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DULBERG,

Northern I1linois Medical Center NIMC Radiology
Patient Name: DULBERG, PAUL R
Account Number: B1117900323

Northern I11inois Medical Center

06/28/2011 10135 RIGHT FOREARM 2139703
HISTORY: Chain saw versus forearm, forearm laceration.
TMPRESSTON: Right forearm films demonstrate no fracture or

radiopague foreign body. There is deep soft tissue
laceration along the ventral surface of the mid
forearm.

FINDINGS This exam consists of two views of the right forearm
which demonstrate deep laceration on the ventral
aspect_of the mid forearm as best visualized on the
tateral view. No fracture or radiopague foreign body
is identified.

cc; Apiwat W. Ford, D.0O.
Donald R Kennard, M™.D.
Frank sek, M.D.
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BROUGHT BY: MODE OF ARRIVAL TREATMENT PTA
[08elf O Ralative Bowe Okce O Elevate
1 Police fiang 03 Stretcher ao2

O Ciher [ Carried ow

Ambulance: 0 Watked {1 Med:

Timo of
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Hoight™5M A “Walghtt § Ve = W

M.Patlent Band applied

0 Hand O Communication
Band applied

[ Becurlty watch

N Injury:
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Medications: A0 v.z
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Foed:
Other: O Latex [ Oye

Meds reviewed by

Language barrier [ Yes Interprater Name/ATT Number: 0 Cther:

Residence:Tl Prlvalé‘u Family 0 Alone D) Nursing home L1 Group home

Do You teel safe at hame? "B Yes O Ne Is thero anyone in your life that threatens, Intimidates or harms you'in any way? Ll Yes Bl No

Crisis/Social Workar O Nolified: O Heare; D DNR  Resourses called; ime;
Yes Yes Yes Yes Yesy
@ 0 Auteimmune 3 Demontial Alzheimer's {1 Headaches/ migraines [2 Prassure Ulcer O Infactious diseases
5 [ Asthma U3 Endocrine O Head [nj past 3 menths [ Recent exposure 3 MRSA
= O Back problems [ G problems I Hyperntansion D Reproductive problems O VRE
o D Blood disorders [0 GU Problems U MuscuteSkeletal problems [ Respiralory problems {1 Chicken Pox
- 13 Cancer [1 Glaucoma [ Neuro problems 2 Ssizures J Measles )
"z:: O Gardiovascular 00 HEENT problams {1 PsychoSoclal problems O skin problems O Shinglos
“a [J GHF [ Heart murmur . 0O Vislon problems O Strep Throat
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L?story O Nene Evar had a positive TB test? 1 Yes t‘h&io ¥ Self-history of TB O Famlly history ot TB I3 Cough 0 Fever

O Bloody sputum O Walght lpss 03 Night sweals [ Loss of appotita
0 Denles signs & symptorns

[1 Fatigue O Recent international travel

Vaccine O Flu  Telanus 0J N!A\SLUpto date [I »5 yaars (I Unsure

Pedlatric immunizalion [J Up 1o date £ No [T Unsure

EDN1DO0D-00 07/08 10108 03/69 12/00 0310

“IEDRN-

R
PRIN E%E
DATE

GENCY ADMISSION ASSESSMENT
BY: Sdqidad

S12/08/2011

IR
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ADMISSION ASSESSMENT

~R
Do yau currently have pain?hYas (+-10) 01 No Ifyes,1s it O Chrenic O New Onset
Es:; of pain: O Burning [ Dull Prosstre O Crarmping [ Heavy D Sharp O3 Achy
thef:

Pain Scale used: O Wong Baker [ FLACC [0 Numeric

ALCOHOL INTAKE: B Never [} Occasionally O paiLy
Type: Ametnt: Last Drink:

STREE /Rec DRuGs: ™ Never [ Oceasionally O DAILY
Typa:_ Amount: Last Usad:
TOBACCO HiStoRY: [ Never [w] Occaslonaily‘&pAILY

Type: __\___,F\ ount: __ ... Date Guit:
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Mark drawlng with number:
1. Abreslon

2. Amputation
3, Avulsion

4, Bleading

§ Bum

8, Bryige

7. Deformity

8. Fraciure

9. Gsw

10. Hematoma
11. Laceration
12, Pain

13. Stab wound
14. Forelgn body
15. Pressure ulger -
16, Leg ukcar

Neurological [ NA Cargiac/Circulatory: O NA Lung Sounds CINA R Gl/Abdominal: D NA 3 Daniss
LOC [ Yes 0 Ne gfglnk/tl Waref 11 Dry O Cool Claar ﬁtﬁL oft [J Distended O Firm
onsciots O Unconggjous Hot [1 Flughed O Diaphoretic  Rales ] Nontender 3 Tonder

Alert }?f Orignted X% 0 Dusky 0 Ashen 0 Jaundice Whaazing on owel sounds: [ Present [3 Absent
O Crying O Lathargic O MAE O Pate [ Clammy 0 Cyanotic Rhonchi oo 1 Hypoactive I Hyperactive
C} Sturred speach RADIAL PULSES R Diminishad oo Last BM:
O irrkable Present ,Cl,ﬂ Absant oo 0 Disrrhea x Denlos
0O Combalivy Absant 0 Viomiting x ___ T Denies
Pupils [] NAA PERL R L PEDAL Presem (C]/d EENT: [JNA J Dentos 0O Nausea O Yes
Reactive [ o Absent 0O D VISUAL ACUITY TINA Last oral Intake:
Sluggish oo Cup Refill J42Sec [1>2 Sac L. R: Commentsi____________
Fixed on Ankle edemia (1 Yos /d No {1 Correction O No Correction
Marreactive on Manitor; - Ear Drainage: 0 Yes [ Neo Genito-Urinary: O N}/f:l Danies
Pupil size — Describa; URINARY O NA -
AVPU DAaDV OP QU Respiratory I]EI'NA Epistaxis: I NA R L 0O frequancy O Pain
acs .. 19 Distress O None T Mild Controfied o o O Homaturia LI Incontinent

O Moderate 0 Savere Uncontrolied o o O Unabla to vold O SUD

FALL RISK ASSESSMENT [ Stridor O Nasal Flaring THROAT: YAGINAUPENLE D NA

01 Medically unsafe to be
independently mobile
L3 Unaware oy forgetful
of physieal limitations
T Recent history of falls

[ Retraclions
1 Productive cough:
U1 Unproductive cough

0O Ditf. swallowing
{1 Biff, spoaking
{1 Drogling

0O Discharge [ Bleading
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Amount:
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Tech:

Initials:
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Initials:
Initials

0NV Physiclan:

© B1117900323
DULBERG, PAUL R
M 41Y 03/19/1970
06/28/2011
0000109381
ADMISSION ASSESSMENT
MD/DO MD/DO MDIDO Medical Imaging MIDO
o o o o
|
Lab MD/DO Lab MDIDO Lab MD/DO MD/DO
1 Inlialg initial Initial Inltial
0O ABG OPTT [0 wound culture 2 T Spine
| O Amylase O RSY w] O LS Spine
[J Blood Culiure O Sallgylate 0 Ulirasound-
Ol P 0 Sputum culture O CT Scan-Brain
| 01 BNP { Strep 0 CT Scan-C Spine
L) CBC widiff O Trichimonas D CT Scan-Chast
§ O CMPL O Troponin 0 POC Giher/Miscellaneous B CT Scan-Chest PE
1.0, Dimer ] Tylenol 0o, O CT Scan-Abd/Pelvis
£ Rigoxin Levei C Type & screen O EKG Time Acquired O MRI
O ETOH O Type & cross Time Read O FAST Scan
L GC/Chlamydia of units O EKG Time Acquired 1 ED Preg LId U
- O Hepalic Panel O uA Time Read - £l £D Preg follow up US
Q HCG Qualitative 0 UA/Reflex culture Medical Imaging C1ED Pelvis Lid US
O HCG Quantilafive O Urine Culture [J Chest PA/Lat O ED Abd Agria US
d Influenza Screen O Urine Drug Sereen 0 Chest Port 0 £0 Doppler pelvis
[ Lipase 0 Urlne HCG [ C-Spine 0 ED Venous Duplx Ext
D) Pos [ Neg [ POC v
0 MRSA L3 Urine Dip 0 POC _ 3 X-Table 0] ED Trauma trans echo
apPT 0 Wel prep O Pelvis _ 0 ED Trauma abd Itd
) TR T
MBID0 —
Order ORrRB Start Stop 1Y Solution & Amoun Warm Additives Site | Cath Size Rale Amt Initials
Time & Time Time ¥iIN Infused
inilials
- A‘:'/{ . / P iad ) o
PtHeight.  S70%7 " “vivieight /75 Allergies: /147 J)A-—
MOID:
ﬁ.;f& ORB { Time Slop | Pain Medication/Qrdar | Dosage | Route | Site | Initiats | Time | Effects Pain | initials
1 i Given_| TIme % Scale
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) % 1CHZ . CHELC Al 22 Wi
(L dpy w84 il ”
i . .87 VI
|
|
i
QTdosml I Tdap6.5ml D TT0.5mL Time:___ Site:___ RN:____Lot# EXp Mir 0O VIS Given

(1 Nursing Assessment and Medication Reconciliation Reviewed

O Vitals Reviewed

Tech: e

ot i

Initlals:

Physician:__ 2l Initials;

Initials:
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EMERGENCY ADMISSION ASSESSMENT
o m——
Time Bloed prassure | Pulse | Resp Temp 5p02 o2 GCS EVIM | Monilter Intake Qutput
I
N f o\
[
I\
[
K
N I\
Orthostalic Lying: "Siting: Slanding: |
Treatments/Procedures:
3 Q; Therapy: Ointubaled [ Respiratory treatment: Nab Tx: L1 Cont Pulsa Ox
0 Chost tuba: O Time Out; 1 Eye irrigation; __ 2 Ear Irrigation:
D NG tube # @ Charactar: O Gastric lavage:
O Lumbar puncture: 1 Time Out; [1 See neuro assessment sheal
0 Pelvic exam: Straight Cath/CUD @ 0 Bladder sean Amount:
Bloed Glucose vaiue: Time: By 0 Continuous Cardiac Monitoring

Nottal Valuos Age 60 or more (80-95 mgrdl), 13-60 yr. (75-99}.. + mo.-13 yr. (60-89) Critical Value tess thar 40 or more than 400
Normai Value: Age newbom to 1d (40-80 mgidly 1d-1 Mo. (80-99) Critical Value less than 40 or more than 200

Wound Care, (1 Dressing: [ Ortho Care: O Crutches
)g "figétion:mm Né 1 Antibiotic U les Tima: O Cast 1 Patient's own crutches
O Soak: O Adaptic I Elevata Time:, 0 Sing O Crutch walking instriret demo
tiseplic Wash [ 4X4 0 splint: O Tubi Grip D Velero Splint;
Cther: [ Kiing 1 Knee immabilizer J Postarlor mold:
O Tube gauze [ Sheulder immobllizer [ Location:
D Steristrip O Ace Wrap [ Width:
lsolation Type: [ Burn drassing {1 SMV's after immebllization O Length;

Accompanied by:

DISPOSITION: %Home O Jail {3 Nursing home/ECC O inpatient [J Observatlon O Surgical
0 Other taclity: O Expired 3 AMA £} Mode:; Tirne;

Mode: 0w alk O Carry O Ambulance: EYER hold from ____ 1o

0 Gther: O To unitroom #

LEFT WITH: O Self 1) Family MaeFriend [ Police 0 No otd chart
O Discharge Pain Level:

GCS:

1 Qld chart in ED ©) Chart to floor

{0-10)

RTS;

(\E:bischarge Instructions givpr-exprosses un nding
d@[)ischarge Pain Level: 4% (E?ﬁ GG RTS:
.iE:‘DiSChargﬂ by; i

Skin Integrity intact (1 Yes DI No (seo documentation)

Disgharge Vital Sians: C/ ,?‘%’

RN

i A

Initials:

Discharme
Riats: N:
Initlals:

Tech:

EMERGENCY ADMISSION ASSESSMENT
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++CentegraHealthSystem
EMERGENCY PHYSICIAN RECORD
Upper Extremity Injury (4

DATE: TIME: / 4(5 7 D on arrival
ROOM; —_ EMS Arrival
EMS treatments ordered_ e,
HISTORIAN: atient  spouse  paramedics
_HX/__EXAM LIMIF
HPI
chief complaint:  injury to; rlght { lefe
hand wrist “—:{orear elbow  arm
shoulder collar-bone area
durafi courred: ‘where:
just prior o arrival hama school
today, netghbor's park
yesterday, work street
daysago | oo o ]
severity of pain; i worse / persistant since :
mild moderate severa  + _painintormittent /lsting_____ 1
sontext: fall blow  Inckod | crushed  burn
gsgociated sgmgto@g: ungling f numbness distally___...______

ROS

suspected FB (slin lac)
I power arms { legs
Aeadache / neckpain____

double vision { hearing loss
riausea / vomiting,

| boss of bladder function
: recent fever [ lliness
: other injuries

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

[ et ) TR BT IR I ) -y

' SOCIAL HX smoker_'_‘}‘_ drug use / abuse__ =" '
et

' recemt ETOH, 77 l!ves alone !

« lives at home lives in nursing home, .

« FAMILY HX _fegacive__. :

R/l HANDED prior injury

PASTHX £ negative

sae nurses note
S8 NUrses note

ursing Assessment Reviewed 1 Vitls Reviewed [ Tetanus immn, UTD
PHYSICAL EXAM

GENERAL APPEARANGE llar { PTA [ in ED }/ backboard_

diabetes Typa ! Type 2 “diet_/ orpl / isul

HTN  heapy IsenSQMJQ
Meds- fnone il

Allerpias- N

A

B1117900323
DULBERG PAUL R

M
06128/2017° 1 9/1970

0000109381

FOREARM / LA diagram (@ ;;

ELBOW _tenderness softtissue/bony
.l inspection _ swelling / ecchymosls
_non~tendor Jimited ROM.___
< Titnl ROM* .. deform
ARM | . See diagram
SHOULDER ..tenderness soft-tizsue / bony
_aflinspaction  _ swelling / ecchymoss
7',mﬁn-t.'elm:lenr __limited ROM .
2l ROM* __deformity,

T=Tonderness PtT=Polnl Tewderacss S~Swelling E=Ecchymaosis . $=Burn O=Ceolualan
L=Laceratlon AwAheadon MuMusele sprem  PWaPunciure Wornd

(= withant m=mild  mod=waderate  nw=severe)
.__ho acute distress _mild sevare distress Extmplo. Tivw Tendernesy o pulpotion fsevere)
lert L nxious
EXTREMITIES NEURD / VASC I TENDON
HAND __see diagram wesBensation intact __sensory f motor deficlt
¢_nml inspection tenderness soft-tissue / bony, < fotor intact
~"ton-tender __swelling / ecchymosis «fa vascular ——
__deformity, promise __pallor [ cool skin { abnmil cap refil
WRIST _see diagram 5:;20 function __pulse deficit radial ulnar,
mlinspection __tenderness soft-tissve/bony_ rormal __deficit In tendon function,
7l1_t,:n-tcnder ) __tenderness In anatomical snuffbox_____
«nml ROM* _—wrist paln on axtal thumb load

_..swelling / ecchymosis
_.bmited ROM
__defarricy.

*3EOTSN* / Rev, 08 /07
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‘mu}' mdu,atc tnlenmed jate rr.palr mzy ind:ata oomplex repair

SKIN diaphoretic f cool / cyanotic. 81117900323
—warm, dry prorefic feoollepm DULBERG, PAUL R
------------------------ e T M 41y ?3!19/1970
D fEﬂI_ tenderness ! 08/28/201
. —_nmlinspection _ swelling / ecchymosis ! 0000108381
' ___pharynx nmij !
: | BACK __tenderness, !
y 2 hmlinspection swelling / ecchymasis, ‘
! éﬁ‘én-ter’:dor T ' Y VI XRAYS  [Ciserp, bL‘l:n;_’QRevicwed by me [IDiscad wi radiclogist
1 RESPIRATORY  __tendernass i (R/L hand wntr?nﬁ—efbow humerus  shoulder
1 thest non-tender __swelling / ecchymasls / abrasions, v [_normal/NAD - DD
ye=breathsnds nml  _ crepltus / subcutaneous emphyserma vl racture __dislocation
' __decreased breath sounds b el alignment __soft-tissue swelling
! —wheores [rales/vhonchi______ . 1 | _noforelgnbody  _positive anterior fat-pad sign
! Cvs _tachycardia / bradycardia,__ , —positive posterior fat-padsign_______
1 - Fieare sounds nml ' __foralgn body,
| GI (A ABDOMEN) tendarness / guarding H Jracture  non-disploced dlsjl:laced
|~ hron-tender - * ¢ transverse  obifque  comminuted  angulated
| ..o organomegaly ' Impacted  torus
L= nml bowel snds* !
SYrerewemamssloCiiioavals STmeMMss s nms ey =~¢ |Other study:
.PROCEDURES e e e [JSea separate report
i Wound Qescyiption 7 Rap:,lx»s AR ) ROGR ESS
[} 1
: :::-g:h locatio m ~ollitn %7 6I? /% : unchanged improved re-examined
] 1
« superficial C musc!e : through-and-through h
| contused tissig placatation N
! clean odemtely / *heavlly '
! W i __initia) fracture care provided: fallow-vp on,
1 distal NVT: - neurc & vascular stawis intact  no tendon in 1 __Rugiven
v anosthesia.. local  LET/ terracaine / adrenaline / cocaine ) ._mL , __referred to/ discussed with Dr,
\ marcalne 0.25%20.5% lidoc 1% 2% epi/ bicarb  digiwl / metacarpd| block | will see patlent in: ED Zhospital /office in________doys
g Ieauon ired; ses attached 23d template !
' pmp é'/s W ' Fali Alleged Assqult
y Bewadine / scrub : 1 Contuslon L shoulder (Jorea wrist
@J—Mshed w@;} f L 1 | Hematorma arm  elbow  hand
minimal / mod, / *extensive 1 Sprain / Strain
wound explored undarmined ! | Dislocation
foreign material removed minimal / mod. / “extensive 1\ b acerat]
» . I
partlaily C"’“P;“f“y wound margins revised ‘| Fracture R /L radius  distal/ shoft / proximal
minimal / mad. / *extensive multiple flaps aligned f ultng  distal / shoft / proximal / vinar styfoid
no fareign body Identified i humerus  distal / shoft / proximal / supracondylar
1
repair; /, oy — dh 7 startstrips : Colles fracture  stabilized / restorative
SKIN- rntcr e "0 nylon ¢ mmc.:ﬁlpll?fj ! DISPOSITION: transferred )Z' home [ludmitted [ Jexplead
*SUBCUT-# 0 leryl | chromic ' Time A £
el GI’Y T (hiv) i CONDITION- [ good B falr [_] poor [ critle 'ﬁ improved
OTHER- 0 material ' [[] stabls 7] wnchanged,
interrupted running  smple  mattress (/v ) '
[}
-4

.....................................

...................................

Vekro OCL/Onhu-g!aw/ Ploster Numlnumfomn -
Volor  Thumb spics Ulnae Wist Sugor-Tong  Cock-up  Colles

applied by ED Physician / Orthopedist / Tech
examined post splint application NV intact  dlignment gaod
deformity reduced  no compartment spndrome
sling_..
nursemald’s elbow reduced with supination

forelgn bady removed  with forcops  with incislon
closed reduction  finger trabs  traction

________________________________________________

Underling fndfeates organ sysem . )
* equivalent or mirtimum required for organ J}M«B BINTED BY:

Uppar Extromilty injury - 06  Paga 20f2 RATE -

3J80

0 12/08/3011« T i

RESIDENT / BA f NP S§IGNATURE

ATTENDING NOTE:

_Resident f PA | NP's history reviewed, patlent intervinwed and examined,
Briefly, pertinent HM is;
My personal exam of patlent reveals;
Assessment and plan reviewed with resident / midlevel, l.ab and anclllary
studies show:
1 confirm the diagnoais of:
__Care plan reviewed. Patienc will need:
Blease yee resident / midlevel note for detalls,

ezs :

RTI# turnad care over ot

Pitysiclan Signatura

Physiclan Signatuce RIT#
EETemplate Complete [] Additional T-Shaat

+ ASXumod carg B¢

wn

Pt hodanticmadinpshiotsdman loomdomnd




RESTRICTIONS / RELEASE FORM

Northern lllinois Medical Center . Memorial Medical Center
| Emergency Department D 3701 Doty Rd.
/ 4201 Medical Center Drive WOOdStOCk, ltlinols 60098
McHenry, lllinols 60050 (815) 334-3900
(815) 344-5000

PATIENT NAME?{}UJJ T_DMHWK . | DATE Z@lﬂ

PHYSICIAN SIGNATURE

L1 May roturn to 1 work [J £cfloot €1 gym without restriction. égﬂ{ﬂggimifﬂ,tmm”,m”mm"m”m
MMay not return to ﬂwork ] schoot [ gym for_&day(s). gaxzs%o 03.3’196}3‘35‘309 s81
[} May return 10 school with the following restrictions:
CJ GymiSports restrictions are for day(é}.
E Must take prescription medication for day(s).
[ May return to work with the following restrictions:
[ No lifting greater than Ibs. for day(s).

L] Machinery/Driving restriction while on medication that can cause drowsiness.

[ No continuous [ standing [ sitting for day(s).
L] Must keep elevated for day(s). [ LIMITED WORK WITH
[ NO WORK WITH
L1 Sedentary work only for . day(s).
OJ right 0
Left
(] Must use crutches for day(s). 7 Hand O Hand
(] No overhead work for day(s), | L1 Aam [ Arm
] Foot ]
L1 No bending or twisting for day(s). Faot
9 [ Leg O Leg
L1 Must wear immobitizer for’ day(s).
immobflize vie) For...____ ___Days
[ No climbing on ladder or stairs for

day(s}.

] other

{1 See your physician in days for reevaluation.

All patients are referred 10 thelr personal physicians or a doctor on the staff of this hospital. Release from restriction must
be obtained from that doctor and not the Emergency Department,

I (or responsible person) have/has received and understand(s) the instructions to follow as noted above.

Patient signature (or responsible person):__f, M %V
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Centogra Northern lllincis Medical Gonter
4201 Medical Center Drive
McHenry, IL 80050
(815} 344-5000

Patient: PAUL DULBERG, Med, Rac. #: BOOD0H 09381, Visit &:
81117900323, Date: 06/268/2011 Thme: 17:02

Home Care Instructions

IMPORTANT: We examined and treated you today on an emergency basis
only. This was not a substitute for, or an effost 1o provide, complete medical
care. Inmost cases, you must letyourdoclor sheck you again. Tallyour docior
aboutany new or tasting problems. We cannot recognize and freat all Injuries
or ilinesses in one Emergancy Depasiment visit, Ifyouhad special tests, such
as EKG's or X-rays, we will review hem again withint 24 hours. We will caltyou
ilthere are any newsuggestions. Youwere treated tedayby: Ford, ApiwatW,,

&ﬁﬂmﬂﬂtigmﬁnmm@mﬂm&mmexmﬂ_h@ammm

mall. We want o be sure we have giver you yery glopd care and we ask thal
You please fill out Ihe survey and return |t in the mall,

Afler you Inave, please follow the Instructions beiow.

This Information I8 About Your Follow Up Care

Callas soon as possible o make an appolniment to see yeurdactor in 10 days
for suture remaval, You can reach your doctor by calling their clinic phone
number,

Please return lo the Emergency Depariment in 10 days for suture removal If
youwould prefar to have the sulures removed in the ER. We do recammentd
that you follow-up with your Primary Care Physician but you can returnto the
ER for removal of your stitches if you choose..

This information 1$ About Your liness and Diagnosis

‘WOUIND GARE (with stitches)
Your wound was closed with stiiches, These are small threads that keap the

skin closed to hulp it heal. You have 3 Internal and 11 external stitches, These
should be removed in 10 days.

At home, please follow these Instructions:
= Wash your hands befors touching the dressing or wound,
= Keap the wound clean and dry.

- = After2 days, wagh the wound gently with warm watar and soap. Patitdry,

= Pul a lighl dressing on it if it rubs of there is drainage,

<all your doctor If:

= ¥ou have redness, pain, or swelling in the area of your stitches.
= your wound drains pus.

= your stitchas come oul before your wound is healed.

™ __You have any new ot bothersome symptoms.

“This Is Information About Your New Medications - Start taking as
pPrescribed,

HYDROCODONE and ACETAMINGPHEN (Vicodin, Vicodin ES, Lortab,

Lorlab efixir, Zamicet, Norco, Zydone, Anexsia, Anolor, Bancap HC)

Take this medicine by mouth with food in the following dose: une -
10mg/325mg tablet every 4 lo 6 hours ¥ nesded for pain, Do not take more
than as directed per day (24 hours),

This is a mixiure of medicines (hydrocodone and acstaminophen) used to
relieve moderale 1o severe pain. This medicine may be used for other
reasonsg, as prescribed by your dotlor,

Slde offocts may Include:

* sleapiness or dizziness

* upsel stomach, nausea or vomiting

« gonstipation

Other skde effacts may occur, but are not as common, Alleray would stiow
up gs: rash oritching, facial orthroat swelling, whaszing orshortriess of
breath. This medicine can be habit forming if used for a long period of time,

Follow these Instructions:

+ Never take more of this medicine than prescribed. Too much
atetaminophen In your body can cause liver damage,

* Readthe labels of non-prescription medicines before taking tham, Many
contaln acetarminophen. To avoid an overdose, do not take any cther
medicines that contain acetamincphen,

* Talk o your doctor or pharmacisl before taking medicines for sleep, colds
or allergies, Sevess drowsiness may occur.

« Do not share this medicine with others as this medicine is a
controlled-substance. Bharing thls mediclne with others Js against the
faw.

¢+ To avoid conslipation while taking this mediclne:

*  Dyink planty of liquids. Try 1o drink 8 to 10 elght-ounce glasses of
waler or julce each day.

* Include extra fiber in your diet,

+ Exerclse daily,

* Watch for signs of depandence:

+ ferling that you “cannot live without this medicine”,

* you heed more of this medicine than hefore to get the same
rellef,

* Do not drink alcohal, drive or operate machinery until you know how this
medicing affects you,

+  Store this medicine away from heat, molsture or direct light.

* Ifyou are taking this on a reguiar schedule and you miss a doss, taka 1l as
soun as possible. If it s #imost time for your next dose, skip the missed
dose and return to your regular schedule, Do not double the doses,

* Talk with your doctor before taking any other medicines {Inchiding
vitaming and herbals) as you may require additional ronitoring,

Call your doctor If you have:
any sign of dependence or allergy.
" increased pain not helped by the pain medicine.
slow, weak breathing,
saizures,
slow or irregular hean beat,
a yellow-color to your skin or eyes, or dark urine,
stomach pain.
unusval or axtreme liredness.
any now or severe symploms.,

- % & & @& B & € &

CEFADROXIL (Duricef)

Take this medicine until gone in the following dose: 500 mg by mouth 2 imes
a day for 5 days,

Portibs-OOBYioMePiSe7-26 1 SOERARE Comporation Page 1 of 2
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Centegra Northern Hlinols Medical Center
4201 Madical Center Drive
McHenry, 1. 80050
(814) 344-5000

Caofadroxi! s an anlibiotic used to treat infections caused by bactaria.
Antibiotics kill bacteria or prevent tham from growing inslde your body, This
medicine may be used for other reasons, as prescribed by your doctor,
Side effects may Include:

* diarrhea

* upset slomach, nausea or vomiting

* headache

Other side gffecis may occur, bul are notas common. An upsetstomach is not
@ sign of allergy. Allergy would show up as rash or [tching, faclal or throat
swelling, whegzing or shortness of braath, '

Follow these Instructions:

* Space your medicine doses evenly throughout the day. This medicine
warks best if there is p constant amount In your blood.

*  Take this medicine with food to avaid an upset stomach,

*  Swallow the capsula and tablet form of this medicine whole with afull
B-ounce glass of water,

* Fordiabetics, his medicine can cause false test resuits when festing your
urine for sugar. Talk with your doclor i you have questions.

* Sloretha tablet or capsule form of this medicine away frem heat, moisture
or direct light.

+ Stora the liquid form of Ihis medicine in the refrigerator. Shake the liquid
well before sach use.

* Ifyou miss a dose, lake It as soon as possible. If ltis almost time for your
next dose, skip the missed dose, Do not double the doses,

*  Talk with your doctor before taking any other medicines {including
vitamins and herbals) as you may require additional monitoring,

Call your doctor If you have:
* any sign of allergy.
no Improvernent after you've taken all the medicine.
a selzure,
any sign of a new infeclion (fever, general achas, chills, or unusual
tiredness or weakness).
ongoing nausea, vomiting or stormach pain.
white patches In your mouth,
women: itching in or change In discharge from your vagina,
inflammation {pain and swelling} In your intestine during treatment orupto
weeks after you've finishad this medicine:

* ohgoing diarrhea

* stomach pain or cramping

* blood or mugus in yoirr bowel movements
*  any new or bothersome symptoms.
SMOKING CESSATION

Smoking i the nation's leading prevertabls cause of death. Rt

significantly increases ihe risk of coronary heart diseass, stroke and cancer.
in fact, more than half of all smoking related deaths in America sach yearara
from heart disease, stroke, or other cardiovascular disaases, Thegood news
s, Ihat one year afler quitling, the risk of hearl diseasa is cut in half, After five
to filteen smoke-free yaars, ihe rak s that of a parson who never smoked

+ 4 %

@ ¢+ 2 @

If you or somsone you love is interested in quitting, consider joining our
“Fraedam From Smoking “classes for adults. Centegra Health System and
the McHenry County Department of Health have parinerad together to bring
You an effective program that will hetp you quit smoking. Cali
877-CENTEGRA, (877-236-8347) for more information regarding this
program. Yo speak with a counselorimmeadiately, callihe linois Tobaces fine
at 1-886-QUIT-YES.

DATE

PAIN MANAGEMENT AFTER DISCHARGE:

A person may feel Jess pain just by belng in familigr surroondings, Here are

some frequently asked guestions about your.pain management;

* Whatcanldotahelp my painmanagement? Aperson's lavel of relaxation
and theirenvironment can affect thelr pain, ifyou are tired, over stimulated
{too many visltors) are anxlous alyout your diagnosis, ora pastexperlence
with a hospitalization, your pain parception may be inpacted and your
tolerance decreased. Ask guestions, and inform us about any proklems
or concerns lhat you may have, te: paln. Partnerwith your healil team for
your best paln management,

* What if the medication is not working? Tell your health-care pravider;
physiclan, home health nursa, stc. 'You may need a differont dose or type
of medicaton.

* Whatif)feel 'm notgetting enough pain conirol? Talk fo your physician or
home heailh nurse about it. Togsther youmaybe abla to develop a ptan to
prevenl or ease your pain. Depending on the cause of your pain, your
health-care provider may suggest exerclse, use of heat/cold, massage,
reposilioning, immobilization of the affected parl, or distraction such as
music or rest.

* There are other methods of pain management. Let your health-care
provider assist you in finding the best one for you,

Wolght management Is one stop ta hetp malntaln a healthy [Ifestyle. For
costain medical probloms, such as congestive heart failure, weight
shouid ba monitored dally,

YOU ARE THE MOST IMPORTANT FACTOR IN YOUR RECOVERY.,
Follow the above instructions carefully. Take your medicines as prescribed,
Most Important, see a doctor apain as discussed.

)t you have problems that we have nof distussed, oryour problem changes or
9ets worse. Call or vislt your doctor right away, H you cannot reach your
doclor, return lo the Emergengy Depadmen| immediately,

Centegra Hoalth Bystem is very concerned about your safety and wel| belng,
As part of our effoits to atways provide very good care, any medications you
received during this visit wera reconcited wilh medication you are currently
taklng. This reconciliation was based on the information you or your
representative provided regarding your current medications and allergies.

“I have recelved thig Information and my guestions have boon
answered, | havo discyssed any challonges | seo with this plan with tho

nurse or physitian.} Aﬂ/
PAUL DULBERG c;?bﬁnsibla Person
PAUL DULBERG or Responsibla Pafstn has raceived this information ang
tells me thai all que}t%w/wp/;?
LY RN Staif Signature

N
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Centagra Northern lllinois Medical Center
4201 Medical Center Drive
McHenry, IL 60050
(815) 344-5000

PAUL DULBERG was discharged on 06/28/2011 at 17:06 from the hospital. The following is a
summary of the discharge instructions given to PAUL before discharge:

This Information Is About Your Follow Up Care

Call as soon as possible to make an appointment to see your doctor in 10 days for suture removal. You
can reach your doctor hy calling their clinic phone number.

Please return to the Emergency Department in 10 days for suture removal if you would prefer to have
the sutures removed in the ER. We do recommend that you follow-up with your Primary Care Physician
but you can return to the ER for removal of your stitches if you choose..

This Information Is About Your lliness and Diagnosis

WOUND CARE (with stitches) |

This is Information About Your New Medications - Start taking as prescribed.
HYDROCODONE and ACETAMINOPHEN (Vicodin, Vicodin ES, Lortab, Lortab elixir, Zamicet, Norco,
Zydone, Anexsia, Anolor, Bancap HC).

one 10mg/3256mg tablet every 4 to 6 hours if needed for pain. Do not take more than as directed per day
(24 hours),

CEFADROXIL (Duricef)
300 mg by mouth 2 times a day for 5 days.

1. How are you and/or your family doing today?
2. Is your pain/or symptoms better today?
3. Did you understand your discharge instructions?

4. Are you following up with a Doctor?

Ponjtlons Copyré%tﬁ% E1 38];{;(%01 S1 Jé_(%chZCARE Corporation Page 1 of 2
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Centegra Northern Illinois Medical Center
4201 Medical Center Drive
McHenry, I 60050

(815) 344-5000
5. Comments:

Signature of nurse making phone call;
Date: Time;

FORM GOES TO MEDICAL RECORDS
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v Account Number/Effective Date:

COMNISENT FOR MEDICAL TREATMENT

I have come to Centegra Health Systern {CHS) for medical treatment and consent to the customary examinations, tests,
and procedures performed on patients in my condition. | understand and consent that independent professionals (such as
my =Mtending physician, on-call physicians, emergency medicine physicians, radliologlsts, anestheslologists, pathologists,
surg eons, obstetriclans, consultants, nurse practitioners, physician assistants, cerfified registered nurse anesthetists and
other specialists) may participate in my care @s deemed necessary,

I agree to follow the Patient Rights & Responsibliities of CHS and to participate with independent professionals and CHS
pers -onnel in my care and treatment. ’

I understand the practice of Medicine is riot an exact science and, therefore, no guarantees trave been made regarding
the Tikelihood of success or outcomes of any diagnosls, treatment, test, surgery orjexamination performed at CHS.

- 1 wunderstand his General Consent and Acknowledgement will remain in effect for this eplsode of care and will be provided
to those areas ofPHS where | receive care. »

I under, e language In this Consent guides and controls all other forms shd consents | may sign during my
Centegra Health System and any inconsistencies shall be Interpreted consistent with terms of this document.

PATIENT ACKNOWLEDGMENT OF INDEPENDENT PHYSICIANS

Initials ,-
I dcknowledge the Independent professional(s) who provide services to me at|CHS are not employees or agents of CHS,
but are independent medical practitioners who have been permitied to use its facllities for the care and treatment of their
patiexnts, They include but are not limited to, my attending physlician, on-call: prrysicians. emergency mediclne physicians,
radiologists, anesthesiologists, pathotogists, surgeons, obstetricians, consultantsE nurse practitloners, physician assistants,

certified registered nurse anesthetists and other specialists. My decislon to seek care Is not based upon any representation.

or advertisement of the independent professionals and | understand they are not employess or agents of CHS, CHS bills do

not include p lan, surgeon, or other Independent professional services and|| understand | will recelve a separate bill

direc:tly fr independent professional. | have read and understand the above terms and confirm | am the patient or am
upcri 0 slgn on the patient's behalf,

PATIENT ACKNOWLEDGMENT OF INDEPENDENT SERVICES

Inilalss

B> uring the course of my hospital stay, my physician may determine | require care at another medical facility, or | may
requ-est care at an alternate facllity. | acknowledge that all transportation services provided in connection with my transfer to
another facility are provided by an independent third party and | will receive a separate bill directly from the service provider
for wrhich | may be responsible.

USE LAND DISCLOSURE OF HEALTH INFORMATION
Urless | request otherwise, CHS will provide my roam location or telephone nu EFber to visitors and callers,

} understand CHS will use and disclose my health Information for the purposes pf treatment, payment, and health care
operations, as permitted by law as described In the CHS Notice of Privacy Practices. Certain information can be used
witho ut obtaining my consent. | fully understand that the use or disclosure of my héalth information may include history,
diagrosis and for diagnostic treatment of mental health/ developmental disabllities conditions, alcohol or drug abuse and
Acgu ired Immune Peficiency Syndrome (AIDS/ HIVY,

: I wandersta if 1 refuse to allow disclosure of my heaith information to process my insurance claim, | may be
onsible for all costs incurred by me for treatment. | agree to releasq and hold harmless CHS, Its agents, and
g from any liability that may arise from the use or disclosure of my health information,

PICTURESHMAGES

Initlals -~
| understand photographs, videotapes or other images may be taken to documt;nt my care. These images may be ket by

CHS andfor by the Independent professional Involved In my care. | understand I have the right to view or obtain copies of
these= materials which are in possession of CHS upon written request. It is my responsibility to confirm if such photographs,
videoapes or other images have been taken. | understand Images identifying me will only be released as allowable under law

or with my written authorization, PRINTED BY: SJS0422
AD 06-00 DATE 12/08/2011
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aE RELEASE FROM LIABILITY FOR VALUABLES
) understand my belongings are my responsibility and | have been advised to lsend any Items of value home, | release

CHS from any liabllity for the {oss, damage lo, or theft of any of my belongings. Safes or lockers are available at the

hos pital faciliies and may be used to store valuables.

PATIENT PRE-CERTIFICATION RESPONSIBILITY

| winderstand | am responsible for the notification to my insurance company td obtain authorization before service is
rendﬁr?d. ! furtheta;; understand that if | do not pre-certify | may incur a reduction o loss of paid benefits to the hospital for
-whiczh { will be liable,

ASSIGNMENT OF BENEFITS/ AGREEMENT FOR PAYMENT
| hereby authorize payment to be made directly to CHS and to the Independenttprofessional(s) for all Insurance benefits
otherwise payable to me. | understand | am financially responsible to CHS and irldependent professionals for all charges
Incurred. Patlent "out-of-pocket” amounts will be requested prior o or upon discharge. In the event of default or non- .
paymnent, CHS shall be entitled to the right of recovery of alt collection expenses, jncluding court costs and reasonable
- attorney’s fees for the purpose of securing payment. It is further agreed that any credit balance may be applied on any
other account owed CHS by the guarantor/responsible party, or any open account for hisfher dependent family,

PATIENT INFORMATION OFFERED

* Patlent Rights/Responsibllities . . .. .... If No, Explain; _
e Advance Directive Information ... .. ... i No, Explaln; _
e Notice of Privacy Practices. . ... ... ... I No, Explain;
« Fatient Billing Information ........... If Ne, Explain:

PATIENT CERTIFICATION

By signing this General Consent and Acknowlsdgement Form, 1 acknowledge | harve read and understand the Information
contained in this form and accept its terms, | also acknowledge | have received a copy of this form for my records,

INPATIENTS ONLY:
TRIC ARE (Military) Insurance PATIENTS Yes, | have recetved TRICARE “Important Messnge”

Date l '

horized Person

o
Qg‘?{l}m/

Relatlonship

iWitness

I, » have interpreted/iransiated the above form to the patient, The
patient has Informed me he/she fully understands and agrees to the terms set out in this consent form.

Inter prater/Transiator (Please Print Name) Language Interpretation/Transiation Provider {Company name or
Relationship to Patient)

PRINTED BY: 5J50422

GENEIYL. CONSENT AUB ARNHGWLEDGMENT
Page 2 of 2




