ‘o behavioral outbursts. Contmue namenda 10mg bid, lexapra
10my q day. Depakole 125mg bid..DC aricept given nausealemesis. Add exelon patch 9.5mg daily {4/9) .

3) Hyperreflexia/rigidity: unkniown cause appaars relalively recent in onset. Rigidity has improved with tame, she's mildly hyperreflexic.

4) HPL -given CVD on MRI in past, feél treatment is warranted, However, given elevated CK. will hold off for now.
5) Nausea/Emesis: May be related o increased dose of aricept last night. Add zofran 8mg q6hpra, monitor fluid intake. D¢ aricept in

) obtain-furiher information/medical récords

B monitor behavior and mental state. B¢ continue psychosocial mileu

}R"maintain safety [0 observe for withdrawal
{J family meeting

Medical Diagnoses/Complications:._YT" "VPE’“"”"E HPL

nons

Consult conslderatlons
REASON FOR CONTINUED STAY: med:cahan titration,

Dischargé planning: Mus,c_qencrnm \)

Floor r Time:

Resident Physician Signature
[£] Patient seen and examin

Rendering Physician Signature
iopattprognote

v

Jessaca Broadway, MD

Pagr DS 25 Date YBITA Time 1L AWPM

hysman, - | agree with the assessment and plan as documented above

14582 Date 04/0812014 Time 11: 04 am AMIPM
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MUSC _ | STAMP PLATE AREA

MEDICAL UNIVERSITY .
OF SOUTH GAROUNA - m”l” .

T

Institute of Psychiatry
GENERAL ATTENDING NOTE

Pago10f2

ﬁ Patient seen by me, nursing report presenteéd, inanagement reviewed with. Imerdlscnpllnary team,  chart history reviewed
Condition: [J Unstable B Unistablé, but stabilizing [ Stablé (but symptomatic) [ Stable. (asymptomatic)
Patient secludedfresirained.in past 24 hours: [ Yes B No

Chief Complaint: “Lwant to g home- -

PVEXAM: Slepl 675 __ hours, ate_ 252540 % and drank162Q0 cc based on unit staff report

52‘ Vital signs reviewed as recorded in medical record (of note, Temperature 366 ~
Blgod pressure Heart rate Respiratory rate 1¢ . Weight
{J Orthostatic vital signs:  Sitting blood pressure 136162 Sitling heart rate 100 Gait . Slow
Narrative Description ___ Standing blood pressure_'S7/87____ Standing heart rate 102 Motor _1ess hvoarieflexic
66 yo fernale with Dementia adm due lo increasing aggressive Appearanca/Activity _disheveled fastlass
behavior with famify. Per 24 hour report, patient has been-caim and Speech tof fluent aphasia
cooperative. No behavioral issues. On rounds patient was . “fine" constricted
pleasant. She denled feeling Il and did not remember emesis, She MogdlAffect - - l
denied depression and anxiety. She reporls the desire to'go home | Thought/Assec, disorganized loose
[with her daughter. Social worker spoke with daughter who would Conlent/Pscyhotic _Avoron wio St Hi noc AVH on ekxam
patient placed due to-difficulty in caring for her. Cognition/Memory _O X selfonly o Teoamt ond momc
SOCIAL: _4/2: ammoniz: 33, depakole 27.2 CMP: sig C1 108 ‘ ] _Judgement/insight poorfgoor AttnlConc fair

TESTING: 4/2:CBC: sig hgb 11.7, 3/30: UA: nitrte +, blood small, WBC: 13, louk est; 500 4/04 - CK 342; Liplds w/ chol 261, LDL 130.
Radiology/Other; 4/5: CK: 316'4/7: GK 213

DIAGNOSES/PLAN:

- {1)Dementia with behavioral disturbance: Continued confusion, but no behavioral outbursts. Continue namenda 10mg bid,
fexapro 10mg q day. Depakole 125mg bid. Aricept OC'd due to emesis on 4/8. Continue exelon patch'9.6mg danly (4/9)
2) UT!: continue Bactiim 800-160mg bid (thru 4/9). Consider repeat UA to ensure resolution.

3) Hyperreﬂex:a/nglcﬂty ‘appears resolved

4) HPL - given CVD on MRI in past, feel treatment is warranted. However, given elevated CK, will hald off for-now.
Conslder repeat CK.

5) Nausea/Emasis: appaars resolved, will continue to monitor.

M monitor behavior and mental state g continue psychosodal miliew B maintain safety Hl observe for withdrawal
O3 obtain further information/medical records O family meeting
Medical Diagnoses/Complications: _ YT hyperrefiexia, HPL :

Consult considerations: _none
REASON FOR CONTINUED STAY: madlcafcn titration. no safe plaoemenl

Dis(:harge planning: MUSW“’J ) 4 . Floor Tjme: N\
Resident Physician Signature _ = : ; Pager DL S\ 2% Dato ._‘1(3/_% Tmst@P M
. Patient seen and examingd with régident phy lcian ml agree with the assessment and plan as documented above

Rendering Physician Signature i erager D 14582 Date 0410972014 iy 11:12 am AVPM
lopaliprognote Jesstéa Broadway, MD OTE 404239 Rev., 7/03
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MUS C STAMP PLATE AREA
WEUTEAL URIVERSITY ‘ —
OF SOUTH CARDLINA B T

LT '

In_stltute o‘fAPsych_iatry s - anm:04i02014_

.GENERAL,%TTFPZING NOTE Patient Name [NEENNNNNNNN -
oge 1 of . j

MRN

R Patient seen by me; nursing report presented, management reviewed with interdisciplinary team, chart history | revnewed
Conditlon; (J Unstable ﬂUnstable, but stabiizing  [J Stablé (but symptomiatic) {J staple (asymptomatic)
Patient secluded/restrained in past 24 hours:  {J Yes H No )

Chlef Complaint: "t want to go home™ . :
PUEXAM: Stept ___ 725 ° hours, ate_ 2625/0 o and drank1520 _cc  based on unlt staff report
&Vhal signs reviewed as recorded in medical record (of note, Temperature 36.7
Blood pressure Heart rate Respiratory rate 18___ Weight
[ Orthostafic vital signs: Sitting blood préssuré, 13578 Sitting heart rate 85 _ Gait . slow
Narrative Description Standing blood pressure 10168 sanding heartrate 89" Motor 653 hpenefiexic
{66 yo femate with Dementia adm due to Increasing aggressive Appearance/Activity _dishevsled reslless
behavior with family. Per 24 hour report, she was without ’ Speech sofl fluant aphasia
behaviora) outbursts, She has been pleasant and.confused, On Mood/Affect "fine” constricted
rounds patient was pleasant. except when discussing events prior A — ;
fo admission. Patient was upsel when told she hed accused her ThoughtAssog: disormanized .~ loose
daughter of abusing her. She denigs that abuse ever look place. Content/Pscyhotic _Avereow/o SI. HI rio AVH an-exam
. She denies depression and anxiety. Cognitlon/Mémory G x self only poor recent and rermc
SOGIAL: 4/2: ammonia: 33, depakote: 27.2 CMP: sig CI 108 _judgement/insight__%0°MP00r annsConc fair

TESTING: 4]2:.CBC: sig hgb 11.7,-3/30; UA; nitrite.+, blood small, WBC:13, leuk est: 500, 4/04 - CK 342; Lipids w/ cho 201, DL 130,

Radiology/Other: 4/5: CK. 316 4/7: CK 213
DIAGNOSES/PLAN:
1)Dementid with behavioral disturbance: Continued confusnon but no behavioral outbursts. Gontinue namenda 10mg bid, lexapto 10mg-q

day. Dapakots 126mg bid. Aricept DC'd due to emesis on 4/8. Continue exelon patch 9.5mg daily {4/9)
2) UTI: resolved, completed Bactim 800-160mg bid {thrv 4/3). Ly || fC{IEDU\' Ch o Qy\mﬁowm‘ 03 4//6//¢

3) Hyperreftexiafrigidity: appears resoived i
4) HPL - given CVD on MRI in past, feel treatment is warranted. However, given elevated CK, will hold off for now.- CoasadAZEpeat CK.

5) NausealEmesis appears resolved, will confinue to monitor.
6) Dlspomhon unlikely to be able to return home, ppd placed 4/8 read as negative. Will spaak with daughter : about adult-day care options

that imay allow patient 10 réturn homa,
ﬁ monitor behavior and mental state R continue psychosocial miliau- ﬁ ‘maintain safély [J observe for withdrawal

O obtain further information/medicai records {J family meeting
Medical Diagriosés/Complications: __YTHresolved), HPL

Consult considerations; _ oM

REASON FOR CONTINUED STAY: _ho sale olacement

Discharge plannmg MUSCgeq 5"%' ) ' ' ' Floor Tjmié:
Resident Physician Signature C//ﬂc‘ Pager ID L@ Date’ ﬂ [( Ozél_{ Time. MPM
. Patient seen and examiped Wi re@nt hysnc:an, .l agree with the assessment and plan as documented above

Pagerip 582 Date 9411012014 _1ing 10:04 am_AM/PM
U OTE 804239 Rev. 7/03

Rendering Physician Signature _ .
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MU S C " ) STAMP P’LATE AREA

MEDICAL UNIVERSITY
iF SOUTH CARDLINA

L

GENERAL ATTENDING NOTE Patient
Page1 of 2 .
MRN

ﬁ Palient seen by me, nursing report. presented, management raviewed with interdisciplinary. team, chart history reviewed
Condition: i Unstable  [] Unstable, but stabilizing (] Stable (but symptomatic)  [J Stable (asymptomatic)
Patient secluded/restrained in past 24 hours:  J Yes M No

Chief Complalnt; patient mumbling to herself.

PI/EXAM: Slept ______ 8 hours, ate_ 9071000 % and drank980 . cc  based on unit staff report
Vital signs reviewed as recorded in medical record (of note, Temperature _36.6 .
Blood pressure _178/99 Heart rate 88 ___ Respiratory rate 16 Weight
{J Orthostatic vilal signs: Sitting blood pressure_____ " Sitling heart rate Gait . Galtunsieadv. .
Narrative Description Standing blood prassure. Standing heartrale ____- Motor _Ftonic clonic LUE
66 yo female with Dementa adm due fo increasing aggrassive behavior with famliy, Per 24 hour Appea rancejAdﬁv]ty disheveled. ’ psychomalor retarded
report, sha was without behaviaral outbursis. Daughter visited yoslerday. She had an eplsode of ‘ ¥
{emesis and recaivad prn zoftan. On rounds pationt was being helped to dining area to aat Speech eoft, mumbled inore aphasic
breakiast by stall. While in the doorway shé slumped 1o her ksiees whilp baing held by s1air. She
appeared to have clonic mavamants of her body snd-did not rESpONd Lo Saft for. ~30 secands, Mood/Affect UTA - aphasic conslricted
Patiort then bacams more alert and responsive. Sho was unable 1o say her name but noddad . ) . N .
whan B3ked if she was "Ms. Meyor”, She tried fo speak bul appoaied more aphasic, She Thnght/Ag_th‘Ld'SU‘ﬂa"‘md . toose
sppaared lo have somo stereotypod behaviors, aflerwards In LUE and was not ably o follow . .
cornmands (as she had beén able to do on provious day). She 2t50 had fasicutations of her faca, Content/Pscyhotlc unebla lo ansiver no AVH on cxam
FSB88 was ‘IG.": and sho was miidly. byperensive at 152/78 wilh pulse 76 - COQriillon/Memory O x seif only poor recent and reme
‘SOC}AL 4/2: ammonia: 33, depakote: 27.2 CMP: sigpl 108 . Ju Mmﬂ_s_qm poOr/poCs Aﬁn/Conc distractible

TESTING: 4/2: CBC: sig hgh 11.7, 3/30: UA: nitrte +, blaod small, WBC: 13, Jouk esk: 500_4/04 - CK 342; Lipids w/ chot 201, LDL 130,
Radiology/Other: 4/5: CK: 316 4/7. CK 213,4/10: CK 175
DIAGNOSES/PLAN:

10 ia will beh | g : Conbnued confusion, butno bshavioral suttiurs(s. Contlnua n2menda 10mg bid, lexapvo ‘mmp q day. Depakote 125mg bid: Arfcept DC'd due
10 ernesis on 4/8. Coatinue exelon palch 8,5mg daly (49) R

2) UTH: resolved, completed Bactim 800-160my bid {lhrv 4/9). Repeat UA pending.

3): ?selzurle stal EEG ordered. Hyperreftaxia and sterulyped movemenis present as ara some musds fasicidations, vl Tollow up on £EG and comnder tilmllnu depekoto to -
{herapeulic dose.

4) HPL - given CVD on MR in pest, reatment 1s wartanted, CX:175 (wni). Will start Zacor 10mg po d\s {start 4711}

£) Neusea/Emesls; unlikely related lo Exelon, May be related 10 uadertying neuroiogicat condition, omesis doss seem related 10 spotadic efevated BP's

6) Hyperension: Palient has had sporadic elevated BP s Does not appaar to be essential HTN, wili continde (o moditos

7) elevatod FSBS: (255) Wil check hgalc . o

8) Digposition: may be able to be do heme ornico sinhln Famﬂy still dacldmg which family member winbe ible fos ing. ppd.piaced 4/8 read as negative. In case
Iplanemeni is an option or pdult day care is an oplion, Famiy given informalion on adult daycase. ) E : ’

B monitor behavior and mental state 3¢ continue psychosocial mllleu B maintain satety”  [J observe for withdrawal

a obtain further information/medical’records (N} famlly meeting
Medical Diagnoses/Complications: _UTltresolved). HPL, Pseizure, emesis

Consult considerations: _"one L . )
REASON FOR CONTINUED STAY: _nw sale placement, new onsel Pneurclogical issue; emesis

Discharge planning: " MUSG ge dliic . _home wi.adull day care? o Floor Time:

Resident Physiclan Signature : . Pager ID Date Time AMIPM
- Patient seen and examiged,with resldent physw;an I:]I agree with the assessment and plan as documented above
Rendering Physician Signature ‘ APy WD Pager D 4562 patg 044412014, 1ime _10:55 am _AMiPM

iopattprognote Jessioa Broadway, MO Z . OTE 804239 Rev: 7/03
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MEQICAL URIVERSITY
OF STUTH CARGLINA

T
Institute of Psychiatry
GENERAL ATTENDING NOTE

Pago 10f2

‘MRN

STAMP PLATE AREA

Patient Nai

R’ Patient seen by me, nursing report presenled management reviewed with Interdisciplinary team, chart history. reviewed

_Condition: g Unstable
Patient secluded/restrained in-past 24 hours
Chief-Complaint: I'm good.* "

[ Unstable, but stabilizing  [J Stable (but symptomatlc)
O Yes ﬁ No.

] Stable {asymptomatic)

PI/EXAM: Slepl 8 ~_hours, ate_ 03
(R vital mgnsfrewewed as recorded in medl'__

B!ood pressure

récord (of jn‘pte' Temperature 36.9

%, and drankB00___cc - based on unit staff report

Weight

Respiratory rate: 16 ht
] Gait not observe

Sitting hean rate a .

Gait

Motar N0 tremonfierking oday

; 68 yo fémals th Demsntia adm dus’ (4 increasing aggresslve behu
i{Per.24 haureport, she wasivery. fathargic and had what appeared.to be possibla

r eye_s Had B sade: of BM

1S lhef LUE_and twﬂohlng under‘
during 7

engagedthanyest IS o have very | W noranes ¢
(ragmenls still stuck it Her mouth:. Sk ey

|seizirs. yest AM; In Bﬁemoon. she’ conllnued to.be lethargle and:have: some lerkmg

App arancelAcﬁvity disheveled __psychomotor retarded
Spesch soft, mumbled

Mood/Affecl “Fine, I'n okiy."

‘Thoughum disorganized

Content/Pscyhotic , Aporepwio 1. HI
'Coghition/Mémory O x self only poar racent and rem¢ -

. aphasic, but better
Titthe brighter

lacse

no AVH on exam

Jisdgement/nsight ~ Raoreosr Altn/Cong _distractibla

TEST|NG 4/2; CBCY sig hgb‘H 73 330:'UA aitita'+; blood small WBC:

13"!euk estiS00 4/04 - CK 342 Lupxds wi.chol 201 LDL 130

Radtcloglelher 415 CK 316417 CK 913, 41105 CK 175 .

‘DIAGNOSESIPLAN: _~ :

3. Cantine na 10mg bid, lexapro 16my q day. Depakole 125mg bid: Aricopt DC'd due

) I)Dan\enﬂa wilh behavioral distuibanca: Conunued ‘contusion; T
“l10-amegia.on 4/B; Continiie exelon paich 9.5mg dally (4/3): ‘Given difficlty s anuwmg gms

F)

(212 diffcully prncesslng) wAll weite order 10 crush 2/l meds.

3)Possibie Seizure; activity: Stal: EEG done yesletday

cor

15) Natisea/Emesis; unlikely:telated 1o Exelon Mayb
e} Hypeitension: Petient has hag:sporadic elevaled |
"|7) elévaied £FSBS; (165) HgbA1c:peniing. (&

8) Poor pO intaks > start boost sup’ple
; itio abla

UT|: resolved, compleled ‘Bacirim '800<160mg bld (thris 409); Repeal UA' colleded yesterday, Lut doesn't appear lo have ever beevi run by lab. 'Wil flu,
Wl

14} HPL - givan VD_on MR pasi:reaiment is vyanamad CK 175 ) Continise Zocor 10Mmg; pn ) ghs (5la|14/11]

relaled (o underly\ng naumloglcalcondluon Emasis does seem relalad to sporadic elevated 6P
s, Does N0l appearla be essental HTN: W Sontinue to monitor

Bvn yesterday, |:saiw il Mysalf; buf nol showing up-in syslem) Wil #u with lab.

ala, start 1VF.1000.¢¢ 0: 9%NS al 150cd_hr (4/ 2)..

v, biil no seizure activity or focus, Wil awail final report.

ﬁ maintain safety [ observe for withdrawal
O family meeting

Consutt consnderaﬂons )

REASON FOR'CONTINUED STAY: 2%

is; bizdire movements vestarday

Discharge planning: __MUSC it g

tome W/-adull day care?

Floor Time;’

Pager ID Dale Time CAMIPM

Resident Physician Signature

El Patient seen and examigeg,with resident phys:aan E] ! agree with the assessment and plan as documenled above

Rendering Physician Signature )/7745’

1458&

Pager 1D .. Date 84/12/2014 Tinie _12:04 pm- AMiPM

iopaliprognote 0 :

© Jessica Broadway, MD

OTE 804230 Rev. 7/03
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-STAMP PLATE AREA

MUSC

MEDICAL UNIYERSITY
OF SOUTH CARI]LIMA

(AR

Institute of Psychlatry
GENERAL ATTENDING NOTE

Page 10f 2

ﬁ Patient seen by me, nursing. report presented, management reviewed with interdisciplinary team, chart histor‘y reviewed
Condition: (] Unstable & Unstable, but stabilizing O Stable (but symptomatic) {0 stable (asymptomatic)
Patient secluded/resirained in past 24 hours:  [J Yes [ No ’
Chief Complaint; t'm fins.”
PI/EXAM: Slept 6.5

Vital signs reviewed as recorded in medical record (of note, Temperature 36:2

(#1000 cc IVF)

hours, ate_ 9/0/50 % , and drank 340__cc based on unit staff repori

" Blood pressure . Heart rate Respiratory rate 16 ‘Weight
Gait . Gallnntobserv(

(O orthostatic vital signs: Sitting blood pressure_163/75
150/80 .

Narrative ljescription Standing blood pressure

Sitting heart rate 58
Standing heart rate _ 8

66 yo female with Dementia adm due to increasing

was unable to swallow medications yesterday due to

aggressive behavior with family. Per 24 hour report, she

Motor . tramorf; ferking today

psy_chomotor relarded

Appearance/Activity _disheyeled
Speech soft, mumbled

Mood/Affact _suthymic blunted

aphaslo, but better "

difficulty processing. Ptrec'd IVF yesterday due to poor
po intake. Tolerated well. Continues to seem more
confused last few days.

ThoughtIAssoc disprqanized incoherant

ContentiPscyhotic _APDIoD wio 8. Hi
CognltionMemory _OX self only poof recent and reme

SOCiAL 4/2: ammonia- 33, depakote: 27.2 CMP:. sig €108 Judg_mont/lnanht 2001000 Atn/Cone dnslladnhle
TESTING: 4/2: CBC: sighgb 11.7, 3/30: UA mtnle* bkmd small, WBC: 13, feuk est: '500 4404 - CK 342; Lipids w/ choel 201, LOL 130. ]
Radiology/Other: 4/5; CK: 316 4/7: CK 213, 4/10: CK 175 _ 4/12 - UA + blopd, 20 protein; few bacteria and mucous; HgbA1¢ 5.3%

DIAGNCOSES/PLAN:

101 with beh . C . Canlinve N; da 10mg bid, Léxapro 10ng q day. Depaknto125mo bid. Ancepl DC'g
duelu emasis on 418, Continue oxelon pateh 9.5my daily (4!9) leen gifficuity Swalowing pllis (2/2 diicully procsssing], Crushing al meds.

2} UTI: resoived, compleled Bacinim 800-160mj bid {thru 4/9), Repest UAIncansistent with angolng infaction;

3) Possibie Setzure acimty. Stal EEG done 4/11 reportedly consislent w/ modurale encaphalopathy. bul no seizura activily or focus, WIll awail final report.

4} HPL - glvan CVD on MR) In past, eatment is waranted, CK 175 {wni). Continue Zocor 10mg po qhs (start 4/11)

5) NausearEmesls: seems unlkely 1R ExeloR, but possible, so wilake Exelon.

8} Hypenension: Palert has had sporadic elevated 8F's. Does not sppear to be essential HTN, will emllnue to monitor .

7} elevated FSBS afer shaking svenl, bul HobA1G was wal, $0 na evidente of DM2. Must have been related 10 *event,” which sgpesfed Iike a selzura bul did a0l show on EEG.
8). Poos po Intake - boost suppiements wilh meals, given IVF on 4/12. WU dfc Exelon fo sce if appelite Improves. .

9) Disposition: May be adle to be dc home onco stable. Femdy stit deciding which femily member wil be (espons:bm for cere-taking, PPO p)ated 4/8 read as noga:we incase
placement is on option o eduil day care is an oplion. Famnily given Infotmation on adultdaycare. .

ﬂ monitor behavior and mental state’ ﬁ.contmue psychosocial milieu ﬁ maintain safety {1 observe:for withdrawal
{1 obtain further Informationsmedical records _ 1 tamily meeting
Medical Diagnoses/Complications: _ YT (resotved), HPL, ?seizuro, smesis

no AVH on exam

Consult cansiderations: _none
REASON FOR CONTINUED STAY: Poor noiniake, varving mental status

consider hospice if po Intake doesn't imprave spon

Discharge planning' MUSC qeri.clinfc tiome w/ adult day care? Ficor Time:

Resident Physician Signature PagerID Date , Time _ AMPM

(] Patient seen and exammed with resident hysrcyan, [:]I agree with the assessment and plan as.documented above
Renderdng Physician Signature PagerID 14502 pate 04113/2014 Time 06:59 am_awvem
iopatiprognote Jessica Broadway, MD OTE 804239 Rey. 7103

R. App 788

MUSC PAGE 213 OF 299




MUSC STAMP PLATE AREA
MEDICAL UNIVERSITY
npwsgum EARDLINA

LT

lnstltute of Psychlatry

'GENERAL Al\D_TTF_]f\iDING NOTE Patient Name
*age 1. Of . R
i VRN .

'

R Patient seén by me, nursing report presented, management reviewed with mterdlscxphnary team, chart history réviewed
Condition: J§ Unstable  [JUnstable, but stabilizing O stable (but symptomatic) [0 stable (asymptomatlc)

‘Patlent secludedfrestrained in past 2d.hours; ] Yes i No
Chief Complaint: o complaints, patlenl somewhal lethargic

PUEXAM: Stept_ 8 Hours, ate__9BONR o and drank90____cc  based on unit staff report
* Vital signs reviewed as recorded in medical record (of note, Temperature. 36.2
Blood pressure . Heart rate Respiratory rata 16 Weight .
[ Orthostatic vital signs: Sitting blood pressure; 153 .’7 5 Sitting heart rate 68 Gait . 8l notobserv

% Motor o tremorférking today

Narrative Description Standlng blaod gressure_% Standmg heart rate

66 yo fomnale with Dementia adm.due to increasing aggressive Appearance/Activity _disheveled psychomolor retarded !
behavior with family. Per 24 hour report, she took meds voluntarlly. | Spegch _seft mumbled aphasic
Statad she was hungry but would not eat braakfast. intake only 90 MoodiAffect oK’ biunted

c¢ yesterday and needed IVF this weekend ‘due to poor pointake. oo
On rounds palient was sleeping in bad. She awoks 1o voice; and, | Thought/Assoc, disorganized nceheran

‘ denied complaints. She appeared lethargic and mildly dehydrated. | Content/Pscyhotic Aooroowio SLHE T np AVH onexam
Shé received 2mg lorazepam at 3pm yesterday for anxiely. Cognilion/Memory _OXselfonly -~ poor recentand reme
"SOCIAL: _4/2; ammonia: 33, depakote: 27.2 CMP: sig Cl 108 Judgementinsight. 899F00F _ Atin/Conc_dislractile

TESTING: 4/2: CBC:sig hgh 11.7, 3/30: UA! nilrite +, blood small WBC: 13, leuk esl: 500. 4/04 - CK-342; Lipids wi chol 201, LOL-130.
Radiology/Other: 4/5: CK: 316 4/7: CK 213 4/10:.CK 175, 412 - UA + blood; 20 protetn, few bacteria and mucous; HobAlc 5.3%

DIAGNOSES/PLAN )

10  with > ¢lc, bt no bahavioral ouaburgts. Cortinug Namenaa wmp g, Lexapro 10mg q tay. Depakoie tZSmg bd. Anicapt
DC'q dus (o emesls on 478, DC'd exebn pulm 9.5mg dally (Ana) dus w pwf pa lmake.. Given diiculy swanowing puls (22 Sty processing), cmshlng af meds. Will chinge PRN's @ lowet
{dasasihaldol 2mg qEpm, oliven 1mg gpm),

2) UTI: resolved, comploled Eacidm aomeomg 2id {ihru 419).- Repea( uA inconsistont with angoing Infection.
1) Poasible Seizuie activity: Stat EEG done 4/11 p y, but AD Sezuie ndmly of focus. Wit Gontinus 16 moritor

4) HPL: Centinue Z0¢o¢ 10my pa Qha {start 4/11) .

%) Nausea/Emouis: seoms urtikely r/t Exelon, but posnuo Explon ¢/c'd, Continug o monitar, 4 /”
B} Hypariensiaa: Patient has had sporadie elevated BI7S, Doss fol appear 1o be etsential HTN, will cantinue to moniter L hfb q.

7) dlavatod FSBS allar shoking svant, but HpbA1c was whl, so'nd evidensa of DM2.
8) Poor g Intake: beost supplements with meals, given IVF. on 4112 Ezelon O/C'd 10 saa i appatite Impioves. WA} glvelvket_—foasy given poer po intake. Wil gso check CK, CEC, CMP.

) Disposition: May be able (G be “de homa once stable. Fanly sl daciding which family membes wi bo responcinie ior care-laking. PPD p\acnd 418 raad s nagatne, in cnse placement it &n opbon
of adull day ceve is an option, Femily given infamation on adull daycare.

R monitor behavior and mental state ﬁ continue psychosocnal milieu ﬁ mamtaln 'safe;y El observe for v_wthdrawai
[J obtain further- information/medical records {0 tamily meeting )
Medical Diagnoses/Complicatio‘ns:--; UTlfresolved), HPL

Gansult cons:deralzons hene

REASON FOR CONTINUED STAY “poor po intake, varying menfal staws
’ consider hospice if po intake doesn't improve soon

home w/ adult dav.care? ' . Floor Time; L
Pager DASNZS Da!e\A][L‘éﬂ"f_ Time L {__ ampm
restden hyslcnan ¢ |1 agree with the assessment and ptan as dacumented above

4 AM Pagarid 4I82 a1 041412014 Timg _11:12 amAMPM
"OTE 804239 Rov. 7103

Discharge planning: _ MUSC gerl cling
Resident Physiciah Signature
[Z] Patient seen and examin

Rendering Physu:lan Signaturé __. &4
iopattprognote Jessit:a Broacway. MD

I, -
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\S

MUSC | V | | STAMP PLATE AREA

MEDICAL UNWERSITY

W

Institute of Psychiatry —
GENERAL ATTENDING NOTE Patient Name NSRS

Pago 1 of 2
MRN

ﬂ Patient seen by me; nursing report presented, management reviewed with interdisciplinary team, chart history reviewed
Condition: [ Unstable [0 Unstable, but stabilizing (] Stable (but symptomatic) *  [J Stable (asymptomatic)
Patient secluded/restrained i past 24 hours: [ Yes §f No .

Chief Complaint: o complaints, patient semewhat lethargic (IL V)
"PUEXAM: Slept _____ 8 hours,ate 19191101 4 anddrank1080 cc based on unit staff repert
Vital signs reviewed as recorded in medical record (of note, Temperature 36.2 .
Blood pressure - Heart rate - Resplratory rate 18 Vveight
(] Orthostatic vital signs: Sitting blood: pressure_14891 __ Sitting heart rate 65 Gait . Gaitnotobserv
Narrative Description Standing blood. pressureﬁﬁ”ﬁ,__ Standing heart rate _5€ Motar __*hyperrefiexia _
66.yo female with Dementia adm due to Increasing aggressive Appearance/Activity _disheveled psychomotor retarded
behavior with family. Per 24 hour report, she took-meds voluntarily. | spgech _3oft, mumbled aphasic
Staff helped her shower. No behavioral issues. On founds patient Mood/Affeat "ok’ blunted
was in the day grea. Shé was more awake than yesterday, but still - - -
slsapy. She denied complaints: Old friand (who works at haspital), | Thought/Assog. ‘disorsanized _inooherant
provided collateral hx that patient hasreally taken a significari Content/Pscyhotic _Aparpwo St HI ng AVH on exam
) deciine for the worse in past few months, _ Gognition/Memory _O X setf only poor recent and reme
SOCIAL: _#2:ammenia: 33, depakoto: 27.2 CMP: sig CI'108 Judgement/insight -Peoriecor Attn/fCongc distractible

TESTING: .4/2: CBC: sk hgb 11.7, 3/30: UAT nitrile +; blood $mal, WBC: 13, leuk est: 500 4/04 - CK 342, Lipids w/ chol 207, LDL 130,
_Radialogy/Other: 4(5; CK: 316 4/7: CK 213, 4/10: CK 175 * 4/12- UA + blood; 20 protein, 18w bacteria and mycous; quA1cS3%

DIAGNOSES/PLAN: #14-CBC.CMP,CK " pénding stil
1)D ja with behayiorn! disturbance: Continued confusion, somewhat less falhargic, but fro behavioral sutburats, Confinue Namenda 10myg bid, Lexapro IOmg qday.
Depakole 125y tid, Aricept DC'd due to @mesls on 4/8. DC'd exefon patch 9,5mg daly (411 3) dué to poor. po Intake. Given difficulty swatowing pills (2/2 difficuity

procassing), crushing all meds. FRN'S naldol 2mg qBpm, ativan 1mg q6prn.
2) Possible Seizure activity: Slat EEG dons 4/11 reporiedly consistert w/ moderate enoephaiopalhy. bul no seizurg eclivity of focus, No further svimptoms

3} HPL: Continug Zocor 10mg po ghs (stan 4/11)

4) Nausea/Emesis: seains unlikely i/t Exelon, but possible, Exelon d/t'd. Confinue to monitor.

5) Hypartension: Patient has had g poradic efevated BP's. Doss nal appear to be essential HTN, vill continus to meRior

6) Poor pa intake: boos! supplerents with meals, given IVF on 4/14. Intake improved yesterday on lier own. Foflow up CK, CBC, CMP

7) Disposition: May be abie 1o be dc home ‘once stable. Family still deciding which family mombar will be responsible for care~taking. PPD placed 4/8 read as negative, in
case placement Is an option as acult day care s an optlon. Family given Information on aduit daycare.

M monitor behavior and mental state g continue psychosacial milieu Bd maintain safety” [J observe for withdrawal
{73 obtain further information/medical records O family meeting
Medical Diagnoses/Complications::_UTHresoived), HPL

Consult considerations: __0ne

REASON.FOR CONTINUED STAY: _Poorpo Intake, varying mental status
-consider hospice If po intake doesa't improve soon

Discharge planning: MUSC gericlinic home w/ adutt day care? Floor Time:
Resident Physician Signalure Pager ID Date Time AM/PM

.Patient seen and examin Eﬂ;h?resrdant hysncuan D 1 agree with the assessment and plan-as documented-above

P PageriD., 1482 pate 04”5/20“ Time _11:54 am_Awpm
’ OTE 804239 Rev. 7/03

. Rendering Physician Signature
iopatiprognole Jessica Broadway, MD

[N
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ﬂﬂMUSC Health

INSTIFUTE OF PSVCINATIY

i

Institute of Psychiatry Progress Note.

HHT

“IOPNOTE"

(il

Form Origination Date: 5/07
Version: 2

Version Date:5/08

Pafient Na
MRN

—

PATIENTIDEN NPIGa v

These abbreviations are prohibited in ANY. FORM

Proh:blted abbreviations:
Drug names will nol be abbreviated (e.g. AZT HCTZ, NEQ)

(Le., upper o lower case, with or without periods): 06 pot write a whiolé numbsr with a tiailing zgro.
mcg, pig or ug Yorw .- . - USE: Smg NOT: 6.0 mg
STMSO oS0 Write a dogimal point with a leading zero:
_90/0D ] q0d/QOD | MS/MSO: | MgSO: USE: 05mg  NOT: .Smg
Date. | Time

; 'll‘ lkt'V;q
A

0

s (Al\

¢

mmmm o Anp, oy vy

¢

i

Mi. i

L

4 Pt

A.‘.,

ﬂmﬁ%
Aev 'ma ‘

l
v""!’\.‘ETQﬂ Na\-"éqt’ E)dusﬂ.f-‘- Q—QA - 2 - PSR WaYe as.
4‘0 'br-xu [ (L) -a.\-\-e( N d.}\\li}té\C._Lx C(\\rc ..\ J{'\M kv‘\m_ (‘z:&

iop_all_docu_iopprgrecid

OTE 700345 Rev. 5708 (based on OTE 700222)
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__MU___S_C_ ' ' STAMP PLATE AREA

MEDICAL UNIVERSITY
OF-SDUTH EAROLINA

T

Institute of l,"sychiatfy

- W

Page 10f2
MRN

E Patient seen by me, nursing report presented; management reviewed with mterdlsclphnary team, -chart history revnewed . /
Conditior:: [ Unstable [ Unstable; but stabilizing: [0 Stable (but symptomatic) {7 stable (asymptomatic)

Patient secluded/réstrained in past 24 hours:  [J Yes ﬂ No
Chief Complaint: “I'm doing ok, 1'd fike to-cal my daughter to pick me up

PHEXAM: Slept 8 hours, ate_ 19/15/10 9 and drank 1088 _cc  based on unit staff report
Vital signs reviewed as recorded in medical record (of note, Temperature 36.8

Blood pressure Heartrate.__________ Resplatoryrate 16 Weight-
[ oOrhostatic vital signs: Sltting blood pressure_13174______ Sitting hearl rate 80 Gait . Oaitnotobserve
Narrative Description Standing blood pressure_12581____ sianding neart rate % Motor _loss.hyperrefloxia
66 yo female with Dementia adm due o increasing aggressive Appearance/Activity _disheveled psychomotor fetarded
behavior with family. Per 24 hour report, she was lethargic in the AM. Speach soft ‘ foss aphasic
She had a good visit with'a family member, She was able o eat dinner d C—_— lonted -
on her own. On rounds patient was much more alert and even better | Mood/Affect o
able to communicate with team, She reporis that she was feeling sick | Though/Assoc, disomanized incoharant
befare, but she feels good today. She was cbsérved eating yogurt on . - Approp wilo St HI io AVH on’ exam
her own. She repurts the deslre to return home with her daughler. Content/Pscyhotic - ekl

Cognition/Memory O x seif onfy poor recent and remc

SOCIAL: 4/2: ammonia: 33, depako!e 27.2 CMP sig CI 108 . Judae ement/insight Poorieoor ‘ Attn/Conc fair

TESTING; 4/2:CBC: sig hgb 11.7, 3/30:: -UA: nitrite +, bload small WBC 13, leuk esl: S0 4/04 - CK 342; Lipids w/ chot 201, LDL 130,

Radiology/Other: 4/5: CK: 316 4/7: CK 213, 4/10: CK 175 4/12 - UA + blood, 20 protain, few baclena and mucous: HgbA1c 5.3%
DIAGNOSES/PLAN: 414 CBCnochanae CMP: sig ¢t 101 B CK: 320

1)Demenua with benavioral disturoance: Cantinued coptusion; much more elert and no behavioral outbursts since admission. Contlinue Namenda 10mg bid, Lexapro

- 110mg q day. Depakote 125mg tid. Arcept DCd due to emesis on 4/8. BC'd exelon patch 9.5mg deily (4113} due lo poor.po inake. Given difficuily swaliowing pills (/2
difficulty processing), maybe able ta transition back to ragular pitls crushing all meds. PRN's haldol 2mg q6pen, afivan fmg q6pm.

2) Possible Seizure activily: Stat EEG dane 4/11 reportedly consisient wl moderate encephalopathy, bul no sejzure activity or focus. No further .wmploms

3) HPL: Continue Zocor 10mg po ghs (siart 4/11)

4) Nausea/Emesis: seems unfikely rit £xelon, but possible,: Exelon dic'd. Na recent emaslg Contnue o monitor,

5) Hypertension: Patienl has had sporadic elevated BP's. Doos nat appaar to be ) HTN, will inue 10 )

6) Poot po intake: boost supplemants with meals, labs WNL with exception for slightly elevated CK intake Imp g as leth Ive:

7} Disposition: Mey be able to be dc home once stable, Family still daciding which family member wifl be reapcnslble for nale»laklng PPO placed 4/0 cead as negstive, in
case placoment is an option or adult day cane is ‘an option. Femily given information on adult daycare.

ﬂ.momtor behavior and mental state ﬁ continue psychosocial mifieu R maintain safety ] observe for withdrawat
[ obtain further information/medical fecords F ramily meeting )
Médical Diagnoses/Complications: _ YUTlresolved), HPL

Consult considerations; _"07%
REASON FOR CONTINUED STAY: oo po fniake varying menial stalus
consﬁt?naimce if po Inlake doesn't iniprove soon

Disohargé planning: MUSC agtlebnjc \ ) home.w/ adull day cara? Ffogr Time: \
Resident Physician Signature % A PagerID { N\ 28 Date __.ﬂ_(d_l.%lmew
Patient seen and examinW resient physj an, .l agree with tha assassmant ard plan as documented above

Rendering Physician Signature ¢ OO | Pager 1D 1#%82  pate 041162014 iy 11:45 am_amem
iopaliprognote - Tieseica Broadway, MD. V4 _ OTE 864239 Rev. 7103

I I - o cr o
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STAMP PLATE AREA

MUSC
MEDICAL UNIVERSITY
QF SOUTH CARDUNA

T

Institute of Psychiatry

GENERAL ‘%TTFE%DING NOTE Patient Name
age 10

MRN

ﬁ Patient.seen by me, nursing report presented, management reviewed with |nterd|scmlinary team, chart History reviewed
Condition; [J-Unstable B Unstable, but stabilizing [J Stable (but symptomaticy  [J Stable (asymptomatic)

Patlent seciuded/restrained In past 24 hours: (] Yes [ No
Chief Complaint; "I'm good.| want to go home"

PIEXAM: Slept 8 hours, ate__15/15110 %, and drank1200__cc “based on unit staff report
Vital signs reviewed as recorded In medical record (of note, Temperature 36.8 ,
Blood pressure Heart rate Respiratory rate 16 Weight

{1 Orthostatic vital signs: Sitting blood ptessureﬂo—_Sithng heartrate 71 Gait . Gaitnotcbserve

Narrative Description Standing blood pressure 12880 Standing heartrate 87 Motor _'ess hyperrefiexia

66 yo'female with Dementia adm due lc increasing aggressive Appearance/Activity disheveted  psychomotor relarded
behavior with family. Per 24 hour feport; she was lethargic in the Speech _soft aphasic ’

AM. She had a'goad visit with a family member. She was abie fo Mood/Affect _"8008" - . blunted

eal dinner on her own. On rounds patient was much more alert and " p———

even better able to communicate with leam. She reports sha is ‘Thought/Assog, gisoranize coheran

doing well and would like to go home with her daughter. She did Content/Pscyhotic ._ABRia0 wio Sl dl no AVH on exam

not remember daughter's visit yesterday. ‘ Co gnition/Memory Oxseifonly - poor fecent and remt
SOCIAL: _4/2: ammonla; 33, dopakote: 27.Z CMP: sig C1 108 " Judgement/insight PooFooor + An/Cong far .

TESTING: 4/2: CBC: sig hgb 11.7, 3/30: UA: nitrite +, blood small, WBC: 13, leuk est:- 500 _4/04 - CK 342; uplds w/ ¢hol 207, LDL 130,
Radiology/Other; 4/5: CK:'316 4/7: CK 213, 4110: CK 175 __4/12 - UA + blood, 20 proteln, few bacleria and mucous; quA1c53% ’ CoA

DIAGNOSES/PLAN: 414 -CBCno change’ CMP: sin c1 101 CK: 320
1)D with bahaviora) disturbance: G fusfan, much niore slert and no behat burst edmisslon, Continue N Ja 10mg bid, Lexapro $0mg qday.
Dopakote 125mg bid. Aricapl 0C'd due to emesls on 4/8. DC'd exelan patch 9.5mg dally (4/1 3) duolo poofpo Inlnko Crughing meda. PRN's haldol 2mp q8peh, aliven 1mg gépmn. |
ric pm'sneoded
2) Possible Selzure dclvity: Stat EEG done 411 rtedly islent w neof painy, But no selzure activity of focus. No Rurther aymploms

3) HPL: Continue Zocor 10my po ghs {stan 4ty -
4) Nausea/Eiesis: sesms unlikely rit Exelon, but possidle, Exelon dicd. No recent emesis. Can!nue to monitar.

§) Hypertension: Patitat hoa had sporadic elevaled BP's,-Does nol appesr to be essentisl HTN, will conlinus to monitor
6) Poar po inlake. boost supplemonts with mepnls, tabs WHL wilh sxceplion for slightly elevated CK, Inlake improving a3 lelhargy resoives, sha is now able 10 feed hersel, bul. sllll

esting fess. Wil considor sppelite stimulant.
7) Disposltion: M Famly had roperiad plan.to get palieat into Mt. Pleasant Manor, howavor this ia unlikely after SW I d up with the i office. Wil ikety 0C homo te

|deughter with pian for adult daycaroto help for respite. o
B monitor behavior and 'mental state R’ continue psychosocnal miliew B¢ maintain safety [] observe for withdrawal
7 tamily meeting

(J obtain further information/medical records
Medical Diagnoses/Complications: _UTlresolved), HAL

none

Consult considerations: .

REASON FOR CONTINUED STAY: Roorpo intake, varving memal slams -

-Rosafedischerge— m’koLUl W v, U2 A V).V,

Digcharge pjanning' MUSC Qjeﬂ'ehﬂk: %ee\ ’ home w/ adU“ dav care? F’DDT Time

Resident Physician Signalure. : L IANIES Date:l/[_’)?ﬂi_ TlmeL_____ &M/PM ’
{¥] Patient séen and exariingd ﬂ‘Gemde physn:lan ml agree with the assessment.and plan as documentéd above
Rendering Physician Signature vl; ,;‘,ﬂ'/ WAL VAN 2D Pager ID .14582 Date 0417/2014 rima _10: 37 am_awpm
iopattprognote Jessica Broadway, MD ¢/ OTE 804239 Rev. 7/03
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ﬁMUSC Health

L INSTITUTE OF PEVGHIATRY

R

*IOPNOTE"
Institute of Psychiatry
GENERAL ATTENDING NOTE Patient Name
Inat 703 Page 1011 MRN
bl Oase:
Voo Vorsion Date: §/13 PATIENT IDENTIFICATION LABEL

Vours loy

[Qétienl seen by e, nursing raport prasented, management reviewed with interdisciplinary team chart hlstory reviewed
Condition: (] Unstable [ Unstable, but stabilizing [L\/Sgble {bul symptomatic) [ Stebte (asymptornatic)

Patient secludedlrestramed in past 24 hours )E 1
Chief Complaint: __»t //U ZW 3 wi | { he h% g9 .
PVEXAM: Slept /G hours and e _g@ 152025 £% based on unit staffrepot  Jrp 6O dﬁ

[] Vital signs reviewed as recorded in medical record {of note, Temperature _ 2La ™~

Blood pressure . Heartrate . . Respiratory rate Weight )
fihostatic vital signs: ~ Sitting blood pressure | 3¢ / (2 Sitting heart rate _(2(p v
- Standing blood pressure {1} ﬁfa Standing heart rate '
Narrgtive Desgripjion Appearance/Activity -
; ] C Speech 5%
Mood/Affe 't "
Thought 1P BAAVIOt N Lon

] ' o Yy e P ‘1.4 CogmtuonlMemoryQuWh & hah o 1 gg

U [h (g psy el oo cpfaPl” yuagmenvinsight _gg P4 jowe - e
SOCIAL: F . .

TESTING;
Radiology/Other.

DIAGNOSES/PLAN: ___ AD & Jpelbn. olisd. ; MW@@.MW*

i - 2 AP
29 ‘o "?31’,'4455'" /J(WDMQ( L7270 [(2Zo%

Chfonitor behavior and mental state [Q—coﬂﬁgpsychosoclymlheu B—rmﬂﬁt‘am safety [ observe for wzthdrawal
{71 obtain further information/medical fecords f_glfamlly mesting
Medical. Dlagnoses/Compllcahons o CVMOI

Consult considerations:
REASON FOR CONTINUED STAY: A4 Lﬁ'

Discharge planning: __}2{C tamne “va mm Ela DE. %Q""’D'

Resident Physician Signature , , Pager D Date Time __AWPM
[ Patient seen and ‘examined with resident physician : Floor time:
(I Patient seen and.examined withrgsiden( physician and | agree with the assessment and plan-as documented above

pager 0_tH0  vate_44e[l 4 Time 43S Epm

Altending Physician Signature,

iop_all_docu_opatiprognote _ : OTE 700424 Rev. 6119/13
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: MUSE Health

I
(@5\ *PPOTRACKING*

Tuberculosis Skin Test'(TST)
Tracking Form

R Page'1 of 1
Form Origination Date: 12/04 PATIENT IDENTIFICATION LABEL

+ Version . 4 Version Datef 8/07

. Daté Administered: 0” ’ Q_U '+

Time Administergd;
RN Signature:

0

i

© edsuycp

(S
DRAW ON ARMS BELOW LABELING SITE(S) OF ADMINISTRATION

FOR TST AND FOR CONTROLS IF ORDERED .
. TST=TUBERCULOSIS SKIN TEST C= CAND!DA T=TETANUS

© sjedipy -z

e e e e

XEW '

SINSeIN P

RECORD RESULTS BELOW BETWEEN 48 AND 72 HOURS AFTER PLACEMENT:
Measure only pafpable induration (ralsed area) acioss widest areas, NOT erythema {redness)

rsr | oare éj[lm M e _ 4 ) {‘5 m R&'S'GNATU_R % 2

_ - ENSTNATURE <
CANDIDA | DATE ___ TIME RPN { . mm
, RN SIGNATURE
-|TETANUS | DATE TIME AMIPM | mm
all_ali_docu_ppdtiacking OTE'900163 Rev: 8107
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Form. Origination Date: 6112
Versnon

MUSC Health

INSTYYUTE OF PSYCHIAYRY

T

*|OPTRTMTPLN

Treatment Plan: Fall Risk
‘Page 10f1

Version Date: 6/12

YEAdm:0a1V2/14

R. App 796

Pataent Issues / Displayed Staff Responsible for Target’
Behaviors ‘Team Interventians Interventions {Initial) P -Patient Outcomes .Date Evaluation of Patient Qutcomes
{7 History of falls [WFall Risk Assessment completed I MD¥RN__SW _RT JluRemain free of talls during haspitalization o [q {of|E) Not met ‘0 Partlal
I Unsteady gait all risk level determined | _mDOkN__sw. RT ~ . ) 3 Met Date
k Comments:
. 3 -Approgriate colored dot stickers p!aced L _MD_RN__SW _RT T
[J Vertigo rding to'policy 7 Ll‘_‘}.yemaﬁze understanding of possible O Notmet [ Partial
[ Visual 1 auditory %ﬂor patient Q 15 minutes | mD _3_),%1 SW_ RT [ medicetion side effects in'terms of fall risk .11 Met Date
impairment [ Environment free of clutter and sgills |_MD _RN__SW __RT . - Comments:
[@Alered mental status (] Palh between patlent's. bed and bathroom is | MD_RN__SW _RT 1D'C"all on and utilize staff for assistance when [} Notmet ~ -] Partial
AEB: ofobslacles needed ] Met Date
Medlcal:on education provided / discussed . JLDMD _RN__SW __RT [Commenrts:
: [ Assist with ADLs a5 needed |_MD__RN_.SW__RT FD Verbalize understanding of fall precautions ] Not met 0 panial
[ Medication side eflect  |[J Offer assistance with taileting frequently | _MD_RN__SW_RT (3 Met Date
{3 Patient on warfarin [J Walk beside patient when transitioring off. | MD__RN__SW _RT + Comments:
o uni ' {1.Other: [T Notmet [ Partial
0 f:;'j{:}i isinsuly IO Reorient patientas needed | MO __RN__SW_ RT ] Met Date
) ' 0 Provide a shower chair |_MD.__RN__SW__RT . [comments:
[] Patient is defoxlng [ Secure tocks on wheelchair | _MD__RN__SW_ RT
] Patient has hypertension |0 Secure foatwear MD _RN_SW _RT
with unstable bicod [] Provide nansidd socks KMD RN _SW __RT
| pressure J Qrient patient to unit and patnent wom | _MD__RN__SW __RT .
] Other: D Other: | MD__RN_ SW_RT
Date.. "”?»,H Time: P30 ap t@mﬁ&ignawre: %&Mm%pﬁ: %ﬁﬁ Date: Time: AM/ PM Staff Signature: Indtials:
Y, 20
Date: [ H Time: l AM /@sm« Signature: WWMIQ%- _Qb Date: Time; AM/PM Staff Signature: Ietitials: __
Date: Time: AM/ PM Staff Signature: Initials: Date: Time: AM /PM Staff Signature: Initials:
fop_.tx_plan_fall_tisk QTE 01599612
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MUSC Health

INSTITUTE OF PSYCHIATRY

S TIMER L

“IOPTRTMTPLN™

Treatment Plan: Cognitive Impairment

Veiston::1

Page 1 of1

‘Form Onglnanon Date: 612

Versiory Date: 6/

12

AR A

P:105025622 DOB:10/08/1947 W F

MEYER

RHONDA
Adm:04/02714 M 1083675

Limitations of pauem for this pro blem

PATIENT IDENTIFICATION LABEL.

v Jo Z shey

Strengths,to be makimized for thie problem:
Goal: [M Decrease or elimjnate agilation

iop_tx_plan_ocog_impair

[V’ Decrease of eliminate wandering and.intrusive behavior D Increase Qamclgatlon in self care and structured activities activities B
Patient Issues / D:splayed Date .Staff Responsible for- - Target Evaluatuon of Patient
Behaviors ) Téam Interventions . Openad |- Interventions {Initial) Patient Qutcomes | Date Qutcomes

T Canfusion |0 Vigual precautions-or 1:1 precautions ‘I [2, | ™MD N__Sw.__RTE] Stable or improved orientation’ L”q [JNotmetor [1Pa
[ Disorientation mfﬁmrbr patient Q 15 minutes |__MD IN__SW __-RT : (see Master Plan Re
[ Poor-recent memory ality orientation MD N__SwW___RT | Met Date.

[ Poor remote memary ication initiation and / or management E mD' Y. RN ‘sw ___RT 8] Stabie or improved judgment . [1 Not met or- [J] Partial :
(3 Unable fo participate edication education MD RN —_RT | (see Masters Ptin Review)
Oe '“"?"’f‘” ot [J Céordinate care with 'ﬁ__Mo sw Rt 0 Met Date :

::;lg":me ssist with activities of daily fiving |___MD ug __SW __RT [B'(mmpates in activifies of daily lving calnily D Notmet or (] Partial |
communicate needs [J Assess nutritional status, encourage MO U RN___Sw___RTE - andsafely, - (see Master Plan Review)
effectively -adequate PO Intake, monitor, record v » O MetDate

B']/ o (7 Record sleep patterns Q 30 minutes | MD___RN___SW__ RT I Expresses an.understanding of diagnosis and [J Not met or  [J Partial
"Daﬂm)' tocareforeell |y s coss for interaction and envirormentat |_MD_RN__SW__RT} agreestoongoingtreatment (s¢c Master Pan Re- ° -

medications. | tegers : [ MeiDate _____ '
3 Unable :o toilet self implement fall protocol 1 _MD__ RN _ RT B[J Steeps 6-8 hours per night with no.more than (J Not met or [T Pan..
{3 Unable to prepare Recreational therapy groups |__MO__'RN, s_w T 2 hours of daytime sleep. (see Mastar Plan Review) L
meals ) Assist family / caregiver with placement if MD __ RN W ___RTE [ Vet Date P ) :
€T Unable to manage needed for safaty . (1 Consumes adequate PO to mainiain weight 3 Not met-or  [J Partial
finances N []'Other. { MD___RN__SW___ RT Whﬂe. in the hospital L. ﬁee Master Plan Review) .
. - ) &

7 Lack of insight inta : : [PMetDate
severity of iliness and / or {3 Drinks adequate fluid to prevent signs and (J Not met or [ Partial
treatment complications symptoms of dehydration while in the hosgital n (see Master Plan Review)

- - ’ Met Date :
Steep [ wake cycle
disturbance fi(] Verbalizes an understanding of the need for 1 Nat met or [ Par
Poor PO intake with: medication compliance and takes medications (see Master Plan Rev. . .

= weight lots and / or . while in'the-hospital : [] Met Date- 4 H
dehydratien erds / participates in‘group activities as 7 Not met or F?{F’aﬂiai (%

] Delusions { pamanoia ‘appropriste . | (see Master Man Review)

m rlatlon/a:Zression i ] Met Date: EZ,%’—S:’%} ét#
I:%Verbal Discharge plan includes measures to addrass 400 Mot met Partial ; &
{rPhysical safety (e.g., at home, assisted living, home {see Mastcr Plan Revigw) {*© 2]

Restless / pacing health, etc.} X Met Dat ‘ « [Se)

[ Other’ [ Other ] Not met or [ Partia 14

. " (see Master Plan Rer LN
- o . EI Met Date R

Date: Time: 130T _ AM /R0 Staff Signature: te: Y21 Time: $Q45T AM /BN Stan Signatur S initials: ﬁ

Date: 14 Time: 12% AM / taff Signature: Date Time:, AM/PM Staff Slgnature . Initials:

Date: Time: _] 9 AM/, Staff Signature: Date, L_J; H l Time: ZbyQ AMJ.PM Staff Signature’ J )Mﬂ% VY initials: ~2
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tMUSC Healt

. INSTITUTE 08 PSYCUIATRY

{ :
‘1OPTRTMTPLN' ;
Institute of Psychia rY ;
Individual Treatment Plan .
Page 1 of 2 .
Fomm Orgination Date: 2/01 ’ >
Version: . Version Date: 6/09 I '}
DSM-IV CODE: - Strengths and Limitations: _ i
M-IV G God  Fdr  Poy NA ;
ICo-9:. . . X Derum -Communicallon g/ a - a] i
. N s, Qumantio B‘-Y\\U\h avs Delinawivy Stable living environment =] [w] g ]
_Ms L ‘Af\ﬁwm ) ‘Supporlive refationship(s) o a o a
Axis 11 dferved ‘Stable at schoollwork D 0 a. ol .-
. . ; Physical heaith .~ L'Q/ [} =] o R
Adis 11 AT | ‘ S Social skils 0 o & @ :
AiisV: Crvonie rondal il , Iteleciua iy , g’ 0 o - o .
Axs Vo GAE 20 . . : ‘Motivation for treatment o’ 'O w ol
- ) Living skills o O ] ]
Literacy leve! & o n: 0o
PROBLEM/NEED IDENTIFIED: (prioritize problems and document in behavioral térms) . . 4
Problem #1 must be the reason for admission (refer to back for probleim slalemanls) Dats Problem Identified }
+
S A
Traatment Goals: T ’ R .
Patlent will be discharged from hospllal without harm to self . ) -
O Reduction of overalllevel, frequency, dnd intensity of so dally funclioning is not impaired N
[m] Reestabhsh independence with ADLs, appetite, sleep, or mechahism in "place to assist cfent al home h 1
Patient and/or caregiver will be connected with cufpatient treatment, ayailable community support by discharge
O Nutrition rehabilitation and restoration of normal eating pattems to comrect blological sequelae of malnutiion L
0 Precipiteting factors stabilized as evidenced by: i
‘O Medication of other somatic intervention stabltized with culpatient follow-up .. i
0 Other: : - . : s i
Dls?hargg Criterla: O Patient denles suisidal/homicidal ideation 1 Improvement In severe dvsorgannzabonlpsychotlc signs/symptoms = ;
atienl andfor caregiver connected with community resourcés {1 Medical stabilization :
I Physiological stability: weight stabllization i O Target DIC wolght: .. . !
O Stabilization of major stressor: . : O Improvement in symptoms: .
0 Other: - . . . :
Estim uratio atment Episode: Di-5days  @46-10days 1115 days i
i ; - O2-4 Vo
A . . E . . R . weeks O>4
. . weoeks £
Prelimina ergare Plan: . g : :
Disposilon: . O Boardinghome O Therapeutic grouphome Wsing home - 0 Othen 4
¥
Aftercare: 0 Pharmacatherapy/outpaient ) ’ ) O Psychotherapyfouipatient O Structured partial treatment program :
03 Structured residentiat treatment program O Home-based - 7 Dlintenstve outpatient ,
0 Other: ) d
. p
Signature of Patient andfar Caregiver: Staff Signalure': ‘
Dale: . - Time:
Physician's Slgnature W&@V W RN Signature: > ?
4.' Dste: : : 4
{ R4 S
(Soe reverse for guidelines) *Signature of staff member who reviewed TP with pt/caregiver i

iop_all_docu_Individuaitreatmentplan

R. App 798

OTE 700423 Rev. 6/09
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: ?MUSC Health

INSTITUTE OF I'S‘ICIIIATRY

VAT W @ WA Py 037

LN S (T

Institute of PsychlatrY - I W0 10/08/1947 W F
Individual Treatment Plan : ]
]

) Page20f2 ° ' ' :
Form Originalion Date: 2/01 : . EAGm:04/02/1 _ "
i Varsion Date: 6/09 ——— —

Verzion: J

[y

General Instructions for Individual Treatment Plan Cover Sheat

Time Frame: To-be completed by Treatment Team next | Problem/Needs Status:
day : ' .
; ) ‘ Flrst Problem: must be the réason for admlssion and
DSM-IV + ICD-9: Must be completed for Partial/Day | ‘must meet criteria for inpatient admission, such as:
Program Patients
. * - * Pthas falled outpatient treatment
| Axis Formulation: Complete |-V for al patients : Ptis at risk for suicide andfor homicide,
T Severe psychosis (e.g:,.delusions influence
Strength and Limitations: Assessment must reflect level | - behavior)
of care being considered T Other such as  POOK: psychosoclal ‘supports;
e psychlatndgeneral medical condition that
Signatures: makes outpatient treatment unsafe
Attending physician participating [n treatment planning
. RN participating In.treatment planning : .- Treatment Review: Identified problems must he
Patient/caregiver's signature : -« raviewed when a change occurs or at-ieast by the time
Signature of staff member reviewing treatmenl plan of discharge
with patient/caregiver :

Refar to the list below for assistance in formulating the firat problem statement. Itis to be usedas a gulideline only.

Patlent atrigk for suicide . . T S SR S
Self-harm risks due to Inability to' care for self o : . o
Self-harm risks due to unstable physical ‘condition

Seif-harm risks due to failed outpatient treatment

Risk for self-harm related to sating disorder and unstable physn;al -condition

Severely. underwsight/severa malnutrition (30% ot 'more below ideal iody weight)

Severe _: - such that daily functioning is impaired
Severely'disorganized/psygholic; unable to.care for self without constant supervision

Patient at risk for homicide/significant aggression lowards
Risk to others related lo increased agitation

151

R o ) [T
- The IOP treatment plan consists of two major components:

1. the Individual Treatment Plan Form (see other side) and the
2; Problem Forms. .

For each’ probiem identified on the Individual Treatment Plan Form, you should have a
corresponding Problem Form, ,

i
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orderHistDC -
DEPT: ROO
FROM: 04/02/14

18:a8 TO; 04/18/1

R. App 800

[(arERay . . I
Charted Allergy name Type Reaction Severity commert:
03730 1734P NKA (NFRDS REVTRW) nrug Allergy
LpiagnosIs 1
(Unknown) :
CON
|0rdt Status Qrder Nama Freg 'Prig_ru.y skart Stop 1
73 compiere CONSULT: OT Bvaluation and oNCEs ROUY LN 04/1€ 12303 94715 12:0)
Treatment: 66 y/o with early
onset dementia, recent
eignificant cognitive decling,
wondering 1f she could bénefit
_ from skilled OoT
ordered by: MD BFOADWAY, JESSICA L
Entered by: N BRUADWAY, JEBSLCA L - 04/16/14 12:03
Hodified bys . - 04/16/14 16104 X
Aoknawledge: RN GAINES, RARDI - 04/16/14 13113
Hode; Direct X )
Details: 66 y/o with early onset dementia, recent significant cognitive decline,
wondering if she could benefit from skilled OT
DTY .
|0rd! Seatug order Kama . Fcag priority gtart Stop . l
62 Dp/cred. Booat Plus ¥EAD ROUTIHE 04712 12102 04718 16240
Ordared by: MD BFORDWAY, JESSICA L
Entered by: ND BEOADWAY, JESSICA L - D4/12/14 12:02
Modified b¥: , - 04/18/14 20:08
Acknouwladge: RN PLIZZARD, LAUREN — 04/12/14 13:39
Mode: Direct
13 bp/crea Regular Diet XEAL ROUTINE 04/02 16:47. 04/18 16i40
Ordercd bys NP LICHT, JANNA D ’
Entered bys NP LICHT, JAMNA.D - 04/02/14 16947
#odified by , - 04/18/14 20108
Acknowledge: RN KZIDEA, NANCY - 04/02/14 17:29
Made: Direct
EKG
|ord| geatus order deme Preq priority start SE0!
29  complate Adult EKC! Demantla, dopression ONCE AOUTINE 04/02 16:47 04/02 16:47
Ordered by: NP LICH?, JANNA D o o
knterea py: N¥ LICHY, JANNA D - 0104/14 Lo:af
“odified by: RN JALLEY, YALDNA - 04/02/14 18:03
Acknowledge: RN KZIOKA, NANCY — 04/02/14 17:29
Hode: Direak
Indication 1: CAD
GLAB
Ordg Status Order bame Freq Priority gtark Stop i
70" complete Croatins Kinase ones ROUTINE ga/14 10:38 04714 10:38
ordered by: MD BROADWAY, JESSICA L .
tntered by: KD BRUADWAY, JESSLUA L.— DA/14/14 13:38
Hodified bys CC CYSTEM, ID - 04/15/14 14405
Acknawladge: RN CUIMN, LESLIE - 04/15/14 09:59
Hode: Direct
6% complate CBC ONCE ROUTINE, 04/14 10:37 04/14 10:37
ardered by: MD BFCADWAY, JESSICA L X
EntAared byt MD RROADWAY, "TRSSTCRA T, — 04/14/14 10138
Hodified by: CC EYSTEM, ID - 04/15/14 13:35
Acknowledges RN CUINM, LEGLIE - 04/15/13 09359
Made: Direct -
67 complete Metabolic Panel, Comprehenslive —oNMCE ROUTINE 04714 10237 04714 10737
cMP :
ordered bys: MD BFOADWAY, JESSICA L
Enterad by: MD DFOADWAY, JEESICA L - D4/14/14 1D3:1g
Kodified by: CC SYSTEM, ID - 04/15/1d 14i05
Ac)cncwledggz RN CUINN, LESLIE —"04/15_/14 _09:5?
Hoda: Direct -
CONTINUED Page 1

Page 1 of 12
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orderHistDC -

DEPT: ROO 411- 0
FROM: 04/02/14 16 3¢ TO: 04/19/1 . .
lord! Status  Order . Kame B - " Frog Priority " puration .Start stop
60 complete Hemoglobin AlC DNCE ROUTINE 1 Time 04/12 12:00 DA/12 12:00
Ordered by: MD BEOADWAY, JESSICA L
Tutered by: MO BEUALWAY, JESSICA L - 04/12/14 12:01
Hodified bys CC S8YSTEM, ID. - 04/12/14 15844
Aoknoiwledges RN ELIZZARD, LAURBN - 04/12/14 13238
Hoda: Direct
59 complets Urinalyslg: ONCE ROUTINE 1 time 04712 12200 04712 12100
ordared by: MD BROADWAY, JESSICA L
Entcred by: MD' BEOADWAY, JEBEICA L 04/12/14 12101 .
Hadified bys GC SY8TEM, ID - 04/12/14  1G:13?
Acknawledge: RN PLIZZARD, LAUREN - 04/12/1¢ 13339
Hodi: Direct
ito ceth please
57 cancelea Hemoglobln hlc _ oneE ROUTINE 1 rima 04/11 09:43 04714 10¥33
Reason for actlon: Cancel Reason: LAB ERROR.
ordered byi MD BFEOADWAY, JESSICA L
Entered by:; D BROADRAY; JEGBICA L - 04/11/14 09:43
Modified bys STAFFID, GACRM — 04/14/14 10433
Aoknowledge:s RN ELEVINS, RHIL -~ 04/11/.\4 09157
Wode; Direct
55 (omplate Glucose PCX, Whole Blood (POCT) uncy ROUL LNE 1 voer 04/1) 09112 04712 09:12
ordered by: CC SYSWEM, ID ' ’
CcC' SYSTEH, ID -. 04/11/14 09:13 '
Hodlfied by: CC SYSTEM, ID - 04/11/14 03113
Hodss tWritten .
53 canceled Urinalyslis ONCE: ROUTING 1 Time 04/1C 10:52 C4/14 10:42
Reason for actl.on. Cancel Reason: ‘LAB ERROR. -
ordered bys:. MD BFORDWAY, JESS8ICA L
Entered bys KD BECADWAY, OESSICA L — 047/10/14 13:52
Hodified by STAFFID, BACKN =~ 04/14/14 10142
Acknowledge: RN EEERS, ANGELA - 04/10/14 11:48
Hode:! Direct
clean catch (with staff help cleaning) or IS0 cath LIf needed.
£2 complate Creatine Kinase ONCE ROUTINE 1 wime aa/1C 09152 04/10 09152
Ordered by: HD BFOADWAY, JESGICA L
tntereq DYs MU BFOADWAY, JESSICA L = U4/10/18 09352
Kodified Dy: CC SYSTEM, ID - 04 /10/14 19:22
Acknowledge: RN ERERS, ANGFLA — 04/10/14 10:11
Hode:1 Direot b
44 complete Creatines Kinase ONCE ROUTINE. 1 Time 64/07 10:27 04/07 10127
Oxdared byx MD BFOADWAY, JEBBICA ‘L
Entored by: KD BROADWAY, JESSICA L - 04/07/14 12127
Hodified by: CC €YSTEM, ID - 04/07/14 15:22
Acknowledger RN CUINN, LESLIE 04707714 10:37
Hode: Pirect
40 complete Creatine Kinase ONCE' TIMED 1 Time 04/05 D600 04705 06300
ordered by: ND BFOADWAY, JUB3OICA L ' )
Entéred by: MD BFOADWAY, JESSICA L.— 04/04/14 11:19
Hodified by: CC. €Y8TEM, ID - 04/05/14¢ 08¢16
Aoknowledge: RN' GEYNOLLE, DAMN - 04/04/14 12:4%¢
Mode: Direck’
39 complete Creatine Kinpse ONCE ROUTINE 1 Pima 04/03 11:18-04/03 11:18€
ordered byt UD BFOADWAY, JESSICA L.
Entered Dy: MD BEOADWAY, JESSICA L - 04/03/14 11:1%°
Modiried 'by: cc SYSTEM, 1D ~.04/08/14 08:2¢
Auknowledge: ‘RN ¥ADDEN, KATHERINE - 04/03/14 12;16€
Hode: Direct
38 complota Lipid Prxofile: ONCE ROUTINE 1 Time 04703 11e¢ld 04703 1Ka14
ordered hy: N BEOACWAY, ‘JESBICA G
Enterad bys WD BFORUWAY, JESSICA L~ 04103/14 11815
Hodified Dy: CC SYSTEM, ID - 04/04/14 08:24
Acknowladge: RN VADDEN, KATHFRTNR - 04/03/14 12317
Mode: Directc
fasting in aM please
CONTINUED Page 2

I - 2 or 12
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REQUESTED.04/15/1 4 05:40

CPT OUT:
lorae_status Order Kame - - | Freg priority Duration sEart stop
37 complete Thyroid Stimulating Hormons ANCE- ROUTINE 1 Tima 04/03 11213 04/03 1142)

‘PSH
oraered by: HMD BROAD®AY, JESEICA L
Entered bys HD BFOADWAY, JESSICA L'- 04/03/14 11:l4
Modified by: cCc eYSTEM, ID.- 04/04/1% 08:20
-Acknowledge: RN MADDEN, KATHERINE ~ 04/03/14 12:17
Mode: Direct

36 complete Thyroxine, Free (Free T4) ONCE ROUTINE 1 Time 04/03 11:13
ordared by: MD BFORDRAY, JESSICA,L
Entéred by: MD ARGADWAY, JESSICA L - D4/03/14 11:14
Hodified by: CC EYSTPEM, ID - 04/04/14 08:19
Acknowledges RN FRODEN, RATHERINE - 04/03/14 12:17
¥ode: Direct

74 Dprcred syphills Ab IgG with Reflex RPR ONCE ROUZ INE 1 Time 04/18 08:48
ordered by: SEERY, ERIN B
Entered by: SEERY, ERIN B - 04/18/14 08:48
Kodified byr SEERY, ERIN B - 04/18/14 06454
va Acknowlodgo: RN BEYNOLDE, DAaWN  04/18/14 12:i03
Hoda: Direct

04703 11513

04/16 08254

HEO
I ardf seaktua Order Name' Froq priority Duration Stort stop
43 p/creq PATIENT SPECIFIC DATA: welght: Coumrn ROUPINE ) 04/04 14357 04/18 16:40

) 45.5kg/100.31b;
Ordered bys WD BFOADWAY, JESSICA L
Entered by: KD BROADWAY, JESSICA L ~ D4/07/14 12:20
Hodified by: , - 04/18/14 20:08
Mode: Direct
Patient’s weight (kgs or lks): 45.5
Instructions: weight: 45.5kg/100.31b;

42 Dp/Cled PATIENT SPRCIFIC DATA: height: CONTIN ROUTINE 04/¢4 14457
157 .5cm/62in;. | ’ :
Ordered by: MD BFOADWAY, JEEBICA L
EnLered bys ND BROADWAY, JESSICA L.~ 04/07/14 10120
¥odizied by: , - 04/18/14 20108 -
Hoder Direct
Patient’s height (oms oxr ins): 157.5
Instructions: height: 157.5cm/62in;

8 b/cred DIAGNOSIS:: [pKimary] Dementia CONTIN ROUTINE 04/02 16:47
with behavioxal disturbances

ordered by: NP LICHT, JANNA D

Entored, bys ND LICHT, JANNA D 04/02/14 16447

Keodified bye , - 04/18/14 20108

Hodu: Direut
Enter a diagnosis search (rart of a name or an ICDY code): [primary] Dementia
with behavioral disturbances

04718 16240

04718 16240

MD . X . .
| orat status Order Kame . " _Frog . rriority Duration Btart gtop
4 Complate Estimated Length of Btays CONTINICUS ROUTINE 1 rime 04/02 16:47 04/02 16:47
Greater Than 5 Midnights
Ordered by: NP LICHT, JANNA D R o
Entered Dys NP LICHT, JANNA D -~ 04/02/11 16:47
wodifried by: , - 04/02/14 16158
Anknowladga: RN NATOKA, NANQY - 04/02714 17:31
tode Direat
Cexrtlfy The Expected Length Of Stay To Be: Greater Than 5 Mldnights
NEUR
ardf$ Status Order Yama Freq priority Puration. Start BLop
56 complete NEUR BEG Stat: Dt with early  OHCE STAT 1 Time 04711 09219 04711 09419
onset dementia but no. known hx
salzures observed at 9:10 AH
today to have potential selzurae
(partial). Continues to have LUE
novements, L eye fasiculations,
more pronounced confusion and
CONTINUED Page 3

Page 3 of 12
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REQUESTED04/19/14 05:40
CPT OUT:

Iordﬂ Stakus order Fame “Praq priority puration

start stop 1

aphasia, and elevated BP. Please
eval for selzure.
ordorcd by: UD DIOADWAY, JEECICA L
Entared by: WD BFOADWAY, JESSICA L — 04/11/14 03:18
Hodified by: RN JEFFEREON, GBURGIA - 04/11/14 11:3)
Acknowledge: RN ELEVINS PHIL - 04/11/]4 09:26,
Hode: ‘Direat

Brief History And Purpose For Exam: pt with aarly onsat dementia but no known hx

seizures observed at 9:10 AM today to have potential seizure (partlul)
continues to have LUE movements, I eye fasiculations, more pronounced confusion

and aphasia, and elevated BP. Please eval for seizure.

NSG
- [orat statis Order Kome L . Freg - ) priority puration start. Stop ]
51 camplete NEG: Record: Results of PPD test oNCE TIMED 1 pime 04/.1C 12:06 04710 12:06 )

50

49

21

12

on trackling form between 48 and

72 houxs after placement and

place tracking form in chart.
oOrdered by: MD BROADWAY, JESSICA L
Entezed by: HD BFOADWAY, JEBSICA L — /08/14 12106
Modified by: RN FEERS, ANGELA - 04/10/1& 07103
Aoknowladga: RN FEYNOLLS, DAYN. - 04/08/14 12:39
#odos Dirccet

Nurse Instructions to Record: Results of PPD test ¢n tracking form between 48

and 72 houxrs after placement and place tracking form in chart.

complete NSG: Record: Record intxadermal ONCE ROUTINE, 1 Time
injection site, for -tuberculin

ordered by: KD BFUADWAY, JESSICA L

z.n'cede bys ML) BHUADWAY, "JEHBICA L - 04708714 12108

Hodified bys RN KZIOKA, NAWNCY - 04/08/14 12:39

Aokncwledgm RN TEYNOLLCS, DAWN - 04/08/14 12:27

Haoda: DlIGQb

0470€ 12:06 04/08 12:06

Nurse Instructions to Record: Record intradermal injection site for tuberculin

Complete Place: bLubexcullin skin test ONGE ROUTIRE 1 Time
orderad bys MD BEOADWAY, JES6ICA L
Entered by: MD BROADWAY, JESSICA L - 04/06/14 12:06
Hodified bys RN KZIOKA, MANCY — 04/08/14 17:39
Acknowledge: RN FEYNOLLCS, DAVIN - 04/08/14 12127
Mode: Direct
Nurse Instructions to Recoxd: tuberculin skin test
¢omplets MNSG COLLECT: Urine HCG Point of ONCE ROUTINE 1 Pime
CBre
Ordered bys NP LICHT, JRNNA D
Entered by: NP, LICHT; JANNA D - 04/02/14 16347
Hodified by: RN TALLEY, YALTGMA - 04/02/14 19:08
Acknowledge: RN NZIDKA, NANCY - 04702714 17130
Mode=; Direct
compicto CORE -MERSURES: Camplete -the . OoNCE ROGTINE 1 Time:
Adult Pneunococcal screaning in
Clindoc LIf indicated, adminlster
Pnaumocaccal Vaccine. Send
RxComm to pharmacy to rocelive
dogé or to giscontinue if
patient does not meet criterls
or refuses dose.
ordered bys NP LICHT; JaNNA D
Entered by: NP LICHT, JANNA D - 04/02/14 163547
Hodified -Dys RN AGLOKA, NAMCY - 04702/14 17135
Acknowledge: RN KZIOKA, NANCY - 04/02/14 17:30
Mode: Direct

04/0€ 12:06 04/08 12:06

04/02 ‘16147 04/02 1647

04/02 16147 04/02 161412

Petails: COmplete the Adult Prieumocoacal Screening in Clindoc if indicated,
administex Pneumococcal Vacoins. Send RxComm to pharmacy to receive dose or to

discontinue if patient does not meet coriterim or refuses dose.
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72

71

Freq Piiority . Duration -Start Stop

Complete CORE MEASURES:: Complete the ONCE ROUTINE 1 Time 04/02 16247 04/02 16447
Rdult Influsnza Screaening in
elindoc Af indicataed, adminigtaex
Iafluonza Vacclne. Sond RxComm
to phaxmacy to rocelve dooo or
to discontinus Lf'pgtlene does
not meet criteria or refuses
dose.
Ordered by: NP LICHT, JANNA D o
Enterad bys NP LICHT, JANNA D - 04/02/14 16247
uodified by: RN KBIOKA, NANCY - 04/02/14 17135
Acknowledge: RN KZIOKA, NANCY -~ 04/02/14 17:29
Mode: Direct :
Details: Complete the Adult Influenza Soreening in olindoag if indicated,
administer Influenza Vaccine. Send RxComu to pharmacy to receive dose or to
discontinue if patient does not meet criteria or refuses dose.

Complete ABBESEMENTtt Uring pregnanoy ONCE ROUTINE 1 Time 04702 16347 04/02 16147
test pending ’
orderad bys: NP LICHT, JANMA D
Entered by: NP LICHT, JANNA D - 04/02/14 16:47
#oairiet by: RN 'ALLEY, YALENA - 04/02/14 18:09
Anknowlrdgr: RN NZTORKA; NANCY ~ 04/02/14 17:29
Hode: Direct .
Detalls: uxine pregnancy test pending

p/Cred Nurse Iastructlon: << We are PRN. ROUTINE 04/15 12:04 Inderinitce
withholding life support - DHR -
>>

ordared by: MD RFOADWAY, JESSICA L

Entered by: ND BROADWAY, JESSICA L - D4/15/14 12:0%

nodiried bys , — 04/18/14 20:08

Acknowledge: RN COINN, LESLIE - 04/15/14 12:06

Hode: -Direct

Details: << We are withholding life support — DNR »>

D/C’ed Allow Natural Death or Limited <CONTINJIOUS ROUTINEG 04/15 12:04 04718 16:40
Resuscitation: Lontinue all caxe
to malntain patient’s comfort
and hygiene. ---1) The attending
physician muct be consulted
prior to writing-khla oxder.
This ordexr muaet bhe co-signed by
an. attending physician'within 24
hours., ---2) This oxrder must be
reviewed prior to : anesthesia,
D/C’ed suxrgaexYy or othax invasiva
procedures. =--3) This oxder
must be reviewed every 7 days.
---4) The Withholding
Life-Eupportive Cara and
- Do~Hot—Resuscitateé Progress Note
3 outlining rationalée must be
B write
ordered by MD DBOADWAY, JP4SICA L
Entered by: MD DBFOADWAY, JEESICA L - 04/15/14 12:05
noatfied bys , - 04/18/14 2006
Acknowledge: RN CUINN; LESLIE - 04/15/14 12:08
Hode: Direct
Details: Continue all care to maintain patient’s comfort and hygiene. ---1)} Tha
attending physician nust be consulted prior to writing this order. This order
must be co-signed by an attending physician within 24 hours. ~=-2) This oxrder
must be reviewed prior to
Additiconal Comments: anesthesia, surgery or other invasive procedures. ---3)
This order must be reviewed every 7 days. ———-4} The Withholding Life~Supportive:
Care and Do-Not-Resuscitate Progress Note outlining rationale must be written

prior to writing a DNR oxder.
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PEQUESTED:04/19/1 4 05:40
CPY OUT:

[orad

‘gtatus Order Kame Freg priority puration start 3top 1

63

20

19

18

v3
vl

17

v3

16

15

D/C’ed Nurse Instruction: please ¢rush AS DIRECTED ROUTINE 04/12 12304 04718 16140
) all meds, as pt kas difficulty
procaessing to swallow meds and
has spots where pills are
getting stuck. t 3 ¢
OLdHJ.Gd byw YD BFORADWAY, JESSICA L
EnEared by: WD BKORLWAY, JESSICA L - D4/12/14 12:04
Hadified bys , - 0'_1/18/14 20:08
Acknawledge: RN ELIZZARD, LAUREN — 04/12/14 13:37
Kodet Diroot
Enter Detalils and Frequency. (how often): please crush all meds, as pt has
diffioulty prodessing to swallow meds and has spota where pills are getting

stuck.

D/C’ed HOTIFICATION PARAMETERS: I0€ - PRW ' ROUTINE 04702 16347 Indefbsilte
Age 18 and older: ( see details
)
Ordered Yy: NP LICHT, JANNA D
EntBred by: NP LICHT, JANNA D - .04/02/14 1G:47
Modified bys , - 04/10714 20:00-
Acknawledge: RN KZIOKA, NANCY - 04/02/14 17333
Hodan Direot
‘Detaila: ( See details )
If SBP: > 160 mmHG or < B0 mmHG
If DBP: > 100 mmHG or < 50 mmHG
If Heart Rates > 120 bpm or > 60 bpm
If Tewp: > 101.5 or < 95 deg. ¥
If RR: > 25 or < 12 bréaths per minute

D/C’ed SAFETY: Precautions Fall: CONTINIOUS ROUTINE 04/02 16347 04/18 16140
Ordared bys NP LICAT, "aaNNA D

Entered by WP LICAT, JANNA D - 04/02/14 16s47

Hodirtded by: , - 04/18/.14 20:08

Acknawledge: RN XZIOKA, NANCY - 04/02/14 17:30

Hode:’ Direct

D/Cred SAFETY: Precautlone Violence: CONTINJOUS ROUTINE 04/02 16:47 04715 12:05
oxdered by: KD BROADWAY, JESSICA L

Entered bys NP LICHT, JANNA D - 04/02/14 16147

Modified byi{ MD EROADWAY,. JESSICA L - 04/15/14 12:04

Giynetures WD BRCADWAY, JEESICA L - 04/1‘5/14 12: 05

Acknowledges RN CUINN, LESLIE - 04}15/14 L3108

Acknowledge: RN EZIOKA, MANCY - ' p4/02714 17:30

Hode: Direct

D/Cred SAFETY: Precautions Elopement: CONTINIOUS ROUTINE 04/02 15347 04715 12:05
ordered by: MD BFOADWAY, .JEGSICA L :

Entered by: NP LICHT, JANNA D — 04/02/14 16:47

Hodified bys MD EROADWAY, JEESICA L - 04/15/14 12:04

fignatiree MP BRCADWAY, JESEICA L — 04/15/14 12.05

Aoknowladgar RN CUINN, LESLIE - 04/15/14 12:06

‘Avknowledye: RN NZIDKA, WANCY - 04/02/14 17:30

Mode: Direct

D/C’ed SAFETY: Obsarvation Lavel: 15 PRE RODTINE 04/02 16:47 indefinite
Ninute Checks
Ordered by: NP LICHT, JANNA D
Entered by: NP LICHT, JANNA D - 04/02/.\4 16:47
Modified by , - 047/18/14.20:08
Acknowledge: RN KZIOKA, NANCY - 04/02/14 17:33
Mader Direot
Select: 15 Minute Checks

p/c’ed  ACTIVITY: Uhlit Restrictlon: CONTINJOUS ROUTINE 04702 15347 04/18 L6:40
‘ordered by: NP 1LICHT, JANNA D -

Entered bys NP L]cﬁ'l', JANNA D - 04/02/14 16347

Heodified byi , - 04/10/14 20; 90

Aokncwled.gal RN KZIOKA, NANMCY - 04/02/14 17:30

Kode: Direct

CONTINUED Page 6
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PEQUESTED:04/16/1 4 15:40

CPT OUT:
ord# . Status Ordsr Fome . ) Freq Priority pDuration start Stop |
14 Dp/c’ed  VITAL SIGHS:: bid x -3 days, thencoNTINIOUS ROUTINE 04/02 16347 04/18 16440

q dey 3

Ordefed pys WP LICHT, JANNA D
Entered by: NP LICHT, JANNA D - 04702714 L6347
Modified byt , - 04/18/14 20:06

Acknowledqe: RN BZIOKA, NANCY - 04/02/14 12:30
Hader Direct

Details (Fraguency, etc.): bid x 3 days, then g day

REG
I ordf. Status Order Fama S R Frag priority Duration Start gtop I
1 complete Referring Physlclan: MUSC - 1 W oucE ROUTINEG 1 Time Q4/02 16347 04/02 16347

ED -
ordered by: W LICHT, JANNA D ]
Entered by: NP LICHT, JAWNA D ~ 04/02/14 16347
Hodified by: RN KZIOKA, NANCY - 04/02/14 17:35
Hoda: Lireot
Referring Physiclans: MUSC = 1 W ED -

6 complete Attending: Dr. Fox (ONCE ROUTING 1 Time 04702 16:47 04/02 16:41
Ordered by: NP LICHT, JANNAR D
Entered by« NP LICHT, JANNR D - 04/02/14 16447
Hodified by: RN XZIOKA, MANCY - 04/02/14 17335
Mode: Direct

Attending Name And Pager ID: Dr. Fox

3 Complete. Admission Status:: Inpatient oHcr ROUTIRE 1 Time 04/02 16:47 04702 16247
Q:dered by: NP LICHT, JANNA D
Entored bys NP LICHT, JANNA D — 04/02/14 16347
Modified by: RN KZIOKA, NANCY - 047/02/14 17:35
Hode: Direat '
Admission status: Inpatient

2 Camplete Admit top PH3N ONCE ROUTINE 1 Time G4/02 16347 04/62 16347
ordered bys NP LICHT, JANNA D )
Entered by: NP LICHT, JANNA D - '04/02/14 )}
Hogified bys RN NZIOKA, NANCY - 04/02/14 17
Hode: Dlrect

Lodation: PH3N

1 Camplate Rdmission Status:i<IOP>: ONCE ROUTINE
Voluntarily
oxdered bys NP LICHT, JANNA D
Entored hys ND LICHP?, JANNR D - 04/02714 16:47
Hodified by: RN KZIOKA, NANCY - 04/02/14 17:35
HMades Direcu

Select: Voluntarily

Time 04702 16247 04702 16147

-

[orat  status Oxder Bama’ Fregq priority Duration start stop” i ;

69  Naw SODIUM CHLORIDE 0.9% IV: 150 150 ML/BR NEXT B6CH 7 Houra 04714 11100 04/14 17459
ML/HR: IV
Ordared bys MD DFOADWAY, JESSICA L
Entered by: WD BFOADWAY, JEOGICA L - D4/14/14 12:38
Hodified bys MD EROADWAY, JESSICA L — 04714714 10:45
Mode; Direce o
IV access = Peridheral; ** 1000 mL= X 7 -Hours
Dose: 1000 ML
Rate: 150 ML/HR
ROUTE: IV

61 new SODIBM CHLORIDE 0.9% Iv: 150 150 NL/HR NEXT SCH ? mours 04/12 13:00 04/12 19:59
ML/HR: IV

Drdgt_ed_ by: ND ‘BFO}\!)HAX, JESSICA L

Entered by: MD BFOADWAY, JESSICA L ~ 04/12/14 12:02

#odified Dy: MD ERUADHAY, JESSICA L - 04/12714 12:05

Hode: Direct )

IV acceas = Perioheral; ** 1000 mL= x 7 Hours

Doseé: 1000 ML
Rate: 150 ML/HR
ROUTE: IV

CONTINUED Page 7
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REQUESTED04/19/14 05:40

CPT OUT:
I ordé# Status ordexr Name Freq Priority Puration -3tart Stop '

48 Hew TUBERCULIN PPD IHJI [ ONCE LET NOW 1 pbusey 04/.08 15100 04/09 00:01
APLIGOL/TUBERSOL): ‘5 UNITs .
DERMAL_INTRR
ordsred by: KD BPOADWAY, JESSICA U
Entared by: HD BROADWAY, JEGSICA L - 04/08/14 12.06
Modifiad by: MD EROADWAY, JESSICA L - 04/08/14 .14:07
Hodar Direct
-REFRIGERATE EXPIRES—> +*CISCARD IF NOT USED WITHIN 8 HRS** LOT #: BXPIRATION: MANUFACTURER'
NURSES : PLEASE DOCUMENT IN EAmnm'r RECORD: DATE, VACCINE NAME, DOSR SITE, ROUTE, HANUPA
Dose: 5 UNIT
Route! psnmu.._mm‘na
34 yow ‘SULFAMETHOX-TRINETH 800-160MC [ qgi2um NEXT SCH ‘7 pays 04702 21:00 04709 20:59
SEPTRA DS ]: 1 TAB: RO ‘
Oraered py: NP LICHT, JANNA D
Enteréd By: WP LICHT, JANNA D -~ 04/02/14 16:47
Woditied Dy: MNP LICHT, JARNA D - 04/02/14 16:54
Modas Direct
Dose: 1 TAB

Route: PO
9 canceled INFLUENZA TRI-SBPLLT VACCINE INJt ONCALL NEXT SCH 04/62 16153 04/02 16153
0.5 ML: IM '

Reason for action: Discontinued/Replaced
Oradrredd by: KP L:(cu:r, JANNA D
Entared by: NP LICHT, JANNA D - 04/02/714 -16:47
Hoditied by: NP LICHT, JANNR D - 04/02/14° 1&:53

Hcds Direct
Doges 0,5 ML
Route: IM
Dése Type: MAINTENANCE

66 DpJ/Crad HALOPERIDOL INJ [ HALDOL ]: 2 osHp NEXT SCH ¢ pays 04/14 10536 08/18 16340
HGi IM s *FortAcute psychosis
ordered bys MD BFOADWAI. JESSICA L
Entared by HD BI‘-OADWA!, JESSICA L — 04714/14 13:38
Hodified by: STAFFID, ADT - '04/18/14 16141
Kode: Direct
Dose: 2 MG
Route: 1#
Indication: *For:Acute psychosls

65 bp/cred HALOPERIDOL [ ruu.nc}x‘. ]+ 2 MB: POQ6BP HEXT SCE 4 Days G4/14 103536 04719 16340
. 1 *For:Psychosis
-ordered by: KD BRORDWAY, JEESICA L
Entered by: KD BTORDWAY, JESSICA £ -~ 04/14/14 12238
Modified bys STAFFID, ADT ~ 04/18/314 16:41
Mode: Direct
Dosc: 2 M6
Route: PO )
Indication: *For:Psychosis
64 Dp/cred LORAZEPAM [ ATIVAN }: 1 M@: PO 1Q6up HEXT 8CH 4 Days 04/14 09:23 04/18 16140
*FoxriAcute anxlety
‘ ordered by: SEERY, ERIN B
‘ Entered by: 6EERY, ENIN B - 04/14/14 09:23
‘ vodified by: GTAFFID, ADT - 04/18/14 1641
HMods: Dirsct
Dose: 1 MG

Route: PO
Indication: *For:iAocute anxiety
54 ©p/cred SIMVASTATIN [ EOCOR ]1 10 MG: PO (He WEXT 8CH 7 Daye 04/L1 21300 04718 16640

: “FOOD-DRUG LNTERACTION®
EDYCATE PATIENT & DOCUMENT
TEACHING. AVOID GRAPEFRUIT JUICB
WITH THIS WEDICATION UNLESS
INSTRUCIED ULHERWISE BY YOUR
PHESICIAN.
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FR

CPT OUT:

: 04/02/14 16:28 101 04/1 100

lbrd# Status . Order Kame . . Freq ) priority  Duratioh Start stop |

47

46

41

35

Ordered by: MD BHOADWAY JE SICA L
Entered by: MD BROADWAY, J CA 4/1 1/14 09:03
Mogn‘led by: STAFFID, ADT 04/1 1416

Dose: 10 MG

Route: PO

Rxcomment 1: *FOOD-DRUG INTERACTION* EDUCATE PATIENT & DOCUMENT TEACHING. AVOID
GRAPEFRUIT JUICE WITE THIS MEDICATION UNLESS INSTRUCTED COTHERWISE BY YQUR
PHYSICIAN.

p/créd RIVASTIGMINE 9.5 MG/24 HR: 1} SAILY ROUTINE ¢ pays 04/0S 083130 04/13 07:09
PATCH: TOPL : dementlia : Adverse
rxn to formulary mead : vomiting.
nausea, signlflcant weight loss
t THIS MEDICATION IS
NONFORMULARY .
ordered by: #D BFORDWAY, JESSICA L
Entered bys AHY VANGENBERG - 04/0B8/14 09:53
Kodified by: MD EROADWAY, JESSICA L ~ 04/13/14 37:10
signeture: MD BRCADHAY, JmMIBICA I, — 04/13/14 073109
Hade: Direck
exelon
Dose (include unit of measure. Ex: MG, MICROGRAM, etc.) (Do not exceed 45
charactexs): 1 PATCH
Route: TOPL
Indication: dementia
Provide appropriate clinical justisfigation: Adverse rxn to formulary med
COMMENTS: Please indicate in DETAIL any rates, special instructions, addltives,
or general comments for your order here: vomiting, nausea, significant weight
loss

RXConment 1: THIS MEDICATION IS ‘NONFORMULARY.

D/C’ed ONDANSBETRON ODT { ZOFRAN ODT ]: a@ap STAT 10 .Days 04/0€ 09:34 04714 L6:40
8 HG: PO : *For:Nausea and
Vomitlng : *ORALLY
' DISINTEGRATING TABLET* PLACE
DIRECTLY ON THE TONGUE
ordered by: D BFORDWAY, JESSICA L
Entered bys NMD DLOADWAY, JECCICA L - 04/08/14 03:36
Hadified by: STAFFID, ADT - 04/18/14 l6:41
Haae: virecc
Doge: 8 MG
Route: PO
Indication: *For:Nausea and Vomiting
RxComment 1: *ORALLY DISINTEGRATING TABLET* PLACE DIRECTLY ON THE TONGUE

p/cred DONEPEZIL OCT [ ARICEPT ODT 1]: B ous HEXT acH 13 Hours 04/07 310D 04748 09436
NG: PO , RxComment 1: DISSOLVE
TABLET COMPLETELY ON TONGUE AND
FOLLOW WITH WATER.
ordered.by: MD BFOADWA.Y, JESBICA L
Entcred bys ND BFOADWAY, JEBEICA L 04/07/14 12420
#odified by: BMD EROADWAY, JESBICA L - 04/08/14 29:36
wode: pDirect
Dose: 5 M@
Route: PO
Dose Typoe: MAINTENANCE
RxComment 1: DIBSSOLVE TABLET COMPLETELY ON TONGUE AND FOLLOW WITH WATER.

D/ered INFLUENZA TRI-SPLYIT VACCINE INJ: ONCALL ROUTINE 16 paye 04/02 16:47 04718 16:40
45 MCG: INM

ordered byt NP LICHT, JAMNA D

Entared bys JOHNESON, .‘\M! H - 04/02/14 16353

Hodified bys STAEFID, ADT - 04/18/14 16x41

Hodes Written

*POTENTIAL HAZARDIHANDLE, AND DISPOSE OF PROUPERLY* POR INTRAMUSCULAR USE ONLY **REFRIGERATE+** LOT

#: BEXPIRATION: MANUFACTURER: NURSES:PLEASE DOCUMENT IU. PATIENT RECORD: DATE, VACCINE HAME, DOSE
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|0rdﬂ Status: Order Name . Freq . . -priority ‘puration 3tart Stop X . . _]

SITE, ROUTE
Dose? 45 MCG
Route: IM

33 nscred DIVALPROEX EC DR TAB [ DEPAKOTE QliHB HMEXD SCH 16 Daye LU4/02 21200 04/10 16e40
EC DR J: 125 MGy FO s DO KOT
CRUSH OR CHEN
ordeted bys NP LICH'J‘, JANNA D
Entered bys NP LICHT, JANNA.D - 04/02/14 16447
Kodified bys BTAFFID, ADY - 04/18/14 T6:41
Mode: Direct
Dosei 125 MG
Route?d PO
Dose Type: MAINTENANCE
RxComment 1: DO NOT CRUSH OR CHEW

32 D/C‘ed ESCITALOPRAM [ LEXAPRO J: 10 M@: DAILY WERT SCH 15 Days. 04702 08:30 04/18 16:40
. PO . L '
ordered by:s NP LICHT, JANNR D
Entored bys: NP LICHT, JANNA D - 04/02/14 16447
Nodified by: STAFFID, ADT - 04/18/14 Y16:41
Hude: Dlrect

Dose: 10 MC

Route: PO
Dose Type: MAINTENANCE
31 ob/cred MEMANTINE [ NAMENDA ]: 10 MGt POBID NEXT SCH 16 Days .  04/02 21:00 04/1U 16:40

ordered bys HP LICHT, JAMNA D
Entered by: NP LICHT, JANNR D - 04/02/14 16:47
Modirien bys STAFFID, ADT - 04/18/14 16:4l
Mode: Direct

Dose: 10 MG

. Route: PO )

‘Dose Type: MAINTENANCE

30 op/crea DONEPEZIL ODT [ ARICEPT ODT J: Sarny NEXT OCI 5 poys G4/03 081230 04/Q6 ¢9:3€
10 MG: PO , RxComment 1:
DISSOLVE TABLET COMPLETELY ON
TONGUE AND FOLLOY WITH WATER.
ordered by: ND BFOADWAY, JESSICA L
Entered by: NP LICHT, JANNA D - 08/02/14 16r47 .
Kodified by: MD PROADWAY, JESSICA L — 04/08/14 09136
v3 gignetures MD BRCADWAY, JEBSBICA'Y - 04/08/14 09436
Hode: Direot
Dose: 10 MG
Route: PO
Dose Type: MAINTENANCE
RxComment 1: DISSOLVE 'I‘ABLE‘I‘ COMPLETELY ON TONGUE AND FOLLOW WITH WATER .

28 D/Cred PIPHENHYDRAMINE INJ. [ BENADRYL  Q4HP UEXT SCH 16 bays 04/02 16:47 04/18 16:40
1t 25 MG: IM : DOBAGE FORM ALERT
~ FOR INJECTION
ordered by: NP LICHT, JANNA P
Entered Dy: NP LICHZ, JBNN}\ D - 04/02/14 16247
KoQiried by: STAFFID, ADT - 04718714 16:41
Hode- :Direct
Patient has ordecs for both PD Aork IM routes Fox:']!xtra—py.ramidal symmptomna may be given when
haloperidol is used for acute psychosis ...
Dose: 25 HG
Route: IN
RxComment 1l: DOSAGE FORM ALERT ~ FOR 'INJECTION

27 D/c’ed DIPHENHYDRAMINE { BENADRYL ]t 2504HP NEXT SCH 16 Days 04702 16:47 04718 16:40
HG: PO
ordered by: ap LICHT, .JANNA D
Entered by: NP LICHT, JANNA O - 04/02714 16247
Modified bys STAFFID, ADT - 04/18/14 16:41L
Mode) Direct
Patient has oxders for both PO *or* IN routes For:;Extra- pyramidal symptoms may be given when
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REQUESTED:04/18/1 4 05:40
CPT OUT:

Priority

ord# status

order Kame . Fregq

Duration start Stop. - } 1

haloperidol is used for acute psychosis ...
Dose; 25 MG
Route: PO

LORAZEPAM INJ [ ATIVAU J: 2 MG: Q4HP
IM + *ForiAcute anxlety
Oxdered bys SEERY, ERIN B
Entatrad bys NP LICHT®, JAMNR D - 04/02/14 16:47
Modified by: SEEFY, ERIN B - 04/14/14 09:21
vi signztures SEERY, ERIN B - 04/14/14 09:2)
Mede: Direct’
**Do not administer IM lorazepam within 2 hours of IM olanzapine
Dose: 2 MG
Route: IM ]
Indication: *For:;Acute anxiety

26 Dp/oiea NEXT scm

28 p/crea LORASEPAM [ ATIVAN ): 2 M@; PO : Q4HP
*For:Acute anxiety
Or_dered by: SEERY, ERIN B
Entered by: NP LICHT, JANNA D - 04/02/14 16147
Modified bys SEERY, BRIN B - 04/14/14 09:2)
v _L:ignat'ure. CEERY, ERIN B - 04/14/14 09i23
Hader Diract
Dose: 2-MG
Route: PO

Indication: *Foridcute anxiety

24 p/cred HALOPERIDOL INJ [ HALDOL ]: S O4HP
MG: IM : *For:Acute psychosis
Ordered by: ND BROADWAY, JE6SICA L
Entered bys NP LICHT, JANNA D - €4/02/14 l6e47
Madifiad by: MD FROADWAY, JESSECA L - 04/14/14 10128
va signature:; MD BRCADFAY, JESSICA L - 04/14/14 L0:38
Hode: Direct .
Patient has ordecs for both PO *or* IN routes ...
Doset 5 MG
Route: IM )
Indication: *For:Agute’ psychosis

23 p/c'ed  HALOPERIDOL [ HALDOL ]: & MG: POoOdHP
i *FariAcute psychosis
ordorad by: WD BRORADWAY, JESSICA L
Entered by: NP LICHT, JANNA D - 04/02/14 16:47
Koditied by: MD EROADWAY, JESSICA L - 04/14/14 10:38
v3 gignature: MD BRCADWAY, JESSICA L - 04/14/14 10:38
Hode: Direct o
Patient has orders for both PO *or* IM routes ...
Dose: 5 MG
Route: PO

Indication: *For:Acute psychosis

ACETAMINOPHEN | TYLENOL J: 650 06Ap
MG: PO : *ForsPain : MAX.
RECOMMENDED DAILY AMT.
ACETAMINOPHEN= 4000MG - FROM.ALL
SOURCES
Oxdered by: KNP LICHT, JANNA D
Entered bys WP LICHT, JANNA D - 04/02/14 16:47
Hodified bY: STAFFID, ADT - 04/18/14 16241
Hode1 Direct

bose: 650 WG

Route: PO

HEXT SCH

REXT BCH

VEXT sca

22 p/crea NEXT SCH

12 Days 04/02 16:ds 04714 0%123

12 Days 04702 16:47 04714 09323

12 Days Q4/02 16:47 DA/24 10338

04/02 16:47 04/14 10:38

12 pays

16 Days 04/02 16:47 04718 1G:40

Indication (For OTHER Indication Free Text imn Box): *Fori;Pain
RxComment 1: MAX. RECOMMENDED DAILY AMT. ACETAMINOPHEN=. 4000MG — FROM ALL

BSOURCES

CONTINUED
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orderHistDC - | AEQUESTED:04/18/ 4 05:40
DEPT: ROOM: -| : CPT OUT: .
FROM: 04/02/14 16:38 TO: 04/18/1 ! i

[‘oxdo Status Order Kame Freq Priority Duration Start Stop |
10 D/C’ed PNEUMOCOCCAL. VACCIRE INJ { ONCALL HEXT SCH 16 Days G4/02 1647 04/18 16140

PNELMOVAX 23 ]: 0.5 ML} I ,
RxComment 1: FOR INTRANUSCULAR
USE ONLY LOT #: EXPIRATION:
HANUFACTURERs NURSES: PLENGE
DOCUMENT IN PATIENT RECORDs
DATE, VACCINE NAME, DOSE SITE,
ROUTE, MANUFACTURER, LOT NUMBER
ordered by: WP LICHT, JANNA D
Entered bys NF LICHT, JANNA D - 04/02/14 16:47
Hodifiad bys STAFFID, ADT - 04/18/14 16141
Yode: Diract
Dose: 0.5 ML
Route: IM
Dose Type: MAINTENANCE
RxComment 1: FOR INTRAMUSCULAR USE ONLY LOT #: EXPIRATION: MANUFACTURER:
NURSES!PLEASE DOCUMENT IN PATIENT RECORD: DATE, VACCINE NAME, DOSE SITE, ROUTE,

MANUFACTURER, LOT NUMBER

No unsigned orders found.
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MEDICAL RECORDS RN,

S . . 169 Ashley Ave. Suite 269 I
3 N{U SC MSC 349 o DOB: 10/8/1947, Sex: F
S : ‘ Charleston, SC 29425-3490 Enc. Dale:05/09/13

MEDICAL UNIVERSITY HiM RO Notes Report
o SOUFH CAROLINA v

8N
46624148
Progress Notes signed by Jason Rocco Molinaro, MD at 5/3/2013 5:31 PM o
Author: “JasonRocco Seivice:  (none) Author Resident
Molinaro, MD Type:
File; 51972013 5:31 PM Nofe Time:  5/8/2013 4:.48 PM Note Type:  Progress Notes

Sources of Information: Patient, her brother, and her daughter

Chief Complaint

. Memaory Loss

History of Present liiness: Mrs Il is a 65 yo CF with hx of Depression-and cognitive impairment who
presents for her initial evaluation. She is accompanied by her daughter whom she lives with and her brother
who she had previously lived with. Patient has memory impairment and is unable to give me a reliable history
so much of the history is obtained from the brother and daughter: She also had problems with anomia and
circumiocution during the assessment and this appeared more prominent than her memory loss. She had a
difficult time naming simple objects such as a pen and a chair but able to describe what they did. She also has
difficulty with visual spacial comprehension as her daughter reports she will see cars stacked up on top of each
other on the road.

She begun having word finding difficulty starting in.2008. This was most notable at work. She was evaluated
for Dementia at that time by a psychiatrist or psychologist(described doing multiple pen/paper test) but toid she
did not have Dementia. Since then she has had a gradual decline with several step wise declines mostly after
stressors including the death of her father and the death of her sister. The word finding was the first symptom
noticed and family still feels it is significantly worse than the her memory. They have also noticed decline in her
memory as well. She stopped driving in 2011 after being in a car crash. Also at that time, her family started
taking over finances and her brother moved in with her to help care fot her. It has progréssed to the point she
will have a difficult putting on clothes such as not figuring out how to put her arm in her sleep and is unable to
do any shopping and only basic household chores. She is continent of bowel and bladder. She had multiple
falls at the onset of symptoms in 2008 but since then only occasional falls, none with LOC. She was started on
Aricept and Namenda by her PCP, Dr Karen Thomas, and they felt that has helped slow the progression. This
was in 2010 or 2011 at which time it was felt-that she had Alzheimer disease. She reports having an MRi.done
by Dr Thomas but is unsure of the results.

She has-a questionable history of depression, Her daughter felt she was depressed in 2008 when these
symptoms first begun to occur and was started on Lexapro. She doesn't have a long history of depression
throughout her life. She denies any depressive symptoms currently Reports that sleep and appetite are good.
Energy level is good. She is more socially isolative and less active but denies any anhedonia. Deries
worthlessness or guilt. Demes SI/HI. Patient has good understandlng that she has memory problems and
understand the progression of her d|sease and is accepting of this but feels she wants to make the most of her
fife while she can. Denies any history of mania or psychosrs

She reports that her mother had Dementia but this begun in her mother's 90s and is reported occuring after
cardiac issues thus it appears more a Vasciilar Dementia. She denies any other family members having
Dementia. She sister had a some form of brain cancer and passed away from it in 2010.
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MEDICAL RECORDS I
169 Ashley Ave. Suite 269

NEU SC MSC 349 DOB: 10/8/1947, Sex: F

i Charleston, SC 29425-3490 Enc. Date:05/09/13

MEDICAL UNIVERSITY HiM ROI Notes Report

of SOUEH CAROLINA ,

Past Psychiatnc History: No h|story of depress:on Thought to have depression in 2008 and started on
Lexapro but appears more related'to cognitive deficit. Denies any hospitalizations for mental health.

Past Medical History: No medical problems

Allergies: Review of patient's allergies indicates no known allergies.

Dutpatient Encounter Prescriptions as of 582013

Take

+ donepezil (AR ) 0 mg by mouth nightly.
+ escitalopram (LEXAPRO) 10 MG Take 10:mg by mouth daily.
tablet _ _
» memantine (NAMENDA) 10 MG Take 10 mg by mouth 2 (two) times
tablet daily.

Family History:

+ Dementia o Mother
+ Depression Mother
» Brain cancer . Sister
« Breast.cancer : Sister
History

ama

Spouse Name N/A
~ Number of Children: N/A
* Years of Education: N/A

~» Not on file;

+ Smoking status: Never Smoker
+ Smokeless tobacco: Not ot file

« Alcohol Use: No

» Drug Use: No

» Sexually Active: Not on file

Patient was born and raised in g D.
years but are separated. Has 2 .grown children. Daughter who lives Wn‘h her and a grown son
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B MEDICAL RECORDS

3 . ’ 169 Ashley Ave: Suite 269
X NIE;JSC MSC 349 ~ DOB: 10/8/1947, Sex: F
3 é Charleston, SC 29425-3480 Enc. Date:05/09/13
MEDICAL UNIVERSITY HIM ROI Notes Report

oF SOUTH CARULENA '

Review of Systems: Negative except neurological/psychological issues per hpi

Mental Status Examination:
Vital Signs:
Filed Vitals:

BP: 148/71
Puise: 87 )
Weight: 126 Ib (57.153 kg)

Appearance:Appears older than stated age and Appropriately dressed for setting
Behavioi/AttitudeGood eye contact and Cooperative with examiner

Motor: No Psychomotor Retardation and No Psychomotor Agitation

Gait:Normal

Speech:Normal rate/rhythm/volume

Language:anomia, circumlocution and difficulty with word finding

Mood:normal -
Affect:Mood Congruent

Thought Process:Linear and Coherent

Associations:logical connections

Thought Content:No SIHI

Auditory Visual Hallucinations:No auditory or visual hallucinations

Level of Consciousness:Able to attend to interview

Orientation:person, place, time/date and situation

Attention/Concentration:Able to attend to.interview

Memory:Recent memory impaired

Estimated Intelligence/Fund of Knowledge:Average

Conceptual/Visiospatial:N/A

Judgement:Fair

Insight:Fair

Scales/Objective Measures:

MMSE: 20/30 8/10 on orientation, unable to tell me yéar or date, 3/3 immediate recall, 1/3 delayed recall,
2/5 spelling word backwards, able to name objects but with significant delay, missed repéat phrase and
copy design

Clock: 2110 only able to get circle correct left off several numbers and put other numbers in the wrong
place. Able to put hand on the 11 and 10 but numbers were not in the correct place

Discussion and Formulation: 65 yo CF with cognitive impairment with word finding difficulty more prominent
and with earlier onset than memory loss. At this time, | do not have a clear diagnosis. Differential dx include
Primary Progressive Aphasia vs early onsst AD. Will need to obtain further workup to help clarify the diagnosis.
Patient and family presents today to help clarify diagnosis and possible treatment options. They are
understanding that this is not a straight forward case and will need additional work up to help clarify diagnosis

Diagnosis: _ , _
Axis I: Dementia NOS{ Primary Progressive Aphasia vs early on-set AD)
Printed on 10/3/2014 1:57 PM HIM ROl Notes Report Page 4
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Axis I: Defétred _ A _

Axis lll: has a past medical history of Depression and Memory impairment.

Axis IV: good social support

Axis V: 41-50 serious symptoms

Initial Treatment Plan:

Reported to have-an MRI done by Dr Thomas, will contact her to see if we can obtain resuits and labs. If we
are unable to obtain results, will order PET scan of the brain and labs

Will refer to Dr Wymer for Neuropsych testing

Will continue Aricept 10 mg po ghs and Namenda 10 mg po bid

Discussed power of attorney and health care power of attorney which they have established

We will have her follow up in our clinic to help coordinate care and clarify diagnosis. | have told the family that |
will not be here after mid June and that another Fellow will follow her. Will contact her for a follow up
appomtment

Electronically sigred by Jason Rosco Molinaro, MD-on 5/8/2013 5:31 PM

SN
46624148
Progress Notes signed by Mary Hart Craig, MD at 5/16/2013 2:45 PM
" Author: Mary Hart Craig, MD  Zervice: = (none) ' Author Physician
Typa:
Filed: 5/16/2013 2:45 PM Note Tirme: 5/16/2013 2:44 PM Mote 'E'vpe’: Progress Notes

I have personally seen and examined the patient and agree with Jason Rocco Molinaro, MD's findings as
stated above.
Assessment and plan reviewed by me.

Electronically signed by Mary Hart Craig, MD on 5/16/2013 2:45 PM

8N
51972046
Progress Notes signed by Erin Beth Seery, MD at 7/11/2013 5:31 P¥
Author: Erin Beth Seery; MD  Service: (none) Author Resident
_ _ . N Typa: ,
Fited: 7/11/2013 5:31 PM Note Yirme:  7/11/2013 3:31 PM Mdte Type: Progress Notes
DATE: 7/11/13
START:400pm
STOP:500pm
Sources of Information for today's visit: patient and.her daughter
Chief Complaint: "I can't say the things that | want to say"
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MEDICAL RECORDS '
169 Ashley Ave, Suite 269

MUSC MSC 349 DOB; 10/8/1947, Sex: F
bt -Charleston, SC 29425-3490 Enc. Date:07/11/13

MEDRICAL UNEVERSITY HiM RQOI Noles Report
_af SOGTH CARUGLINA . . .

HISTORY OF PRESENT ILLNESS:

I is 2 65 y.o. female who presents for follow-up today. She and her daughter were approximately
30 minutes late. Patient allowed her daughter to be in the room during evaluation. Patient was evaluated by
Dr. Mclinaro in May and referred for PET Scan and neuropsychological testing given patient's progressive
memory decline. Prior to patient's neuropsych testing she opted to stop all of her medications (namenda,
aricept, lexapro). Her daughter reports patient became "frenetic™ and very emationally labile and paranoid. She
also became much more cenfused. and needed closer monitoring by the family. Patient has since resumed her
medications after urging by the psychologist. Patient's daughter reports patient has "stabilized" after restarting
medication. She is much more calm and appropriate with family. She no longer has significant paranoia or
agitation. She now is much less tearful, although she does cry more than usual. Patient's daughter feels that
patient does appear more depressed to her with poor sleep, poor appetite, weight loss, crying spells,
amotivation. No current or recent Sl.

Neuropsychological testing indicated severe memory difficuities. In addition to memory complaint, patient has
prominent language and visual-spatial difficultiés. In session today patient had difficulty with anomia and
circumlocution. Per daughter neurolagist seen at time of the neuropsych testing confirmed a likely diagnosis of
Alzheimer's Dementia. Patient's daughter reports that patient has had more difficulty with tasks at home. She is
unable to help with chores and although she is able to use the bathroom and shower on her own, daughter is
needed to help “clean up" afterward. Patient is.at home most of the day with little interest in previous hobbies,
Daughter at times needs to leave patient on her own, usually 2-3hours but has been away up to Shours. We
discussed ways to safety proof the home to avoid patient injuring herself. Patient's daughter reports she has
removed knobs from certain drawers. Discussed attempting to keep medication locked away. Patient's
daughter reports buying a family puppy-and reports that this animal has brought her mother significant
enjoyment.

WEIGHT: 118Ibs (regular scale)
PAST MEDICAL HISTORY: No past medical history

CURRENT MEDICATIONS:
aricept 10mg ;

namenda 10mg bid

lexapro 10mg

CURRENT MEDICATION SIDE EFFECTS: some nausea with aricept when restarting at 10mg

MEDICATION RECONCILIATION:
Reviewed all medications and doses, Reviewed medication compliance and Explored strategies to improve
compliance

Brief Review of Systems

Problems with Gl/bawel habits: patient's daughter has had to help patient with toileting. Per daughter patient
will use the bathroom on her own, but the room requires clean up afterwards. No recent n/v

Problems with urinary symptoms: no

Changes in weight/appstite;Yes, weight loss, from 123-118 in the past 2 months

Changes in memory:Yes, improved memory since restarting medication

Mental Status Examination:
Vital Signs:There were no vitals filed for this visit.
Appearance:appeared her stated age. She was weanng an |Ilﬁttmg buisness suit with a few stains on the collar.
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MEDICAL RECORDS
169 Ashiley Ave. Suite 269

R&U 5 C MSC 349 _ DOB: 10/8/1947, Sex: F
: Charleston, SC29425-3490 Enc. Date:07/11/13

'vil-.!)!(,.«h UNEVERSITY HIM ROI Notes Report
af SOUTH CARVLINA .

Her hair was unkempt

Behavior/Attitude: patient was-calm and cooperative during the appointment

Motor: NO pmt/pma

Gait:deliberate gait, walks slowly

Speech:Normal rate/rhythm/volume and Normal volume, she at times used the wrong word, stating “when i
dry" as opposed to "when i die", +circumlocution

Mood:"fine"

Affect:euthymic appearing }

Thought Process:Circumstantial

Associations:tangential connections

Thought Content:No SI/HI and without paranoia

Auditory Visual Hallucinations:No auditory or visual hallucinations

Level of Consciousness:Able to attend to interview

Orientation:person

Attention/Concentration:Able fo attend to interview; immediate recall: 3/3 delayed recall 2/3
Memory:Remote memory intact

Estimated Intelligence/Fund of‘Know!edge:Average

Conceptual/Vusmspatlal clockface 2/10 ‘

Judgement: Impaired

Insight:!mpaired

MMSE: 14/30 '
Able to state city, state, and seasan, but-got all other orientation quéstions wrong. Unable to spell WORLD
forwards, spelled it “"WOLD", unable to do serial 7's, unable to state "no if's ands or buts", unable to write a
sentence, unable to copy pentagons :

Clock: 210
Clock was a circle with 7 hashmarks spaced inside the circle. No clock hands used.

Geriatric Depression Scale: 5/15. (normal)

Patient able to ensure safety:Yes
Patient agrees to notify therapist if they cannot maintain safety: Yes

LABS:

Admission on 05/31/2013 Dischargad on 05/31/2013

"+ GLUCOSE PCX, WHOLE BLOOD" 05/31/2013 153

MGIDL
+ PERFORMINGLAB, ART, POC  05/31/2013 See Note Final
MUSC Medical Center, 171 Ashley Avenue, Charleston, SC,29425

RADIOLOGY RESULTS:
Ct Pet Brain Dementia Differentiation Frontotemporal Dementia Alzheimers Disease

5/31/2013 EXAMINATION: BRAIN PET/CT SCAN with DATABASE ANALYSIS  05/31/13 14:56:00
ACCESSION NUMBER: 70631 58 COMPAR!SON None INDICATION: progresswe word fi ndmg difficuity
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MEDICAL RECORDS
- 169 Ashley Ave. Suite 269

MUSC MSC 349 : L Sex: F
d Charleston, SC 29425-3490 Enc. Dale 07/11/13

MEDRICAL UNIVERSTTY H!M ROI Notes Report

of SOUTH CAROLINA

and memory problems DOSE!: 6.75 millicuries fluorodeoxyglucose-18 intravenously TECHNIQUE: The
patient was imaged on a GE Discovery whole bady PET/CT scanner approximately 40 minutes after the
intravenous administration of the F18-fluorodeoxyglucose, A standard brain protocol was performed. Multi-
slice CT images were acquired for attenuation correction. On a separate Syntermed NeuroQ workstation
(version 3.5.2), database analysis was computed. 200+ segments of the brain were compared to a
normalized database. Serum glucose level measured 153 mg/dL. at the time of injection.  FINDINGS: There
is significant hypometabolism:noted predominantly within the temporoparistal regions of the brain. As a
reference, the right parietotemporal cortex measures 7.8 standard deviations below the mean. The left
parietotemporal cortex measures 4.8 standard deviations below the mean. Additiohally, the right mid frontai
cortex measures 2.8 standard daviations below the mean.

5/31/2013 IMPRESSION: Significant bilateral temporoparietal hypometabolism. To a:lésser degree, there
are also regions of hypometabolism within the right frontal lobe. Given that frontal lobes are affected to a
lesser degree than the temporoparietal regions, Alzheimet is the favored diagnosis.

ASSESSMENT: 65 yo female with memory decline since 2008. Per neuropsych testing, patient is severely
impaired for her age. In addition to memory complaint, patient has prominent language and visual-spatial
difficulties. Per family patient's memory has been much worse.in the past few months since patient has
stopped namenda and aricept. Patient had improvement in behavior with resuming medication, but has not had
an increase in MMSE. Per daughter she appears more depressed and has significant neurovegetative
symptoms, but patient outwardly denies depression.

Axis I: Alzheimer's Dementia (recent behavioral disturbance)
Axis II: none

Axis 1lI; none

Axis IV:.good social support

Axis V: 41-50 serious symptoms

PLAN:

- Recommend increase in lexapro to 20mg q day. Her daughter will double 10mg tablets and obtain new RX
from PCP. This may help with residual neurovegetative symptoms,

- ‘continue aricept 10mg qday and namenda 10mg bid

- provided education to daughter regarding safety proofing her home given patient's poor level of functioning
- confirmed that family now -has POA and Health Care POA

-scan patient's MMSE into record

- fax this note to patient's PCP: 843-884-0710

- follow up in 2-3 months

Was psychotherapy a part of today’s visit?: No
If so, total time spent on psychotherapy portion exclusive of E&M services?: n/a

If so, what was the essential content of the psychotherapy portion of today's visit?: n/a

Eleolronically signsd by Erin Bath Ssery, MD on FA72013 6:31 PM
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SN
51972046
Progress Notes signed by Mary Hart Craig, MD at 7/23/2013 3;35 PM
Author; Mary Hart Craig, MD  ‘Service: “(none) Author Physician
. 4 o e . Typs. » ,
Fites: 7/23/2013 3:35 PM Note Time: 7/23/2013 3:35 PM Note Type:  Progress Noles

I have personally seen and exarnined the patient and agree with Erin Beth Seery, MD's findings as stated
above.
Assessment and plan reviewed by me.

Electronically signad by Mary Mart Craig, MD.op 7/23/2013 3:35 PM

CoN
61983014
ED Motes signed by Steven Shanks, RN at 3/20/2014 9:48 PM L L . .
Authar: Steven Shanks, RN Service: (none) - Author Registered Nurse
_ , . , ' Type: o
Filed: 3/29/2014 9:46 PM Nota Time:  3/29/2014 9:45 PM Mote Type: ED Notes
Sons contact information: 843-514-5905 '
Flectronically signed by Stevan-Shanks, RM o 3/20/2014  $:48 PM
CSN
61883014
ED Provider Notes slgned by Steven H. Saef, MD MSCR at 3/30/2014_9:48 AM _
Author: Steven H. Saef, MD Kervice; Emergency Medicine  Author Physician
MSCR _ A Type:
Filed: 3/30/2014 9:49 AM Note Time:  3/29/2014 9:51 PM Note Type:  ED Provider Notes
Relaied Originai Note by Lacey Ménkin, MD filed at 3/30/2014 2:24 AM
hidtes:

Patient with known Alzhiemers Disease. The patient has recently been having increasing aggression
lowards her daughter. The daughter called 911 fonight per EMS because of worsening aggression.

HPI Comments: 66 y/o with history of al_zheimef‘s dementia. Patient with no complaints, BABA. Her brother
states she was " out of control " the last 2 days. Wandered out of house, telling neighbors she is being abused
by daughter who is primary care giver. Caused daughter to be arrested. Brother states daughter is not abusing
patient. Pt is not eating, low appetite, must be forced to eat. Combative about bathing. Physically puts herself
at harm. No physical iliness.
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MUSC i '
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of SOUTH CAROLENA

Patient is a 66 y.o. female presenting with altered mental status. The history is provided by the patient and a
relative (Brother, at bedside.). The history is limited by the condition of the patient. No language interpreter was
used.

Altered Mental Status

This is a chronic problem. The current episode started in the past 7 days. The problem occurs constantly. The
problem has been gradually worsening. Nothing aggravates the symptoms. She has tried nothing for the
symptoms.

*+ Depression
+ Memory impairment

History reviewed. No pertinent past surgical history.

* Dementia Mother
« Depression Mother
+» Brain cancer Sistar
* Breast cancer Sister

Gl

. Srhoklng status: Never Smoker
+ Smokeless tobacco; Not on file
« Alcohol Use: No

Review of Systems

Unable @ parform ROS: Demerdia
PsychmtnclBehavnoral Positive for attarad menta] status,

BP 142/82 | Pulse 91 | Temp(Src) 36.7 °C (98.1 °F) (Oral) | Resp 18 | SpO2 98%

Physical Exam
Nursing note and vitals reviewed.

Constitutional: She is oriented to person, plaoe and time. She appears well-developed and well- nourlshed
HENT:

Head: Normocephalic and atraumatic.

Eyes: Conjunctivae and EOM are normal, Pupils-are equal, round, and reactive to light.

Neck: Normal range of motion.

Cardiovascular: Normal rate, regular thythm and normal heart sounds. Exam reveals no gallop and no friction
rub.

No murmur heard.
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Pulmonary/Chest; Effort naririal and breath sounds normal No respiratory dlstress She-has no wheezes. She
has no rales.
Abdominal: Soft. She exhibits no distension. There is no tenderness
Musculosketetal: Normal range of motion. She exhibits no edema.
Neurological: She is alert and oriented to person, place, and time. No cranial nerve deficit. She exhibits normal
muscle tone. ‘
Skin: Skin is warm and dry. No rash noted. No erythema. No pallor.
Psychiatric: She has a normal mood and affect. Her behavior is normal. Judgment and thought content normal.

Procedures

MDM

Number of Diagnoses or Management Ogtions
Agitation: new and requires workup

Memory impairment: new and requires workup

Amount and/or Complexity of Data Reviewed
Clinical lab tests: Qrdered_and reviewed
Discuss the patient with other providers: yes

Risk of Complications, Morbidity, and/or Mortality
Presenting problems: high

Diagnostic procedures: moderate

Mana‘gement options: high

Patient Progress
Patient progress: stable

Labs
Lab Rasults

CBC AND DIFFERENTIAL (Final result) Resuit lime: 03/29/14 23:36:12

C¢ t (Lab Inquiry)

03/29114 03/29/14 18.0 3.60 105.0 26

23:24:00 23:52:00

143,0

03/29/114 03/29/14. 12{H) 100.0 ; 9.8 >59
23:24:00 23:52:00 ' The GFR
calculation
is Age, Sex
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and Race
adjusted.
_mli/imin/1.7
3sqg.m
Note:
Estimated
GFR >or =
10-60 is not
reported
because
values are
not reliabie.
The 4
variable
MDRD
{Modificatio
n.of Diet in
Renal
Disease)
Equation
provides
only an
ESTIMATE
- of actual
glomerular
filtration
rate (GFR).
This
ESTIMATE
is only
useful in
STABLE
renal
function,
This
equation
has not
been
specifically
studied in
non-white,
non-black
palients,
pregnancy
or in age
" grealer
than70 or
less than
18. Please
consult
your
pharmacist
for drug
dosing.
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DOB: 10/8/1947, Sex: F
Adm:3/29/2014, D/C:4/2/2014

1.0
23:24:00 23:52:00 A Hemolysis Index greater than or equal to 2 represenis a hemolyzed sample.
Interference may occur with a Hemolysis index grealer than-or equal to.2 for
the following tests: ALT, Ammonia, Amylase, AST, CK, Total and Direct Bili,
Fe/IBC, GGT, Hapt, K, Lac, LDH, Mg, Phos, Uric Acid. Interpret with caution.
A Hemolysis Index greater than or equal to 6 represents gross hemolysis,
specimens should be recollected.

VITAMIN B12 {Final result) Component (Lab Inquiry)

70320114 03/30/14 T o TUe7
23:24:00 00:02:00

The SiemensAdvia Cenlaur Immunoassay Syslem (Chemilumingscence
Technology) is used to perform this assay. Reference range adapted from
Siemens method literature, Results by other manufacturers' assays for this
substance may not be equivalent to resuits by the Siemens assay and should
not be interpreted interchangeably due to methodology differences.

Component (Lab Inquiry)

03/29114 03/30/14 o 9.4
23:24:00 00:02:00

The Siemens Advia Centaur Immunoassay System (Chemiluminescence
Téchnology) is used to perform this assay.Reference range adapted from
Siemens method literature:  Results by other manufacturers® asgays for this
substance may not be equivalent to results by the Siemens assay and should
-not be interpreled interchangeably due ta methodology differences.

Component (Lab Inquiry)

03/29/14 T 03/29/14 774 38583 1.2 {3 38y 88.1
23:24:00 '23:36:00 Effective Effective Effective
02/26/2014, 02/26/2014, 02/26/2014,
the current the current the current
critical value critical value  crilicel value
range for range-for range for
WBC will Hemoglobin Hematocrit
change as - will change as will change as
follows: Age: follows: Age:  follows: Age:
01 day: <2 Greater than 0-1 month;
(changed 1month: 6to  25% to 70%
from:<5). Age: 20 {changed (changed
1 day — Adult; from 6 10 19)  from 30% o
No change Age: Less’  65%) Age: 1
Test. than one month to 6
methodology month: 910 months: 25%
and reagent 20 (changed to 60%
remain the from 10 to 20) (changed
same. © Test from 30% fo
methodology ~ 60%) Age: 6
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MEDICAL UNEVERSITY HIM ROI Notes Report
o SOUTH CARDLINA

and reagent months to
remain the Adult:
same. Unchanged
Test
methodology
and reagent
remain the
same.

03/29/14 03/29/14 29,9 , 33.0 13.0
23:24:00 23:36:00

231
23:24:00 23:36:00 Effective 02/26/2014, the current
critical value range for Platelet Count
will change as follows: Age: 0-1 week:
30-to no upper limit (previously 50 lo
999) Age: 1 week-adult: 10 lo no upper
limit (previously 26 to 999) Test
méthodology and reagent remain the

same.

23:36:00

23:24:00 23:36:00

Imaging

__ED Medications
§

acetaminuphien (TYLENGL) 3235 reg tablet 650 mg {(not administerdd)
hydrOXYzine {ATARAX) 25 MG oral tablet 25 myg {nof administared)
altminum & magnesian bydroxide-simsthicone MYLANTA MAXIMUE STRENGTH) suspension 30 mb (not
administerad) '
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MEDICAL UNIVERSITY ‘HIM ROI'Noles Report

o SOUTH CARVEINA

paghesiim hydroxide (MAALOX] aral, a«mwmaion 30 k. (ot administerod)

OLANZapine (2YPREXAY 5 MO tablet 2.5 mg {not adininistered)
ClANZapine (ZYPREXA) 18 mg: injection 2.5 myg (not administered)

DOB; 10/8/1947, Séx: F
Adm:3/29/2014, DIC:4/2/2014

Home Medications
No current facility-administered miedications:on fite prior to encounter.

. memanlme (NAMENDA) 10 MG tablet ‘Take 10 mg by mouth. 2 (lwo) tlmes
daily.

No arders of the defined ty;;i\as were place is encounter.

66 y/o with history of alzheimer's dementia. Patient with no complaints, BABA with brother who reports
behavioral agitation

-labs unremarkable-

-Psych evaluated in ED and will admit to IOP

Clinical Impression
1. Memory impairment
2. Agitation

1. Admitto IOP

I personally saw the patient, persanally performed critical or key portions of the service, and participated in the
management of the patient. | have reviewed the resident's note and | agreé with the evaluation and
documentation.
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169 Ashley Ave. Suite 269

MUSC Charesion, S 204253430 Adm:

MEBRICAL UNIVERSITY HIM ROI Notes Report
of SOUTH CAROLEINA

10/8/1947, Sex: F
3/29/2014, D/C:4/2/2014

X

Additional elements of the history and physical include: Psychiatry consulted by Dr. Menkin for severe
behavioral emergency with patient being a threat to-herself and others. Psychiatry.is admitting patient to the
IOP. Patient signed in by brother who has her Healthcare POA. /Saef | agree with the findings, assessment,
and plan as outfined above by Dr. Menkin

Steven H. Saef 3/29/2014 9:44 AM

Lacey Menkin, MD
Resident
03/30/14 0224

Steven H. Saef, MD MSCR
03/30/14 0949

Electronically signed by SlevanH, Saef, MD MSCR on 3/30£2014 $:40 AM

CSN

61983181
P-Consalt signed by Challyn Nicole Malone, M at 3/30/20114 1:36 AM
Author: Challyn Nicole Qearvice: (nohe) Author Resident
Malone, MD . Fype: _
Filed: 3/30/2014. 1:36 AM Mote Time:  '3/30/2014 12:51 AM Note Type:  IP-Consuit

PHYSICIAN Core Assessment

Location: MUSC ED

Physician/Service notified by: Dr. Menkin
Requested by Attending Dr. Saef
Service requesting consuit: EO

Legal Status:voluntarily

Decision Maker: son
Name: Sammy Huggins Telephone #:

REASON FOR CONSULT: Worsening aggression/agitation

" HISTORY OF PRESENT ILLNESS: Pt is a 66y/0 woman with hx of Alzheimer's dementia who presents to ED
Printed on 10/3/2014 1:57 PM HiM ROI Notes Report Page 16
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MEDICAL RECORDS
o 169 Ashley Ave. Suite 269
fViUg C MSC 349 _ DOB: 10/8/1947, Sex: F

& et Charleston, SC 29425-3480 Enc. Date:03/30/14
MEDICAL UNIVERSTTY HIM ROI Notes Report

of SOUTH CARUELENA . C o L

via EMS ‘with worsening agitation and behavioral disturbance. Most of hx was gathered from brother who was
interviewed at pt's bedside. Pt was initially seen by Dr.Seery in May of 2013 at that time to be evaluated for .
worsening memory and language difficulties. Neuropsych testing was performed at that time confirming a
likely diagnosis of Alzheimer's dementia. At thattime, pt was having difficulty performing tasks at home
however was able to use the bathroom on her own and shower herself. Per brother daughter moved in with pt
to act as her primary caregiver which she has fulfilled that role since. Over the past year, pt has become more
dependent on her daughter for assistance and is now unable to toilet herself, feed herself, or bathe herself.
Per brother, for the. past month pt has become more combative primarily with her daughter reportedly fighting
her whenever she is trying to assist with her ADLs also becoming more violent with digging her fingernails in
her daughter's skin. For the past couple of days, pt has called the police twice accusing her daughter of
abusing her, She has also begun wandering away from the house and telling random strangers that she is
being abused. Per brother, to his knowledge the alleged abuse is false. Pt was brought to-the hospital for
further evaluation as per brother, family believes that pt is no longer able to be taken care-of by her daughter
with hopes that a longer care fiving facility would be appropriate.

On interview, pt states that she is "happy" person although reports that for the past couple of days “things have
not been good*. When asked what she was referring to, states that "men came into the house" which caused
her to be concerned. Per brother, he'is unaware of this event. Pt had no recollection why she was in the
hospital except that she believed her-daughter had something to do with it. She denied any depressive
symptoms, mania, anxiety or psychosis. She denies any SI/HI. Ptwas appropriate in mood and affect during
the interview but was not oriented to month, day of week or year. Pt had difficulty verbalizing hér answers
howéver if you were to give her 3 answer choices, she was able to give the right answer most of the time. She
was also-oriented to president, state, city.and hospital. Poor-recent'and remote memory.

PAST PSYCHIATRIC HISTORY:

Previous therapy: yes

Previous psychiatric treatment and medication trials: yes - aricept, namenda, lexapro
Previous psychiatric hospitalizations: no

Previous diagnoses: yes - Alzheimer's dementia.

Previous suicide attempts: no

History of violence: yes ' : ‘

Currently in treatment with PCP, Dr. Karen Thomas. Had seen Dr. Seery last in 7/2013
ECT: no

SUBSTANCE USE HISTORY:
‘Recreational drugs: Never uséed

Use of alcohol: denied

History of Delirium Tremehs during Alcohol Withdrawal: NA
History of Seizures during Alcohiol withidrawal:NA

Tobacco usé: non smoker

Legal consequences of substance use: no

PAST MEDICAL HISTORY:
none

FAMILY HISTORY:
Printed on 10/3/2014 1:57 PM ’ HIM ROl Notes Report "~ Page 17
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MEDICAL UNEIVERSITY HIM ROI Notes Report
S SOUFH CARULINA | 5 :

a other

» Depression Mother

» Brain cancer Sister

+ Breast cancer Sister
SOCIAL HISTORY:

Lives with her daughter. Pt was mairied for several years Has one daughter. Denies hx of abuse

ALLERGIES: -
No Known Allergies

CURRENT MEDICATIONS:
Gurrent Cutpatient Prescriptions on File Prior to Visit

* escitalopram (LEXAPRO) 20 MG~ TAKE 1'TABLET BY MOUTH 30 tablet 2
........ 8BDICE et EYERY DAY e e
+ memantine (NAMENDA) 10 MG Take 10 mg by mouth 2 (two) times
tablet daily.

No-current facility-administered medications on file prior to visit.

REVIEW OF SYSTEMS:
Comprehensive review of systems was performed with all systems negative.

PHYSICAL EXAM:
Temp: 36.7C P:91 R: 18 BP: 142/82 02 SAT: 98%

General appearance alert, appears stated age and cooperative
‘ Head: Normocephalic, without obvious abnormality, atraumatic
Throat: lips, mucosa, and tongue normal; teeth and gums nermal
Neck: no adenopathy, no. carotid bruit, no JVD, supple, symmetrical, trachea midline and thyroid not enlarged,
‘symmetric, no tenderness/mass/nodules
Back: symmetric, rio curvature. ROM norimal. No CVA tenderness.
Lungs: clear to auscultation bilaterally :
Breasts: normal appearance, no masses or tenderness
Heart: regular rate and. rhythm, S1, S2 normal, no marmur, click, rub or galiop
Abdomen: soft, non-tender; bowel sounds normal; no masses, no organomegaly
Extremities: extremities normal, atraumatic, no ¢yanosis or edema
Plilses: 2+ and symmetric
Skin: Skin color, texture, turgor normal. No.rashes or lesions
Lymph nodes: Cervical, supraclavicular, and axillary nodes normal.
Neurologic: Mental status: alertness: alert; orientation: person, place, city, president
Cranial nerves: normal
Motor:grossly normal
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AL UNEVERSITY HIM ROI Notes Report

YOUTH CARGELENA »

Gait: Norrinal

Mental Status Examination:

Appearance:Appears older than stated age , Well-groomed , Immaculately dressed and Sitting
Behavior/AttitudeGood eyé.contact and Cooperative with examiner '
Motor: No Psychomotor Retardation-and No Psychomotor Agitation
Gait:Steady

Speech:Normal rate, Normal.volume and Latency

Language: Fluent and ne language deficits noted.

Mood:euthymic

Affect:Mood Congruent and Constricted

Thought Process:Linear and Goal-directed

Associations: Logical Connections

Thought Content:No-SI/HI

Perceptions:No auditory or visual hallucinations

Level of Consciousness: Alert

Orientation:see HPL o
Attention/Concentration:Able to attend to interview

Memory:Poor recent and remote memory

Estimated Intelligence/Fund of Knowledge: Average
Conceptual/Visiospatial: N/A

Judgement:impaired

Insight:Impaired

LABS:

‘CBC Hgb 11.2
BMP wni ‘
B1t2/folate wnl

Assessment.;
Pt is a 66y/o woman with hx of. Alzheimer's dementia whe presents to ED via EMS with worsening agitation

and behavioral disturbance., Per family, pt has had worsening agitation'and aggression towards her primary
caregiver who is unable to care for patient anymore at this time. Pt has been noted to have dangerous
behaviors of wandering outside of the home telling strangers that she is being abused which has led to the
police being called to the home several times. She is unable to meet her basic needs of toileting herself,
bathing or feeding herseif. On interview, she displays symptoms consistent with dementia with language and
memory difficulties. Given that pt has become more violent and combative at home along with. dangerous
behaviors of wandering away from the home with concerns for ablllty to care for seif and danger to self and
others, pt meets critéria for inpatient hospitalization at this time. Ptis voluntary. Brother is power of attorney
who is agreeable with pt's inpatient.admission.

Axis I: Dementia with behavioral disturbance

Axis lI: Deferred
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MEDICAL UNIVERSITY HIM ROl Notes Report
o SOUTEH CARUTLENA g , v
Axis Hl: none

Axis IV: other psychosocial or environméntal problems and chronic mentat illness

Axis V: 20

PSYCHIATRY RECOMMENDATIONS / PLAN:

Safety: Pt meets criteria for admission to IOP however there are not currently any beds available. ER psych
will be working with SW to find alternative placement if possible. In the meantime, maintain precautions. Pts
require a sitter 24/7 and should not be allowed out of the ER. Upon admission to SCU, initiate all appropriate
precautions including g 15min checks, UR, EP; VP.

Dementia with behavioral disturbance: will continue outpt med regimen of aricept 10mg daily, namenda 10mg
bid and lexapro 10mg daily. Primary team to consider possible addition of mood stabilizer to help with-agitation
such as Depakote. Will defer to medication adjustments per geriatric psych team. Will have PRNs available
for-acute agitation.

FEN: reg diet

Collateral: may contact brother or-daughter for collateral

Dispo: home after stabilization of symptoms with appropriate mental health follow up.
Pt seen and discussed with SAR, Dr. Gentry, who agrees with the treatment plan.
Thank you for this consuit.

Challyn Malone, MD
PGY-2
Psychiatry

Electronically signed by Challyn Nicole Malone, MD on 3730/2014 1:36 At

CSN
61983014
ED Notes signed by Lisa Butler, RN at 3/30/2014 12:58 PM
Author; Lisa Butler; RN Service; (none) Author Registered Nurse
Type:
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WEDICAL UNEVERSTTY HIM.ROI Notes Report :
of SQUTH CARGLENA
ED Notes signed by Lisa Butler, RN at. 3!30/2914 12:59 Pl {comtinued) . N
Filed: 3/30/2014 12:50 PM° Note Tima:  3/30/2014 7:10 AM Note Type; ED Notes

Assumed care.of pt, verbal bedside report recd

Fisctronically signed oy Lisa Bufler, RN on 3/30/2014 12:59 PM

O8N
61983014
ED Notes signed by Lisa Butler, RN at 3130/2014 1:01 PM . e
“Author; LisaButler, RN =~ Servicel  (none) o L\ulho. ' Registered Nurse’
_ Typa:
Fitad: 3/30/2014 1:01 PM Ncta Time: 3/30/2014 7:35 AM Note Type: ED Notes

Pt in personal clothing, admitted to Psch awaiting bed IOP. Pt continuing to climb OOB no sitter avail

Electrmnically signed by Liga Butler, RN on 3302014 1:01 PM

GSN
61983014
ED Notes signed by Lisa Butler, RN-at 3/30/2014 1:02 PM
Author Lisa Butler, RN Service: (none) Aathior Registered Nurse
Type:
Filed: 3/30/2014 1:02 PM Note Time:  3/30/2014 8:00 AM Mote Type: ED Notes

MD at bedside.Dr Cummings redirecting pt to remain in bed. Pt sitting upright eating breakfast

Fiectronicatly sigoed by Lisa Butler, RN on 3/30/2014 1:02 PM

BN
61983014
Consult NW signed hy Alvin Lee Lewis, MD at 3/30/2014_9:37 AM
Author; Alvin Lee Lewis, MD  Service: (none) Author. Physician
. . o . , Type: , _
Files: 3/30/2014 9.37 AM Note Time:  3/30/2014 9:36 AM Note Type:  Consult NW

Examined pt this am. Seen by resident and agree with assessment and plan of care. Ptis awaltlng SCU bed
for agitation with dementia: Family at this time is unwilling to provide support for placement.

Eiectronically signed by Alvia Lee Lewis, MD on 3(80/2014 9:37 AM

C8N
61983014
ED Motes signed by Lisa Butler, RN at 3/30/2014_1:05 PM , . g
Author: “Lisa Butler, RN~ Kervice: (none) T Author " Registered Nurse
Type: '
Filed: 3/30/2014 1:05 PM Note Time:  3/30/2014 10:00 AM Mote Type: ED Notes

Assisted pt to BR able to ambulate without difficuity. Pt did not want to get back into her bed once RN escorted
her back to her bed in HW1- sitter still unavial
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MEDICAL UNIVERIITY HIM ROl Notes Report
af SGUTH CARGLINA )

Adm:3/29/2014, D/C:4/2/2014

F

Eieclronically signed by Lisa Buller, RN on 3/30/2014 1,05 PM

CaN
61983014
ED Notes signed by Lisa Butler, RN at 3/30/2014 1:06 PM s .
" Aulhor: Lisa Butler, RN Service;  (none) Aulor '\ Registered Nurse
Type: ’
Filad; 3/30/2014 1:06 PM Maoke Time:  3/30/2014 11:30 AM Note Type: ED Notes

Pt OOB dancing in hallway, tefusing to climb back into bed. RN assisted pt back to bed

Elecironically signed by Lisa Butiér, RN o 373072014 1:06 PM

GSN
61983014
ED Noteg signed by Lisa Butfer, RN ot 3/30/2014 1:07 PM
Author:  LisaButler, RN Seivicer (none)
Filed: 3/30/2014 1.07 PM Note Tima:  3/30/2014 12:50 PM

Pt moved from HW1 to HW next to room 22 where TA is sitting.

Electronically signed oy Lisa Buller, RN on &30/2014 107 PM

Author

Type:
Ncte Type:

Registered Nurse

ED Notes

GSN
61983014
EB Notes siguned by Michelle Houck, RN at 3/30/2014 1:17 PM
Author: Michelle Houck, RN Sarvice: (none) Authior Registered Nurse
. , Type: .
Fited: 3/30/2014 1:17 PM Note Time:  3/30/2014 1:17 PM Note Type: ED Notes

Ptto b side hall. Pt agitated, difficult to redirect. MD paged for orders as well as to advise of pt uti

Electronically signed by Micheile Houck, RN on 33072014 117 PM

AN

.61983014
ED Motes signed by Michelle Houck, RN at 3/30/2014 1:35 PM . . .

‘Author: Michellé Houck, RN~ Bervice:  (none) Author ‘Registered Nurse

Type:

Filed: 3/30/2014 1:35PM Note Time: -3/30/2014 1:34 PM Mote Type:  ED Notes
Family at bedside. Brother

Clectronically signed by Micheiie Houck, BN on 373073014 1:35 P

G3N
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of SOUTH CARUEENA
QSN
61983014 ‘ _
ED Notes signed by Michelle Houck, RN at 3/30/2014 3:32 PM
Author: Michelle Houck, RN Bervice: {none) Author Registered Nurse
- v , L Type! _
Fited: 3/30/2014 3:32 PM- Note Tima:  3/30/2014 3:32 PM Note Type: ED Noles
I - - - i e it
Flecirenically sigried by Michalle Houck, RN on 33072014 3:32 PM
8N
61983014
ED Notes algned by Michelte Houck, RN at 3/30/2014 5:10 BM
‘Author: Michelle Houck, RN Service:  (none) 0 Author Regislered Nurse
- Type:
Fited: 3/30/2014 5:10 PM Note Time:  3/30/2014 5:09 PM Note Type:  ED-Notes

Pt much less agitated, sitting up eating dinner, appears to be enjoying her meal "this is goooood!*

Electronically sighed by Michells Houck, RM on-3/30/2014 510 PM

CSN
61983014
£D Notes slaned by Erica Smith, RN, BSN at 3/31/2014 1:42 PM
Author: Erica Smith, RN, BSN  Service: {none) Author Registered Nurse
o : Type: i
Fited: 3/31/2014 1:42 PM Nete Tirme:  3/31/2014 1:32 PM MNote Typer  ED.Notes
Related Original Note by Erica Smith, RN, BSN filed at 3/31/2014- 1:34 PM
Notas:

Assumed cars of pt. Moved to ER 13 +stéady gait noted. TA at bedside. Pt requests to be moved back into
hallway bed. Caré transferred back to MH RN. Continue.to monitor.

Electronically signed by Erica Smith, R, BSN on 33172014 142 PM

CEN
61983014
ED Notes signed by Michelle Houck, RN at 3/31/2014_4:47 PM . . .
Author: Michelle Houck, RN = Service:  (none) ' Author  Registered Nurse
. _ _ Type:
Fited: 3/31/2014 4:47 PM ‘Note Time:  3/31/2014 3:10 PM Naote Type:. ED Notes

Attempted to move pt to bed 13.. Pt became very agitated and upset. Moved back into hallway. On psych
rounds earlier advised team that aricept, lexapro, and namenda (home meds}) had not been restarted

Eleclronically signed by Michelle Houck, RN on 3731/2014 447 PM

C8N
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MEDICAL RECORDS
169 Ashley Ave. Suite 269

AATIQ MSC 349 :
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MEDICAL UNEVERSTTY HIM ROI Notes Report
sf SOGTH CARDLINA
L8N

62002046
IP-Consult signed by Sarab Manco, APRN at 3/31/2014_4:33 PM
Author: Sarah Manco, APRN  Servics: (none) ' Authoe Nurse Practitioner
Type:
Fited: 3/31/2014 4:33 PM Note Time:  3/31/2014 4:12PM  Note Twpe:  IP-Consult

.IOP Admissions/ED PSYCHIATRIG PROGRESS NOTE

S: 68 yl/o female with hx of Alzheimer's dementia presented to ED with worsening agitation and behavioral
disturbances,

-O: Pt anxious, confused, pressured speech. Received zyprexa 2.5 mg yesterday for agitation. No incidents
overnight, no prns given. Patient too confused to determine if she is experiencing AVH, SIfHI. Poor appetite,
fair sleep.

VITALS: : 36.7 C P: 91 R:16. BP: 142/82 Pain: 0/10
Labs:
No results found for this or any previous visit (from the past 24 hour(s)).]

MSE
Mental Status Examination:
Appearance; disheveled, older than stated age, thin & gaunt looking and- unkempt
Behavior: restless and fidgety
Energy:Good
Eye Contact:Fair
Motor: Hyperactive and Tense
Level of Consciousness:Alert
Attitude:Cooperative
Speech:pressured
‘Mood:anxious
Affectincreased in intensity
Thought Process:circumstantial, disorganized
Thought Content:Normal
Judgement:Significantly impaired
Insight:Significantly impaired
Orientation:disoriented
Concentration:unable fo attend to task.
Memary:Impaired remote by interview
Immediate recall 0 of 3
Delayed in recall 0 of 3
Intelligence:Average
ConceptualfVisiospatial:N/A
impulse Control: poor
Auditory Visual Hallucinations:no

A:ssessment:
Pt is a 66y/o woman with hx of Alzheimer's dementia who presents to ED via EMS with worsening agitation
and behavioral disturbance. Per fam:ly, pt has had worsening agitation and aggression towards her primary
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MEDFCAL UNEVERSITY HiM ROI Notes Report

of SOUTH ¢ ARULEINA

‘caregiver who is unable to care for patlent anymoreé: at this time. Pt has been noted to have dangerous

behaviors of wandering outside of the home teélling strangers that she is being abused which has led to the
police being called to the home several times. She is unable to meet her basic needs of toileting herself,
bathing or feeding herself. On interview, she displays symptoms consistent with demientia with language and
meinary difficulties. Given that pt has become more violent and combative at home along with dangerous
behaviors of waridering away from the home with concerns for ability to care for self and danger to seif and
others, pt meets criteria for inpatient hospitalization at this time. Pt is.voluntary. Brother is power of attorney
who is agreeable with pt's inpatient admission.

Axis I: Dementia with:behavioral disturbance

Axis ll: Deferred

Axis Ilf; none

Axis IV: other psychosocial or environmental problems and chronic mental illness
Axis V: 20

P:

PSYCHIATRY RECOMMENDATIONS / PLAN:

Safety: Pt meets criteria for admission to IOP however there are not currently any beds available. ER psych will
be working with SW to find alternative placement if possible. In the meantime, maintain precautions. Pts
require a sitter 24/7 and should not-be allowed out of the ER. Upon admission to SCU, initiate all appropriate
precautions including g 15min checks; UR, EP, VP, Fall Prec. EKG

Dementia with behavioral disturbance: will continue outpt med regimen of aricept 10mg daily, namenda 10mg
bid and féxapro 10mg daily. Will add ' mood stabilizer Depakote 125 mg po bid to.help with agitation. Will defer
to medication adjustments per geriatric. psych team. Wil have PRNs available for acute agitation. Will order
fiver function test.

FEN: reg diet
Case reviewed with Attending Physician Dr. Mullis
Sarah Manco NP

Pager: 11724
Date: 3/31/14

Fleatronically signed by Sarah Manco, APRN on 3/31/2014 4:33 PM

GOSN
62002046
IP-Consuft signed by Diana M. Muilis, MD at 3/31/2014 5:50 PM e e
Author: Diana M. Mullis, MD-~ Service: (none) ' ‘ “Author - Physician
' Type: - :

Fited: 3/31/2014 5:59 PM Note Time:  3/31/2014 5:58 PM Note Type:  P-Consult
Title: ATTENDING PHYSICIAN COMMENTS .

I have seen and examined this patient. My examination and assessment are consistent with that of

Manco,APRN above. | agree with the with the documentation as written with the following
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sf SOUTH CARGLENA
ammendments: nohe

Date and time of Exam: 3-31-14

Electronically signad by Diana M. Mulfis, MD on 3/31/2014 5:59.PM

oSN
61983014

ED Notes signed by Lisa Simmons at 4/1/2014. 8:32 AM . .
Author: Lisa Simmons Zervice: (none) Author ED PATIENT CARE TECH

Type: .

Filed: 4/1/2014 8:32 AM Note Time:  4/1/2014 8:30 AM Mote Type: ED Notes

Pt. Breakfast Arrived @Q800 Pt. Stated she was not hungry.
Eiectronically signed by Lisa Simmons on 4112014 8:32 AM
O8N
62008931

IR-Consult signed by Sarab Manico, ABRN at 4/1/2014 10:25 AM . )
Author: Sarah Manco, APRN  Service: {none) Author Nurse. Practitioner

: Type:

Filed: 41112014 11:27 AM Mote Time:  4/1/2014 10:07 AM Note Typs:  IP-Consult,
Relatad Original Note by Sarah Manco,; APRN filed at 4/1/2014 10:25 AM
Matas:

..IOP Admissions/ED PSYCHIATRIC PROGRESS NOTE

S: 66 year old female with history of Alzheimer's dementia presented to ER via EMS due to worsening agitation
and aggressive behavior towards caregiver (daughter). She accused daughter of abuse and called police twice
to report that she was abusing her. She'is unable to attend to her ADLs.

O: Appears anxious, confused, is disoriented x 3. She exhibits memory and language difficulties.
Cooperative, accepting her medications. Unable to determine if she is.experiencing SI/HI, AVH due to
disorientation. Appetite poor. No incontinence of bowel or bladder. According to report she slept last night
without incident, '

VITALS: BP: 157/76 P: 97 R:18 SP02: 97% Pain: 0/10

Labs:
Recent Results {from the past 24 hour{s)}
HEPATIC FUNCTION PANEL

Collection Time

0.1

LIRUBIN, DIREC | 0.1-0.3 MG/DL
ASPARTATE AMINOTRANSFERASE 200 8.0 - 34.0 [UIL
(AST)(SGOT)
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MEDICAL UNEVERSITY HIM ROI Notes Report

of SONEH CAROLINA . - L
ALANINE AMINOTRANSFERASE (ALT)(SGPT) 16.0 - 7.0--35.0 UL
ALKALINE PHOSPHATASE 50.0 25.0-100.0'1UL
TOTAL PROTEIN 7.2 6.0-8.0-G/DL
ALBUMIN 45 3.5-4.8.G/DL
HEMOLYSIS INDEX 0.0 0.0-1.9

MSE

Mental Status Examination:

Appearance: urikempt

Behavior: restless and fidgety

Energy:Fair ’

Eyé Contact:Fair

Motor: Tense

Level of Consciousness:Alert

Attitude:Cooperative

Speech:slow

Mood:anxious and sad

Affect.redirectable

Thought Process:disorganized

Thought Content:unable to determine

Judgement:Significantly impaired

Insight:Significantly. impaired

Orientation:disoriented x3

Concentration:unable to attend to task.

Memory:Impaired remote by interview
Immediate recall 0 of 3

~ Delayed in recall 0 of 3

Intelligence:Average

Congeptual/Visiospatial:N/A

Impulsé Contsol: poor

Auditory Visual Hallucinations:unknown

N

A:A:ssessment:

Pt is a 66y/o woman with hx of Aizheimer’s dementia who presents to ED via EMS with worsening ag:tatlon
and behavioral disturbance. Per family, pt has had worsening agitation and aggression towards her primary
caregiver who is unable to care for patient anymore at this time. Pt has béen noted to have dangerous
behaviors.of wandering outside of the home telling strangers that she is being-abused which has led to the
police being called to the home several times. She is unable to meet her basic needs of toileting herself,
bathing or feeding herself. On interview, she displays symptoms consistent with dementia with language and
memory difficulties. Given that pt has become more violent and combative at home along with dangerous
behaviors of wandenng away from the home with concerns for ability to care for self and danger to self and
others, pt meets.criteria for inpatient hospitalization at this time. Pt is voluntary. Brother is power of attorney
wha is agreeable with pt's inpatient admission.

Axis I: Dementia with behavioral disturbance

Axis II: Deferred

Axis 1Ik: none

Axis.iV: other psychosocial or environmental problems and chronic mental illness
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MEDICAL UNIVERSITY HiM ROI Notes Reporl

_af SOUTH CAROLING :

Axis V: 20

P:

PSYCHIATRY RECOMMENDATIONS / PLAN:

Safety. Pt meets criteria for admission to IOP however there are not currently any beds available. ER psych will
be working with SW to find alternative placement if possible. In the meantime, maintain precautions, Pts
require a sitter 24/7 and should not be allowed out: of the ER. Upon admission to SCU, initiate all appropriate
precautions including q 15min checks, UR, EP, VP, Fall Prec. EKG

Dementia with behavioral disturbance: will continue outpt med regimen of aricept 10mg daily, namenda 10mg
bid and lexapro 10mg daily. Will add mood stabilizer Depakote 125 mg pobid to help with agitation. Will defer
to medication adjustments per Qeriatric psych team. Will have PRNs available for acute agitation.

FEN: reg diet

Sarah Manco NP
Pager: 11724
Date: 4/1/14

Case reviewed with-Attending Physician Dr. Brouetté

Patient's chart reviewed, | examined patient and discussed the case with Sarah Manco, APRN . | agree with
the above documentation and treatment plan.

Thomas Brouette, MD
#14349

Eleglrorically ¢ lgn»;a oy Thomas Brougtie, MD on 4712044 1127 AM

CSM
61983014
ED Notes signed by Lisa Simmons at 4/1/2014 12:31 PM , .
Author: Lisa Simmons Service: (none) Author = ED PATIENT CARE TECH
_ . Type:
Filew: 4/1/2014 12:31 PM Mote Time:  4/1/2014 12:31 PM Note Typa:  ED Notes
Pt. Lunch arrived @1218
Electronically sighed by Lisa Simmans on 4/1/2014 12:31 P
C8N
61983014
ED Motes signed by Lisa Slmmons at 4/1/2014 12:44 PM. .
Author:  Lisa Simmons Gervide:  (none) Author - ED PATIENT CARE TECH
Tvpe:
Filed: 4/1/2014 12:44 PM Note Tirne: 4/1/2014 12:44 PM Mata Type:  ED Noles
Pt. Did not eat any lunch.
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Electronically signed by Lisa Simmons on 4/1/2014 1244 PM.

CSN
61983014
ED Nates signed by Lisa Simmons at 4112014, 5:02 PM. _ .
“Alithor Lisa Simmons Bervice: (none) Author ED PATIENT CARE TECH
Type:
Filed: 4/1/2014 5:02 PM Note Tima;,  4/1/2014 5:01 PM Note Type: ED Notes
Pt.dinner arrived @1655
Eisctronisally signad vy Lisa Simmons on 47172014 5:62 FM
CSM
61983014
ED Notés signed by Carrie Ann Hendergon, BN at 4/2/12014 3:51 AM . —
Author: Carrie Ann Service:  (none) o Author Registered Nurse
Henderson, RN Typa:
Filed: 4212014 3:51 AM Note Time:  4/2/2014 3:50 AM Note Type: ED Notes
Related Original Note by Carrie Ann Henderson, RN filed at 4/2/2014 3:50 AM
Notes:
Elacironically signed by Carrie Ann Henderson, RN on 4/2/2014 2:51 AN
SN
61983014
ED Notes signed by Carrie Ann Henderson, RN at 4/2/2014 3:51 AM
Author: Carrie’ Ann Servica: (none) Author Registered Nurse
Henderson, RN _ Typa:
Filed: "4/2/2014 3:51 AM ot Tirne:  4/2/2014 3:50 AM Mota Typs: EDNotes

Pt given bedside bath by Michelle, PCT and this RN writing. Pt was given warm blanket, clean linens, clean
scrubs and clean booties. Will continue to manitor.

Eleotrenically sighed by Carris Ann Henderson, RN ot 41212014 3:51 AM

O8N
61983014
ED Notes signed by Raul Degizman, RN at 4/2/2014 8:35 AM : e . o .
- Author Raul Deguzman, RN~ Service: {nane) - Author Registered Nurse
Type:
Filed: 4/2/2014 8:35 AM Note Time:  4/2/2014 8:34 AM Note Type: ED Notles

Patient is resting comfortably. Parents are at the bedside. Ptdenies feeling suicidal. Waiting for psych to D/c
pt _

Eisclronically sigaad oy Raul Deguzman, RN on 4/2/2014 2:35 AM
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S SOUEH CAROEENA .

6N _
61883014
ED Notes signed by Raul Dequzman, RN at 4/2/2014_8:25 AM
Aulthor: Raul Deguzman, RN Serviga: (none) Author Registered Nurse
_ Type;
Fikad: 4/212014 9:25 AM Note Time: 41212014 9:24 AM Nete Type:  ED Notes
Patient is resting comfortably. Pt sleeping, easily arousable.
Flectronically signed by Raul Deguzman, BN on 422014 325 AM
CSN
61983181
iP-Consult signed by Mary Catherine Park, PAC at 41212014 _1:00 PM . } .
Author: ‘Mary Catherine Park, Servics: {none) Author Physician Assistant
PAC - Type:
Filed: 4122014 2:56 PM Note Time:  4/2/2014 12:38 PM Note Type:  IP-Consult
Relaled Original Note by Mary Catherine Park, PAC filéd at 4/2/2014 1:09 PM
Notes:

IOP ED PSYCHIATRIC PROGRESS NOTE 4/2/14

S: 66 ylo female with history of Alzheimer's Dementia still boarding in ER for worsening agitation and behavior
disturbance. During rounds, patient was sleeping and unable to be aroused. Author returned 2 hours later; and
patient still sleeplng, and has not eaten. Patient received Zyprexa 2.5 MG IM at around 1700 yesterday. She
took Depakote sprinkles this mornirig around 1000 as scheduled. Patient was alert and only oriented to her first
name. She was unable to answer questions due to altered mental status. She was able to follow commands
during physical exam and repeatedly state “Im cold.” When asked cértain questions like "place, date. president,
and what does 'cat got your tongue mean'?" patient states she "knows but can't get it out." Unable to agree to
safety plan at this time.

O: Patient sitting in hospital bed shivering

VITALS:148/75 77THR 20RR 95%RA

Labs: New labs ordered at 1200 today and pending (CBC, CMP, Ammonla AND depakote level)
No labs since 3/31/14

MSE

Mental Status Examination:

Appearance: disheveled, older than stated age and thin & gaunt looking
Behavior: restless and fidgety

Energy:Fair

Eye- Contact:Fair

Motor: Tense

Level of Consciousness:Alert
Attitude:Coopérative

Speech:delayed

Mood:euthymic

Affect:blunted

Thought Process:concrete and disorganized
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+f SOUTH CARDELINA o ,

Thought Content:Preoccupation

Judgement:Significantly impaired

Insight:Significantly impaired

Orientation:person

Concentration:unablé to attend to task.

Memaory:Confabulation )
lintelligence:Average

Conceptual/Visiospatial:N/A

impulse Control: fair

Auditory Visual Hallucinations:no

Physical Exam: ‘ _
NeuroMuscular: unsteady gait with assistance, NSTLT in all extremities bilat, 4/5 strength in muscle groups in
upper and lower extremities bilat, CN 1I-X intact, Rhomberg negative

Assassment:66y/o woman with hx of Alzheimer's dementia who presents to ED via EMS with worsening
agitation and behavioral disturbance. Per family, pt has had worsening agitation and aggression towards her
primary caregiver who is unable to care for patient anymore at this time. Pt has been noted to have.dangerous
behaviors of wandering outside of the home telling strangers that she is being abused which has led to the
police being called to the home several times. She is unable to meet her basic needs of toileting herself,
bathing or feeding herself. On interview, she displays symptoms consistent with dementia with language and
memory difficulties. Given that pt lias become more violent and combative at home along with dangerots
behaviors of wandering away from the home with concerns for ability to care for self and danger to self and
others, pt mests criteria for inpatient hospitalization at this time. Pt is voluntary. Brother is power of attorney
who is agreeable with pt's inpatient admission.

Axis I:Alzheimer's Dementia, Dementia vs Delirium
Axis ll:deferred

Axis HEUTI

Axis IV:chronic mental illness

Axis V:GAF 20

Plan:Patient still boarding for SCU/SCU Extension at IOP

Lab work pending

Orthostatic vitals q4h _

Continue Depakote sprinkles 125 mg BID and Bactrim DS BID

Patient has not received Namenda 10 mg BID, Lexapro 20 mg, or Aricept 10 mg daily- will start those today in
Boarding Orders ‘

Appropriate PRNS as ordered by resident

Case reviewed with Atténding Physician Dr. Brouette
Catie Park, PA-C pager12375

Below notes should be Addendums to IP consult note by Challyn Malone, MD on 3/30/14

IOP Admissions/ED'PSYCHIATRIC PROGRESS NOTE April 1, 2014 _
S: 66 year old female with history of Alzheimer's dementia presented-to ER via EMS due to worsening agitation
and aggressive behavior towards caregiver (daughter). She accused daughter of abuse and called _police twice
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to report that she was. abusing her She is unable to attend to- her ADLs.
O: Appears anxious, confused, is disoriented x 3. She éxhibits memory and language difficuities. Cooperative,
accepting her medications. Unable to determine if she is experienicing SIfHI, AVH due to disorientation.
Appetite poor. No incontinence: of bowel or bladder. According to report she slept last night without incident:
VITALS: BP: 157/76 P: 97 R: 18 SP02: 97% Pain: 0/10
Labs:
Racent Results o the past 34 how{s}}
HEPATIY PUNCTION PaANEL
Collection Time

03/31/14 5:20 PM

Rogud Valus. Range
BILIRUBIN, TOTAL 0.5 0.2- 1.3 MG/DL
BILIRUBIN, DIRECT 0:1 0.1-0.3 MG/DL
ASPARTATE AMINOTRANSFERASE 20.0 8.0-34.01UNL
{AST)(SGOT) _
ALANINE AMINOTRANSFERASE 16.0 7.0-35.0 UL
(ALT)(SGPT)
ALKALINE PHOSPHATASE 50.0 25.0-100.0 IU/L
TOTAL PROTEIN 7.2 6.0-8.0 G/DOL
ALBUMIN 4.5 3.5-48G/DL
HEMOLYSIS INDEX 0.0 0.0-1.9

MSE

Mental Status Examination:

Appearance: unkempt

Behavior: restless and fidgety

Energy:Fair

Eye Contact:Fair

Motor: Tense

Level of Consciousness:Alert

Attitude: Cooperative

Speech:slow

Mood:anxious and sad

Affectredirectable

Thought Process:disorganized

Thought Content:unable to determine

Judgement:Significantly impaired

Insight:Significantly impaired

Orientation:disoriented x3 »

Concentration:unable to attend to task.

Memory:Impaired remote by lnterwew

Immediate recall 0 of 3

Delayed in recall 0 of 3

Intelligence;Average

Conceptual/Visiospatial:N/A

Impulse Control: poor

Auditory Visual Hallucinations:unknown

A:A:ssessment:

Pt is a 66y/o woman with hx of Alzheimer's dementia who presents to ED via EMS wuth worsening agitation
and behaviora) disturbance. Per family, pt has had worsening agitation and aggression towards her primary
caregiver who is unab(e to care. for patient anymore at this time. Pt has been noted to have dangerous
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‘behaviors of wandering outside’ of the home telling strangers that she is being abused WhICh has:led to the
police being called to the home several times. She is unable to meet her basic needs of toxletmg herself,
bathing or feeding herself. On interview, she displays symptoms consistent with dementia with language and
méemory difficulties. Given that pt has become more violent and combative at home along with dangerous
hehaviors of wandering.away from the home with concerns for ablhty to care for self and danger to self and
others, pt meets criteria for inpatiént hospitalization at this time. Pt is voluntary. Brother is power of attorney
who is agreeable with pt's inpatient admission.
Axis I: Dementia with behavioral disturbance
Axis HI: Deferred
Axis Il none
Axis IV: other psychosocial or environmental problems and chronic mental illness
Axus V: 20

PSYCHIATRY RECOMMENDATIONS / PLAN:

Safety: Pt meets criteria for admission to IOP however there are not currently any beds available. ER psych will
be working with SW to find alternative placement if possible. In the meantime, maintain precautions. Pts
require a sitter 24/7 and should not be allowed out of the ER. Upon admission to SCU, initiate all appropriate
precautions including q 15m|n checks, UR EP, VP, Fall Prec. EKG

Dementia with behavioral disturbance: will continue outpt med regimer of aricept 10mg daily, namenda 10mg
bid and lexapro 10mg daily. Will add mood stabilizer Depakote 125 mg po bid to help with agitation. Will defer
to medication adjustments per geriatric psych team. Will have PRNs available for acute agitation.

FEN: reg diet

Sarah Manco NP

Pager: 11724

Date: 4/1/14

Case reviewed with Attending Physician Dr. Brouette

Patient's chart reviewed, | examiniéd patient and discussed the case with Sarah Manco, APRN .| agree with
the above documentation and treatment plan.

Thomas Brouette, MD

#14349

IOP Admissions/ED PSYCHIATRIC PROGRESS NOTE March 31, 2014

S: 66 y/o female with hx of Alzheimer's dementia presented to ED-with worsening agitation and behavioral
digturbances.

O: Pt anxious, confused, pressured speech. Received zyprexa 2.5 mg yesterday for agitation. No incidents
overnight, no prns gnven Patient too confused to determine if she is experiencing AVH, SIfHI. Poor appetite,
fair sleep.

VITALS: : 36.7 C P: 91 R:16 BP: 142/82 Pain: 0/10

Labs:

No results found for this or-any previous visit (from the past.24 hour(s)).}

MSE

Mental.Status Examination:

Appearance: disheveled, older than stated age, thin & gaunt looking and unkempt

Behavior: restless and fidgety

Energy:Good |

Eye Contact:Fair

Motor: Hyperactive and Tense
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Level of Consciousness:Alert

Attitude:Cooperative

Speeéch:pressured

Mood:anxious

Affectiincreased in intensity

Thought Process:circumstantial, disorganized

Thought Content:Normal

Judgement:Significantly impaired

Insight:Significantly impaired

Orientation:disoriented

Concentration:unable to atfend to task.

Memory:Impaired remote by interview

Immediate recall 0 of 3

Delayed in recali 0 of 3

Intelligence:Average '

ConceptualfVisiospatial:N/A

impulse Control: poor

Auditory Visual Hailucinations:no

A:ssessment:

Pt is a 66y/o woman with hx of Alzheimer's dementia who presents to ED via EMS with worsening agutatlon
and behavioral disturbance. Per family, pt has had worsening agitation and aggression towards her primary
caregiver who i$ unable to care for patient anymore at this time. Pt has been noted to have dangerous
behaviors of wandering outside of the homé telling strangers that she is being abused which -has led to the
police being called to the home several times. She is unable to meet her basic needs of toileting herself,
bathing or feeding herself. On interview, she displays symptoms consistent with dementia with language and
memory difficulties. Giventhat pt has become more viclent and combative at home along with dangerous
behaviors of wandering away from the home with concerns for ability to care for self and danger to self and
others, pt meets criteria for inpatient hospitalization at this time. Pt is voluntary. Brother is power of attorney
who is agreeable with pt's inpatient admission.

Axis I: Dementia with behavioral disturbance

Axis II: Deferred

Axis llE: none _

Axis IV: other psychosocial or environmental problems and chronic mental illness

Axis V: 20
P: _ _. |

PSYCHIATRY. RECOMMENDATIONS / PLAN:
Safety: Pt meets criteria for admission to.IOP however there are not currently any beds available. ER psych will
be workmg with SW to find alternative placement if possible. In the meantime, maintain precautions. Pts
require a sitter 24/7 and should not be allowed out of the ER. Upon admission to SCU, initiate all ‘appropriate
precautions including q 15min checks, UR, EP, VP, Fall Prec. EKG

Dementia with behavioral disturbance: will continue outpt med regimen of aricept 10mg daily, namerida 10mg
bid and lexapro 10mg daily. Will add mood stabilizer Depakote.125 mg po bid to help with agitation. Will defer
to medication adjustments per geriatric psych téam. Will have PRNs available for acute agitation. Will order
liver function test.

FEN:.reg diet

Case reviewed with.Attending Physician Dr. Brouette

Sarah Manco NP

Pager: 11724
Date: 3/131/14
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Enc. Dale:03/30/14

Patient's chart reviewed, | examined the patient and discussed the. case with Catie Parks, PA-C . After above
note written the patient still had difficulty being aroused. | ordered that the patient meds be held. A CMP, CBC,
and neurological exam were all unremarkable and there was no-asymetitry (i.e no sign of stroke). By later in
the afternoon the. patient was moreé awake and could answer questions, complete simple tasks, but still bit
confused about where she was and why she is here. | would-continué to hold meds at this moment, follow her
vitals and if she were to get agitated use.very low dosé of medication (such as zyprexa 1.25 mg if possible).

Thomas Brouette, MD
#14349

Flectronically signed by Thonias RBrauetie, MD dn 4/2/2014 2:56 PM

O8N
61983014
ED Notes signed by Anae Elum, RN af 4/2/2014 2:47 PM
Author: Anne Elum, RN Service; (none) Author Regislered Nurse
_ o o v Type:
FFiled: 4/2/2014 2:17 PM Note Time:  4/2/2014 2:16 PM Mota Type: ED Notes
Pt resting caimly.respirations nonlabored.
Eiectronically signed by Anne Elum; RN on 4/2/2014 2017 PM
CSM
61983014
ED Nates signed by Anne Elum, RN at 4/2/2014 2:31 PM
Author: Anne Elum;, RN Service: (none) Author Registered Nurse
Type:
Filed: 4/2/2014 2:31 PM Mote Time:  4/2/2014 2:31 PM Mofe Typa: ED Noles
Pt alert.took meds.awaiting aricept from pharmacy/pharmacist aware.
Elecironically signed by Anne Elum, RN on 4/2/2014 2:31 PM
C3M
61983014
ED Notoes signed by Anpe Elum, BN at 4/2/2014 3:39 PM T . .
Author: Anne Elum, RN Service:  (none) 0 puthor Reagistered Nurse
' . Fype:
Filed: 4/2/2014 3:39 PM - Note Time:  4/2/2014 3:38 PM Mcte Type:  ED Notes

Report faxed to scu ext.pt alert,cooperative;speech clear respirations nonlabored.
Electronically signed by Anne Elurn, RN on4/22014 3.58 PM
CSN
61983014
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Adm: 3/29/2014 D/C 4/2/2014

ED Notes signed by Anne Elum, RN at 4/2/2014 4:05 PM

Author: Anne-Elum, RN Bervies: (none) Author ‘Registered Nurse-
, Typa:
Filed: 41212014 4:05 PM Nete Time:  4/2/2014 4:04 PM Mote Type:  ED Notes
Pt trying to get out of wc/transport. Stretcher transport called in now.
Elecironically signed by Anne Elum, BN on 4#:»014 4:05 PM
CSN
61985472
Discharge Summary IOP signed by Eria Beth Seery, MD at
Adso slaned by Mary Hart Craig, MD at
Author; Erin Beth Seery, MD  Service: (none) Author Resident
. _ Type: . _
Filed: 5/8/2014 7:48 PM Nete Time:  5/8/2014 4:10 PM Moeie Type: Discharge Summary IOP

Ralated Original Note by Erin Beth Seery, MD filed at 5/8/2014 7:48 PM
Notes!

Trans ID: 607587838201404210 Trans Available

83 Status:
Dictalion » Trang Trans Doc
Time: Time: Type;

MUSC Med:cal Center
INSTITUTE OF PSYCHIATRY DISCHARGE SUMMARY

PATIENT NAME: I
MRN:

PATCOM:

ADMITTED: 04/02/2014
DISCHARGED: 04/18/2014
SERVICE: Senior Care Extensioh
ATTENDING: Mary H Craig, MD

REFERRING: SELF REFERRAL
PRIMARY CARE PHYSICIAN: PATIENT, NONE PER
REASON FOR CONSULT: Worsening aggression and agitation.

HISTORY OF PRESENT ILLNESS: The patient is a 66-year-old woman with
history of Alzheimer dementia who presents to the emergency room via
EMS due to worsening agitation and behavioral dlstu_rbance Most of
history was gathered from patient's brother who is interviewed at the
patient's bedside. Patient was mrtnally seen in May 2013 by

Geriatric Psychiatry due to worsening memory and Ianguage deficits.
Neuro- psych testing was performed with likely dmgnos:s of Alzheimer
disease given presentation as well as PET séan. In the past 6 months,
patient has become more dependent on her daughter for assistance and
now unable to toilet or feed herself or bathe herself. Inthe past

morith, patient had become more combative with family member, very

Discharge Summary IOP
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paranoid when tried to assist with daily ADLS She'was scratching at

her daughter several times prior to.admission. Patient was. calling

the police accusing her daughter of abusing her. This led to police coming

into the homé and taser patient's-daughter when she awoke stunned that people
were in her home. Given patient's belief that her daughter abused her, police
took daughter into custody and then left the patient horié alone for 16 hours.
Later that same week, patient called the police and reported there was
vagrant in her home and daughter was able ta show the proper paperwork that
the patient had dementia-and that the daughter owned part of the home. There
is currently a court case pending due to accusations of abuse by patient

that appear to be unfounded. The family reported that they can no longer care
for patient with her current condition and brought her to the emergency room.
On interview on admission, patient reports she is a "happy“ person and reports
for the last few days, things have not been good. The patient reports, a man
came to her house, which. caused her concern. The patient did not have any
recollection of why she needed fo be in the hospltal buthought it may have
somthing to do with her daughter. She denied any depressive symptoms, mania,
anxiety, psychosis; any suicidal or homicidal ideations. She had appropnate
mood and affect on interview but was not oriented to month, date, week or
year. She had difficulty verbalizing her answers but was able to choose if we
gave her 3 choices. She was oriented to President, state, city and hospital
with poor recent-and remote memory. As far as her dementia goes, in the past
5'to 7 years, patient has had a progressive decline, primarily first with

language and then following with Her memory difficuity.

PAST PSYCHIATRIC HISTORY: Shé has history of being on Aricept,
Namenda and Lexapro. No prior hospitalizations. She is followed by
her primary care doctor. Had not seen Psychiatry since July 2013.
SUBSTANCE HISTORY: Negative.

PAST MEDICAL HISTORY: Hyperlipidemia.

FAMILY HISTORY: Mother with dementia. Mother with depression.
Sister with brain cancer. Sister with breast cancer.

SOCIAL HISTORY: Patient lives with her daughter. She is married for
several years. Has no history of abuse.

ALLERGIES: NO KNOWN ALLERGIES.

OUTPATIENT MEDICAT!ONS Aricept 10 mg, Lexapro 20 mg, memanting 10 mg
b.id.

REVIEW OF SYSTEMS:
Review of systems performed and.was considered negative.

PHYSICAL EXAM: VITALS: Temperature 36.7, pulse 91, respirations 15,
BP 142/82, O2 saturation 98%.
GENERAL: NAD, cooperative.
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HEENT: Head normocephahc and atraumatic. Lips with normal mucosa
moist..

NECK: No lymphadenopathy.

BACK: Symmetric. No curvature.

LUNGS: Clear to auscultation.

HEART: Regular rate and rhythm. Normal S1, S2. No rubs, murmurs, or
gallops.

ABDOMEN: Soft, nontender, normeactive bowel sounds.
EXTREMITIES: Normal, atraumatic. No clubbing, cyanasis or edema.
Pulses 2+ and symme_trlc

SKIN: No rashes or lesions. ‘

NEUROLQGIC: Patient was alert, was unable to say the month, year, or
day but was oriented to the city, location and most recent President;
Cranial nerves within normal limits. Motor exam was- grossly normal.
Gait was slow but nermal.

MENTAL STATUS EXAM: Patient was older than the stated age. Well
groomed. Immaculately dressed and sitting on the bed. She had good
eye contact and was cooperative. No psychomotor agitation or
retardation. Gait was steady. Speech was normal rate, volume, and
prosody with some latency. Language; she did have a fluent aphasia.
Mood was fine, Affect was congruent. Thought process was
circumstantial. Associations were logical associations. Thought
content was without suicidal or homicidal ideation or evidence of
psychosis. She was alert. She was able to attend to interview.
Memory was 4 for recent and remote events. She had average fund of
knowledge. Judgment and insight both significantly impaired.

LABS ON ADMISSION: CBC showed a hemoglobin of 12.2. BMP normal
Folate and B12 were normal.

HOSPITAL COURSE: The patlent was admitted to Senior Care unit
Emergency Room for worsening agitation and aggressive behavior as
reported by her daughter. Patient was placed on proper precautions
and safety restrictions.

1. For her dementia, the patient was given a few doses of 2.5 mg IM
Zyprexa in emergency room and was started on-Depakots in the ER
as well for her significant agitation. Upon admission to the
IOP, she was continued on outpatiént medications of Aricept 10 mg
daily, Namenda 10 mg p.o. b.i.d. Aricept was switched to Exelon

secondary vomiting. Exelon was later discontinued due to po poor intake.

2. Abnormal movements: On initial exam in the emergency room,
patient had no abnormal movements noted. On 04/02, she had
significant cogwhesling, hyperreflexia, tremulousness, and
occasional myoclonus so significant that it would.occasionally
disturb her gait. This was concerning given acute change. We
checked a CK which came back at 342 initially on 04/3. By 04/04,
her movement seemed impraving off antupsychotlcs Serial CKs
trended down and were normal at 175 by 04/10. Over the next few
days, we noticed ongoing decrease in tremors, reflexes;
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cogwheeling and myaoclonus. However, ‘on 04/11 she had an eplsode
that appeared to be consistent with a partial seizure activity.
with jerking left upper extremity and
fasciculations in her eye. She was incontinent of bowél and bladder.
She hd mare pronounced confusion, aphasia, and tethargy following the
avent. She wds sent for a stat EEG which did not show any seizure
activity, but did show diffuse slowing. No further episodes occurred
during this hospitalization. She did have a long period of lethargy with
poor p.o. intake. Following that event, she required Boost supplements
and iV fluids intermittently. Her appetite and lethargy improved
significantly by the day of discharge
3. The patient was treated for a UTI emplrlcally with Bactrim DS p.o. b.i.d.
x10 days. On admission, patlent was felt that her behavioral disturbance may
be in part due to delirium on top of her dementia. A repeat UA showed
clearance of the UTI.
4. For depression, patlent was continued.on her
outpatient medication of Lexapro, 10'mg.daily. She denied any suicidal
ideation and did not appear overtly depressed during this
hospital stay.
5. For hyperlipidemia, the patient was noted to have microvascular
disease on old MR, perhaps more advanced
for age. We checked a lipid panel which showed elevated
cholesterol and LDL. Due to her elevated CK, wé initially held
off initiating statin therapy, but until the CK level decreased
later; Zocor 10 mg at nightly was added.
6. Team met with the patient's daughter on the unit and had family
meeting to discuss ongoing care. Once patient's lethargy
cleared, she was able to do some ADL with help, was able to feed
herself and had adequate p.o. intake. The daughter initially
wished to have patient transferred to Mount Pleasant Manor;
however, there were no appropriate beds given patient's insurance
and was recommend that the patient be discharged home with
daughter with plan for Adult Daycare Services.

Adm:4/2/2014, D/C:4/18/2014

DISCHARGE MEDICATIONS: Simvastatin 10 mg 1 tab p.o. nlghtly, Lexapro
10 mg 1 tab p.o. daily, memantine 10 mg 1 tab p.o. b.i. d., dlvalproex

125 mg 1 tab p.o. q.12 hours, Tylenol 325 mg 2 tabs by mouth every 6

hours as needed for pain. Patientwas instructed to stop Aricept.

She was given prescriptions for simvastatin, Lexapro, Namenda and
Depakote.

The patient will have the following discharge appointments: Dr.
Seery, MUSC Geriatric, 792-9162, fax 792-7374, May 1, 2014 at 2:30.
She will have a primary care doctor appointment, Dr. Karen Thomas,
April 24, 2014 at 1 p.m.

DISCHARGE DIAGNOSES: _

Axis I Delirium, Alzheimer dementia with behavioral disturbance.
Axis ll: Deferred.

Axis Ill; Urinary tract infection and. hyperlipidemia.
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Axis IV: Chronic mental iliness and psychosocial issues.
Axis V. 20.
Also of note, the patient had a PPD placed while on the unit and was

found to be negative.

Dictated by: Erin Beth Seery, MD

Erin Beth Seery, MD

Mary H Craig, MD
Attending

607587838/medq/04/21/2014 08:31.07

JOB: 1186908

DD: 04/18/2014 12:53:47

DT: 04/19/2014 12:36:35

Electronically Authenticated and Edited by:

ERIN B. SEERY, MD On 04/22/2014 12:14 PM EDT
Electronically Authenticated by:

MARY HART CRAIG, MD On 05/08/2014 04:04 PM EDT

Electronically signed by Mary Hart Craig, MD on

8N
62396282
Progrogs Notes signed by Erin Beth Seery, MD at.6/5/2014 5:33 PM .
Author: Erin Beth Seery, MD  Service: {none) Author Resident
Type:
Filed: 6/26/2014 1:40 PM Note Time:  6/5/2014 5:18 PM Note Type: Progress Noles

Related Original Note by Erin Beth Seery, MD filed at 6/5/2014 5:33 PM
Notes: :

DATE: 6/5/14

START:400pm

STOP:430pm

99213

Sources of Information for today’s visit: patient and her daughter

Chief Complaint: "I'm happy"

HISTORY OF PRESENT ILLNESS:

Rhonda Meyer is a 66 y.o. female who presents for follow-up today after hospitalization at {OP for. agitation and

paranoia in April.
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At that tife patient was calling the police several timés and reporting that her daughter was abusing her and at
one time stated that daughter was a "vagrant” in.her home. This last call to the police ended with her daughter
being awoken by police in the middle of the night and tased. She was taken into custody and her mother was
left in the home alone. While in the hospital, depakote was initiated. Her aricept was dc'd in favor of exelon due
to nasuea and emesis, btit the emesis continued. Both these medication were dc'd. She was continued on
namenda 10mg bid and lexapro 10mg.

Since discharge patient's daughter reports she has been doing very well. She is happy and healthy. and without
behavioral agitation or paranoia. She has even regained weight she lose while in the hosp|tal Patient was
smiling today-in appointment and states she is “happy“ She denied any depress mood, anxiety or paranoid
thoughts. She refers to the’ past issue with her daughter as her daughter being "silly". Per hospital DC summary
there was no indication that daughter was in any way-abusing patient. Thorough body check was negative for '
bruising.

Since her hospital stay patient's daughter had her PCP rx home health services which have been very helpful.
Pt'has in homa nursing aids most days,.a behaviorist that helps with memory and also help with hygiene.
Daughter reports this hygiene service just ended and she wouild like it reriewed. Patient got along very well with
the aids and preferred their care for hygiene over her daughter. Agreed to continue RX.

Patient has been taking medication as prescribed. Daughter requests tablets of depakote instead of capsule as
the capsules dissolve too quickly and become sticky.

Patient was unable to state month, year, location beyond "hospital”. She did not know our currenit president.
She continues to have significant aphasia, but can answer some questions directly.,

PAST MEDICAL HISTORY: No past medical history

CURRENT MEDICATIONS:
depakote 125mg bid
namenda 10mg bid

lexapro 10mg

CURRENT MEDICATION SIDE EFFECTS: none

MEDICATION RECONCILIATION:
Reviewed all medications and doses, Reviewed medication compliance and Explored strategies to improve

compliance

Brief.Review of Systems:

Problems with Gl/bowel habits: no changes, has help with hygiene.
Problems with urinary symptoms: no

‘Changes in weight/appetite:weight gain and -appetite improving
Changes in memory: stable currently

Mental Status Examination:
Vital Signs:There were no vitals filed for-this visit.
Appearance appeared her stated age. She was wearmg a thick white 'sweater and striped PJ pants, Her hair

was neatly in a pony tail
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Behavior/Attitude: patient was calm and cooperative dunng the appointment
Motor: NO pmrfpma
Gait: gait normal
Speech:Normal rate/rhythmy/volume and Normal volume,+aphasia +circumiocution
Mood:"happy"
Affect:euthymic appearing
Thought Process:Circumstantial
Associations:tangential connections
‘Thought Content:No SI/HI and without paranoia
Auditory Visual Hallucinations:No-auditory or visual hallucinations
Level of Consciousness:Able to attend to interview
Orientation:person, approximate location ,
Attention/Concentration:Able to atiend to interview,
Memory:poor STM, intact LTM
Estimated Intelligence/Fund of Knowledge:Average
Conceptual/Visiospatial:n/a
Judgement:Impaired
Insight:!mpaired

SCALES;
Did not do formal MMSE today

Patient able to ensure safety:Yes
Patient agrees to notify therapist if they cannot maintain safety: Yes

LABS:

Admiission on 04022814, Discharged on 8441872014

+ FREE T4 04/04/2014 1.24 0.80-1.90 Final
ng/dL. -
Comment: The Siemens Advia Centaur Immunoassay System { Chemilurninescence Technology) is
used to perform this assay.Reference ranges: adapted from-Siemens method
literature.

Results by other manufacturers’ assays for this substance may not be
equivalent to results by the Siemens assay and should not be interpreted
interchangeably due to methodology differences.

HIGHEST REPORTABLE VALUE IS 7.0 NG/DL.
FREE T4 1S NOT AMENABLE TO SPECIMEN DILUTION.
+ THYROID STIMULATING 04/04/2014 1.18 0.55-4.78  Final
HORMONE miU/L
Comment: The Siemens Advia Centaur Immunoassay Systemn (Chemiluminescence Technology) is
used fo perform this assay. Referenice ranges adapted from Siemens method
literature. Results by other manufacturers' assays for this substance may not
be equivalent to results by the Siemens assay should not be inferpreted
- interchangeably due to methodology differences.
» TRIGLYCERIDES 04/04/2014 91.0 <=150.0 Final
MG/DL
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Comment: NORMAL <150 MG/DL
BORDERLINE HIGH 150-199 MG/DL
HIGH 200-499 MG/DL

VERY HIGH 500 MG/DL OR GREATER
ATP Ill GUIDELINES (NATIONAL CHOLESTEROL EDUCATION PROGRAM)

« CHOLESTEROL 04/04/2014 201.0 <=200.0 Final
MG/DL
Comment: OPTIMAL. < 200 MG/DL
BORDERLINE HIGH ~ 200-239 MG/DL
HIGH 240 MG/BL OR GREATER
ATP il GUIDELINES (NATIONAL CHOLESTEROL EDUCATION PROGRAM)
. HDL . 04/04/2014 53 40 - 59 Final
_ MG/DL
Comment: LOW <40 MG/DL
HIGH 60 MG/DL OR GREATER , , ,
ATP lll GUIDELINES (NATIONAL CHOLESTEROL EDUCATION PROGRAM)
- NON HDL CHOL 04/04/2014 148 Final

Comment: if triglycerides are >or equal to 200 mg/dL after LDL goal is reached, set
secondary goal for.non-HDL cholesterol (total - HDL) 30 mg/dL higher than LDL

goal.
Comparison of LDL Cholesterol and Non-HDL Cholesterot Goals for Thfe'e Risk
Categories

Risk Categories LDL Goal
Non HDL Goal

(mg/dL)

(mg/dL)
CHD and CHD Risk Equivalent <100
<130

(10 year risk for GHD >20%) -

Muitiple (2+) Risk Factors and 10 ‘
year risk greater than or squal to 20% <130

<160
0-1 Risk Factor : <160
<190
+ LDL CHOLESTEROL ' 04/04/2014 130* <=100 MG/DL Final
CALCULATED
Comment: OPTIMAL <100 MG/DL.
NEAR COPTIMAL/ABOVE OPTIMAL 100-129 MG/DL
BORDERLINE HIGH "130-159 MG/DL
HIGH 160-189 MG/DL
VERY HIGH 190 MG/DL OR GREA'_TER
ATP Il GUIDELINES (NATIONAL. CHOILESTEROL EDUCATION PROGRAM)
+ VLDL _ 04/04/2014 18 <=30 MG/DL Final
» CREATINE KINASE TOTAL 04/04/2014 342* 20 - 190 |U/L Final
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+ HEMOLYSIS INDEX 04/04/12014 0.0 - 0.0-1.9 Final

Comment: A Hemolysis Index greater than or equal fo 2 represents a hemolyzed sample.
Interference may occur with.a Hemolysis Index greater than or equal to 2 for
the following tests: ALT, Ammonia, Amylase, AST, CK, Total and Direct Bili,
Fe/IBC, GGT, Hapt, K, Lac, LDH, Mg, Phas, Uric Acid. Interpret with caution.
A Hemolysis Index greater-than or-equal to 6 represents gross hemiolysis,

specimens should be recollected.

+ CREATINE KINASE TOTAL 04/05/2014 316" 20-1901U/L Final
+ HEMOLYSIS INDEX 04/05/2014 0.0 0.0-19 Final
Comment:. A Hemolysis Index greater than or equal to. 2 represents a hemolyzed sample.

Interference may occur with-a Hemolysis Index greater than or equal to 2 for

the following tests: ALT, Ammonia, Amylase, AST, CK, Total and Direct Bili,
Fe/IBC, GGT, Hapt, K, Lac, LDH, Mg, Phos, Uric Acid. Interpret with caution.
A Hemolys:s Index greater than orequal to 6 represents gross hemolysis,
specimens should be recollected. _

+ CREATINE KINASE TOTAL 04/07/2014 213* 20- 190 UL Final
+ HEMOLYSIS INDEX 04/07/2014 1.0 0.0-1.9 Final
Comment: A Hemolysis Index greater than or equal to 2 represents a hemolyzed sample.

Interference may occur with a Hemolysis Index greater than or equal to 2 for

the following tests: ALT, Ammonia, Amylase, AST, CK, Total and Direct Bili,
Fe/IBC, GGT, Hapt, K, Lac, LDH, Mg, Phos, Uric Acid. Interpret with caution.
A Hemolysis Index.greater than.or equal fo 6 represents gross hemolysis,
specimens should be recollected.

» CREATINE KINASE TOTAL £4/10/2014 175 20- 190 IU/L Final
+ HEMOLYSIS INDEX 04/10/2014 00 00-19 Final
Comment: A Hemolysis Index greater than or equal to 2 represents a hemolyzed sample.
Interference may occur with a Hemolysis Index greater than or equal to 2 for
the following tests: ALT, Ammonia, Amylase, AST, CK, Total and Direct Bili,

- Fe/iBC, GGT, Hapt, K, Lac, LDH, Mg, Phos, Uric Acid. Interpret with caution.
A Hemolysis Index greater than or equal to 6 represents gross hemolysis,
specimens should be recollected.

'« GLUCOSE PCX, WHOLE BLOOD 04/11/2014 165* 70.- 100 Final
MG/DL
» PERFORMING LAB, ART,POC  04/11/2014 See Note Final
MUSC-Psychiatry, 67 President Street, POBOX 250861, Charlston, SC,29425
» HEMOGLOBIN A1C - 0411272014 53 Final

Comment: Effective 11/24/2008 HbA1C is measured by ion-exchange high-performance liquid
chromotography method. (Bio-rad Variant il Turbo A1C Program). Hb-SS, Hb SC, Hb
CC and other hemoglobinopathies may produce aberrant HbA1G resuits that do riot
reffect the patient's true glycemic status. Hb £>10% and conditions that cause
reduced erythrocyte survival tan cause decreased HbA1C. A HbAC result that is
inconsistent with thé clinical impression may require referral testing by an
altérnate method. Contact Laboratory Sérvices at 792-Q707 for assistance.

Reference Ranges: A1C
>8% Action suggested
<7% . Target for diabetic control
4-6% Non-diabetic range
+ GLUCOSE UA 04/12/2014 Negative <=30.0 Final
MG/DL
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» PROTEIN UA ‘ 04/12/2014 200" <=10.0 Final.
MG/DL
» BILIRUBIN UA T 04/12/2014 Negative Negative Final

Gomment: Interpret a positive bilirubin result with caution; a positive result may be
due fo possible inferfering substances.

+ UROBILINOGEN UA 04/12/12014 <2.0 : <=2.0 MG/DL Final
« PH, UA 04/12/2014 6.0 5.0-7.0 Final
- BLOOD UA 0411212014 Smali* Negative Final
» KETONES UA 04/12/2014 10.0 <=10.0 Final
o MG/DL
* NITRITE UA _ 04/12/2014 Negative Negative Final
« LEUKOCYTE ESTERASE UA 04/12/12014 Negative <=25.0 Leu/ul Final
» SPECIFIC GRAVITY, UA 04/12/2014 1.022 1.003 - 1.030 Final :
+ COLOR 04/1212014 Yellow N Final
+ WBC URINE 04/12/2014 1 0-3/HPF  Final
» RED.BLOOD CELLS UA 04/12/12014 19* 0-3/HPF  Final
+ BACTERIA UA , 04/12/2014 Few* Final
+ SQUAMOUS EPITHELIAL UA 04/12/2014 1 0-~5/HPF  Final
-+ MUCUS UA 04/12/2014 Few* Final
+ UREA NITROGEN, BLOOD-(BUN) 04/15/2014 16.0 8.0-20.0 Final
MG/DL
+ SODIUM ' 04/15/2014 139.0 "~ 185.0 - 145.0 Final
: MMOL/L
+ POTASSIUM 04/15/2014 3.60 3.50-5.00 Final
MMOL/L
+ CHLORIDE 04/15/2014 102.0 98.0-107.0 Final
. MMOL/L.
+ CO2 CONTENT (BICARBONATE) 04/15/2014 28 22-32 Final
. ' _ MMOL/L
+ ANION GAP 04/15/2014 9 2-11 Final
‘ -MMOL/L o
+ GLUCOSE 04/15/2014 101.0* 70.0-100.0 Final
MG/DL A
+ CREATININE 04/15/2014 1.0 04-1.0 Final
o MG/DL
« CALCIUM 04/15/2014 2.0 8.4-10.2 Final
MG/DL
« BILIRURBIN, TOTAL 04/16/2014 0.6 0.2-13 Final
' . MG/DL
« ASPARTATE 04/15/2014 240 8.0 -34.0 lU/LFinal
AMINOTRANSFERASE (AST)(S*
« ALANINE AMINOTRANSFERASE. 04/15/2014 18.0 7.0 - 35.0 lU/LFinal
(ALT)(SGP?
« ALKALINE PHOSPHATASE 04/15/2014 50.0. 25.0-100.0 Final
iu/L
+ TOTAL PROTEIN 04/15/2014 6.2 6.0 - 8.0 G/DL Final
« ALBUMIN 04/15/2014 37 3.5 - 4.8 G/DLFinal
« EGFR 04/15/12014 55 Final

Comment: The GFR calculation is Age; Sex and Race adjusted.
_mi/min/1.73 sq.m
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Note: Estimated GFR >-or = to 80 is not reported
because values are fot reliable.

The 4 variable MDRD (Modification of Diet in Renal Disease)
Equation provides only an ESTIMATE of actual glomerular
filtration rate (GFR). This ESTIMATE is only useful in STABLE
renal function.
This equation has not been speczflcally studied in non-white,
non-black patients, pregnancy or in age greater than 70 or less
than 18, Pléase consult your pharmacist for drug dosing.

« HEMOLYSIS INDEX 04/15/2014 0.0 0.0-1.9 Final

Comment: A Hemolysis Index greater than or equal to 2 represents a hemolyzed sample.

interference may occur with a Hemolysis index greater than or équal to 2 for
the following tests:ALT, Ammonia, Amylase, AST, CK, Total and Direct Bilf,
Fe/IBC, GGT, Hapt, K, Lac, LDH, Mg, Phos, Uri¢ Acid. Interpret with caution.
A Hemolysis-Index-greater than or equal to 6 represents gross hemolysis,
specimens should be recollected. ’

* CREATINE KINASE TOTAL 04/15/2014 320* 20 - 190 iU/ Final
+ HEMOLYSIS INDEX 04/15/2014 0.0 00-1.9 Final
Comment: A Hemolysis Index greater than or equal to 2 represents a hemolyzed sample.

Interfererice. may occur. with a Hemiolysis Index greater than or equal to 2 for
the following tests: ALT, Ammoriia, Amylase, AST, CK, Total and Direct Bili,
Fe/IBC, GGT, Hapt, K, Lac, LDH, Mg, Phos, Uric Acid. Interpret with caution.
A Hemolysis Index greater than or equal to 6 represents gross hemolysis,
specimens should be recollected. :

* WHITE BLOOD CELL COUNT 04/15/2014 5.66 4.80 - 10.80 Final

K/ICUMM
Comment: Effective 02/26/2014, the current critical value range for WBC will change as
follows:

Age: 0— 1 day : <2 (changed from <5).
Age: 1 day — Adult: No change
Test methodology and reagent remain the same.

+ RED BLOOD CELL COUNT 04/1 5/2014 3.88" 4.20'- 5.40 Finail
) M/CUMM

+ HEMOGLOBIN .04/15/2014 11.1* 12.0-16.0 Final
GMS/DL

Comment: Effective 02/26/2014, the current critical value range for Hemoglobin will
change as follows:
Age: Greater than 1 month: 6 fo 20 (changed from 6 fo 19)
Age: Less than one month: 9 to 20 {chahge’d from 10 to 20)
Test methodology and reagent remain the same.
« HEMATOCRIT 04/156/2014 33.9* 37.0-47.0 % Final
Comment: Effective 02/26/2014, the current critical value range.for Hematocrit will
change as follows;
Age: 0-1 month: 256% to 70% (changed from 30% to 65%)
Age: 1 month to 6 months: 25% to 60% (changed from 30% to 60%)
Age: 6 months to Adult: Unchanged
Test methodology and reagent remain the same.
> MEAN CORPUSCULAR VOLUME 04/15/2014 87.4 81.0 - 99.0 FL Final
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+« MEAN CORPUSCULAR 04/15/2014 286 27.0 - 31.0 pg Final
HEMOGLOBIN . _ _ '

. MEAN CORPUSCULAR 04/15/2014 32.7 30.7-344 Final
HEMOGLOBIN CONC o C GMS/DL

« RED CELL DISTRIBUTION 04/15/2014 12.9 11.5-14.5 % Final
WIDTH

» PLATELET COUNT 04/15/2014 303 140 - 440 Final

KICUMM
Comment: Effactive 02/26/2014, the. current critical value range for Platelet Count will

change. as follows:

Age: 0-1 week: 30 to no upper limit (previously 50 to 999)

Age: 1 week-adult: 10 to no upper limit (previously. 26 to 999)

Test methodology and reagent remain the same.

+ MEAN PLATELET VOLUME 04/15/2014 9.60 9.15-12.31 Final

FL

RADIOLOGY RESULTS:
Ct Pet Brain Dementia Differentiation Frontotemporal -Dementia Alzheimers Disease

5/31/2013 EXAMINATION: BRAIN PET/CT SCAN with DATABASE ANALYSIS  05/31/13 14:56:00
ACCESSION NUMBER: 7063158 COMPARISON: None INDICATION: progressive word finding difficulty
and memory problems DOSE: 6.75 millicuries fluorodeoxyglucose-18 intravenously TECHNIQUE: The
patient was imaged on a GE Discovery whole body PET/CT scanner. approximately 40 minutes after the
intravenous administration of the F18-fluorodeoxyglucose. A standard brain protocol was performed. Muiti-
slice CT images were acquired for atténuation correction. On a separate Syntermed NeuroQ workstation
(version 3.5.2), databasé analysis.was computed. 200+ segments of the brain were compared to a
normalized database. Serum glucose level measured 153 mg/dL at the time of injection.  FINDINGS: There
is significant hypometabolism noted predominantly within the temporoparietal regions of the brain. Asa
reference, the right parietotemporal cortex measures 7.8 standard deviations below the mean. The left
parietotemporal cortex measures 4.8 standard deviations below.the mean. Additionally, the right mid frontal
cortex measures 2.8 standard deviations below the mean.

5/31/2013 IMPRESSION: Significant bilateral temporoparietal hypometabolism. To a lesser degree, there -
are also regions of hypometabolism within the right frontal lobe: Given that frontal lobes are’ affected to a
lesser degree than the temporoparietal regions, Alzheimer is the favored dlagnOSlS

ASSESSMENT: 66 yo female with Dementia presenting for follow up appointment after hospitalization in April.
Patient has been doing well, gaining weight back. No depression, anxiety or ag:tatlon symptoms

Axis I: Alzheimer's Dementia (recent behavioral disturbance)
Axis ll: none

Axis Hlli hone

Axis IV: good social support

Axis V: 30

PLAN:
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MEDICAL RECORDS
169 Ashley Ave. Suite 269

I\/EUS C gr?gls:t?m, SC 29425-3490

M}. mm: UNEVERSITY : HIM ROI Notes Report
of SOUTH CARUELINA
- continue lexapro 10mg q day. Will also cantinue divalproex tablet 125mg bid for mood
- continue namenda 10mg bid for deémentia, patient unable to tolerate aricept/exelon
- Wrote Rx for home health care for hygiene.
- follow up in 2-3 months with new provider

‘Was psychotherapy a part of today's visit?: No
if s0, total time spent on psychotherapy portion exclusive of E&M services?: n/a
If so, what was the _essential content of the psychotherapy portion of today's visit?: n/a

| have personally reviewed, discussed and seen and exammed the patient with Dr. Seery at the time of the visit
and 'l agree with the assessment and plans as described above. MARY HART CRAIG, MD

Elecirorically signed by Mary Hart Ceaig, MD on 8/26/2014 140 PM

C8N
1007654216
Progress Notes signed by Jessics Broadway, MD at 8/23/2014 2:03 PM ‘ )
Author: Jessica Broadway, Sarvice: (none) Author Physician
. MD Type:
fFiled: 8/23/2014 2.03 PM Mate Time:  8/22/2014 12:53 PM Nole Type:  Progress Notes
Relaied Original Note by George A Hneich, MD filed at 8/22/2014 1:18 PM
Motas:

Geriatric Psychiatry Outpatient Visit
Date of Visit: 8/21/14 _
Sources of Information for today’s visit: patient and daughter |l

Chief Complaint: She had achief complaint of Follow-up and additional complaints of Medication Refill and
Memory Loss.

HISTORY OF PRESENT ILLNESS:

Rhonda Meyer is a 66 y.o. female who presents for follow-up today; first appointment with writer after transfer
from Dr. Seery, who last saw pt in 6/2014 after hospitalization at |OP for agitation and paranoia in 4/2014.
She presents with her daughter i}, who was a reliable historian as pt is unable to provide reliable
history due to dementia. While in the hospital, depakote was initiated and continued by Dr. Seery in
6/2014, and daughter states has helped significant with behavioral disturbance and states pt has
tolerated it well. She has been continued on Namenda 10mg bid, as she had side effects with trials of
both Aricept and Exelon, and again daughter states Namenda has worked well. She was also
continued an Lexapra 10mg for mood regulation and control of behavioral disturbance, withaut any
side effects.

Since last visit daughter reports pt has been doing well. She has for the most part been happy and
healthy and without behavioral agitation or paranocia. The one.exception occurred-a couple of weeks
ago when she took pt to a wedding that daughter describes as very loud and high-stimulating (loud
music and large crowd), which made: the pt progressively more agitated. However, upon removal
from the enviranment the pt returned to her baseline. Patient was smiling taday in appointment and
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MEDICAL RECORDS ]
169 Ashley Ave. Suite 269 [ ]
MSC 349 .
R Charleston, SC 29425- 3490 I
MEDICAL U \m 14 Rsﬂ ¥ HIM ROl Notes Report Enc: Date:08/21/14

+f SOUTH CAROTENS
states she feels "happy". She denied any depressed mood, anxiety or paranoid thoughts Daughter
denies any concern for SI/HI on the part of the pt.

Pt continues with home health services care which daughter states have been very helpful. Pt has in
home nursing aids most days, a behaviorist that helps with memory and also. help with hygiene.
Patient has been taking all medications as prescribed. Of note, per Dr. Seery pt is taking tablets of
depakote instead of capsule as daughter feels the capsules dlssolve too quickly and become sticky.
Patiént was unablé to state month, year, location beyond "hospital". She did not know our current
president. She continues to have s_lgr_nf icant aphasia and circumlocution, but can answer more basic
questions directly.

PAST MEDICAL HISTORY: has a past medical history of Depression and Memory impairment.

CURRENT MEDICATIONS:

- escitalopram oxalate (LEXAPRO) 10 Take 1 tablet by mouth daily. 90 tablet 1
o G BB et st oo e e
« memantine (NAMENDA) 10 MG tablet Take 1 tablet by mouth 2 times daily. 180 tablet 1

No Fecility—Administered Medications for the 8/21/14 encounter (Office Visit) with Geéorge A Hneich, MD.

CURRENT MEDICATION SIDE EFFECTS: none

MEDICATION RECONCILIATION:
Reviewed all medications and doses, Assess for effectiveness, Assessed for side effects and Reviewed

medication compliance

Brief Review of Systems: .
Problems with Gi/bowel habits: No
Problems with ufinary symptoms: No
Changes in weight/appetite:No
Changes. in memory:No

Mental Status Examination:

Mental Status Examination:

Vital Sign_s;The're were no vitals filed for this visit.

Appearance:appeared her stated age, wearing a dress and well-kempt
Behavior/Attitude: patientwas calm and cooperative during the appointment

Motor: Na pmr/pma

Gait: gait normal

Speech:Normal ratelrhythm/volume and Normal volume +aphasua +circumlocution
Mood:"good"®
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MEDICAL RECORDS
169-Ashley Ave. Suite 269

:MUSC Gharieston, SC 20425.3490

MEDICAL UNEVERSITY HIM ROI Notes Report
sf SOUTH CARDLINA

Affect: mood-congruent

Thought Process:Circumstantial
Assaciations:tangential connections

Thought Content:No Si/HI and without paranoia
Auditory Visual Hallucinations:No auditory or visual hallucinations
Level of Consciousness: Awake and alert
Orientation:person, approximate location

- Attention/Concentration:Able to attend to interview,
Memory:poor STM, fair LTM '
Estimated Intelligence/Fund of Knowledge:Average
Conceptual/Visiospatial: n/a

Judgement:Impaired

Insight:impaired

Patient able to ensure safety:Yes
Patient agrees to notify therapist if they cannot maintain safety: Yes

SCALES:
Did not do formal MMSE today

VALPROATE 41212014

Lab Raslts

K 3, 4/15/2014
CL . 411512014
COzCT ¢ 4/15/12014
BUN . . 4/15/2014
CREATININE 1. 4/15/2014
GLUCOSE 101.0° 4/15/2014
CALCIUM 2.0 4/15/2014
AST 24.0 4/15/2014
ALT 18.0 4/1 5/20_14
ALKPHOS 50.0 4/15/2014
BILITOT 06 4{15/2014
PROT 6.2 4/15/2014
ALBUMIN 37 4{16/2014
f.ah Reésults

388" 4/15/2014
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MEDICAL.RECORDS
169 Ashley Ave. Suite 269

{MUSC Charlosion, SC 29425-3490

MEDICAL UNEVERSITY HIM ROl Nétes Report

o SOUTH CAROLENA L o
HCT 33.0° - 4115/2014
PLT 303 4/15/2014
MCH 28.6 o 4/15/2014
NEUTROABS 3.81 4/2/2014

CHOL 4/4/2014
TRIG 4/4/2014
HDL 4/4/12014
LDLCALC 4/4/2014

No components found with this basename; LABPT, INR

Lab Results

FREET4 1.24 ' 4/4/12014

HGBA1C 53 41212014
VITAMINB12 617 3/29/2014
FOLATE 94 3/129/2014

1.a3b Resulls

L . . /1212014
COLORU Yetow ' 4/12/2014
LABSPEC 1.022 411212014
GLUCOSEU Negative 4/12/2014
KETONESU 10.0 4/12/2014
PROTEINUA 20.0¢ [ : 4/12/2014
BILIRUBINUR Negative : 4/12/2014
UROBILINOGEN <2.0 411212014
SQUAMOUSEPIT 1 . 44122014
BLOODU Sl ' 41122014 .
WBCU 1 ' 4/12/2014
NITRITE Negative 411212014
LEUKOCYTESUR Negative 411212014
BACTERIA Fawt 41122014
MUcuUs Few* 441212014

No results found for this basename: COCAINE, AMPHETAMINE, LABBARB, LABBENZ,
CANNABINOIDS, LABPHEN, LABOPIA, EHTYL

Radiology Results:

CT PET brain 5/2013: Impression- Significant bilateral temporoparietal hypometabolism. To a lesser
degree, there are alsa regions of hypometabolism within the right frontal labe. Given that frontal lobes
are affected to a lesser degree than the temporoparietal regions, Alzheimer is the favored diagnosis.

Printed on 10/3/2014 167 FM ____ HIM ROl Notes Report — Page 51

MUSC PAGE 286 OF 299
R. App 861




MEDICAL RECORDS
169 Ashiey Ave. Suite 269

E&/IUSC , gﬁﬁﬁiin SC 29425-3490

MEDICAL TTNIVERSITY HIM ROI Notes Report
2 SOUTH CARDLENA

ASSESSMENT: 66 yo female with Dementia presenting for follow up appointment. Recent
hospitalization in April 2/2 behavioral disturbance, which has been improved on current medication
regimen. No depression, anxiely or agitation symptoms today.

Axis I:  Alzheimer's Dementia with behavioral disturbance
Axis ll: none

Axis lll: none

Axis |V: good social support

Axis V. 30

-PLAN:

- Safety: Reviewed safety plan with pt.and daughter, which includes notifying provider if pt develops SI/H! or
exhibits behaviors that can cause threat to self or others. If provider is not available or after hours, pt and
daughter verbalized understanding to call 911, or go to the nearest ER.

- Continue Lexapro 10mg daily and Depakote 125mg bid for mood/behavioral disturbance.

- Continue Namenda 10mg bid for cognitive decline.” Patient unable to tolerate aricept/exelon in the
past. Also provided pt/daughter with rx-for Namenda XR 28 mg daily in case shée'has difficulty
obtaining refill for her existing regular-release Namenda rx.

- RTC in 3 months for medication management.

Was psychotherapy a part of today's visit?: No

If so, total time spent on psychotherapy portion exclusive of E&M services?: N/A

If so, what was the essential content of the psychotherapy portion of today's visit?: N/A

George A. Hneich, M.D.
PGY-4 Resident Physician
Department of Psychiatry
Pager #15412

8/22/2014 117 PM

Attending Attestation (August 23, 2014 2:03 PM): | personally examined, interviewed, and assessed
I on 8/21/14, along with Dr. Hneich. | have reviewed (and edited as needed) the note written by
Dr. Hneich, and the documentation accurately reflects my own findings, as well as the assessment and plan
that we discussed.

Jessica Broadway, MD #14582

Eisctronisally sigasd oy Jessica Broadway, MD b 8232014 2:03 PM

CaN

50697701
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MEDICAL RECORDS
169 Ashley Ave. Suite 269

:EV.{USC gr?;l::tgn SC 29425-3490

\tl DICAL UNIVERSITY
of SOTTH CARULENA

Results ' CT PET brain dementia differentiation
frontotemporal dementia Alzheimers
Disease {Accession 7063158) {Order

'20884296)

Imaging information
Exam Information.

Parformed Prosedure Study Status Begin Time End Time
CT PET BRAIN DEMENTIA DIFFERENTIATION Final Mon May 13, 2013 N/A
FTDAD - 3:59 PM

Staff Information ’ :
Tachnolngist Transcriptionis! Assigned Physician(s) Assignad Podl{s)
N/A N/A ' N/A N/A

Varification Information _ . — , I ‘ ' _
Signed By Signed On Marker as Prelim By Marked as Pralim On
Margues Bradshaw, MD May 31, 2013 : Zaki Badawy, MD May 31, 2013

Study Result

EXAMINATION: BRAIN PET/CT SCAN with DATABASE ANALYSIS 05/31/13 -

14:56:00

ACCESSION NUMBER: 7063158

COMPARISON; None ‘

INDICATION: progressive word finding difficulty and memory problems
DOSE:; 6.75 miillicuriés fluorodeoxyglucose-18 intravenously

TECHNIQUE:

The patient was imaged on a GE Discovery whole body PET/CT scanner
approximately 40 minutes after the intravenous administration of the
F18-fiuorodeoxyglucose. A standard brain protocol was performed.
Multi-slice CT images were acquired for. atténuation correction. On a
separate Syntermed NeuroQ workstation (version 3.5.2), dalabase
analysis was computed. 200+ segments of lhe brain were compared to a
normalized database. Serum glucose level measured 153 mg/dL at the
time of injection.

FINDINGS:

Thete is significant hypometabohsm noted predomlnantly within the.
lemporopanetal regions of the brain. As a reference, the right
parietotemporal cortex measures 7.8 standard deviaticns below the
mean. The left parietolemporal cortex measures 4.8 standard
deviations below the mean. Additionally, the right mid-frontal
cortex measures 2.8 standard deviations below the mean.

IMPRESSION:.
IMPRESSION:

Printed on 10/3/2014 1:57 PM HIM ROT Imaging Results Report

R. App 863

Page 53

MUSC PAGE 288 OF 299




169 Ashley Ave. Suite- 269

MEDICAL UNIVERSITY
oF SOUTH CAROLINA

MEDICGAL RECORDS ]

NEU SC MSC 349 DOB: 10/18/1947, Sex: F
N ¢ Charleston, SC 29425-3490 Enc. Dale:05/13/13,

Imaging information (continued)
Study Resuit (continued)

Significant bilateral lemporoparielal hypometaboiism. To a lesser
dégree, there are also regions of hypometabolism within the right
frontal lobe. Giveni that frontal lobes are affected to a lesser
degree than the temporoparietal regions, Alzheimer is the favored
diagnosis.

VOICE DICTATED BY: Dr. Zaki Badawy }
I have reviewed the study and agree with the findings in this report.

Quastionnairg

Order Entry
Cusstion : Ariswer Comment
1.Reason for exam: Dementia with concern
for Primaty Progressive
Aphasia FTD
2.Please indicate relevant clinical history. 65 yo CF with
: progressive ward finding
difficully and memory
problems '
3.Does the patient have any devices, implants, No
aneurysm clips, joint replacementis or metal fragments in
his/her body? '
4 History of IV contrasl allergy? No
5.Preferred location: : Main
6.Date requested for study . 5/14/2013
END OF REPORT
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_______ D L Gy o ,ﬁ
“,'"3«‘ RN ' : Clinlcal Naumptwslmogy Services (@@
Tetephionia:  243-763-3641 Jonaihan Eawarns, Mi, Medieal Dicector > 4
Facsimile:  843-782-9411 Adart L. Komegay, MBA, AERT/CNIM, Manags. 2R

ADULT INPATIENT ELECTROENCEPHALOGRAM REPORT
Nama: — ' Study Date: Aprit 14, i1, 2014 Raferring MID: D¢, Broadway
DOB: 10/08/1947 Patlent MAN: 1083675 Primary MD: nonalisted
Lotation: 48 PatCom T

CLINICAL INFORMATION: The patlent is a 86 year old female with history of “garly ongat dementla but no known
history seizurg obsarved &t 9 16 am today to have potemn;d seizure partial, Continues o have LUE movements, faft
nye fasciculations, mora, pronouncad confusion and aphasia, and elevated BR. Please aval fur seizure

MEDICATIONS: None Listed.

RECORDING CONDITIGNS:

This Is a routing EEG. performed utlizing standard International 10-20 Systern of electrode placement, with
additional channals monilcred ior eye movement. One channel electrcardiogram was . manitorad, Data wera
oblained, stored, and interpreted according t6 ACNS guidelines (J Clin Nourophysiol 2006:23(23:85-183) ulilizing
referential montage recording, with reformalting to Jongitudinal, transverse bipolar, and referontial montages as
necessary for imlarprelation, along with digitel/altomaled EEG analysls. Fatient tolerated entite. procedure well,
Photic stimulation and hyperventitation ware ulilized as activation procedures unless otherwise spacifled betow.

E.G. DESCRIPTION: No predominarit alpha thythm was aoted.  The waking EEG consisted of diffuse,
po!ymamh:c. jow In moderate amplitude, mixed fréquency delta, theta and alpha rangs palterng. Drowsiness was
demonstrated by increagsed prevalance of diffuse symmetric mixed frefuency 4<7 Hz slowing. Sleap was not nojed.
Hypeorventilgtion was performed with poor patient effart demonstrating no. rotable change in the tracing, Photic
stimulation was pedormed =l frequencies between 1 and 21 Hz demonstrating symmetric hioceipital debving
responses over a range of frequencies. No overt ECG abnormalities were noted. Minor muscle, motion, and sys
mavemant anifacts ware occasionally noted.

EE.G. INTERPRETATION: Abnormal EEG due to excessive diffuse delta and theta range patiems

CLINICAL CORRELATION:
This EEG is suggestive of moderate encephalopathy but is nonspecific as to eﬂc?o';y The abserice ol apileptiform
abnormalities doss not prechide a olinical diagnosis of setzures. i indicated, a follow-up EEG, to includs ¢ sleay, iy

ha clinically useiful.

[Fiesulla called to by, Broadway &t 15:00.01 Apvid 11, 2014, I
Gabrial U, Martz, MD° ' W_},
Assistant Professor of Neuross) -
Pelorence: gonatw
Dats Peported: Aprl 11, 2014

Date Signed: Aprll 11, 2014
Tampiate Craated By bki

1 Figar, Clinleal Scidnte Bullding 9% Janathan Lucss Stregt Charfeston, 5C 29438
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Fage: f

Patient Department: BHiY
Patient Dicgnosig: ¢Usthnowm} '
parient He/We: 187.5cm ¢ -45.5kg
Active Bllavaioas: . HEA L N

whe SPATHRY wes

Raquisition fount: % of 1

drder # Order Degscripkion Fiog priority Oty Order Stast Orday Beop
aDRss HEUR EREQ Stat ONCR STAY 1 44/32 /44 U8:19 24/12/34 99118

COrder Detril

1. Brief Hirtory Snd Purpose Por Rzan: p with sxely onvet dumamtia but no
knowe Bx ssisugng oheervad st ¥:10 AM teday to have patential selzcrs
fpartlal) . Costinses to havs LOUR mavemsnts, L eye faplculations, mors
prencunced confurion and spharie, #8d elevaksi BR, Ploasse sval for salsurze,

Crdar Coments:

HONE
drdered by antered by _ Enterad date

#0 BROBOWAY, JRASXCA L MO BROMDWRY, JRBSICA L 04/31/714 09118

Schedalad ford U4/12/744 Q3030 Ragquisicion #: 23577303

Sesaion Br ¥GBTHESL
Deenrrencs H: 221867953 POM

Placey §: 221887245 vom

LAST PAGE
DOB: 10/08/1347 -~ Hoguisitions {
Page: 1

INTERIM
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Medical University of South Carolina
Charleston, SC
843-792-2123
Laboratory Results Repoit

Patient: I

MRN: 001083675

662 40 262 IDVd OSNIN

4/15/14 11:01 AM

METABOLIC PANEL, COMPREHENSIVE - Finished

SODIUM (NA) 139.0 MMOL/L 135.0 - GEN LAB
POTASSIUM (K). 3.60 MMOL/L 3.50-5.00 GEN LAB
CHLORIDE 102.0 MMOL/L 98.0 - 107.0 GEN LAB
CO2 CONTENT (BICARBONATE) 28 MMOL/L 2232 GEN LAB
ANION'GAP 9 MMOL/L 2-11 GEN LAB
GLUCOSE, SERUM 101.0 MG/DL 70.0-100.0 H GENLAB
UREA NITROGEN, BLOOD (BUN) 16.0 MG/DL . 8.0-20.0 GEN LAB
CREATININE 1.0 MG/DL 0.4-1.0 GEN LAB
ESTIMATED GLOMERULAR 55 ml/min GEN LAB
" CALCIUM ' s.0MGDL 8.4-102  GEN LAB
BILIRUBIN, TOTAL 06MGEDL. 02-13 GEN.LAB

ASPARTATE AMINOTRANSFERASE

2401UL

~ 80-340

ALANINE AMINOTRANSFERASE '18.0 IU/L 7:0 - 35,0 N:LAB:
ALKALINE PHOSPHATASE " 50.0 WL 25.0 - 100.0 GEN:LAB
TOTAL PROTEIN, SERUM ‘62 G/DL 5:0-80 “GEN LAB
ALBUMIN, SERUM 3.7°G/DL 35-48 -GEN LAB
HEMOLYSIS INDEX 7 7 00 0.0- 19 ‘GEN LAB

‘CREATINE KINASE  Firished: 320 UL 20:490.  H GENLAB
HEMOLYSIS INDEX 00 _00-18 GENLAB

HEM PANEL Firished - N
WHITE BLOOD CELL COUNT 566 KICUMM _— 480- 1080 GENIAE
RED BLOOD CELL COUNT 388M/CUMM.  420-540 L GENILAB
HEMOGLOBIN T EGMDL, L

120-160

T GENLAB

Printed by
Date Printed:

“This document shouiid not be filed in the paper medical record.and:should be confidentiéliy-’dés'troyed when itis.no'longei needed..

PRILLHART, CASSAUNDRA

10/03/2014
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Medical University of South Carolina:
‘Charleston, SC
843-792-2123
Laboratory Results Report

HEMATOCRIT 33.9% 37.0-47.0 GEN LAB

MCV _ 87.4FL _ 81.0-99.0 GEN LAB

MCH : 286 pg 27.0-31.0 GEN'LAB

MCHC . 32.7 GM/DL’ 30:7 - 34.4 * GEN LAB

RDW " 12.9% 11.6- 145 ~ GENLAB

PLATELET COUNT Finished B

PLATELET COUNT _ 303 K/CUMM 140 - 440 GEN LAB *

Mpv ' 9.60.FL . 9.15-12.31 ‘GEN LAB
4/12/14.2:30 PM URINALYSIS Finished *

COLOR ' Yellow GEN LAB

66¢ 40 £6¢ 3OVd OSNiA

PH, URINE 6.0 - 50-70 GEN LAB '
BILIRUBIN ooe . Negaiive _ Negative =~ GENLAB -
BLOOD - - Small - ‘ Neganve : A GE .1 B -
NITRITE B _Negative Negative ~~  GENLAB

PROTEIN o T200MG/DL T <=100 = H GENLAB

SPECIFIC GRAVITY URINE C e T 1.008- " GEN LAB
GLUCOSE -  NegativeMG/DL «=800 GENLAB
- KETONES ' ) ' " 10.0MG/IDL  <=100 = GENLAB

RED BLOOD CELLS - 19/HPF 03 H  GENLAB
WBCS/HPF, URINE. B  1/HPF ~ GENLAB
SQUAMOUS EPITHELIAL CELLS  ~ _ - 1/HPF GEN LAB
UROBILINOGEN T <20MGDL GEN LAB
LEUKOCYTE ESTERASE MNegalive[EUUL <250  GENLAB

This document should not be filed in the paper medical record and'shoiild be confidentially destroyed when:it is:no longer ngeded.

Printed by: PRILLHART, CASSAUNDRA
Date Printed: ~ 10/03/2014 Page2
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Medical University of South Carolina
Charleston, SC
843-792-2123
Laboratory Results Report

Patient: I N

MUCQOUS Few - A GEN LAB

4/12/14 2:00'°PM HEMOGLOBIN A1C Flnished 53% GEN LAB *
4/11/149:12 AM GLUCOSE PCX, WHOLE BLOOD Finished: 165 - - 70- 100 'H  POCT '
PERFORMING LAB See Note = POCT

'4/10/14 4:50°PM CREATINE KINASE Finished. 175U 20 - 190 "GENLAB:
HEMOLYSIS INDEX ' ' 0.0 ' 0.0-1.9 GEN LAB *

4/7/14 11:35:AM CREATINE KINASE Finished 213 1UL 20- 190 H  GENLAB

HEMOLYSIS INDEX v ‘ 1.0 0.0-19 GEN LAB *

4/5/14 6:35 AM CREATINE KINASE ' Finished 316 UL 20-190 H GENLAB
' ’ HEMOLYSIS INDEX 0.0 0.0-19 GEN LAB: *
4/4/14 617 AM’ THYROXINE, FREE (FREE T4)(FT4)(T4 Finished =~ 1.24NG/DL 0.80-190 GENLAB -
THYROID STIMULATING HORMONE __ Finished. 1,18 mIUIL 055-478  GENLAB -
LIPID PROFILE Finished ~ T T A R -
CHOLESTEROL T 201.0M@E/DL. 0 <=2000 7 H  GENLAB »
TRIGLYCERIDES ’ S © 8LOME/L T <=150.00 " GENLAB "
HDL : 53MG/DL 40~89 GEN LAB *
NON HDL CHOLESTEROL - - t4smemL o  GENLAB ¢
(DL (CALC) — {3omMabL H GENIAB -

VLDL (CALC) L _ismemL GENLAB

CREATINEKINASE ~ FEimighed  8420UL T "H T GENLAB ~
- TETRNEE : SRR 5 —GENTAE .

4/2/1412:43 PM AMMONIA * Firished ~  33umo "~ GENLAB
HEMOLYSIS INDEX S0 GENLAB =
" VALPROIC ACID (DEPAKOTE) Fihished T 272MCGME T 50.0=125.0 L GENLAB 00 ¢

This document should not b filed in the paper medical reéord.and'should be confidentially:destroyed whenit Is no loriger needed:

Printed by: PRILLHART, CASSAUNDRA
Date Printed:  10/03/2014 ‘ :Pégeé
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Medical University of South Carolina
Charleston, SC
843-792-2123
Laboratory Results Report

Patient: RS ' MRN:

METABOLIC PANEL, COMPREHENSIVE -Finished

‘SODIUM (NA) 141.0 MMOL/L 135.0 - GEN LAB

POTASSIUM (K) a 4.30 MMOL/L 3.50 - 5.00 GEN LAB

‘CHLORIDE 108.0 MMOL/L 98.0-107.0 H GENLAB

CO2 CONTENT (BICARBONATE) 23 MMOL/L 22-32 GEN LAB

ANION GAP 10 MMOL/L 2-11 ~ GENLAB.

GLUCOSE, SERUM _ 101.0 MG/DL 700-1000 H  GENLAB

UREA NITROGEN, BLOOD (BUN) 12.0 MG/DL 8.0-20.0 GEN LAB

CREATININE . 1.0 MG/DL | 04-10 GEN LAB

ESTIMATED GLOMERULAR - 55 mbmin- ' GEN LAB -

CALCIUM 9.6 MG/DL  84-102 GEN LAB

BILIRUBIN, TOTAL B - S 0.7MGIDL 0:2-1.3 ~ GENLAB

ASPARTATE AMINOTRANSFERASE 22:0 1L 8.0-34.0 GEN LAB

ALANINE AMINOTRANSFERASE 14000 - 7.0-850 GEN LAB

ALKALINE PHOSPHATASE - 52:01U/L ~ 25.0:71000¢ GEN LAB

TOTAL PROTEIN, SERUM _ 7.2.G/DL 6.0-8.0 ~ GEN LAB

ALBUMIN, SERUM ‘ ~ 44GHDL 35348 GENLAB

HEMOLYSIS INDEX » 10 7 ob-18§ | _GENAB ___ ~

HEM PANEL Finished”

- WHITE BLOOD CELL COUNT 7 708KICUMM. ~  480-1080. ~  GENLAB "

RED.BLOOD CELL COUNT ' 7 T 405M/CUMM T 420-540, L0 GENLAB

HEMOGLOBIN ' - 11.7.GM/DL - 12:0-16.0. L GENLAB o

HEMATOCRIT o . 37% . 37.0-470° L. GENLAB >

MCV s ' 88:1 FL. - 81.0299.0; GEN LAB

This document should not be filed in the paper medical record and:should be'contidentially destroyed when'it Is:noilonger.needed. .

Printed by: PRILLHART, CASSAUNDRA . ‘
Date Printed:  10/03/2014 Page4
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Medical University of South Carolina
Charleston, SC
843-792-2123
Laboratory Results Report

Patient: ] MRN:

MCH ’ . 28.9 pg

27.0-31.0
30.7- 34.4
11.5- 145

GEN LAB
GEN LAB
GEN LAB

MCHC 32.8 GM/DL
RDW 13.3%
PLATELET COUNT Finished _
PLATELET COUNT 264 K/CUMM
MPV. 9.60 FL
AUTODIFF ‘ Finished
NEUTROPHIL% 53.9 %
LYMPHOCYTE % : ' 39.5%
MONOCYTE % ~ 55%
EOSINOPHIL % : 0.8%
BASOPHIL % _os% _ 00-30_
ABSOLUTE NEUTROPHIL - 381KCEUMM. 2:20-7:60
ABSOLUTE LYMPHOCYTE. T 2.80KICUMM  “1,00-:4.90
~ ABSOLUTE MONOCYTE - 0.39 K/CUMM! 10.00- 1110
ABSOLUTE EOSINOPHIL 0.06'K/CUMM. 10,00~ 0:50
ABSOLUTE BASOPHIL 0.02' K/CUMM. 0/00+0:20
HEPATIC FUNCTION PANEL A S
BILIRUBIN, TOTAL
BILIRUBIN, DIRECT
ASPARTATE-AMINOTRANSFERASE
ALANINE AMINOTRANSFERASE
ALKALINE PHOSPHATASE
TOTAL PROTEIN, SERUM

130- 440
915-12.31

~ GEN LAB -
GEN LAB

45.0-70.0

20.0-45.0

0.0-10.0
0.0-5.0

GEN LAB
GEN LAB
GEN LAB
GENLAB
GEN.LAB.
GEN LAB
‘GEN:LAB:
GEN LAB:

3/31/14-5:20 PM Flriehed

0.5 MG/DL
0.1 Me/DL

‘GEN LAB
GEN.LAB:
“cEs
‘GEN LAB
GEN'LAB:

:29:0-100.0

This document should not be filed in the paper medical record.and shouid be confidentially destroyed.when'it-is:no langer needed.,

Printed by: PRILLHART, CASSAUNDRA

66Z.40 96Z IDVd OSNW

Date Printed:

10/03/2014

R. App 871
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662 40 /62 ADVd OSNN

Patient:

Medical University of South Carolina
Charleston, SC
843-792-2123
Laboratory Results Report

MRN: I

ALBUMIN, SERUM 4.5 G/DL 35-43 GEN

HEMOLYSIS.INDEX : 0.0 00-1.9 " GEN LAB

3/30/14 5:33 AM URINALYSIS ' Finished
COLOR Light-Yellow GEN LAB
PH, URINE 8.5 50-7.0 GEN LAB
BILIRUBIN Negative Negative GEN LAB
BLOOD Small Negative A GEN.LAB
NITRITE Positive Negative A  GENLAB
PROTEIN _ Negative MG/DL <=10.0 GEN LAB:
SPECIFIC GRAVITY URINE 1.006 1,003 - GEN LAB
GLUCOSE Negative MG/DL <=30.0 GEN LAB
KETONES' Negative MG/DL <=10.0 'GEN LAB
RED BLOOD CELLS 8 /HPF 0-3 H  GEN LAB
WBCS/HPF, URINE 13 /HPF 0-3 H  GENLAB
SQUAMOUS EPITHELIAL CELLS 5 /HPF 0-5 GEN LAB
UROBILINOGEN <2.0 MG/DL <=2.0 GEN LAB
LEUKOCYTE ESTERASE 500.0 LEU/UL <=25.0 H GENLAB
BACTERIA Few A GENLAB
MUcCouUs v Few A GENLAB

3/30/14 2:53 AM URINALYSIS Cancelled

3/29/14 11:24 PM  HEM PANEL Finished
WHITE BLOOD CELL COUNT 7.74 K/ICUMM 4.80-10.80 GEN LAB
RED BLOOD CELL COUNT 3.85 M/CUMM 4.20-5.40 L GENLAB
HEMOGLOBIN 11.2 GM/DL  12.0-16.0 L GENLAB

Printed by:
Date Printed:

This document should.not be filed in the paper medical record and should be confidentially destroyed when it is nolonger needed.

PRILLHART, CASSAUNDRA

10/03/2014
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. Medical University of South Carolina
Charleston, SC
843-792-2123
Laboratory Results Report

Patient: ] : ' MRN: I

HEMATOCRIT 33.9.% 37.0-47.0 ‘GEN'LAB *

MCV - 88.1FL " 81.0-99.0 ‘GEN LAB
MCH 29.1pg 27.0-31.0 GEN LAB
MCHC T330GM/DL 307-344  GENLAB
RDW 13.0% 11.5-14.5 GEN-LAB
PLATELET COUNT Finished - 7 7
~ PLATELET'COUNT ' ~ 231 K/CUMM 140 - 440 ‘GEN LAB B
MPV 10.10°FL 9.15-12.31 GEN LAB
AUTODIFF - Finished - . o
~ NEUTROPHIL % - 68.1% 45.0-70.0 GEN LAB
LYMPHOCYTE % 27.0% 20.0.- 45.0 GEN LAB
MONOCYTE %. ' 4:5% 0.0-100 ~ GENLAB:
EOSINOPHIL % o 0.8% 0.0-50 GEN'LAB:
BASOPHIL % ' ' 01% ' 0.0-:2.0 GEN.LAB:
ABSOLUTE NEUTROPHIL - 5,27 KICUMM 2205760 ~ GENLAB:
ABSOLUTE LYMPHOCYTE: o )-4.90 _ GENLAB
ABSOLUTE MONOCYTE ' 0:35K/ICUMM GEN.LAB
'ABSOLUTE EOSINOPHIL T 0.02:K/CUMM, " GEN.LAB~
ABSOLUTE BASOPHIL C 001 K/ICuUMM  GENILAB
METABOLIC PANEL, BASIC - BMP Finished S ‘ o
SODIUM (NA) 0 143oNMMOuUL 135.0- ‘ GENLAB!
POTASSIUM (K) ] - :3:60.MMOL/L :3160-:5.00 ~ GENLAB
CHLORIDE ~ -105.0:MMOU/L /98:0 - 107.0 ~ GENILAB
CO2 CONTENT (BICARBONATE) B 26 MMOL/L. . 22=%%.  GENLAB

This document should ot be filed in the paper medical récord and shoutd ba confidéntially destroyed When'it is'ho lohgerneeded:.

Printed by PRILL}-lART‘ CASSAUNDRA
Date Printed: 10/03/2014 Page7
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Medical University of South Carolina
Charleston, SC
843-792-2123
Laboratory Results Report

Patient: MEYER, RHONDA MRN: 001083675

ANION GAP 12 MMOUL 2-1
GLUCOSE, SERUM 100.0 MG/DL 70.0 - 100.0 GEN LAB
UREA NITROGEN, BLOOD (BUN) 18.0 MG/DL 8.0-200 GEN LAB
CREATININE \ 0.7 MG/DL 0.4-10 GEN LAB
ESTIMATED GLOMERULAR >59 mLU/min GEN LAB -
CALCIUM " 9.8 MG/IOL _ 84-102 s GEN LAB
HEMOLYSIS INDEX 10 00-1.9  GEN LAB -
VITAMIN B12 Finished 617 PG/ML 211 - 911 GEN LAB -
FOLATE, SERUM Finished T 9.4 NG/ML >=5.4 GEN LAB -
5/31/13 1:44 PM GLUCOSE PCX, WHOLE BLOOD " Finished 153 70 - 100 H  POCT
PERFORMING LAB - See Note - POCT *

This document should not be filed in the paper medical record and should be confidentially destroyed when it is no longer needed.

Printed by: PRILLHART, CASSAUNDRA _
Date Printed: 10/03/2014 . Page8
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Incident Information

Incident Type: 113D04
- Priority: LP2-Delta
Determinant: 113D04

Base Response #:

Confirmation #:

McFadden, Desmond R
NCPD 104

LAM_Arrest Made

Taken By:
Response Area:
Disposition:

Cancel Reason:

Incident Status: Closed
Certification:

Longitude: 79996448

MGRS: 17SNS9386739838

Incident Location

Location Name:
Address:

Apartment:

Building:
City, State, Zip:

ANI/ALI Address:
ANI/ALI City:

Call Receipt

Caller Name:
Method Received: .

JAKE

Caller Type:
Calier Address:
Caller City, State, Zip: ,

Report Generated: 06/17/2014 08:51:10

Plaintiffs EXH. 2

Jane Doe 202 - 000013

Incident Detail Report

Incident Status Closed
Incident Number 201400250157
Incident Date 03/27/2014 22:07:12

Alarm Level:
Problem:
Agency:
Jurisdiction:
Division:
Battalion:
Response Plan:
Command Ch:
Primary TAC:
Alternate TAC:
Delay Reason:
Latitude:
uTM™m:

County:
Location Type:

Cross Street:

Tow Provider Area:

Map Reference:

NORTH CHARLESTON, SC 29405

ANI/ALI Phone:
ANI/ALI Received:

Call Back Phone:
Caller Location:
Caller Apt/Bldg:

Caller County:

R. App 890

113D_Disturbance Verbal Small
Law

North Charleston PD-NCPD
NCZ4

NCz4

32892719
175 593867 3639838

Charleston

SPANCPDDIS 1

303

Jane Doe 202 - 000013

Page1of9



Plaintiff's EXH. 2

Jane Doe 202 - 000014

Elapsed 'l"imes

Time Stamps
Description Date Time  User Description Time
Phone Pickup 03/27/2014  22:06:40 Received to In Queue 00:00:08
1st Key Stroke 03/27/2014 22:07:12 Call Taking 00:02:45
In Pending Queue 03/27/2014  22:07:21 In Queue To 1st Assign 00:01:07
Call Taking Complete 03/27/2014 22:09:57 McFadden, Call Received to 1st Assign 00:01:48
1st Unit Assigned 03/27/2014  22:08:28 Assigned to 1st Enroute 00:00:03
st Unit Enroute 03/27/2014 22:08:31 Enroute to 1st Arrived 00:05:49
1st Unit Arrived 03/27/2014  22:14:20° Incident Duration 01:33:12
Incident Under Control
Time Sent to Other CAD
Incident Closed 03/27/2014 23:38:52  Nettles, Craig A
Units Assigned
At Delay Odm.  Odm.
Unit Assigned Disposition Enroute Staged Arrived Patient Avail Complete Enroute Arrived Cancel Reason
NC151 03/27/2014 03/27/20 03/27/201 03/27/201
22:08:28 14 422:30:18 422:49:27
22:08:31
NC371 03/27/2014 LAM_Arrest  03/27/20 03/27/201 03/27/201
22:09:32 Made 14 422:14:20 422:59:12
22:09:32
NC321 03/27/2014 03/27/20 03/27/201 03/27/201
22:21:16 14 422:30:18 422:58:57
22:21:16 ’
NC902 03/27/2014 03/27/20 03/27/201 03/27/201
22:44:16 14 422:59:13 423:39:52
22:44:16
Personnel Assigned
Unit Name
NC151 Doxey, Anthony M (151) (NCPD0461) - PFC
Pre-Scheduled Information
No Pre-Scheduled Information
Special Equipment
No Special Equipment
Transports
No Transports
Transport Legs
No Transport Legs
Comments
Date Time User Type Confidential Comment
Report Generated: 06/17/2014 08:51:10 Page 2 of 9
Jane Doe 202 - 000014
R. App 891



03/27/2014

03/27/2014

03/27/2014

03/27/2014

03/27/2014

03/27/2014
03/27/2014

03/27/2014

03/27/2014

03/27/2014

03/27/2014

03/27/2014

Report Generated: 06/17/2014 08:51:10

22:07:37

22:08:21

22:08:34

22:08:34

22:09:17

22:09:32
22:09:38

22:08:49

22:08:49

22:09:49

22:09:49

DRM

DRM

DRM

DRM

DRM

CAN
DRM

DRM

DRM

DRM

DRM

22:09:49 DRM

Plaintiffs EXH. 2

Jane Doe 202 - 000015

Response

Response

Response

Response

Response

Response

Response

Response

Response

Response

Response

Response

FAMILY ARGUING ACROSS THE ST, FEMALE POUNDING ON THE DOOR
AND SCREAMING

[ProQA: Case Entry Complete:]

Location: GG

Caliback: 303

Caller's name: JAKE

Problem Description: FEMALE POUNDING ON THE DOOR AND
SCREAMIN

Chief complaint: 113

a verbal disturbance.

[ProQA Script] Dispatch code: 113D04 1.The caller is not on scene.
2.This incident is in progress. 3.This incident involves a disturbance.
4.1t is not known if weapons were involved or mentioned. 5.A SMALL
group is involved. 6.This incident involves

[ProQA Person Information] , Pindex:1, Race:W, Gender:F,
Clothes:WHITE BLOUSE, GREY SKIRT , Age:40'S,
Hair:BURNETTEDescription:Suspect

Backed up NC151 with NC371

[ProQA Script: Additional Questions]7.The suspect/person responsible
is on scene. 8.The suspect's description is: 9.lt is not known if the
suspect arrived in a vehicle. 10.1t is not known if alcohol or drugs are
involved. 11.N/A 12.N/A

. N/A

13. N/A

incident involves a verbal disturbance.

8. The suspect/person responsible is on scene.

9. The suspect's description is:

10. ltis not known if the suspect arrived in a vehicle.

11. Itis not known if alcohol or drugs are involved.

12

elected from Case Entry.

The caller is not on scene.

This incident is in progress.

This incident involves a disturbance.

It is not known if weapons were involved or mentioned.

A SMALL group is involved.

This

NownhwN

Breathing:

Chief complaint:113

Dispatch information
Recommended dispatch:113-D-4
Actual dispatch:113-D-4

Medical Response:Deita
Responder script

Dispatch code:113-D-4

Dispatch level:Delta

Key Question Answers

1. ECHOwasnots

[ProQA Summary:]

Case Information

Case number:1914005458

Location |

Caliback number:303 il

Problem:FEMALE POUNDING ON THE DOOR AND SCREAMIN
Patients:0

Page 3 of 9

Jane Doe 202 - 000015
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Jane Doe 202 - 000016

Operator:DRM
Four commandment Information
Age:
Gender:
Conscious:
03/27/2014  22:09:54 DRM Response NEG ON MEET
03/27/2014 22:16:11 CAN Response NC371 NEG ANYONE OUTSIDE, ATTEMPTING TO MAKE CONTACT AT

.
03/27/2014  22:21:07 MXB Response NC371 ATT CONTACT W/ COMP, ADV THERE IS A PURSE HERE AND
THE TRUNK IS OPEN W/ BOTTLES. OF WINE, THERE IS BLOOD ON THE
PURSE AS WELL, UNABLE TO LOCATE THE VICTIM AND NEG CONTACT

AT THE DOOR
03/27/2014 22:21:16 MXB Response Backed up NC371 with NC321
03/27/2014  22:23:06 MXB Response COMP ADV IT LOOKS TO BE A DISTURBANCE BTWN MOTHER AND

DAUGHTER, ADV THE MOTHER DEMENTIA AND LOCKED THE
DAUGHTER OUT OF THE HOUSE, ADV THE DAUGHTER WENT OFF TO
THE LEFT OF THE RESD, ADV THE MOTHER SLEEPS ON THE COUCH IN
THE LIVING ROOM

03/27/2014  22:24:07 MXB. Response COMP ADV HE WILL STEP OUT TO MEET W/ OFFICERS
03/27/2014 22:24:11 CAN Response NC151 AND NC321 DELAYED BY TRAIN ON MONTAGUE.
03/27/2014 22:27:04 CAN Response NC151 UNITS BACK EN ROUTE
03/27/2014 22:32:48 MXB Response NC151 ADV HAS SOMEONE AT THE FRONT DOOR
03/27/2014  22:33:29 CAN Response NC151 CONTACT AT FRONT
03/27/2014 22:33:37 MXB Response NC321 ADV MADE CONTACT
03/27/2014 22:41:53 CAN Response NC371 95*1
03/27/2014 22:41:57 MXB Response NC371 1iC
03/27/2014  22:42:15 Automatic by * Response ' [Address: |G | [Medium] [Knox Box] Knox Box: On
System top of Shutters_Left Front of the house
03/27/2014 22:44:16 CAN Response _ Backed up NC371 with NC902
03/27/2014 22:46:01 CAN Response Requested Case Number(s) issued for North Charleston PD-NCPD:
' 2014010163. :
03/27/2014 22:50:23 CAN Response Primary vehicle changed to NC371
03/27/2014  22:59:23 CAN Response Secondary Location for NC902: CHARLESTON COUNTY DETENTION
CENTER - JAIL, 3841 LEEDS AV,NORTH CHARLESTON, SC 29405.
03/27/2014 22:59:23 Automatic by Response [2nd Address: 3841 LEEDS AV] [Medium) {Knox Box] CHARLESTON
System COUNTY DETENTION CENTER, ENERGY MANAGEMENT BUILDING
**KNOX BOX - SIDE A OF ENERGY BUILDING**
iD 454
03/27/2014  22:59:24 Automatic by Response [2nd Premise: 3841 LEEDS AV} [Medium] {Knox Box] CHARLESTON
System COUNTY DETENTION CENTER, ENERGY MANAGEMENT BUILDING
**+KNOX BOX - SIDE A OF ENERGY BUILDING**
1D 454
03/27/2014 22:59:24 CAN Response NCS02 BEG MIL 0424 EN ROUTE TO THE JAIL 1 FEMALE
03/27/2014 23:08:41 CAN Response NC902 END MIL 431

Address Changes
Location/Address/Apt/Bldg

Date Time City, State, Zip User
03/27/2014  22:42:15 /I  / ) Nettles,
Craig A

NORTH CHARLESTON, SC 29405

Report Generated: 06/17/2014 08:51:10 . Page 4 of 9

R. App 893 Jane Doe 202 - 000016
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Jane Doe 202 - 000017

Priority Changes

No Priority Changes

Transport Changes

No Transport Changes

Transport Priority Changes

No Transport Priority Changes

Alarm Level Changes

No Alarm Level Changes

Activity Log
Date Time Unit Activity Location
03/27/2014 22:07:21 Incident in Waiting
) Queue

03/27/2014 22:07:25 Read Incident
03/27/2014 22:07:26 incident in Waiting

Queue Timer Clear
03/27/2014 22:08:228  NC151 Dispatched
03/27/2014 22:08:31  NC151 Respanding I
03/27/2014 22:08:34 ProQA
03/27/2014 22:09:32  NC371 Dispatched I
03/27/2014  22:09:32  NC371 Responding ]
03/27/2014 22:09:32  NC151 Unit Backed up I
03/27/2014 22:09:57 UserAction
03/27/2014 22:10:32 UserAction
03/27/2014 22:11:07 Read Comment
03/27/2014  22:11:09 UserAction
03/27/2014 22:11:15 Read Comment
03/27/2014 22:11:17 UserAction
03/27/2014 22:14:20  NC371 At Scene T
03/27/2014  22:17:20 Incident Late
03/27/2014  22:20:17 Read Comment
03/27/2014 22:21:16  NC321 Dispatched I
Report Generated: 06/17/2014 08:51:10

R. App 894

Plaintiffs EXH. 2

Log Entry

Incident 901 was Marked as Read.

Responding From = CITY HALL
LN\MALL DR

ProQA determinant sent

Responding From = Rebecca St /
Butler St

Backed up with NC371
User clicked Exit/Save
User clicked Exit/Save

Comment for Incident 901 was
Marked as Read.

User clicked Exit/Save

Comment for Incident 901 was
Marked as Read.

User clicked Exit/Save

Active incident marked as late

Comment for Incident 901 was
Marked as Read.

User

CAN

CAN

CAN

DRM
CAN

CAN

CAN
DRM
CAN

AES

AES

DRM

DRM

CAN

MXB

MXB

Jane Doe 202 - 000017
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03/27/2014

03/27/2014

03/27/2014

03/27/2014
03/27/2014
03/27/2014
03/27/2014

03/27/2014
03/27/2014
03/27/2014

03/27/2014

03/27/2014

03/27/2014
03/27/2014

03/27/2014
03/27/2014

03/27/2014

03/27/2014
03/27/2014
03/27/2014
03/27/2014
03/27/2014
03/27/2014
03/27/2014
03/27/2014

03/27/2014

Report Generated: 06/17/2014 08:51:10

22:21:16

22:21:16

22:21:18

22:21:21
22:24:29
22:30:18
22:30:18

22:35:39

22:35:39

22:35:40

22:39:26

22:39:30

22:41:57
22:42:58

22:42:59
22:44:16

22:44:16

22:44:16
22:44:21
22:45:45
22:46:18
22:49:27
22:58:57
22:59:12
22:59:13

22:59:24

- NC321

NC371

NC151
NC321

NC151

NC371

NC321

NC902

NC902

NC371

NC151
NC321
NC371
NC902

NC902

Plaintiffs EXH. 2

Jane Doe 202 - 000018

Responding

Unit Backed up

Read Comment

UserAction
UserAction
At Scene
At Scene

Reset System Timer

Reset System Timer

Reset System Timer

Read Comment

UserAction

Read Comment
Read Comment

UserAction
Dispatched

Responding

Unit Backed up
UserAction
UserAction
UserAction
Available
Available

Available

‘ At Scene

20 - Responding 2nd
Loc

CHARLESTON COUNTY
DETENTION CENTER -

JAIL

R. App 895

Responding From = 5154 N Rhett
Av [KANGAROO EXPRESS)

Backed up with NC321

Comment for Incident 901 was
Marked as Read.

User clicked Exit/Save

User clicked Exit/Save

[Reset Reason] Status/ Safety
Check [Next Late Check Time]
03/27/2014 23:34:39

[Reset Reason] Status/ Safety
Check [Next Late Check Time]
03/27/2014 23:34:39

[Resef Reason]) Status/ Safety
Check [Next Late Check Time]
03/27/2014 23:34:40

Comment for Incident 901 was
Marked as Read.

User clicked Exit/Save

Comment for Incident 901 was
Marked as Read.

Comment for Incident 901 was
Marked as Read.

User clicked Exit/Save

Responding From = 7400 Rivers
Av [WALMART - RIVERS]

Backed up with NC902
User clicked Exit/Save
User clicked Exit/Save

User clicked Exit/Save

Incident ID = 2821901, 3841
LEEDS AV 32846786, 80014598,

BEG MIL 0424 EN ROUTE TO THE

JAIL 1 FEMALE

MX8

MXB

DRM

DRM
MXB
CAN

CAN

CAN
CAN

MXB

MXB

CAN
MXB

CAN
CAN

CAN

CAN
CAN
MXB
CAN
CAN
CAN
CAN
CAN

CAN

Jane Doe 202 - 000018
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Jane Doe 202 - 000019

Plaintiffs EXH. 2

03/27/2014  23:08:41 NC902 21 - At Scene 2nd CHARLESTON COUNTY Incident |D = 2821901, 3841 CAN
Location DETENTION CENTER -  LEEDS AV 32846786, 80014598,
JAIL
03/27/2014  23:39:49 . Read Comment Comment for Incident 901 was MXB
Marked as Read. :
03/27/2014  23:39:52 NC902 Available 3841 LEEDS AV CAN
. [CHARLESTON COUNTY
DETENTION CENTER -
JAIL]
03/27/2014  23:39:52 Response Closed [ ] CAN
03/27/2014  23:39:55 UserAction User clicked Exit/Save MXB
03/28/2014  16:21:47 : UserAction User clicked Exit/Save CiD
03/28/2014 16:22:21 UserAction User clicked Exit/Save (el]»]
03/28/2014 16:23:04 UserAction User clicked Exit/Save (el]»]
06/05/2014  09:55:59 Read Comment Comment for {ncident 901 was TVM
Marked as Read.
06/05/2014  09:56:00 Read Comment Comment for incident 901 was TVM
Marked as Read.
06/05/2014  10:06:49 UserAction User clicked Exit/Save TVM
06/16/2014  14:07:00 : Read Comment Comment for incident 901 was VM
Marked as Read.
06/16/2014  14:21:32 UserAction User clicked Exit/Save VM
06/16/2014  14:21:50 Read Comment " Comment for Incident 901 was TVM
Marked as Read.
06/16/2014  14:21:50 Read Comment Comment for Incident 901 was TVM
' Marked as Read.
06/16/2014  14:47:05 UserAction User clicked Exit/Save VM
Edit Log
Changed Changed
Date Time Field From To Reason Table Workstation
03/27/2014 22:07:14 Address . (Blank) [ New Entry  Response_Master_Incident 911‘DSP19
03/27/2014  22:07:16 Longitude 0 79996500 Entry Response_Master_Incident  911DSP19
Verified
03/27/2014  22:07:16 Latitude 0 32892699 Entry Response_Master_Incident  911DSP19
Verified )
03/27/2014  22:07:16 City NORTH Updated Response_Master_incident  911DSP19
. CHARLESTON City
03/27/2014 22:07:16  Address [ ] [ Entry Response_Master_Incident  911DSP19
I Verified
||
03/27/2014 * 22:07:16 ResponsePlanType 0 0 (Response  Response_Master _Incident  911DSP19
Viewer)
03/27/2014  22:07:16 Response_Area NCPD 104 (Response Response_Master_Incident  911DSP19
Viewer)
Report Generated: 06/17/2014 08:51:10
Jane Doe 202 - 000019
R. App 896 ,

User
DRM

DRM

DRM

DRM

DRM

DRM

DRM

Page 7 of 9



03/27/2014 22:07:16 Battalion
03/27/2014 22:07:16  Division
03/27/2014 22:07:16  lurisdiction
03/27/2014 22:07:20 Priority_Number
03/27/2014 22:07:20  Priority_Description
03/27/2014  22:07:20 Problem
03/27/2014 22:07:25 Read Call
03/27/2014  22:07:52 Call_Back_Phane
03/27/2014  22:08:05 Caller_Name
03/27)2014 22:08:34 EMD_Used
03/27/2014 22:08:34  ProQA_CaseNumbe
r_Police
03/27/2014  22:08:34 Determinant
03/27/2014 22:08:34  Incident_Type
03/27/2014 22:08:34 Priority_Description
03/27/2014 22:08:34 Priority_Number
03/27/2014  22:09:50 ProQATermination$
tateCode
03/27/2014  22:11:07 Read Comment
03/27/2014 22:11:15 Read Comment
03/27/2014 22:20:17 Read Comment
03/27/2014  22:21:18 Read Comment
03/27/2014  22:39:26 Read Comment
03/27/2014  22:41:57 Read Comment
o;/27/20'14 22:42:14  Address
03/27/2014  22:42:15 Address
03/27/2014  22:42:15 Latitude

Report Generated: 06/17/2014 08:51:10

Plaintiff's EXH. 2

Jane Doe 202 - 000020

0

‘False

CALL_Call

Pending More
Info
Generic

97

False

fFalse

False

False

False

False

NC2Z4- (Response
Viewer)
NCZ4 (Response
Viewer)
North (Response
Charleston Viewer)
PD-NCPD
97
Generic
*Law Call (Response
Pending Viewer)
True (Response
Viewer)
303-2619 (Response
Viewer)
JAKE {Response
Viewer)
1 (Response
Viewer)
1914005458  (Response
Viewer)
113D04 {Response
Viewer)
113004 Updated
by ProQA
LP2-Delta Updated
by ProQA
2 Updated
by ProQA
C (Response
Viewer)
True {Response
Viewer)
True (Response
Viewer)
True {Response
Viewer)
True (Response
Viewer)
True (Response
Viewer)
True (Response
Viewer)
[ ] Address
BN Chenee
] (Response
BN Viewer)
]
| (Response
Viewer)
R. App 897

Response_Master_incident
Response_Master_Incident

Response_Master_Incident

Response_Master_incident
Response_Master_Incident

Response_Master_Incident
Response_Master_Incident
Response_Master_Incident
Response_Master_Incident
Response_Master_Incident
Response_Master_Incident
Response_Master_Incident

Response_Master_Incident

Response_Master_Incident
Response_Master_Incident
Response_Master_Incident_
Ext
Response_Master_|ncident
Response_Master_Incident
Response_Master_.lncident
Response_Master_Incident
Response_Master_incident
Response_Master_Incident

Response_Master_Incident

Response_Master_Incident

Response_Master_Incident

Jane Doe 202 -

911DSP19  DRM
911DSP19  DRM
911DSP19  DRM
911DSP19  DRM
911DSP19  DRM
911DSP19  DRM
911DSP25  CAN
911DSP19  DRM
911DSP19  DRM
911DSP19  DRM
911DSP19  DRM
911DSP19  DRM
911DSP1S  DRM
911DSP19  DRM
911D5P19  DRM
911DSP19  DRM
911DSP12  AES
911DSP19  DRM
911D5P24  MXB
911D5P19  DRM
911D5P24  MXB
911DSP25  CAN
911DSP25  CAN
911DSP25  CAN
911D5P25  CAN
Page 8 of 9
000020



03/27/2014  22:42:15 Longitude
03/27/2014  22:42:15 Street_Id

03/27/2014  22:42:15 Address

03/27/2014  22:42:58 Read Comment
03/27/2014  23:39:49 Read Comment
06/05/2014  09:55:59 Read Comment
06/05/2014  09:56:00 Read Comment
06/16/2014 14:07:00  Read Comment
06/16/2014 14:21:50 Read Comment

06/16/2014  14:21:50 Read Comment

Custom Time Stamps

No Custom Time Stamps

Custom Data Fields

No Custom Data Fields
Case Number

Case Number

2014010163

Attachments
No Attachments

Dispositions
Date Time Unit

03/27/2014  22:59:12

Report Generated: 06/17/2014 08:51:10

Plaintiffs EXH. 2

Jane Doe 202 - 000021

EENEE B (Response
Viewer)
NULL 13824 (Response
Viewer)
I . Change
Cir [ ] Verified
||
False True {Response
Viewer)
False True {Response
Viewer) |
False True {Response
Viewer)
False True (Response
Viewer)
False True (Response
Viewer)
False True (Response
Viewer)
False True (Response
Viewer)
i
Method
Request
Disposition
. LAM_Arrest Made
R. App 898

Response_Master_Incident

Response_Master_Incident

Response_Master_Incident

Response_Master_!ncident

Response_Master_Incident

Response_Master_Incident

Response_Master_Incident

Response_Master_Incident

Response_Master_Incident

Response_Master_Incident

User

911DSP25

911DSP25

911DsP25

911D5P24

911DSP24

911ADMINQ9

911ADMINOS

911ADMINOS

911ADMINOS

911ADMINOS

Radio Name

Nettles, Craig A

Jane Doe 202 -

000021

CAN

CAN

CAN

MXB

MXB

VM

TVM

TVM

VM

TVM
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Certificate of CounselA

I hereby certify that the enclosed Record on Appeal contains all material proposed

to be included by any of the parties and not any other material.

T

Fov Gregg Meyefs
Of Counsel, Pierce Sloan LLC
321 East Bay Street
Charleston SC 29401
843-722-7733

Attorney for Appellant

RECETVED
SEP 19 2018
SC Court of Appeals

R. App 899



