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ASSOCIATED NEUROLOGY, S.C.

NAméD,u_l\DJLV‘ <0 m,ux O

3] HANDED

MENTAL STATUS O 4

R CRANIAL NERVES
00 SMELL
O VISION
D acuity
0 FIELDS

[0 FUNDUS
OPTIC DISC
VESSELS
FOVEA
Oubs
[1 OCULAR MOVEMENT

[0 CONVERGENCE
[ NYSTAGMUS
O PUPILS
(0 SizE/ SHAPE
O LGHT
[0 CONSENSUAL
O AFFERENT PUPIL
[0 CORNEAL REFLEX
[ FACIAL SENSATION
PN
{J LIGHT TOUCH
0 MUSC, OF MASTIC.
0 FACIAL MUSCLES
[ UPPER
[JLOWER
[ TASTE
[ AUDITORY ACUITY
0 SOFT PALATE
[ GaG
) STERNOMASTOID
[0 TRAPEZIUS
(0 TONGUE

OR COORDINATION
O FNF
O HKS
RAPID ALTERNATING MOVEMENTS
[0 TONGUE
[J HANDS
0O FINGERS
O Foor

L

LO

EXPLANATORY NOTES

OR REFLEXES LO

[0 HOFFMAN
[0 TROMNER
O PM
[0 GRASP
0 suck
[ SNOUT :
[J GLABELLAR
0O yaw
OR GAIT L
] SPONTANEOUS
] ON TOES
[ ON HEELS
[0 ARM SWING
03 BASE
[ TANDEM
[J POSTURE
[ STABILITY
O ROMBERG

[0 TANDEM ROMBERG

GENERAL

[0 CAROTID PULSE

[0 CAROTID BRUIT

[ PERIPHERAL PULSE

[ TINEL

[ PHALEN

[ NECK ROM

1 ROM AT WAIST

[0 STRAIGHT LEG RAISING

[ PARASPINAL TENDERNESS
[0 CARDIAC MURMUR
[ KERNIG
[0 BRUDZINSKI
O L'HERMITTES

51 Hn

STANDING

E
BP fOL”I@f
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Patient's Name:

ALTH QUESTIONNAIRE

sl

AssocIaTED NEURoLOGY, S.C

N1l 01y, 1ol

- REASON FOR VISIT Clors m Qe

ol v o

Handedness: %ighl OLef

ree. Y/

MEDICAL HISTORY
FitHeadaches

[] Dizzy or [ Fainting Spells

[ Decreased Hearing

[ Ringing in Ear

[ Faliing Vision [ Eye Pain

[ Double or [ Blurred Vision
(] Hoarseness

[ Difficulty Swallowing

] Convulsions/Seizures

[ Stroke [ Head Injury

(1 Tremor/Hands Shaking

LK Muscle Weakness

4C) Numbness/Tingling Sensations
[ Back Pain

[ Foot Pain [ Cold Numb Feet
[ Difficulty Steeping

(O Memory Loss [ Phoblas

O Difficulty Walking

[ Difficulty Speaking

[ Imbalance

A Neck Pain [ Facial Pain

O Meningitis/Encephalitis

] Weight Loss or [ Gain

[ Frequent Nosebleeds
[ Sinus Pain [ Sore Throat
O Teeth/Gum Pain/Bleeding
[ Chronic Cough
O Hay Fever/Allergies
[ Pneumonia/Pleurisy
[ Bronchitis/Emphysema
[ Asthma/Wheezing
[ Shortness of Breath:
[0 On Exertion [ Lying Flat
[ Chest Pain or Tightness
[ High Blood Pressure
[ Heart Murmur
[ irregular Pulse [ Palpitations
[ High Cholesterol/Fat
{1 Swollen Ankies [ Blood Clots
[ Calf Pain When Walking
[ Varicose Velns/Phlebitis
{1 Loss of Appestite (recent)
[ Indigestlon/Heartburn
[ Persistent Nausea/Vomiting
[ Peptic Ulcer/Abdominal Pain
[ Gell Bladder Trouble

O Bowe! Polyps [ Crohn's/Colitis
Stools: [ Bloody [ Black [ Pale
O Hemorrhoids [ Hernia

[ Urine infections (frequent)
Urination: [ Overnight > twice

O Painful (I Bloody [ No Control

O D e in Force/Flow
[ Kidm 1es
[ Venerea) Disease/Genital Warts
[0 Urethral Discharge
[ Anemia [ Bruise Easily
[ Cancer (Type)
[ Diabetes [ Excessive Thirst
[ Thyrold Disease
O Arthritis/Rheumatism
[ Bone Fracture/Joint Injury
[ Gout [ Osteoporosis
[0 Rashes [ Hives
[ Eczema {1 Psoriasis
[1 Nervousness [ Depression
[ Moodiness [ Excessive Stress
[ Mental lliness

[ Chicken Pox [ Polio [ Mumps

If you have had any of the following symptoms or diseases, please check (/) and indicate at what age.

[0 Tuberculosis

[1 Herpes LJAIDS (HIV)

O Contact w/Blood or Body Fluids
[ Blood Transtusions

[0 Sexual Problems

Males: [Prostate [ PSA Test

Eemales: Please complete rest,

Menstiuai Flow:

Age Started

O Reg. [ Irreg. O Pain/Cramps
Days of Flow

Length of Cycle Days

1st Date of Last Period

Number of:

____Pregnancles ____ Abortions
____Miscarriages ____ Live Births

{1 Pain/Bleeding During Sex
Birth Control Method

If B.C. Pill, Name

[ Infertility History

[ Flushing/Mencpause
Date of Last PAP Test

[ Unusual Fatigue/Loss of Energy [ Jaundice/Hepatitis [1 Measles [ German Measles [0 Normal [0 Abnormal
[ Frequent Ear infections {1 Change in Bowel Habits [ Lyme Disease Date of Last Mammogram
[ Glaucoma [ Cataracts Et+biarrhea o= Constipation [ Rheumatic Fever [J] Scarlet Fever [J Normal [ Abnormal
Lo ls y Y \W: 03] [0] 8] Indicate the year of hospitalization and the reason. Do not inciude normal pregnancies.
YEAR ILLNESS OR OPERATION YEAR ILLNESS OR OPERATION YEAR ILLNESS OR OPERATION
et Alpr
Al er _plepde TRAVS
- MEDICATIONS A/ Fone ot DRUG ALLERGIES -~
: () e | ~ENGIES .
List alf that M‘
you take
include those /A/L@
you buy
without a
prescription.

. FAMILY

If any blood relative has suffered any of the following, please check below and indicate which relative,
[ Anemla [0 High Blood Pressure

[1 Glaucoma

O Epilepsy (Seizures})

[ Migraine Headaches [ Diabetes [ Bleeds Easily [ High Cholesterol
[} Stroke [ Thyroid Goiter [ Clotting Disorder ] Alcoholism

[] Other Neurologic Disease [ Hay Fever ] Arthritis [ Genetic Disease
[1 Mental liiness [ Asthma [ Heart Disease [ Cancer (Type)

Clgarettes: _{_ Packs/Day for 22 Years Alcohol: _&Drinks/Week Coffee: _X Cups/Day

Street Drugs: Mok

Regular Exercise: [] Yes BNo
Quit Smoking: ___ Years Ago

TESTS/EXAMS ~

Cholesterol Sugar Other Blood Tests _
(Year of Last One) [iiada Chest X-Ray Cardiogram
BN 5. Test Eye Exam Dental Exam

OO MRI Scan of Head
COIMRI Scan of Neck _
OMRI Scan of Lower Back
[OJNeck X-Rays

LT EL T & [ Angiogram
LN LR (YR (1 CT Scan of Head

CICT Scan of Neck

[ CT Scan of Lower Back

O Lumbar Puncture (Spinal Tap)
O EEG (Brain Wave)

OEMG

O My#otserg 007565

H:5 HAFKEY BUSINESS SOLUTIONS, INC. 630/295-92¢

If so, please check .
.and indicate year. . .
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ASSOCIATED NEUROLOGY, S.C.

KAREN F. LEVIN, M.D.

July 28, 2011

Mr, Hans Mast
3416 W. Elm Street
McHenry, IL 60050

RE: Paul Dulberg
Dear Mr. Mast,

Mr. Dulberg was previously seen by my associate, Dr. Mitchell Grobman, in 2002 for left
ulnar neuropathy, and had surgery and essentially became asymptomatic by 2007 and who
had never had difficulty in his right arm. Approximately a month prior to the evaluation,
he had been holding a branch for a neighbor when the chainsaw came up and cut his right
forearm. He was taken to Northern Illinois Medical Center where they put in inner
stitches in the muscle and outer stitches. He originally had very significant pain, but as
the pain was getting better, he started noticing that he had numbness in his fifth digit in
the inner aspect of his forearm. He had not been dropping things. It was mostly just a
tingling and a numb feeling. He denies ever having any right-sided symptoms or right-
sided injuries. His examination was significant for a healing scar in the right forearm and
for decreased light touch, pinprick, and temperature sensation in the ulnar distribution of
the right arm. His strength was normal. Given the distribution, it was felt that this was a
branch neuropathy to the sensory nerves. I did have him undergo nerve conductions to
make sure that the median and ulnar nerves were all without involvement and they were.
I recommended that he see a hand surgeon as well just to be certain that there were no
other treatment options for him; however, most likely this was just a sensory branch
neuropathy that may improve or may result in permanent numbness in the distribution
that he was showing numbness. Mr. Dulberg should followup if any additional sympioms
develop or if he wished to try any neuropathic pain treatment if it became painful and not
just numb.,

Sincerely,

Kareh F. Levin, M.D,

KFL/kIm

1900 HOLUSTER DRIVE, SUITE 250, LIBERTYVILLE, IL 60048
PHONE (847) 549-0055 « FAX (847} 549-0404 Dulberg 007566
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TELEPHONE: (847) 549-0055 DEA # BL3912652
NP! #1811930811

KAREN F. LEVIN, MD

1900 HOLLISTER DR., SUITE 250 LIBERTYVILLE, IL 60048
Name PM_Q (_@’(/CO/(/{/L} Dateﬁ'/é 12
Address

B Nawrorfn 370 125

02{[3 4 Jﬁéf'/}c/?)
7 P B17

Rofil-0-1-2-3-4-FAN)

ﬁ\May Substitute M ----- . L M.D.

[J May Not Substitute ... S e, MD.

—— Dulberg 007567
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ma ﬂm/
ASt  CTATED NEUROLOGY, S.C. /g MQC{;[

Mitchell S. Grobman, M.D. Karen F. Levin, M.D. Phone (847) 549-0055
1900 Hollister Drive, Suite 250, Libertyville, IL 60048 Fax (847) 549-0404

%m Dulvera  (H75ua-3000

D.0.B.: 5/ / (7) 70 < Ss#
Phone #: Home:ég{’/ 7 / L/Q /- Z/,;?é@ Work:
Send additional copy of report to; —722.5
Diagnosis 6/{[) UM R/@ MV &2 oI 32

L1 e ~em'do
. N
I___] Brain D With Contrast )
T
Den dusenp
-Spine
D D Without Contrast
T-Spine
I:] anesthesiology administer sedation is medically
] LS-Spine qeessary because of

—
D MRﬁ Intracranial &Wl Uy QJO‘(\C@ YO W - éé

) —— U O‘}‘
[ Extracranial \ @

N

D Ultrasound D X-Ray

|:] CT D With Contrast [ 1 Without Contrast

D Echo D TEE D 24 Hour Holter L] Tit Table To be read by Dr.,

[] EEG may sedate using gram(s) chloral hydrate if necessary[____f Other

I:I babs D carbamazepine I:I phenytoin D phenobarbital

I:l valproic acid D gabapentin |:| fupus anticoagulant

] protein C O protein S [ antithrombin 111

[J cBC w/plts [ folate [] activated protein C resistance

[] thyroid profile D TSH ] anticardiolipin antibody

] hepatic profile I:l PTT I:l sedimentation rate

[ basic metabolic profile [1B12 [[] ANA with reflex testing

] glycohemoglobin [] rReR [_] comprehensive metabolic profile

[] immunofixation ] homocysteine [] Acetylcholine receptor antibodies

I I ]

W /= D01 2

[_] Mitchell S, Grobman, M.D. ﬁﬂ Karen F. Levin, M.D. Date ' DU'be'”g 007568 M
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o

Associated Neurology, S.C.

MITCHELL S. GROBMAN, M.D.
KAREN F. LEVIN, M.D.

NEUROPHYSIQOLOGY REPORT
Name: Dulberg, Paul Test No.: 12-0305 Date of Exam: 13 Mar 12
Consulting Doctor: Scott Sagerman, M.D.

Motor Nerve Conduction:

Nerve and Site Latency ~ Amplitude Segment Latency  Distance  Conduction
Difference Velocity

Median.R

Wirist 3.9 ms 5.4 mv

Elbow 8.3 ms 3.1 mv Wrist-Eibow 4.4 ms 240 mm 55 m/s

Ulnar.R

Wrist 3.0ms 12.2 mv

Below clbow 6.7 ms 114 mv Wrist-Below elbow 3.7 ms 220 mm 59 n/s

Above elbow 8.4 ms 113mv  Below elbow-Above elbow 1.7 ms 100 mm 59 m/s

F-Wave Studics:

Nerve M-Latency  F-Latency
Median.R 3.9 ms 29.6 ms
Ulnar.R 3.3 ms 28.7 ms

Sensory Nerve Conduction:

Nerve and Site Onset  Peak Amplitude Scgment Latency  Distance  Conduction
Latency Latency Difference Velocity

Median.R

Digit 1T (index finger) 24ms  32ms 22pv Wrist-Digit I (index finger) 2.4 ms 130 mm 53 mis

Ulnar.R

Digit V (little finger) 20ms  2.7ms 28puv  Wrist-Digit V (little finger) 2.0 ms 110 mm 55 m/s

Needle EMG Examination: Spontaneous and Volitional Activity

Muscle Fibs +Wavey Fase's Poly  Amp Dur

Flexor cartpi radialis.R None None None None Normal Normal

Flexor carpi ulnaris.R None None Nome None Normal Normal

Extensor indicis proprius.R None None None Nonc Normal Normal

1st docsal interosseous.R. None None None None Normal Normal

Abductor digiti minimi (manus).R None None None None Normal Normal

Abductor pollicis brevis.R None None None None Normal Normat

Interpretation: NCV: Motor: Right median and ulnar motor responses are within normal limits.
F-wave: Right median and ulnar f-waves are within normal limits. Sensory: Right median and
ulnar responses are within normal limits.

EMG: No denervation potentials are seen.

Conclusions:  No electrophysiologic evidence of focal or diffuse peripheral neuropathy.

It

Karen F. Levin, M. D,

1900 HOLLISTER DRIVE, SUITE 250, LIBERTYVILLE, IL 60048
PIHIONE (847) 549-0055 ® FAX (847) 549-0404

Dulberg 007569
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From: OAMRI of Round Lake 8475463600 8475463633 To: LEVIN KAREN Page: 2/3 Date: 2/3/2012 11:44:256 AM

i

Opehz
Advanced ¢

PATIENT: DULBERG, PAUL PHYSICIAN: LEVIN, MD, KAREN

MRN: 1585839 EXAM: MR FOREARM W/ AND
W/0 73220

DOB: 03/19/1970 DOS: 02/03/2012

EXAMINATION: MRI examination of the right forearm without and with intravenous contrast
infusion..

CLINICAL HISTORY: History of right forearm trauma with a chainsaw. Possible neuroma,
nerve impingement or injury in the forearm. Possible tendon disruption. It appears that the
patient had some difficulty holding still during image acquisition. There is motion artifact on this
examination. Weakness in the fourth and fifth fingers. Pain in the forearm and hand.

TECHNIQUE: Multiplanar T1 and T2-weighted spin-echo pulse sequences and STIR sequence,
Post-infusion multiplanar T1-weighted sequences were performed. A skin marker was taped to
the point of maximal symptom:s.

Contrast: 15 cc of gadolinium was infused.

FINDINGS: There is no bone abnormality seen. The bone marrow si gnal characteristics are
normal.

There is no cystic or solid mass appreciated, The visvalized muscles have normal signal
characteristics.

There is no abnormal soft tissue infiltration or induration. Specifically, in the area of the skin
marker which is marking the point of maximal symptoms, there is no soft tissue abnormality

appreciated.

There is no abnormality identified along the course of the ulnar nerve in the forearm .

possibility of an ulnar nerve impingement or injury but there is no gross mass or abnormal
infiltration along the expected course of the ulnar nerve. No obvious tendon or muscle
abnormality appreciated at this time.

IMPRESSION: There is no forearm abnormality appreciated. This does not exclude the \‘

Thank you for referring your patient to Open Advanced MRI. If you have any questions, Dr.
Levin, please feel free to contact me at my direct line which is: 630.885.2100.

720 Rollins Road  Round Lake Beach, IL 60073  Phone; 847-546-3600 Fax: 847-546-3633

www.openadvancedmri.com

If there are any questions about this fax or you are not the intended recipient. Please call 1-888-674-4674.
Dulberg 007570
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From: OAMRI of Round Lake 8475463600 8475463633 To: LEVIN KAREN Page: 3/3 Date; 2/3/2012 11:44:25 AM

DULBERG, PAUL
MR FOREARM W/ AND W/O 73220

02/03/2012 Page 2 of 2

Thank pou for referring your patient to Open Advanced MRI of Round Lake.

Electronically Sighed By: THOMAS A. PREDEY MD

To the referring or consulting physician: If you would like to discuss this case in more
detail or have any questions, please feel free to contact the author of this report;
Dr. lan Fisher (847) 414-5055, Dr, Jay Korach (847) 691-7673

720 Rollins Road Round Lake Beach, IL 60073  Phone: 847-546-3600 Fax: 847-546-3633

www.openadvancedmri.com

If there are any questions about this fax or you are not the intended recipient. Please call 1-88&674-:@%3@ 007571
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Associated Neurology, S.C.

MITCHELL S. GROBMAN, M.D.
KARENF. LEVIN, M.D.

NEUROPHYSIOLOGY REPORT

Name: Dulberg, Paul Test No.: 11-0802 Date of Exam: 10 Aug 11

Motor Nerve Conduction;

Nerve and Site Latency  Amplitude Segment Latency  Distance  Conduction
Difference Velocity

Median.R

Wrist 3.9ms 9.1 mv

Elbow 8.8 ms 6.1mv Wrist-Elbow 4.9 ms 255 mm © 52 nvg

Ulnar.R

Wrist 2.9ms 10.7 mv

Below elbow 6.2 ms 10.1 mv Wrist-Below elbow 3.3 ms 180 mm 55 m/s

Above elbow 7.7 ms 9.5 mv Below elbow-Above elbow 1.5 ms 100 mm 67 nvs

F-Wave Studies:

Nerve M-Latency  F-Latency
Median.R 3.8 ms 30.9 ms
Ulnar.R 2.9 ms 27.3 ms

Sensory Nerve Conduction:

Nerve and Site Onset  Peak Amplitude Segment Latency  Distance  Conduction
Latency Latency Difference Velocity

Median.R

Digit I (index fing 23ms  2.9ms 22 wv Wrist-Digit II (index finger) 2.3 ms 130 mm 57 nvs

Ulnar.R

Digit V (little fing 20ms  2.6ms 28 v Wrist-Digit V (little finger) 2.0 ms 110 mm 55 m/s

Interpretation: NCV: Motor: Right median and ulnar motor responses are within normal limits.
F-wave: Right median and ulnar f-waves are within normal limits. Sensory: Right median and
ulnar responses are within normal limits.

Conclusions: No electrophysiologic evidence of diffuse neuropathy.

Karen F. Levin, MLD.,

1900 HOLLISTER DRIVE, SUITE 250, LIBERTY VILLE, IL, 60048
PHONE (847) 549-0055 e FAX (847) 549-0404

Dulberg 007572
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Jul 25 2012 12:52PM ASSOC#NEUROLOGY
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IDATE: 79 Qo

ASSOCIATED NEUROLOGY, S.C.

NAMEﬁi A \ DV jg\(’g 2 Q B [ HANDED
MENTAL STATUS Q 4
OR CRANIAL NERVES L EXPLANATORY NOTES Or REFLEXES LO
O SMELL "
O VISION
t /
O ACUITY /
O FIELDS { ]
[J FUNDUS
OPTIC DISC [J HOFFMAN
VESSELS CJ TROMNER
FOVEA O PM
O uos ] GRASP
O OCULAR MOVEMENT 0 suck
O 'SNOUT
O GLABELLAR
O CONVERGENCE
O saw
O NYSTAGMUS
O PUPILS OR GAIT LD
U SIZE / SHAPE [J SPONTANEOUS
Ouent OJ ON TOES
[ CONSENSUAL O ON HEELS
[ AFFERENT PUPIL O ARM SWING
[0 CORNEAL REFLEX [ BASE
O FACIAL SENSATION i L[] TANDEM
I3
O PIN ; ; (7 POSTURE
[ LIGHT TOUCH 1 O STABILITY
{J MUSC. OF MASTIC. ) [0 ROMBERG
PTIT)
O FACIAL MUSCLES AL O TANDEM ROMBERG
O UPPER
O LOWER GENERAL
J TASTE [ CAROTID PULSE
[0 AUDITORY ACUITY O GAROTID BRUIT
P
£ SOFT PALATE O] PERIPHERAL PULSE
TINEL
O GAG 0
O PHALEN
O STERNOMASTOID
[0 NECK ROM
I TRAPEZIUS
. 1 ROM AT WAIST
O TONGUE
O STRAIGHT LEG RAISING
_— ] PARASPINAL TENDERNESS
R COORDINATION L
= O CARDIAC MURMUR
DIFNF O KERNIG
D ks [ BRUDZINSKI
RAPID ALTERNATING MOVEMENTS [ UHERMITTES a | H’l M
O TONGUE 5
O HANDS ;umfﬁs STANDING
[ FINGERS BP 10 ‘ﬂ?q
[5)45)
gOFooT R 1Dt}TBerg 04757
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| Patient's Name: K/(M/Z(ﬂ J W'é Date: VT{ }X/f‘ { Handedness:%igm O Lett

/ﬁALTH QUESTIONNAIRE AssociaTED NEuRoLoGY, S.C.

= 2]
- = v - 7
it o Qfx,t_} W D e ) T »Q ?3 fot- o e A AGE: 6//
If you have had any of the following symptoms or diseases, please check (/) and indicate at what age.
Pitieadaches [ Frequent Nosebleeds O Bowel Polyps [ Crohn’s/Colitis [ Tuberculosis
[ Dizzy or [ Fainting Spells [ Sinus Pain [ Sore Throat Stools: [ Bloody [0 Black [1Pale (1 Herpes [JAIDS (HIV)
[ Decreased Hearing [ Teeth/Gum Pain/Bleeding O Hemorrhoids [ Hernia [ Contact w/Blood or Body Fluids
[1 Ringing in Ear [ Chronic Cough £ Urine Infections {frequent) [ Blood Transfusions
O Failing Vision £ Eye Pain [ Hay Fevet/Allergies Urination: [ Overnight > twice [ Sexual Problems
(] Double or [ Blurred Vision [ Pneumonia/Pleurisy O Painful O Bloody ] No Control Males: []Prostate []PSA Test
[ Hoarseness O Bronchitis/Emphysema OD e in Force/Flow Females; Please complete rest.
(] Difficulty Swallowing [J Asthma/Wheezing [ Kidru 1es Menstrual Flow:
[ Convulsions/Seizures [ Shortness of Breath: [ Venereal Disease/Genital Warts Age Starled
[1Stroke [ Head Injury 00 On Exertion [ Lying Flat [ Urethral Discharge 0 Reg. O Irreg. [ Pain /Crarhps
[ Tremor/Hands Shaking [J Chest Pain or Tightness [0 Anemia [ Bruise Easily Days of Flow
K Muscle Wealfne'ss A [ High Blood Pressure O C?ncer (Type) . Length of Cycle Days
4] Numbness/Tingling Sensations O Heart Murmur [ Diabetes [ Excessive Thirst st Dato of Last Poriod
{1 Back Pain O Irregular Pulse {1 Palpitations O Thyroid Disease
[ Foot Pain [ Cold Numb Feet [ High Cholesterol/Fat [ Arthritis/Bheumatism Number of:
[ Difficuity Steeping O Swollen Ankles [ Blood Clots O Bone Fracture/Joint Injury —— Pregnancies ___ Abortions
[0 Memory Loss [ Phobias [ Calf Pain When Walking [ Gout [ Osteoporosis —— Miscarriages ___ Live Births
[ Difficulty Walking O Varicose Veins/Phlebitis I Rashes [1 Hives [ Pain/Bleeding During Sex
[ Difficulty Speaking O Loss of Appetite {recent) [0 Eczema [ Psoriasis Birth Control Method
{1 mbalance O Indigestion/Heartburn O Nervousness [ Depression It B.C. Pill, Name
A Neck Paln [ Facial Pain O Persistent Nausea/Vomiting O Moodiness [ Excessive Stress L Infertility History
[ Meningitis/Encephalitis [0 Peptic Uicer/Abdominal Pain [ Mental lliness [ Flushing/Menopause
(] Weight Loss or [ Gain {7 Gall Bladder Trouble O Chicken Pox [ Polio [1Mumps Date of Last PAP Test
[J Unusual Fatigue/Loss of Energy [ Jaundice/Hepatitis [ Measles [0 German Measles O Normal [0 Abnormal
[ Frequent Ear infections [J Change in Bowe! Habits [0 Lyme Disease Date of Last Mammogram
O Glaucoma [ Cataracts EADiarthea o Constipation [(J Rheumatic Fever [ Scarlet Fever ~ [1 Normal {1 Abnormal
Indicate the year of hospitalization and the reason. Do not include normst pregnancies. )
YEAR ILLNESS OR OPERATION YEAR ILLNESS OR OPERATION . YEAR ILLNESS OR OPERATION
et Alpy '
Aloer. _pleade TRACS

3, A0 N
st ottt |V [ ) DRUG (ES
you take
include those //Z/L@
you buy
without a
prescription.
FAMILY HISTORY . If any blood relative has suffered any of the following, please check below and indicate which relative.
[ Epilepsy (Seizures) [1 Glaucoma [ Anemia [1 High Blood Pressure
[ Migraine Headaches ] Diabetes [ Bleeds Easily O High Cholesterol
[0 Stroke [ Thyroid Goiter [ Clotting Disorder [1 Alcoholism
[ Other Neurologic Disease [ Hay Fever [ Arthritis [ Genetic Disease

[1 Mental liness [ Asthma [1 Heart Disease ] Cancer (Type)
2 Cigarettes: / _Packs/Day for =2 Years Alcohol: _@DrinksNVeek Coffee: _Z Cups/Day Regular Exercise: [] Yes No

Quit Smoking: ___ Years Ago Street Drugs: Mok

TESTS/EXAMS CholelsteroF 2:garx Other Blood Tests __

(Year of Last One) Rectal est X-Ray Cardiogram
. T.B. Test Eye Exam Dental Exam
Have you had any of | [ Angiogram : CIMRI Scan of Head __ 0 Lumbar Puncture (Spinal Tap)
‘these tests done? OCT Scan of Head O MRI Scan of Neck O EEG (Brain Wave)
If so, please check . OCT Scan of Neck L1MRI Scan of Lower Back OEMG
Ul B/ CRTCE TSR (1CT Scan of Lower Back OO Neck X-Rays O MyelograrB
. Ulberg 007576

H:B HAFKEY BUSINESS SOLUTIONS, INC. 630/295-9232
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ASt- CIATED NEUROLOGY, §.C. /g/n M%[Mg/

Mitchell S. Grobman, M.D.

Karen F. Levin, M.D.
1900 Hollister Drive, Suite 250, Libertyville, . II, 60048

( 7) 5062000

Phone (847) 549-0055
Fax (847) 549-0404

Patient Name: ! %z (/L

D.O.B.:

5/? 70

Dullerg
@)

SS#

Phone #; Home:égé/ 7 / (/Q 7’ 447?60

Send additional copy of report to:

—729.4

Work:

Diagnosis
0 Mr

D Brain
] C-Spine
] T-Spine
] LS-Spine

[J MRra
[] tntracraniat

6/{) trauma Rl vourowia 02 rovc. oo

D With Contrast

[ ] Without Contrast

o
\%:‘Sm ;ﬂw A

D anesthesiology administer sedation is medically

cessa:y because of

Ry 1

[ ] Extracranial

D Ultrasound

\

Uppu 24 (R) on Aot Céox

g

N

[Jer

[] Echo [] TEE [ 24 Hour Holter

[] EEG may sedate using

D Labs

] carbamazepine
] valproic acid
] protein C

[ cBC wiplts
E] thyroid profile

] hepatic profile

[ basic metabolic profile

D glycohemoglobin

D immunofixation

[

[ Tt Tabie

[] phenytoin
D gabapentin
D protein S

[ folate

[] TsH

(1 prT

[ B12

[ rer

'l homocysteine

[_] Mitchell s, Grobman, M.D.

A,Zﬂ Karen F. Levin, M.D.
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D X-Ray

[ ] with Contrast

To be read by Dr.

[ ] Without Contrast

gram(s) chloral hydrate if necessary[ ] Other

D phenobarbital

D lupus anticoagulant

[] antithrombin 111

D activated protein C resistance
] anticardiolipin antibody -

D sedimentation rate

[] ANA with reflex testing

'l comprehensive metabolic profile

[ Acetylcholine receptor antibodics

0]

/=301 2
Date Dulberg 007577\ {/\ﬁm&w _






Associated Neurology, S.C.
MITCHELL S. GROBMAN, M.D,
KAREN F. LEVIN, M.D.

NEUROPHYSIQOLOGY REPORT
Name: Dulberg, Paul Test No.: 11-0802" Date of Exam: 10 Aug 11

Motor Nerve Conduction:

Nerve and Site Latency  Amplitude Segment Latency  Distance  Conduction
Difference Velocity

Median.R

Wrist 3.9 ms 9.1 mv

Elbow 8.8 ms 6.1 mv Wrist-Elbow ' 4.9 ms 255 mm © 52 myfs

Ulnar.R

Wrist . 2.9ms 10.7 mv

Below elbow 6.2 ms 10.1 mv Wrist-Below elbow 3.3 ms 180 mm 55 m/s

Above elbow 7.7 ms 9.5mv Below elbow-Above elbow 1.5 ms 100 mm 67 mvs

F-Wave Studies:

Nerve M-Latency  F-Latency

Median.R 3.8 ms 30.9 ms

Ulnar.R 2.9 ms 27.3 ms

Sensory Nerve Conduction;

Nerve and Site ‘Onset  Peak  Amplitude Segment Latency  Distance Conduction
Latency Latency Difference Velocity

MedianR .

Digit II (index fing 235 29ms 22V Wrist-Digit IT (index finger) 2.3 me 130 wm 57 /s

Ulnar.R ‘

Digit V (little fing 20ms 2.6ms 28V Wrist-Digit V (little finger) 2.0 ms 110 mm 55 nws

Interpretation: NCV: Motor: Right median and ulnar motor responses are within normal limits.
F-wave: Right median and ulnar f-waves are within normal limits.  Sensory: Right median and
ulnar responses are within normal limits,

Conclusions: No electrophysiologic evidence of diffuse neuropathy.

Ny

Karen F. Levin, M.D.

1900 HOLLISTER DRIVE, SUITE 250, LIBERTY VILLE, IL 60048
PHONE (847) 549-0055 e FAX (847) 5490404

Dulberg 007578
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Bl 7%00 323

CICERO, FRANCE, BARCH & ALEXANDER, P.C.
A Professional Corporation
Attorneys at Law
6323 EAST RIVERSIDE BOULEVARD

ROCKFORD, ILLINOIS 61114
PAUL R, CicERO TEL: (815) 226-7700

Joun W, FRANCE X! (815) 226-7701

RoNALD A. Bancu E “V E
CHARLES P ALEXANDER RFCD QFP @ September 4, 20

CHANTEL R. BIELSKis ) ‘“ 2072 9 2012
ANDREW T. SmiTH SEP 1

Release of Information/Medical Records Custodian
c/o Centegra Northern Illinois Medical Center Yo
4201 Medical Center Drive

MeHenzy, IL 60050

B

Re: ( Paul Dulberg_yyearob)n McGuire and Bill McGhuire

“"McHenry County Case No. 12 LA 178
Records of: Paul Dulberg (B/D: 3/19/70)

Dear Medical Records Custodian:

Enclosed with this letter is a Subpoena for Deposition, a HIPAA Records Release
Authorization and a check in the amount of $20.00, the legal witness fee.

Please be advised that your appearance on the date indicated is not necessary. You may
comply with the subpoena by mailing legible copies of all medical records, medical statements for
services and medical reports of Paul Dulberg for the dates requested in the subpoena, in your
possession or subject to your control.

Please note that we represent Carolyn McGuire and Bill McGuire in this case and not your
patient. Since we do not represent the patient, we cannot discuss the substance of your care ot the
pending lawsuit with you outside the presence of your patient's attorney. If you have questions
about how to comply with the subpoena, you may call my secrctary, but neither she nor I can tatk to
you about any aspect of the lawsuit or the patient's medical treatment. Thank you in advance for
your professional cooperation.

Very truly yours,

Cicero, France, Barch & Alexander, P.C.

7/

RONALDA.BARCH — (>OOPIED BY
RB:myj/sublir.records

Zz]s Attorney Hans A. Mast SEP 14 2012
@@W-*R Itk
\D%aerg 007579
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F/C:91I

P/T:EDB

DULBERG, PAUL R

06/28
06/28
06/28

06/28

06/28

06/28

06/28
06/28

06/28

Northern Ililinois Medical Center TAX

4201 Medical Center Dr

McHenry,
(815)

IL 60050
338-2544

11179-00323

PAUL R DULBERG
4606 HAYDEN CT

MCHENRY IL

CODE

**%250
000196
002870
000630

*kk258
012251

*k X272
012458

*¥ k320
010135

***kA5Q
012004
019283

**kXG36
003507

60051-7918

DESCRIPTION

PHARMACY

CEFADROXIL MONCOH 500MG, CAPSUL

HYDROCODONE-AC 10-325MG, TABLE

BUPIVACAINE HCL 0. 0.25%,30 M
AREA TOTAL

PHARMACY IV SOLUTIONS
SODIUM CHLORIDE 0.9%
AREA TOTAL

STERILE SUPPLIES
TRAY LACERATION
AREA TOTAL

RADIOLOGY
FOREARM XR
AREA TOTAL

EMERGENCY DEPARTMENT
REPAIR SIMPLE 12.5 CM
ED LEVEL TITI
AREA TOTAL

QUANTIFIED DRUGS
DIPHTHERIA-PERTUSSIS-TE, .5 ML
AREA TOTAL

TOTAL CHARGES

TOTAL PAYMENTS/ADJUSTMENTS

EXHIBIT 185
Page 20 of 332

* kK

1000ML IRRIG

LR A

* kK

*® k%

LA

* kK

ID# 362338884

06/28/11 06/28/11 1

APIWAT W FORD

601067 PAUL DULBERG/ACCIDENT

99999 999999999 09/14/12
QTY

1 19.00
1 7.50
1 26,50
53.00
2 184.00
184.00
1 125.00
125,00
1 225.00
225,00
1 271.25
1 310.00
581.25
1 155,50
155.50
1,323.75
0.00
1,323,75
0.00
1,323.75

Dulberg 007580





Northern 1lliinoils Medical Center TAX LDF¥ 3bZ2338884

F/C:8I P/T:EDB

DULBERG, PAUL R

4201 Medical Center Dr
McHenry, IL 60050
(815) 338-2544

11179-00323

PAUL R DULBERG
4606 HAYDEN CT

MCHENRY IL 60051-7918
CODE DESCRIPTION

250 PHARMACY
258 PHARMACY IV SOLUTIONS
272 STERILE SUPPLIES
320 RADIOLOGY
450 EMERGENCY DEPARTMENT
636 QUANTIFIED DRUGS

TOTAL CHARGES

TOTAL PAYMENTS/ADJUSTMENTS

EXHIBIT 185
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06/28/11 06/28/11 1
APIWAT W FORD
601067 PAUL DULBERG/ACCIDENT

99999 999999999 09/14/12

QTY
53,00
184.00
125.00
225.00
581.25
155.50

1,323.75

1,323.75
0.00

1,323,775

Dulberg 007581





Northern Ll1iinols Medilical Center ‘L'AX LDUF 3623358884
4201 Medical Center Dr
McHenry, IL 60050
(815) 338-2544

F/C;:81 P/T:EDB
DULBERG, PAUTL, R 11179-00323 06/28/11 06/28/11 1
APIWAT W FORD
PAUL R DULBERG 601067 PAUL DULBERG/ACCIDENT
4606 HAYDEN CT
MCHENRY IL 60051-7918 99999 999999999 09/14/12
CODE DESCRIPTION QTY
Total Charges:
250 PHARMACY 53.00
258 PHARMACY IV SOLUTIONS 184.00
272 STERILE SUPPLIES 125,00
320 RADIOLOGY 225,00
450 EMERGENCY DEPARTMENT 581.25
636 QUANTIFIED DRUGS 155.50
Insurance Benefits 601067
COB. 1
Total Charges 1,323.75
Non-Covered Chgs 0.00
Deductibles/Co-Ins 0.00 Patient
COB/Plan Amt Due 1,323.75 0.00
Payments 0,00 0.00
Adjs/Refunds 0.00 0.00
Balance Transfers 1,323,75CR 1,323.75
Balance Due 0.00 1,323.75
Third Party Excess 0.00
Account Balance 1,323.75

1,323.75

1,323.75

Dulberg 007582
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Subseribed to and sworn before me this

Centegra Northern Illinols Medical Center

o
++CentegraHealthSystem 4201 Medical Conter rive

McHenry, IL 60050
815-344-5000 .

State of lllinois )
) SS

County of McHenry )

. CERTIFICATION .

The affiants, being duly swo}n, do hereby state and certify that

1. Vicki Wheaton is employed by Centegra Health System as Director of the Health Information
Services,

2. Vicki Wheaton, as part of her employment duties in Medical Records Department, is authorized
by the hospital to certify and/or testify concerning the hospital’s medical record-keeping
procedures, including customary practices and the completeness, accn:aoy, and/or anthenticity of”

any ongmal or copy of a hospital mcdzcal record.

3. The documents enclosed are medical records made in the regular course of the busmess of
Centegra Health System and that it was in the regular course of sucli business to make such
records, at the time of the act, transaction, occurrence, or event, or within a reasonable time

thereafter.

4. With the exception of any' documents excluded pursuant to court order, the documents enclosed
are any and all records within onr possess1on responsive to the subpoena under Whl(:h the

documents are being released.

i)\,f&’/u Lo %ij?ﬁﬂ \QHIA

" Vicki Wheaton, RHIT

ay of 74, , &Plo. Director, HIS
/ 7 iy 2 Centegra Health System

el d a e et YANAAPIF PRI

OFFICIAL SEAL .
SUSAN HENN . S

NOTARY PLBLIG STATE OF LLINOIS
COMMESBION EXPIRESDI0INS

A2 A A A 1 e O

SALFwAE .

SRR AR R

Dulberg 007583 .
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CENTEGRA : S
+ 20 Health System ,
#CCOUNTHO. AAASHOH DATD TG (3] RIA) IO FOOM G| GLAVIGE | TYPE AT [# UHT NG AR DIA. RECOHD MO
B11179-00323 06/28/11 0246pm mxel ®mom - zunl Eps_l21 1150000109381
1A PG [Ws | BATHONE 306G #C KO QERGY| AD B0 | FOUAY FIR CLASS
M ¥ s 03/19/70 41Y 323-76-4001 N AT WORK L LIAB-KVA/M
PATILNT NAME AND ALOM: 38 PAILENT EWALOYER
ENGLISH
DULBERG, PAUL R SHARP PRINTING
4606 HAYDEN CT (847)497-4250 4606 HAYDEN CT (847)497-4250
CELLA SELF EMP
MCHENRY IL 60051-7918 *MCHENRY CNTY, MCHENRY IL 60050
PREVIOUS NANE
QUARANTOR NAHE AND ADDRERY GUARANTOR EMPLOYER
DULBERG, PAUL R SHARP PRINTING
4606 HAYDEN CT (847)497-4250 o 4606 HAYDEN CT (847)497-4250
SELF SELF EMP
MCHENRY IL 60051.-7918 CELL# MCHENRY IL 60050
836 86 KO 323-76-4001 PHI CONTACT: ¥
EMEROENGY CONTAGT 7 RELATIVE ) RELAIVE 3 EMPLOVER
DULBERG, HERBERT (847)497-4250
4606 HAYDEN CT +*PATHER
MCHENRY IL 60051-7918
PHI CONTACT: Y
30C $EC NO
EMERGERCY CONTAGY 2 PATIEHT ALTERNATE ADORESS
B DULBERG, BARBARA (B47)497-4250
4606 HAYDEN CT *MOTHER
MCHENRY IL 60051-7918
PHL _CONTACT: ¥
RSURANCE 1 INSURANCE. 2
PAUL DULDBERG/ACCIDENT 1 601067
4606 HAYDEN CT
JOHNSBURG IIL, 60051 DOB: 03719770 DOB:
ACCIDENT DULBERG, PAUL R
99999 999999999
) (847)497-4250
WHURMICE 3 WSURRRCE A
DOB: DOB:
DUAGHOS LCOW N ATTENG#0 Py SICIAN PRBARY CAE PRYSICIN
ER FORD, APTWAT W SEX, FRANE
COAMLNT kS [TG P Y SICIAN AOOTIONAL oty SO
EORD.APTHAT ¥
STN : ERA
PRINCIPAL DIAGNOSIS
COMPLICATIONS AND COMORBIDITIES .
PRINCIPAL PROCEDURE & DATE
OTHER PROCEDURES & DATE
A}

§ CERTIFY THAT THE NARRATIVE DESCRIPTIONS DFTHE PRINCIFAL AND SECONDARY DIAGNOSES & THE
MAJOR PROCEDURES PERFORMED ARE ACCRMWIE AND COMPLETRTO THE BEST OF MY KNOWLEDGE

SIGNATURE MD DATE

Dulberg 007584
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RESTRICTIONS / RELEASE FORM

' " Northern lllinois Medical Center 4 Memorial Medical Center
Emergency Department D 3701 Doty Rd.
4201 Medical Center Drive

Woodstock, lllinols 60098
McHenry, Hlinois 60050 !
(81F5Y) 344-5000 (815) 334-3900

PATIENT NAME?O\!}I DM“WK/ — DATE ZZ 28(1@[/1

PHYSICIAN SIGNATURE

I FHII! lilll i Ill!l IO O i

CIULBERG PAUL R

Mo 4y
mMay not return to Mwork ] school [ gym for day(s). ‘35/25/201103?9&%?09391

] May return to (3 work [J £cpiool gym without restriction.

O May return to school with the followlng restrictions:

L] Gym/Sports restrictions are for day(s).
L1 Must take prescription medication for day(s).

J May return to work with the following restrictions:
L] No litting greater than Ibs. for day(s).

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

[J No continuous [ standing [] sitting for day(s).
() Must keep elevated for day(s). ] LIMITED WORK WITH
(L} Sedentary work only for day(s). L] NO WORK WITH
] might
(] Must use crutches for day(s). ! g O Lef
Hand [J Hand
L] No overhead work for day(s). O am O Arm
[J Foot
L] No bending or twisting for day(s). 0 [J Foo
L , Leg (] Leg
[] Must wear immobilizer for day(s).
For___._ Days
[J No climbing on ladder or stairs for

day(s).
(] other

(] see your physician in days for reevaluation,

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

I (or responsible parson) havel/has received and undsrstand(s) the instructions to follow as noted above.,

Patient signature {or responsible person): )Z“ﬂ M

PRINTED BY: MRVO

DATE 09/14/2012
EMCare, INC

MEDICAL RECORDS COPY

ED 102 NIMCMMC

Dulberg 007585
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Centepgra Northern lllinols Medical Center
4201 Medical Center Drive
McHenry, IL 60050
{B15) 344-5000

Patient: PAUL DULBERG, Med. Rec, #: B0000108381, Visit #:
81117900323, Date: 06/28/2011 Time: 17:02

Home Care Insfructiops

IMPORTANT: We examined and treated you loday on an emergency basls
only. This was not a substitute for, or an effort to provide, complate medical
care. Inmostcases, you must et your doctor check you again. Tell your doctor
about any new or lasting problems. We cannot recognize and treat all injuries
orfllnessas in one Emergency Department visit. If you had special tests, such
as EKG's or X-rays, we will review them agein within 24 hours, We will call you
ifthers are any new suggestions. Youwere {realed today by: Ford, Apiwal W.,

After yourvisit to our Emergency Depatimant, you mav feceive 4 survey o the

mall. We want fo be sure we have given you yery good care and we agk that
vou please {il| out the survey gnd return Jf In the mail,

After you laave, please follow the instructions below,

This informatlon I$ About Your Follow Up Care

Callas soon as possibleto make an appointmentta see yourdoctor in 10 days
for suture removal. You can reach your doctor by calling heir clinic phone
number.

Please relurn to the Emergancy Department in 10 days for suture remaval If
you would prefsr to have the sulures removed in the ER. We do racommend
that you lollow-up with your Primary Care Physician but you can returnto the
ER for removal of your stitches if you choose..

This Information 18 About Your liness and Diagnosls

WOUND CARE (with stitches)

Your wound was closed with stitches. These are smalt threads that keep the
skin closed to help Itheal. You have 3 [nternal and 11 external stitches, These
should be removed in 10 days.

At home, pleass follow these Instructlons:
» Wash your hands before touching the dressing or wound,
Keep the wound clean end dry.

. v After 2 days, wash the wound gently with warm water and soap. Patitdry,

Pui a light dressing on it if il rubs or there is drainage.

Call your doctor If:

* you have redness, paln, or swelling in the area of your stitches.
* your wound drains pus.

+ your stitches come out before your wound is healed.

* you have any new or bothersome sympioms.

This Is Information About Your New Medications - Start taking as
prescribod.

HYDROGCODONE and ACETAMINCPHEN (Vicodin, Vicodin ES, Lorlab,
Lortab elixir, Zamicet, Norco, Zydone, Anexsia, Anolor, Bancap HC)

Take this medicine by mouth with food in the following dose: one
10m@/325mg tablet every 4 to 6 hours [f needed for pain. Do not take more
than as directed per day (24 hours).

This Is a mixture of medicines (hydrocodene and acetaminophen) used to
relieve moderate ¢ severs pain. This medicine may ba used for other
reasons, as prescribed by your doctor.

Side effects may include:

+ sleapiness or dizziness

¢ upset stomach, nausea or vomiting

« conslipation

Other slde effecta mey occur, but are not as common. Alleray would ghow
upgs:rashorltching, faclal or throat swalling, wheezing or shortness 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 prescribad, Too much
acetaminophen in your body can cause liver damage.

* Read the abels of non-prescription medicines before taking them, Many
contain acetaminophen, To avoid an overdoss, do not take any other
madicines that contaln a¢etaminophen,

+ Talkto your doctor or pharmacist before taking medicines for sleep, colds
or allergias, Severe drowslness may occur,

» Do not shere this medicine with others as this medicine is a
conirolled-substance. Sharing this medicine with others Is against the
law.

¢+ To avoid conslipation while taking this medicine:

* Drink plenty of liquids. Try to drink B (o 10 eight-ounce glasses of
waler or juice each day.

+ Include extra fiber in your die.

v Exercise dally.

¢ Walch for signs of dependence:

+ feeling that you "cannot live without this madicine”,

+ you need more of this medicine than befora o get the same
relief,

+ Do not drink alcohol, drive or operate machinery until you know how {hls
medicine affects you.

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

+  Ifyou are taking this-on a regular schedule and you miss a dose, taks it as
soon ag possible, If it [s almost time for your next dose, skip the missed
dose and return Lo your ragular schedule, Do not double the doses,

+ Talk with your doctor bafore taking any other medicines {Including
vitamins and herbats) as you may require additional monitoring.

Call! your dogctor if you have:

* _any sign of dependenca or ellergy.

+ increased pain not helped by lhe pain medicing,
¢+ slow, weak breathing.

+ glizures,

+ slow or irregular heant beat.

+ a yellow-color to your skin or eyes, or dark uring.
+ slomach pain.

» unusual or extreme tiredness.

* any new or severg symptoms.

CEFADRQXIL (Duricaf}

Take this medicine untit gone in the foliowing dose: 500 mg by mouth 2 times
a day for 5 days,
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Centegra Nerthern illinols Medlcal Conter
4201 Medlcal Center Drive
McHenry, iL 60050
(815) 344-5000

Cefadroxil is an antibiotic used to treat Infections caused by bacleria,
Antiblotics kil bacteria or prevent them from growing Inslde your body. This
medicine may be used for other reasons, as prescribed by your doctor.
Side offects may include:

+ dlarrhea

+ upset slomach, nausea or vomiting

¢+ headache

Other side effecis may occur, but are notas common. An upseistomach |s not
a sign of allergy. Allergy would show up as rash or itching, faclal or throat
swelling, wheezing or shortness of breath,

Follow thege instructions:

» Space your medicine doses evenly throughout the day. This medicine
works best if there Ia & constant amount in your blood.

» Take this medicine with food to avold an upset stomach,

» Swallow the capsule and tablet form of this medicine whole with a full
B-ounce giass of water,

+ Fordiabetics, ihis medicine can cause false test results when testing your
urine for sugar. Talk with your doctor If you have questions.

+ Storethe lablat or capsule form of this madicine away from heat, moisture
or direct light.

 Store the liquid form of this medicine in the refrigerator. Shake the liquld
well before pach use,

= |fyou miss a dose, take it as soon as possible. If it is almost time for your
next dose, skip the missed dose. Do not double the doses,

» Talk with your doctor hefore taking any other medleines {including
vitamins and herbale) as you may requlre additional monitoring.

Cali your docter if you have:
+ any sigh of allergy.
* no Improvement after you've taken all the medicine.
+ & seizuse, :
+ any sign of a new infection (fever, general aches, chills, or unusuel
tiredness or weakness).
ongoing nausea, vomiting or slomach pain.
white patches in your mouth.
women: itching in or changa in dlscharge from your vagina,
inflammation (pain and swelling) in your intestine during treatment or up to
weoeks after you've finished this medicine:

+ ongoing diarrhes

+ stomach pain or cramping

+ blood or mucuys in yoilr bowst movements
* any new of bothersoms symptoms.
SMOKING CESSATION

Smoking is the nation's leading prevenlable cause of dealh, It

significantly Increases the risk of coronary heart disease, stroke and cancer.
in fact, more than half of ali smoking related deaths in America each year are
from heart disagse, stroke, or other cardiovascular diseases. The good news
is, that one year after quilting, the risk of hear disease is e in half, After five
to fifteen smoke-free years, the risk s that of & person who never smoked!

If you or someona you love is interested in quitting, consider joining our
“Freedom From Sioking “classes for adults. Centegra Health System and
the McHenry Counly Department of Health have parinered together lo bring
you an effeclivé progrem that wlll help you quit smoking. Call
B77-CENTEGRA, (877-236-8347) for more informetion regarding this
program. To spaak with a counselor immediately, callthe lllinois Tobacco line
at 1-866-QUIT-YES.

PortiBI Ky iuRleciS67. AR VIOERARE Comoraliom
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PAIN MANAGEMENT AFTER DISCHARGE:

A person may feel less paln just by baing In familiar surroundings, Here are

some frequanily asked questions about your pain management;

+ Whatcan|doltohelpmypainmanagement? A person's lavel of relaxation
and thelranvironment can affecttheir paln. [fyou aretired, over stimulated
(too many visitors) are anxlous about your diagnosis, or a past experience
with a hospitalization, your pain perception may be impacted and your
tolerance decreased. Ask questions, and inform us about any problems
orconcerns that you may have, re: pain. Partnerwith your health team for
your best pain managemant.

+ What if the medication is not working? Teli your health-care provider;
physician, home health nurse, etc. You may need a ditferant dose or type
of medicaton.

+ WhatlfIfeel I'm notgetting enough paln control? Telk fo your physician or
home heelih nurse aboutit, Together you mey be abie to develop & planto
prevent or ease your pain, Depending on the cause of your pain, your
health-care provider may suggest exercise, use of heat/coid, massage,
repositioning, immobllizalion of the affected part, or distraction such as
music or rest.

+ There are other melhods of paln management. Let your health-care
provider asslst you In finding the best one for you.

Wolght manapement is one step to help malntaln a healthy lifestyle. For
cortain madical problems, such as conpestive heart falture, weight
should be monitored daily.

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

Ifyou have problems thal we have not discussed, oryour problem changes or
qets worse, Cell or vislt your doctor yight away, If you cannot reach your
dogtor, return o the Emeraency Department [mmediately.

Centegra Health Systam is very concerned aboutyour safety and well belng.
As part of our efforls to always provide very good care, any medications you
received during this visit were reconciled with medication you ere currently
laking. This reconcillation was based o the Informatton you or your
representative provided reparding your current medications and allergies.

"l have re¢elved thle Information and my questions have boen

answered, | have discyssed any ciallenges | see with this plan with the
nurse or phys . Lﬂ /
PAUL DULBERG (:Z&nsible Parson
PAUL DULBERG or Responsible Pefsfn has received this information and
tells me that a)l qojl%beﬁ g/wq/;?
viov Staff‘%;lg%n?e
/]
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Centegra 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 by 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 retumn 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, Zamigst, Norco,
Zydone, Anexsia, Anolor, Bancap HC)

one 10mg/325mg tablet every 4 to 6 hours if needed for pain. Do not take more than as directed per day
(24 hours).

CEFADROXIL (Duricef)
500 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?

Pomons Copy%%hl_tl%% E1 ﬁBBQ%O%xlf(?l%IPARE Corporation Page 1 of 2
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Centegra Northern lllinois Medica! Center
4201 Medical Center Drive
McHenry, IL 60050

(815) 344-5000
5. Comments:

Signature of nurse making phone call;

Date: Time;

FORM GOES TO MEDICAL RECORDS

Portions Copynqhted 1987 2011 LOSICARE Corporation Page 2 of 2
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1117800323
DULBERG, PAUL R
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GENERAL CONSENT AND ACKNOWLEDGMENT

Account Number/Effactive Date:

[t

CONSENT FOR MEDICAL TREATMENT

{ have come to Centegra Health System {CHS) for medical treatment and cons
and procedures performed on patients in my condition. | understand and consent
my attending physician, on-call physicians, emergency medicine physicians, radiol
surgeons, obstetricians, consultants, nurse practitioners, physician assistants, cert
other speclalists} may participate in my care as deemed necessary. )

I agree to follow the Patient Rights & Responsibliities of CHS and to participate
personnel in my care and treatment.

| understand the practice of Medicine is not an exact science and, therefore, no guarantees have been made regarding

ent to the customary examinatlons, tests,
{hat independent professionals (such as
ogists, anesthesiologlsts, pathologists,
ffied registered nurse anesthetists and

with independent professionals and CHS

the fikelihood of success or outcomes of any diagnosis, treatment, test, surgery o
- | understand this General Consent and Acknowledgement will remain in effect
to those areas o S where | receive care.

PATIENT ACKNOWLEDGMENT OF INDEPENDENT PHYSICIANS
Initlals

| dcknowledge the independent professional(s)
but are independent med
patients. They include but are not limited to, my attending physician, on-call:ph
radiologists, anesthesiologists, pathologists, surgeons, obstetricians, consultants
cerlified registered nurse anesthetists and other specialists. My deciston to seek
or advertisement of the independent professionals and | understand they are not
not include physigian, surgeon, or other independent professional services and
directly {f independent professional. | have read and understand the abov
0 sign on the patient's behalf.

PATIENT AGKNOWLEDGMENT OF INDEPENDENT SERVICES

Initials

During the course of my hospital stay, my physiclan may determine | require ca
request care at an alternate facility, | acknowledge that all transportation servicés
another facllity are provided by an independent third party and | will receive a sepa
for which | may be responsible,

USE AND DISCLOSURE OF HEALTH INFORMATION

Unless | request otherwise, CHS will provide my room focation or telephone nu
I understand CHS will use and disclose my health information for the purposes
operations, as permitted by law as described in the CHS Notice of Privacy Practice
without obtaining my consent. | fully understand that the use or disclosure of my hd
diagnosis and /or diagnostic treatment of mental health/ developmental disabilities
Acquired Immune Peficlency Syndrome (AIDS/ HIV).
. If | refuse to allow disclosure of my health information to proce
onsible for alf costs incurred by me for treatment. | agree to release
$” from any liabllity that may arise from the use or disclosure of my health

PICTURES/IMAGES

Initials-

I understand photographs, videotapes or other Images may be taken to docume
CHS and/or by the independent professional Involved in my care. | understand | h
these materials which are in possession of CHS upon written request. [t is my resp
videotapes or other images have been taken. | understand images Identifying me

or with my written authorization, PRINTED BY: MRV0127

rJexaminatlon performed at CHS.
or this episode of care and will be provided

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

who provide services to me at|CHS are not employees or agents of CHs,
lcal practitioners who have been permitted to use Its facilities for the care and treatment of their

ysicians, emergency medicine physicians,
, nurse practitioners, physician assistants,
care is not based upon any representation
employees or agents of CHS, CHS bills do
| understand | will receive a separate bill
e terms and confirm | am the patient or am

re at another medical facility, or | may
provided in connection with my transfer to
rate bill directly from the service provider

nber to visitors and callers.

of treatment, payment, and health care
s. Certain information can be used
alth information may include history,
conditions, alcohol or drug abuse and

85 my insurance claim, | may be
and hold harmless CHS, its agents, and
information.

:nt my care. These Images may be kept by
ave the right to view or obtain copies of
onsibility to confirm if such photographs,
will only be released as allowable under law

. DATE, 09/14/2012
e, 17 I 1S4 GENERRL GONSENT AND AGRNGWLEDGMEAT IO
e Page 1 of 2
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*+CentegraHealthSystem
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DULBERG, PAUL R

ME FROM LIABILITY FOR VALUABLES
als
| understand my belongings are my responsibility and | have been advised to

CHS from any liability for the loss, damage to, or theft of any of my belongings.
hospital facilities and may be used to store valuables.

PATIENT PRE-CERTIFICATION RESPONSIBILITY

| understand | am responsible for the nofification to my insurance company ta
rendered. | further understand that if 1 do not pre-certify | may Incur a reduction
which | will be liable.

ASSIGNMENT OF BENEFITS/ AGREEMENT FOR PAYMENT

I hereby authorlze payment to be made directly to CHS and to the Independent
otherwise payable to me. | understand | am financially responsible to CHS and inf
incurred. Patient "out-of-pocket” amounts will be requested prior to or upon disci

y

M -vqY 03s18/197q
osﬁ 872011 B 0Q0ODLOS3BL
L'*)

end any items of value home, | release
Safes or lockers are available at the

obtain authorization before service is
or loss of paid benefits to the hospital for

professional(s) for all Insurance bensfits
dependent professionals for all charges
rge. In the event of default or non- .

a
payment, CHS shall be entitled to the right of recovery of all collection expense’sﬂncluding court costs and reasonable

* attorney's fees for the purpose of securing payment. |t is further agreed that any
other. account owed CHS by the guarantor/responsible party, or any open accoun

PATIENT INFORMATION OFFERED

»

redit balance may be applied on any
for his/her dependent family.

& Patient Rights/Responslbliities . . ... ... If No, Explain:
o Advance Directive Information ... .. ... If Ne, Explaln: _,
e Notlce of Privacy Practices. . ., ....... If No, Explain;
e Ratient Billing Informaticn ... ........ if No, Explaln:

PATIENT CERTIFICATION

By signing this General Consent and Acknowledgement Form, | acknowledge | hs
contained in this form and accept its terms. | also acknowledge | have received a

INPATIENTS ONLY:
TRICARE {Military) Insurance PATIENTS

VO e, & VYo @T’ >

Yes, | have recelved TRICARE "Imp.

ve read and understand the Information
copy of this form for my records.

ortant Message"”

.Patlentl‘ orized Person / Relationship
[S
iWitness J i (/

||
patient has informed me he/she fully understands and

agrees to the terms set ou

, have interpreteditransiate

D[

ate

d the above form to the patient, The
t In this consent form.

InterprateriTranslator {Pleasa Print Name) Language Interpret

PRINTED BY: MRV0127

GERER/L. CONSEND ANR ACBNOGWLEDGME
Page 2 of 2

ation/Translation Provider (Company name or
Relatlionshlp to Patfant)

NT
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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 i
HISTORY: Chain saw versus forearm, forearm laceration.
IMPRESSION: Right forearm films demonstrate no fracture or

radiopaque foreign body. There is deep soft tissue
Taceration 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 radiopaque foreign body
is identified.

cc: Apiwat W. Ford, D.O,
Donald R Kennard, M.D.
Frank Sel, M.D.

Electronically Authenticated
Donald R Kennard, M.D. 06/28/2011 18:18
815-759-4683

D 06/28/2011
T 06/28/2011 5:19 P / LBA
Northern I11inois Medical Center NIMC Radiology

PRINTED BY: MRV0127
DATE 09/14/2012
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Centegra Hospital-McHenry

(T

B1117500323
. DULBERG, PAUL R

CentegraHealthSystem R s 070
Centegra Hospital - McHenry 886208{%%&1

EMERGENCY ADMISSION ASSESSMENT

TIME TRIAGED;, BROUGHT BY; MODE OF ARRIVAL | TREATMENT PTA B.Patient Band appliad

TIME TO TR ENT AREA: 0 Seif O Ralative [We D ke 0O Efevato 0O Hand OF Communication

ED BEO# O Police MFrlend 0 Stretchor Doz Band applied

EXPRESS BED, D Other D Carried [mR}Y D Security watch

€s31 0 405 Ambulance: 1 Walked 0 Mad:,

Primary Physician: -e,»; Tima of Injury:

N2
Hoight S0 A “Weight: Y A S B~ GCS\ RIS Z- BP@P"S VLo ™7 '\J‘SPO@ C\Room 2ir 0O, Pain Levet:fl“ \

2

Chief complaint/reason for visit _ S o 5 G AVAION s Ry one N

S N ‘d\"%"b P N NE - V. clo S;-eg&,,,:-: hﬁilnﬁ:hﬁgﬁﬁ'ﬁ\

Triage RN NNy

CURRENT MEDS [hQenies ALLERGIES "BNKA  ~ \ . | REACTION
Medications:
caTons AN IR
Food:
Others O Latex O Dye
Meds roviewed by: Residence:0 Private™sl Family [ Alone D Nursing home 3 Group home
Languago barrior D Yes Interpratar Name/ATT Number: 0O Other;
Do you feel safe at hemo? T Yes O No Is there anyone in your life that threatens, Intimidates or harms you in any way? O Yes E\:o
Crisis/Social Workor O Nolified: 0 Here: O DNR  Rasources called: ime:
Yes Yes Yes Yes Yes
o | B Autcimmune D Oomentia/ Alzhoimer's 0 Hoadaches! migrainas D Pressuro Ulcer O infectious disoases
5 | DAsthma D Endocrine O Head inj pastd months [ Recentoxposure =~ D MRSA
z 0 Back probloms 0O Gl problems O Hyportension D Reproduclive problems O VRE
o D Blood disordors [ GU Problems O MuseuloSkelotal problams D Rospiratory problams 0 Chicken Pox
= D Cancer O Glaucoma O Noure problems O Seizures 0 Moasies )
§ O Cardiovascular O HEENT problams 8] PsychoSocial problems 0 Skin problems 0O Shingles
2 O CHF D Heoart murmur . O Vision problams DO Stap Throat
T | MP: 0 Normal O Abnermal Q Othor;
3 | DPregnant DNo  DUnsure Grava__Para __ Ab__ FHT
"uﬁ) Expandedfsurgical history: -l enewa SOAATES,
= LY
]
I implanted medicai device: O Pacemaker [ IV access [JEye OKnes [QOHip COAICD O Othar;
T8 D Nono Evor had a positive TB test? {1 Yes UNyo L1 Self-history of TB [ Family history of TB 0 Cough [ Fever
History D3 Bloody sputum O Weight loss O Night swoats [ Loss of appetito  [1 Fatigue [ Recent international traval
O Denies signs & symptorns
Vaccine O Fu  Tetanys O NIA\S\Up ta date O >5 years O Unsure Pedialric immunization D Up lo date O No I Unsure
EDN10000-00 07/08 10/08 03/09 12/09 03/1Q
‘3EDRN" EMERGEYNCY ADMISSION ASSESSMENT
PRINTED BY: M&}é@ 1874

DATE 09/14/2012
Dulberg 007593
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Centegra Hospital-McHenry

. -CentegraHealthSystem

ADMISSION ASSESSMENT

Do you currunﬂy have pmn?\lS\Yas

(1 ~10) O No Ifyes, is it O Chronic O3 Now Onset

Type of pain: O Burping O Oull Prossure L1 Gramping O Heavy O Sharp C) Achy

O Other:
Pain Scale used: [J Wong Baker O FLACC O Numeric

- ALCOHOL INTAKe: ‘Bl Never [ Occasfonally O DAILY
Type: Amount: ,Last Drinki_______
STREET/REC DrUGS: ™ Never [ Occasmnal[y 0 DAILY
Type: Amount: Las! Used:
ToBACCO HISTORY: D Nover O Occastonally WDAILY
Typei__\ " Agount Date Quit:
PN

\

T

B1117900323
DULBERG, PAUL R

M 41Y 03/19/1870
06/28/2011
0000109381

Mark drawing with number:
1. Abrasion

. Amputation
Avulsion
Bleeding
Burn

Bruise

. Deformity

. Fracture
Gsw

10. Hematoma
11. Laceration
12. Pain

13. Stab wound
14, Fareign body
18, Pressure ukes -
18. Leg uker

OENEmALN

Neurological [0 NA Carfiac/Circulatory: O NA

LQC O Yos [1 No g’ginkfﬁ Warnf © Dry O Cool
/E? onscious O Unconggious Hot O Flushod O Dlaphorotic
ﬁlorl F’Oriented X% [l Dusky [J Ashen 0O Jaundice
O Crying O Lethargic OMAE O Pate O Clammy O Cyanetic
0 Sjurred spasch RADIAL PULSES R |,

O Irritable Presamt A4
0 Combative Absont oo
Pupils ONAAAPERL R L PEDAL Present: /ﬂ/d
Reactiva o a Absent O O
Sluggish o0 Cap Refill 28ec O0>2 Sec
Fixod oo Ankle ederfia O Yos & No
Nonreactive oaQ Moniter:
Pupil size L
AVPU OA DV OP OU Respiratory @'NA
acs. __. O Distross O None O Mild

3 Moderale O Severa
FALL RISK ASSESSMENT 0 Stridor O Nasal Flaring

(1 Modically upsafe te be O Retraclions

L.ung Sounds O NA\{{,

Gl/Abdominal: O NA O Donies

Clear oft O Distendad O FIrm
Rales a Nontender O Tander
Wheezing ono owel scunds: O Present O Absent
Rhonchi oa O Hypoadlive [J Hyperactlve
Diminished an Last BM;
Absent oo O Diatrhea x Denilos
0 Vomiting x _____ P Denies

EENT: O NA f Denlos O Nausea O Yes
VISUAL ACUITY O NA Last oral intaka:

L. R; Comments:

0O Correction O No Correction
Ear Drainago: OYes ONeo Genito-Urinary: O N Denios
Dosciibe: URINARY O NA
Eplstaxis: O NA R L O Froquancy O Pain
Controlied o o 3 Homaturia O Incontinant
Uncontrollad o a O Unaoble to void O CUD
THROAT: VAGINALIPENILE O NA

O Diff. swallewing

D Discharge [ Blooding

independently mobilo O Productive cough: [ Dif{, speaking Charactor:
0O Unaware of forgetful 0 Unpreductive cough 0O Droaling Amount:
of physiea{ limitations
O Recent history of falls
AN POSITIVE ANSWER INDICATES ENKANCED FALL RIsX [0 No risks notod
l " - 7
L LN X VEANLLS tnd DA oS s Iﬁ
IM%.". w-nmhrmzm., (RN 003 loh . =
Ot 0D XA is SHAL > 100 BEOHELS,

N sl Xl
mm'/:m D2 Y

—l-n_l

FIA T (Lo T o

ALE. S D da
28, «'...mwm,. ‘M >
L7212 AT o Y o 2l
M'I“'M(I)L Bre A A v  JFHA) LY,
/W&m.mm

Pl Lty Balezadl 120 LEBLF o i <N

.---._J.;__/..

//”'*BL/

( \ \\ (/

~ ~ T AV

Associate Signature/initials:

Assoclate Signature/initials;

pRINTHRRGRYCY ADMﬁ§§ ASSESSMENT

DATE

09/14/2012
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Centegra Hospital-McHenry

.. CentegraHealthSystern

ADMISSION ASSESSMENT

IIIHIII!IIHIIIHHIIIllllilllllilll|I|IlIIIIHNIHHI!IIIIIIN

" B1117900323
DULBERG, PAUL R
M 41Y

068/28/2011
0000109381

03/19/1970

MD/DO MD/DO MD/DO Medical Imaging MODIDO
CQeder Qrder TO_fder ?lrﬂEr
Time Time ime ima
ta MDIDO Lab MDIDO Lab MD/DO MOIDO
Initials Initia) initial Initial
a0 ABG QPTT 0 wound culture 0O T Spine
O Amylase O RSY [w] O LS Spine
D Blgod Culture [ Sallcylate 0 Ultrasound-
0O BMP Q Sputum culture 0O CT Scan-Brain
0 BNP O Strep D CT Scan-C Spine
0 CBC widiff O Trichimonas 0 CT Scan-Chsst
0 CMPL O Troponin 0 POC Other/Miscellaneous 1 CT Scan-Chest PE
£ D. Dimer 0 Tylenol 0o, O CT Scan-Abd/Pelvis
£ Digoxin Level O Type & screen ) EKG Time Acguired OMRI
L ETOH O Type & cross Time Read CJ FAST Scan
0 GCiChlamydia of units [ EKG Time Acquired JED Preg Lid US
0) Hepalic Panel O UA Time Read 1 ED Preg follow up US
0 HCG Qualitative 0 UA/Reflex culture Medical Imaging O ED Pelvis Ltd US
0 HCG Quantitative 0 Urine Cuiture ) Chest PA/Lat 0 ED Abd Aorta US
0 influenza Screen O Urine Drog Screen CJ Chest Port O ED Doppler pelvis
[J Lipase 0 Urine HCG 3 C-Spine [ ED Venous Duplx Ext
0 Pos O Neg O POC
0O MRSA {1 Urine Dip O POC [ X-Table 0O ED Trauma trans echo
0O PT [l Wel prep 0 Pelvis . 0 ED Trauma abd itd
' o AR AR
MD/DO S——
Order ORB Start Stop IV Solutlon & Amount Warm Additives Site | Calh Size Rale Amt Initials
Time & Time Time YN Infused
Initials
Pt Halght: ATy 75N AT A=
(;l% t, S PtWeight: _ /4z7> Allergies: _rv/,};;ﬂ S
MOD.
Order | ORB | Time Stop Pain Medication/Order | Dosage | Route Site | Inltlals | Time Effects Pain | Initials
T"“.e & Given_ | Time % Scale
| 1/;/1") PIV-IPN P 'K% A\ .
. b 7] WYL ]G L7 728N 2F
/7 ARy /il o A7 7 “b
7 7 2L WAl Ly £ m"l
|
I
1
O Td0.5mlL [J Tdap O.5mL O3 TT 0.5mt Time:____ Site;____ RN: __ Lot# Exp, Mir D VIS Given

1 Nursing Assessment and Medication Reconciliation Reviewad
O Vitals Reviewed

Tech: Initials: Tech: P ) Initials:
RN: ™\ Initials: Physician:__2cr Cat? Initials;
RN:M Initials; DNV, Physician: , initials’
Rev 04/04/11

PRINTED BY: MRV0127
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- CentegraHealthSystem

Centegra Hospital-McHenry

N

B1117900323
DULBERG, PAUL R

M 41Y 03/19/1970
06/28/2011

0000109381
EMERGENCY ADMISSION ASSESSMENT
(Time Blood pressuro | Pulse | Resp Temp 8pO2 02 GCS E/VIM | Monitor intake Qutput
i\
- i\
L [
[
I 7\
f o\
3
Orthoslatic Lying: Silting: Standing:
Treatments/Procedyres:
Q Oy Therapy: D intubated T Raspiratory treatment: Neb Tx: O Cont Pulse Ox
O Chest tubo: O Time Out; 0 Eyae irngation: 0 Ear lrrigation:
O NG tube # @ Character: 0 Gastric lavage:
£ Lumbar puneture: O Time Out: 0 Sec neuro assessment sheat
D Pelvic exam: Straight Cath/CUD @ 0 Bladder scan Amount:
Blood Glugose value: Tima: By: O Conlinuous Cardiac Monitoring

Normal Valuos Age BO or moro (80-99 mgfdl), 13-60 yr. (75-98), 1 mo.-13 yr. (60-89) Critical Value less than 40 or more than 400
Normnl Value: Age newboin to 1d {40-80 mg/dl) 1d-1 Mo, (50-89) Critical Value less than 40 or more than 200

Waound Care 0 Dressing: _____ O Ortho Care: DO Crutches
Irrigation; Né 0 Antiblotic O ice Time: D Cast 03 Patlant's own crutches
Q Soak:, D Adaptic O Elevate Time: O Sling O Crutch walking instr/ret damo
tiseptic Wash D 4x4 O splint: 0 Tubi Grip D Valero Splint:
Othor: D Kling 0O Xneo immabilizor: D Posterlor mold:
O Tube gauze O Shoulder Immobilizer O Location:
O Steristrip O Ace Wrap O Width;
Isolation Type: O Burn dressing C SMV's after immobilization 0 Length:

DISPOSITION:

T Other facilit

Mode: O WIC

O Qther:

LEFT WITH: O Solf D Family MaFriend O Polic
)E:)ischargu Instructions given-exprasses Ln
<;cgbischargu Pain Level: 9 GC
{&LEAischargs by:

Discharge Vital Signs:

%Home O Jail O Nursing home/ECC
[ Expired D AMA

b alk O) Carry DAmbulanee: ___

D Inpatient O Observation O Surgical
O Moda, Time:,
OERholdfrom ____to__.__

0 To unitiroom #

Accompanied by:

8 0 No old chart [ Oid chan in ED O Chat to floor
anding 0 Discharge Pain Leval: {0-10)
RTS: GCS: RTS:,

Skin Integrity Intact O Yes [ No (soa documentation)

PRIN
DATE

Initials:

EMERGENCY ADMISSION ASSESSMENT
TED BY: ALe47

09/14/2012
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Centegra Hospital-McHenry

h (1) nepatives.

© 1996 " 2006 T-System, Inc. Circle or cheek affirmatives, backs!
+

+CentegraHealthSystem

EMERGENCY PHYSICIAN RECORD
Upper Extremity Injury (4)

O

B1117900323
DULBERG, PAUL R

M a1y 0319 97
06/28/2011 /1911970

0000108381

soedlagram Cg ;;

DATE: TIME: /Q ‘5 2 DOon arrival FOREARM /
ROOM:; __ EMS Arrival ELBOW __tenderness soft-tissue/bony
EMS treatments ordered ..nm{ inspaction swellmg/ ecchymosls
HISTORIAN: atlent spouse  paramedics, __non-tender __limited ROM__
__HX/__EXAM Lﬁrﬂmﬁ: Zfiml ROM* __daformi
HPI ARM/ __.see diagram
- SHOULDER __tenderness soft-tissue / bony,
chisf comniaint:  injury to: élgh‘t./!eft l inspection _ swelling / ecchymosls
hand wrlst = 3forear; elbow arm _n-tander __limited ROM
shoulder ollar-bone area il ROM¥ __deformity.
duration / occurred: where:
just prior to arrival homa school
today : neighbor's park
yesterday. work street
daysago | ___ |
severity of paln: | worse / porsistent since :
mild moderate sevare pain intermittent / lasting :
context:  fall  blow  Incised  crushed | burn
assoclated symptoms:  tingling / numbness distally
ROS
suspeetad FB (skin lac) V troubla broathing / chest pain ,
I powerarms flegs | loss of bladdar function '
headacho /neck pain,___.—_ ! recant fever / illness H
doubla vision / hearing loss ! other Injurios ¢
nausea / vomiting 1, Clall yystems neg exceptas marked
i' SOQCIAL BX smokur,z}_ drug use / abuse___ """ E
t recent ETOH =" livesalone_____
} Tives at home livas In nursing home H
i FAMILY HX _{fRegativ :
PAST HX |7 Tegative R/LHANDED prior injury
dlabetes Type [ Type 2 diet { oral / insulin
HTN  heartdisease 4 5.
Meads- @yﬁlm}s note,
Allergias- KDA./ see nurses note

uraing Assessment Reviewed P Vitals Raviewed [ Tetanus immun, UTD

PHYSICAL EXAM

GENERAL APPEARANCE lar ( PTA/ In ED ) / backboard__

__no acuta distress leld severe dlstress
lert _..anxjous

EXTREMITIES

HAND __see diagram

¢_nml inspection
-7 hon-tender

__tenderness soft-tissue / bony,
__swelling / eechymaosis
__daformiry,

WRIST __see diagram
“nml Inspection __tenderness soft-tissue / bony
/__non-tander _tendernaess in anatomical snuff box,
< nm| ROM* __wrist paln on axtal thumb load
_swalling / acchymosis,
__limited ROM
__deformicy.

*3EDTSN* /Rav, 08 /07
DATE

T=Tenderpess PiT=Poinl Tenderneat  S~Swelling E~Ecchymorls  B=Burn O=Cuntusian

LwLaceratlan AwAhrasjon Mw=Muaele spaam  PWaPunejurs Wound
(= withowt m=mild mod=moderaie  neasevere)
Exymple. Trvw Tendernoss vn pulpuilun (vevere)

Hande

ondon function
normal

PRINTED B re MR didry- 058 Nime
09/ 1563890l D
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NEURQO / VASC / TENDON
/1" nsation thmact  __sensory / motor deflel__
< Totor intact
<6 vascular

promisa _pallor / cool skin / abnmi cap rofili
__pulso dofick  radial ulner.

_eficit in tendon function

TR

Dulberg 007597





Centegra Hospital-McHenry

G

SKIN diaphoretic / cool / cyanotic. B1117900323
—warm, dry = " DULBERG, PAUL R
AL L DT T Femee e eI M 41y ?3/19/1970
1 D/ ENT tendernoss 06/28/201
~_nmlinspection  __swelling / ecchymosis 0000108381
{p'harynx nml
N ! BACK __tenderness

#” nml inspection

hontendar

__swelllng / ecchymosis

XRAYS  [linterp. by me _[JReviewed by me [IDiscsd w/ radiologist

,_/__ﬁ pare sounds hmt
)ABDOMEN)
~~ non-tender

@

__whoozes / ralos /thonchl______________
__tachycardia /bradycaedia ..

tenderness / guarding

1
|
|
I
)
]
1
)
1
]
b
b
t
|
1
1
1
[l
)
l
I
I
|
1
i
1
I
1
L3

ESPIRATORY  __tendernass (R/L hand wn.-(—fgﬁajm?—elbow humarus  shouldar
thest non-tender _ swelling / ecchymosls / abraslons __ngrmal/NAD  ~DJD
=breathsndsnml  _ crepitus / subcutaneous emphysema racture __dislocation
__decreased breath sounds o nml alignment __ soft-tissuo swelling

__noforeign body  __positive anterior fat-pad sign
__Ppositive postarlor fat-pad sign
__foraign body.

_fracture non-displaced  displaced

transverse  objlque comminuted  ongulated
__no organcmegaly impacted  torus
__nml bowel snds*
TR TEATEeANSS S mTmmmm e Toecews~< |Other  study:
,PROCEDURES = . . e ———n——anan - | EJSee separate report
'Wound ascription / Ropal ?4 2 PROGRESS
(‘ I.ength Iocaﬂo@w M 6‘? /% Time, unchanged improvad re-examined
¢ linear flap stellate
; superfichal muscle through-and-through

, contused tissue p-lacalation

! clean contaminated by Lmoderately / *heavil
' i1 Y
] Wil

| diatal NVT:

nouro & vascular status intact  no tendon in l/
| anesthesia: Jocal LET / tetracaine/ adrenline / cocaine ,;'5 ,_mbL
y(arcaine 0.25%05% lidoc 1% 2% epi/bicarb digital / metacarpq] block
oUErite 16datio

__inltial fracture cara provided: follow-up on_
__Rx given
__referred to / discussed with Dr.

]
)
'
]
i
:
.
)
)
)
)
)
)
’
! will see patient In: ED / hospital / office In doys
| Do gyl ssposgseitngie L | GLINICAL IMPRESSION ra  isgesssaut
. L] Dl
| Betadine / scrub ‘ + | Contusien 7 L shoulder i wrlst
p shed wialiper 74 ! | Hematoma arm  elbow  hand
' minimat / mod. / *extensive mod. / + ! ~extensive * | Sprain / Strain
! wound explored undoermined \ ' Dislocation
« foreign material removed minimal / mod. / "extensiva cerati
i . . , ; .
‘ partially  completaly wound margins revised I | Fracture R/ L radlus  distal/ shaft / proximal
' minimal / mod. / *extensive multiple flaps aligned H ulna  distol /shaft / proximal / ulnar styloid
} o forelgn body identfied i humerus  dista! / shaft / proximal / supracondylor
1 ] s,
| repair; /J dosed wjgh:  wound adh ¢ / sterfstrips ! Collas fractura  stabllzed / restorative
! SKIN- 1 v
: IN mw i no nylunl ens ;ﬁ.p/!?) | DISPOSITION. L <ransferred [ tome (] admitzed []cxpin:d
: SUBCUT.# 0 Flcryl/ chromie - Time CIAMA__,
; interrupted  running ess(h/v) ! CONDITION. [ good P fair ] poor [J erit m!ﬂimpmwd
: OTHER- #_ .0 materhl h [ seable [ unchanged,
' interrupted  runn , Tunning  gmple  mattress(h/y) .
b $may indicate intermediate repair “may indicato complex repair 3 . RESIDENT / PA / NP SIGNATURE
splint  Vekro  OCL/ Orthogloss/ Ploster  Aluminumefoam_________ TTE G NOTE:

Valar Thumb spica Ulnar Wrist Suger-Tong  Cock-up  Colles
applied by ED Physiclan / Orthopedist / Tach,
examined post splint application NV intact  alignment good

deformity reduced  no comportment syndrome

1

: __Resident / PA/ NP's history raviewed, patlent interviewed and examined.
V' [Briefly, pertinent HP Is:

! My personal exam of patient reveals;
i [Assessment and plan reviewed with resident / midleval, Lnb and anelllary
¢ |studies show:,

v |} confirm the diagnosis of:
)

]

1

1

1}

1

1

1

J

sling.
nursemald's albow reduced with supination,

__Care plan reviewed, Patlent will need:

Please yee resident / midleve) note for detalls,

forelgn body removed  with forcaps  with incislon

closed reduction  finger traps  troction W 2 02&
Physician Signature RTI# turnad coare over at
Physiclan Stgnatura RTI# + asxumad cara at

Yaderling indicates organ system
* equbalent or required for organ syl B GANTED BY: MRYO

Page 20f 2 PATE .. ©«09/4.4/3012s: x PRI
fehmhsstnnbsarsdnimbmindmaan bt

%Template Complete [] Additiona! T-Shoet

Upper Extremity Injury - 08
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v

CENTEGRA

\ DINCHARGE
DAIE 73
o ™ Health Sysiern '
ACCOUNT NG, ARRSPION DATE/TRRE [ RIAIOH ROOM NG |SERVIGE | TYPR AT A URAT HO AR DR A, RECOND MO
B11179-00323 06/28/11 024 6pm MXC EDB_ - M| EDB b1 1 BO000109381
$e4 [ PG WS RTHOATE [T QERGY[ AD G0 | NRY FIN CLASS
M 3 s 03/19/70 41Y 323-76-4001 N AT WORK L LIAB-MVA/M
PATIENT NAME AR AUOPE 35 PRI N EMILOTER
ENGLISH

DULBERG, PAUL R
4606 HAYDEN CT

SHARP PRINTING

(847)497-4250 4606 HAYDEN CT

(B47)497-4250

CELL # . SELF KMP
MCHENRY IL ©60051-7918 *MCHENRY CNTY, MCEENRY IL 60080
PREVIOUS NAME
DUARANTOR NAME AND ADORESS OUARANTOR EMPLOYER
DULBERG, PAUL R SHARP PRINTING
4606 HAYDEN C7T (847)497-4250 4606 HAYDEN CT (847)497-4250
SELF SELF EMP
MCHENRY I 60051-7918 CELIA MCHENRY IL 60050
200 $6C NO 323-76-4001 PHI CONTACT: Y
EMEROERCY CONTACT / RELATVE 1 ' RIWIIVE 1 ENPLOYER
DULBERG, HERBERT (847)497-4250
14606 IAYDEN CT *FATHER
MCHENRY IL 60051-7918
PHI CONTACT: Y
SO $EC MO
EMERGENCY DONTACY 2 PATIENT ALTERNATE ADORE$S
DULBERG, BARBARA (847)497-4250
4606 HOAYDEN CT *HMOTHER
MCHENRY IIL $0051-7918
PHI CONTACK: Y
RGUPANCE, § INBURANCE 3
PAVL DULBERG/ACCIDENT 1 601067
4606 IAYDEN CT
JOHNSBURG IL 60051 DOB: 03/19/70 DOB:
ACCIDENT DULBERG, PAUL R
99999 29959999949
(847)497-4250
INBURAHCE § INSUHANGE 4
DOB: DOB:
DAGHONSCOMPLNHT ATTENOING PHY RICIAN PRMARY CARE PHYBICIAN
ER FORD, APTWAT W, SEE FRANK
fee AW TG FHY SICIAN ADDITIONAL PHYHCAN
FORD APTHWAT W
STN:ERA
PRINCIPAL DIAGNOSIS
COMPLICATIONS AND COMORBIDITIES *

»  PRINCIPAL PROCEDURE & DATE

OTHER PROCEDURES & DATE

) CERTIFY THAT THE NARRATIVE DESCRIPTIONS VFTHE PRINGIPALAND SECONDARY DIAGNOSES & THE
MAJOR PROCEDURES PERFORMED ARE ACCMRATE AND GOMPRETES T® THE BEST OF MY KNOWLEDGE

SIGNATURE MD  DATE

Dulberg 007599
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Northern I11inois Medical Center NIMC Radiology
Patient Name: DULBERG, PAUL R
Account Number: B1117900323

Northern I1linois Medical Center

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

radiopaque foreign body. There is deep soft tissue
Taceration 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 radiopaque foreign body
is identified.

cc: Apiwat W. Ford, D.O.
ponald R Kennard, M.D.
Frank Sek, M.D,

Electronically Authenticated
Donald R Kennard, M.D. 06/28/2011 18:18
815-759-4683

D 06/28/2011

T 06/28/2011 5:19 P / LBA
Northern I11inois Medical Center NIMC Radiology

PRINTED BY: 8J50422
DATE 12/08/2011

DULBERG, PAUL R 0000109381 1117900323  Dulberg 007600
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/
(TR

K B1117900323
. thSy: DULBERG, PAUL R
CentegraHealthSystem DR, AR 570

Centegra Hospital - McHenry geiasra0lt,

Centegra Hospital-McHenry

EMERGENCY ADMISSION ASSESSMENT

TIME TRIAGED: BROUGHT BY: MODE OF ARRIVAL | TREATMENT PTA S\Pationt Band appllod
TIME TO TR ENT AREA; O Seif O Ralatlve swe O lco. D Elovate 0O Hand Off Communication
€D BEDH 0 Polico ISWFriend O Strotchor ao2 Band applied
EXPRESS BED, 0O Othar 0 Carried oW O Security watch

Est 11 4085 Ambulance; 0 Walked 0 Mod;

Rrimary Physiclan; e‘\l AN Time of Injury:
Holght5Sy <4 "Weight L Aa S B GCOY 5 RIS 2 BF.*'_%E,PV)S RVED 19T Mspo ) Bpoom ar 36; FemTovel ) = VO

Chief complaint/reason for visit _Sy-oe s Chien eSO us. By  one (N

~YS e m® R et o Glo g-ggk.ae: ¥¥g:h5:.)¢a&g§-§\

Triage RN TN N B

CURRENT MEDS [NQenies : ALLERGIES WS\NAKA l‘.. \ - REAGTION
Medications: A0 ,3
I Food:
Other: O Latex O Dyo
Meds roviewed by: Residonce:0] Privale X Family O Alone (J Nursing homea 3 Group home
Languago barrior O Yes Intorprator Nama/ATT Number: O Other:
Do you feel safo at hama? R, Yes O No Is tharo snyone in your lifo that threalens, intimidates or harms youin any woy? 0 Yes W No
Crisis/Socinl Worker O Nolified: [ Hera; 0O DNR  Resourcos callod: ime:
Yes Yes Yes Yas Yes
® O Autoimmune O Demaontia/ Alzheimer's 1 Headachos/ migraines {J Prassure Ulger O Infoctious diseases
5 [ Asthma O Endogrine O Head inf past 3 months O Rocent exposure OMRSA
2 O Back preblems [ GIproblems 1 Hypertension O Reprodudlive problems O VRE
[w] 0 Blood disordars [ GU Problems O MusculoSkelelal problems O Respiratory problems {J Chicken Pox
> 7 Canger 0 Glaucema [ Neuro problems 0 Seizures 0 Measles !
o 0O Cardiovascular T HEENT problems ¢ PsychoSocial probloams 0 Skin problems O Shinglos
] O CHF 1 Heart murmur . 0 Visien problems O Strap Throat
£ LMP; Ol Normal [1 Abnormal [0 Cthor;
8 01 Pragnant 3 No 7 Unsure Grava____Para__ Ab__ FHT _ .
'ﬁ Expanded/surgical history: b avevaa DA,
= S
v
g implanted medical device: D Pacemaker O IV accoss OEye OKnee [Hip QAICD O Other:
T‘? L) None Ever had a positiva TB test? D Yes INyo O Self-history of TB O Famlly history of T8 D Gough 0 Fever
History [ Bloody sputum [ Weight loss [ Night sweats [ Loss of appotite O Fatigue O Recent international traval
0 Deniey signs & symptoms
Vaceine 00 Flu  Tetanus O NIA\ELUp to date (0 5 years O Unsure Padiatric immunization [ Up to date 00 No O Unsure
EDN100006-00 07108 10/08 03/09 12/08 03/10
‘3EDRN* EMERGENCY ADMISSION ASSESSMENT
PRINTED BY: Sﬂé%@ﬂ@fg
DATE 12/08/2011
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Centegra Hospital-McHenry

: -CentegraHealthSystem

ADMISSION ASSESSMENT

LT

B1117900323
DULBERG, PAUL R

M 41Y 03/19/1970
06/28/2011
0000108381

Merk drawing with number:
1. Abrasion

VY 2 Ampqmliun
Do you currently have pa|n7\[§~Yusﬁ\h (1~10) O No Ifyes,is it D Chronic [T New Onset g’ Q.V;:Z'iz"
Type of pain; 0 Burning [ Oull Pressure [ Cramping O Hoavy O Sharp O Achy s Bumn 9
0 Othor:, 8. Bruise
Pain Scale used: O Wong Baker O FLACC [ Numeric 7. Dotormity
8. Fracture
ALCOHOL INtAxE: BANever O Occasionally O DAILY 9. GSW
Type: Amount: Last Drink: }? ['{emaw"‘a
STREET/RFC DRUGS Y Never 0 Occasionally [ DAILY 12 P*;fﬁ'“”""
Typo: Amount: Last Used; 13. Stab wound
ToBAGCO HISTORY: O Nevar a OccaslonallyEpAiL.Y 14. Fareign body
Type: oum Dato Quit; 15, Pressuro ulcer
PR \ 16. Log Ukeer
Neurplogical I NA Cargiac/Circulatory: O NA Lung Sounds ONA R GlfAbdominal: O NA O Danios
LQC [ Yos 01 No gglnk/ﬁ Waref £ Dry O Cool Glear /3/6 oft O Distended [ Firm
,E? onscious (1 Unconggious Hot O Flushed [ Dlaphorotic  Rales 0 Nontender D Tander
ﬁlort }{Oﬂe nted Xlg) 1 Dusky O Ashen [3 Jaundiceo Wheazing [mpn] owel sounds: O Present [ Absent
D Crying O Lethargic O-MAE O Pale D Clammy O Cyanotic Rhonchi oo O Hypeaciive {J Hyporactive
0 Slurred spaach RADIAL PULSES R L Diminished oo LastBM:
T} leritable Present A 24 Absent od [ Dinrrhos x g Denles
[T Combalive Absenl oo 0 Vomiting x _____ Jd Denies
Fupils 0O NA,é PERL R L PEDAL Present; ,{]/d EENT: O NAgDanles 0 Nausea O Yos “id No
Reaclive oo Absent 0O O VISUAL ACUITY I NA Last oral intake:
Sluggish [ Cap Rofill 28o0¢ O >2 Sec L R: Comments:
Fixed o0 Ankle edorfia [1 Yes [ Correction [l No Correction
Nonreaclivo oo Monitor: . Eor Dralnage: ClYes ONo Genita-Urinary: O N Denies
Pupil size Describe: URINARY O NA
AVPU  OA OV OR DU Respiratory fINA Eplstaxiss ONA R L 0 Frequancy [ Pain
GCSs: __, O Distress T Nane [1 Mild Controlled o o [0 Hematuria O Incentinent
O Moderate O Severa Uncentrolled o Q 1 Unable to vold D CUD
FALL RISK ASSESSMENT O Stridor {1 Nasal Flaring THROAT! VAGINALPENILE [0 NA

(! Modically unsafe to be 0 Retraclions O Diff, swallowing

0 Discharge O Bloeding

independently mobile 0 Productive cough: 0 Diff. speaking Charactor!
0O Unaware or forgetful 0 Unproductive cough O Drogling Amount;
of physiag| fimitations
0O Rocent history of falls
ANY POSITIVE ANSWER INDICATES ENHANCED FALL RISK [0 No risks neted
>, Vo
/] , I
lVl LLLEHY AN ALY 1) rh' CO AP o3 i
Imm'..m wm.rmzm 0 () Y2V

/0’

. 12 -.; J_.- .- (i) 7L m
WM/

rm/',mﬂ
EECH

WM“'WM}
m&r I 2 Pl Mamwm -"'

MM/ Al ,‘z -._..r.u../..
Mum""m T ih A Sr [ 471 LY,
Im‘zz_...mwm

oo LLF ,,« T

pa

< T ]
S~ )

S 7
/ /

B\
(E————

)
el

™~ ~ a2l 7 4

Assoclate Signature/Initials: [I_M Zg ywﬁ Assoclate Signature/initials:

PRINT R%EQCY g& IBS|ON ASSESSMENT

DATE 12/08/2011
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Centegra Hospital-McHenry

IIIllllilllllllll|I1||I|||“|HI||||||||IH]IIIiIHl!IIIIlIIIIII

© B1117900323
DULBERG, PAUL R
M 41Y 03/18/1970

. CentegraHealthSystem

06/28/2011
0000109381
ADMISSION ASSESSMENT
MD/DO MD/DO MD/IDO | Medical Imaging MDIDQ
Onder Order grr:]igr %ﬁsf
Time Tim i
tab MDIDO Lab MOIDO Lab MD/DO MD/0O
Initials Inktial, Initial Initial
0O ABG QO PTT 0 wound culture O T Spine
0 Amylase O R8V ] O LS Spine
1) Blood Culture () Salicylate 1 Ultrasound-
0 BMP. O Sputum culture O CT Scan-Brain
[ BNP 0 Strep D CT Scan-C Spine
L[] CBC widifi D Trichimonas 0 CT Scan-Chest
0 CMPL 0 Troponin O POC Other/Miscellaneous O CT Scan-Chest PE
0D, Pimer O Tylenol e O CT Scan-Abd/Pelvis
£ Digoxin Leve| Cl Type & screen 0 EKG Tine Acquired 0O MR}
O ETOH O Type & cross Time Read O FAST Scan
0 GC/Chlamydia of units () EKG Time Acquired 0 ED Preg Lid US
0 Hepalic Panel Qua Time Read O ED Preg follow up US
0 MCG Qualitative 0 UA/Relex culture Medical Imaging 0 ED Pelvis Lid US
{1 HCG Quantitative 3 Urins Culture 1 Chesl PA/Lat O ED Abd Aorta US
{7 (nfluenza Screen J Urine Drug Screan O Chest Port J EO Doppler pelvis
[ Lipase O Urine MCG [ C-Spine D ED Venous Duplx Ext
[ Pos O Neg 0 POC .
) MRSA 0 Urine Dip [0 POC [ X-Table L) ED Trauma trans echo
OPT [ Wet prep D@Pe!vis [} ED Trauma abd Itd
s i E\"‘r-‘kf -Ym“ )
MD/DO e
Order ORB Start Stop IV Solutlon & Amouni Warm Additives Slte | Cath Size Rate Amt Initials
Time & Time Time Y/IN Infused
Inibals
Y A PNV
PtHeight; ST PtWeight: _JLg%) Allergies: _A1 LY Dy~
A o A e~
Oder | ORB | Time Stop Pain Medication/Order | Dosage | Roulte Site | Initials | Time Effacts Pain | initials
T"."i" & Given, Time dﬁ Scale
. Wl L0 o P a2 Y
, 75 VU , (LT 22 I 2
4 17 £/ "
7 Al AV
%
| .
Q' Td 0.5mL 3 Tdap 6.8mL T TT 05mL Time.___Slte.__ RN.____Lot¥ ___—  Exp___ M [ VI8Given

[0 Nursing Assessment and Medication Reconciliation Reviewed
0O Vitals Reviewed

Tach: Initials: Tech: P Initials;
RN Y Initials: W Physician:__~<Z2l'cety _______ Initials
RN:M Initials; DAV Physician: . Initials®
Rev 04/04/11
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Centagra Hospltal-McHenry

VA

B1117900323
. VU 081870
-CentegraHealthSystem 06/28/2011
0000109381
EMERGENCY ADMISSION ASSESSMENT
Time Blood prossuie | Pulse | Resp Temp 8p02 o2 GCS E/VIM | Monitor Intake Qutput
I\
- {0\
[
B 7
{0\
[
[ A
Orthastatic Lying! Sitting: Standing: ]
Treatments/Procedures:
3 O, Thorapy: O Intubated [0 Raspliatory treatrment: Neb Tx: [J Cont Pulse Ox
0O Chost tubo: O Time Out: 11 Eye irrigation: [ Ear irrigation:
0O NG tube # @ Character: O Gastric lavage; ___
£ Lumbar punciuse; [ Time Out; 0 See neuro assessmont sheet
0 Palvic exam:, Slraight CathiCUD @ 0 Bladder scan Ameunt:
Blood Glugoso value: Tlme: O Continuous Cardiac Monitoring

By:
Normal Values Age 60 or more (80-89 mgrdl), 13-60 yr, (75-98), 1 mo.-13 yr, (60-89) Critical Value less thah 40 or more than 400
Normal Value: Age newborn to 1d (40-60 mg/dly td-1 Mo. (50-99) Critical Value Jess than 40 or more than 200

Wound Care 9 O Dressing: _____ [ Ortho Care: O Crulghes
% Irrigation: , ] 1 Ej N O Antibiotic O Ice Time: [0 Cast [ Pationt's own crutches
O Souk: O Adaptic O Elevate Tima:, 0 Sling O Crutch walking Insti/rot damo
?&nisepﬂc Wash 0 4x4 J 8plint: £3 Tubi Grip O Volcro Splint;
Qther: [ Kiing 0 Knoe immoblilizor: 0 Postarior mold:;
O Tube gauze 0O Sheulder immobilizer O Location:
0 Sterlstrip 0 Ace Wrap 0O Width:
Iselation Type: 0 Byra dressing [ SMV's aftar immobilization 0O Length:

DISPOSITION.

Home 0O Jail O Nursing heme/ECC
13 Other tachity; 0O Expired [J AMA
Medo: O W/C malk D Carry 00 Ambulance:

0 Qther:

LEFT WITH: O Sell [ Family MQ-Friond O Pelice
)ailischargu Instructions gjvpn-expresses un anding
C@[}ischarge Paln Level:

\Bﬂaischurgn by

0O Inpatlent O Obsorvation O Surgical
0 Moda: Time:
OERbhodfrom ' fo_____
) To unit/room ¥
3 No old chart 0 Old chart in ED [ Charl te Nlaor
() Discharge Paln Level: (0-10)

GCS: RTS:

Accompanied by:

Skin Integrity Intact. O Yes [} No (see documentation)

Rischarge Vita] Sians: g

:%@FN: Inttials;
MERGENCY ADMISSION ASSESSMENT
PRTNTED HYs PSR LRL
DATE 12/08/2011 '
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Centegra Hospital-McHenry

A S

B1117900323
DULBERG, PAUL R
M 41y 03/19/1970

riatives, backstash

++CentegraHealthSystem M2
EMERGENCY PHYSICIAN RECORD 0000109381

Upper Extremity Injury () (%W
DATE; %%% TIME,_/¥4 577 Consrinl  FOREARM/ %ﬁlagram aliaiad

negatives.

© 1996-'2006 T-Systens, dne. Gircle or check
+ +

ROOM: __ EMS Arrival ELBOW _tenderness soft-tissue /bony _______
EMS traatments ordered s _.nmi inspaction swelltng ! ecchymosis o
HISTORIAN: (Patlent ' spouse paramedics________ __non-tender _limited ROM___
__HX/_EXAM LﬁIT ' Tl ROM* T doformity_=>
HPI ARM/ ___see diagram
SHOULDER __tenderness soft-tissue / bony

chief complaint:  Injury to; rlghz { left Al Inspection __swelling / ecchymosis

hand wrist {@.« sbow arm &Bn-tender _Jimitad ROM

shouldor Collar-bona area ATl ROM* __deformity

duration { oggurred: whare:
Just prior to arrival home school
today, neighbor's park

é yesterday, work street
R days ago

severity of pain;
mild moderate severa

asontext: fall Blow  Inclsed  crushed  burn

gggoclated s!ggtg@g: tingling / numbness distally.__._________
ROS

suspactad FB (skinlac)________y trouble breathing / chest pain
/ power arms / legs ) loss of bladder function..,.
headacho / neck pain,____.. ! recent fever / lliness
'

double vision / hearing loys__. ! otherinjurles______________
nausea /vomiting____ v [Jall yystemns neg except as marked

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

["SOCIAL HX smoker, =1 drug use / abuse,_ ——_ '
recentETOH = livesalone o
lives at home__
FAMILY HX A
PASTHX \Zhegativoe  R/L HANDED prior injury

diabetes Type | Type 2 diet {oral / insulin
* | HIN  hes AL LN -

I
, i
; y
: lives In nursing home.
]

1

§€€ nurses noto,

ursing Assessment Revlewhd.a‘el—mk Reviawed [ Tetanus immun. UTD

PHYSICAL EXAM TwTenderness PIT=Polnt Tenderness  $=Swelling hymasls  BeBurn (=Contusd
GENERAL APPEABANC lar ( PTA/in ED !/ backboard _ LeDacerntion A=Abragin M=Muscle spoam  PWmPupclyry Wound
__noacuta distress _mild severe dlstress_._____ ‘?,],,“,fv'ﬁ’"",,": ";ﬁf,,,,mz:z:’,;,,,:';fa?
lert _anxious
EXTREMITIES NEURQO / VASC /| TENDON
HAND _._see diagram _ %nsationintact  __sensory / motor deficit,
¢__nml inspection _tenderness soft-tissue /bony____ ¢ Fotor intact
< non-tender _swelling /ecchymosis_____ __/ﬁg(vascular e
__deformity, mpromise .pallor / cool skin / abnml| cap rafil]
WRIST —see diagram ¢ tendon function  _ pulse deficit radial ulnor.
“nml inspection tenderness soft-tissue Fbony___ normal __deficit in tandon function
yn-mnder tendernoss in anatomical snuffbox___ _ |
< “nml ROM* wrist pain on axtal thumb load__
Wswelling ! acchymosis
__limited ROM
__defarmicy.
¥ . o T
*3EDTSN* / Rev. 08/ 07 PRINTED k¢ extiotity g - 06 NMe [ [
DATE 12/ OBMeTL TR
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Centegra Hospital-McHenry

LI T

! di ! t B1117900323
ﬂ%v%m. iry __diapheretic / caol / cyanotic DULBERG. PAUL R
........ g o e e ol M 41y ?3/19/1970
}.ADI HI __tenderness 06/28/201

j ~_nmlinspection  __swelling / ecchymosis, 0000108381

! pharynx nml

NECK / BACK __tondernass,

«~_nml inspection _swaolling / ecchymosls
on-tender

XRAYS  [interp, b):’g_‘_DRcvicwed by me [IDiscad wi rdiologist
RESPIRATORY  _cendernes

(R/L hand wn{’f%rgam?-elbow humerus  shoulder
} £Zthast non-tender __gwelling / acchymosis / abrasions, ~_ngrmal/NAD DD

1
1
]
1
]
]
]
i
]
]
\
]
1
e 1 D)
N reath sndsnml  _ crepitus / subcutaneous emphysema \ racture ___dislocation,
' th snd | ttus / sub h ! dis} i
_fBecreasedbreathsounds.___ ! o/ nm) alignment __soft-tissua swelling
1
I
1
1
I
1
]
¥
1
]
)
]
e

1
1
1
i
I
1
]

__whaoazes / ralos / rhonchi__. __noforeign body __positive anterior fat-pad sign

__positive posterior fat-pad sign

__forelgn body

__fracture  non-displaced  displaced
trapsverse  oblique  comminuted  angulated
Impactod  torus

S VU N

<
n

__tachycardia /bradycardia

)

1

]

i

X mart solmds nml

E G BDOMEN)  __tenderness / guarding
)

i

1

L

~hon-tander
no organomegaly
nml bowel snds*

AR Hmem wervev==< |Other  study:

\%BP—%EQU'TEISTR tmmmeeememasannenanns. |LISca separate raport

' ound Qescription / Repal) PROGRESS

i :;’;g:h Im“:ap W ?“;ZM ﬂ[?/% Time unchanged  improved  re-examined

v supetficial subcut musc!e:t‘ through-and-through
) contused tissue————._  liplacsigtion
! clean odemtely/~heavliy

i ._initial fractura cara provided: follow-up on,

W

i distal NVT:  neuro & vascular status Intact  ho tendon in "Rxgiven

{ anesthesia:_ local  LET / tevracaina / adrenaline / cocaina / ml __referred t:fn’dlscussed vith Dr,

| rarcaing 0.25%0.5% Ndoc 1% 2% epi/ bicarb digital rn:tacurp I block will see patient Int ED/ 'W‘P’WV office in________days

Fall  Afleged Assault

etadine / scrub Contusiaon wrist

FATE SEdation regyired; see attached 23d template
prep: /&(ﬁ
B

shed wialj Hematoma arm  elbow  hand
minimal / mod, / *extensive Sprain / Strain
wound explored vndérmined Dislocation
foreign matarial removed minimal / mod. / “extensive ce

portiafly completely *wound margins revised

racture R/ L. radius  distal/ shaft / proximal
minimal / med, / *extensive multiple flaps aligned racus f/p

wlna  distal/shaft / proximol / vinar stylaid
humerus  distol / shoft / proximal / supracondyior
Colles fracture  stabilized / restorative

I
!
1
i
]
]
'
]
|
t
1
$ no foreign body identified
)
4
+
'
1
1
'
'
o

repair; /J dosed wish: wound adb o / sterk-strips
SKIN-
f rrtcr me ntgz nylonl mmc; ?;,pll?) DISPOSITION. [ ] cransferved }Z home [ ] admitted Dexpired
wuscuT-# 8 0 Gleryl rorn Time CIAMA_,
pied ruming 2 (hiv] coNpiTIoN: L] good J7 e 1 poor [] erde ,ﬂ mproved
OTHER. #____ -0 matotil [ stablé (7] unchang
|mcnuptcd , running  smple  mattress(h/v)
*muy Indicate intermediate rch_r_ _rrla); indicate complex repair : _—.RESIDENT/ PA / NP SIGNATURE
splint  Vekwo OCL/ Orthu-glm.’ Plosier  Aluminumf El OTE:

Yolar Thumb spice Ulnar Wrist Sugar- Tung Cock-up Colles
appliad by ED Physlcian / Orthopodist / Tach My personal exam of putient reveah

examined post splint application NV Intoct  ollgnment good Assesstnent and plan roviewed with resident / midlevel, Lab and ancllary

]

! __Resident / PA/ NP's history reviewed, patlent intervinwad and exsmined.

i
deformity reduced  po compartment syndrome i studies show:

E

1

|

1

|

1

1

|

Bricfly, pertinent HPY is;

| conflrm the dlagnosis of:
__Care plan reviswed, Patent will nead:
|Please sea residens / midlevel note for detils.

2ez8 .

sling
nursemaid's elbow reduced with supination
foreign body removed  with forteps  with Incision
¢losed reduction  finger traps  traction

Physiclan Stgnature RTI # tumed care over at
Physielan Signaturo RTi# + assumod caro at
Underling indicares organ system . E}Template Complete [] Additional T-Sheat
* squivaent or minimum required for organ st BN TED BY: SJ0472
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RESTRICTIONS / RELEASE FORM

Northern lilinois Medical Center ‘ Memorial Medical Center
(Emergency Department [] 3701 Doty Rd.
edica enter vrive .
McHenry, Hllinols 60050 W°°dsg;’5°kégf;"3‘g§06°°98
(815) 344-5000 (815) 334-

—_— NAME?QVM Dinlbpar” ~ el Zﬁ[i_@l/l,

PHYSICIAN SIGNATURE

I Ill Hllll Hll! IIIIHIIIMMI RN e

DULBERG PAUL R

Moy
M'May not return to BXJ\work (-1 school [ gym for day(s). 08/28/2011 5 1963%‘1309351

] May return to [ work [J ool gym without restriction,

L] May return fo school with the following restrictions:

] Gym/Sports restrictions are for day(s).
(] Must take prescription medication for day(s).

(] May return to work with the following restrictions:
7 No lifting greater than Ibs. for day(s).

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

[J No continuous [ standing ] sitting for day(s).
LJ Must keep elevated for day(s). L] LIMITED WORK WITH
(8] K WITH
(] sedentary work only for . day(s). [J No woRK wi
] Right
[l Must use crutches for day(s). 0 ¢ ) Lett
- Hand [] Hand
[J No overhead work for .. day(s), (] Arm 1 Arm
[ Foot
[ No bending or twisting for day(s). 0 [J Foot
o Leg [J Leg
(1 Must wear immobilizer for day(s).
For Days

LJ No climbing on ladder or stairs for day(s).

] Other

] ses your physician in days for reevaluation,

All patients are referred to their persona! physicians or a doctor on the staff of this hospital. Release from restriction must
be obtained from that doctor and not the Emergency Department.

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

Patient signature {or responsible person): M %%/’

PRINTED BY: SJS

DATE 12/08/2011
MCARE, INC

ED 102 NIMC/NMC
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Centegra Northern lllincls Medlcal Center
4201 Medical Center Drive
WcHenry, IL 60060
(815) 344-6000
Take this medicine by mouth with food in the following dose: one
10mg/3286mg tablet every 4 to 6 hours If needed for pain, Do not take more
than as directed per day (24 hours).

Patient: PAUL DPULBERG, Med. Rec, #: B0000109381, Visit #:
81117900323, Date: 06/28/2011 Time: 17:02

Home Care Instructions

IMPORTANT: We examined and treated you today on an emergency basis
only. This was not a substltute for, or an effort $o provide, complete medical
care. Inmost cases, you mus {et your doclor check you again, Tell your doctor
about any new or lasling problems. We cannot recognize and freat all injurles
orillnessas in one Emergency Department visit. If you had special tests, such
as EKG's or X-rays, we will review them again within 24 hours. We will call you
ifthere are any new suggestions, You were treated today by, Ford, Apiwat W,

After your visil to pur Emeraency Depariment, you may receive a survey in the
mall. We wan| {o be sure we have given you yery good care and we agk {nat
you please fill out the survey and return it jn the mail,

Afier you leave, please follow the [nstructions below.

This Information |13 About Your Follow Up Care

Callas soon as possible1o make an appolntmentto see yourdoctor in 10days
for suture removal, You can reach your doclor by calling their clinic phone
number,

Please return to the Emergency Oepartment 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 Cara Physiclan but you can retumto the
ER for removal of your stitches if you choose..

This Information Is About Your liilness and Diagnosis

WOUND CARE (wlth stitches)

Yourwound was closed wilh stitches, These are small threads that keep the
skin closed to help 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 before touching the dressing or wound,

Keep the wound clean and dry.

Afler 2 days, wash the wound ganily with warm water and soap. Patitdry,
Put a light dressing on it if it rubs or thare is drainage.

Call your doctor If:

you have redness, pain, or swelling in the area of your slitches.
your wound draing pue.

your slitches come out before your wound is healed.

you have ‘any new of boihersome sympioms.

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)

This Is a mixiure of medicines {hydrocodone and ecetaminophen) used to
relieve moderate 10 severe pain, This medicine may be used for other
reasons, as prescribed by your doctor,

Side offects may include;

.

sleepinegs or dizziness
upset stomach, nausea or vomiting
constipation

Other slde effects may occur, but are not as common. Allerdy would show
up ag: rash orltching, faclal or throatawelling, wheezing or shortness of
breath. This medicine can be hablt forming if used for a long period of time,

Follow these Inetructions;

Never take more of thia medicine than prescribed. Too much
acetaminophen In your boedy can cause liver damage,
Read the labels of non-prescriplion medicines before taking them, Many
contaln acataminophen, To avold an overdose, do not (ake any other
medicines that contaln acgtaminophen.
Talk to your doctor or pharmacist before taking medicines for sleep, colds
or allergies. Severe drowsiness may occur.
Do not share this medicine with others as this medicine is a
conirolled-substanca. Sharing this medicine wilh othars is against the
law.
To avoid congtipation while taking this medicine:

v Drink plenty of liquids. Try to drink 8 to 10 eight-ounce glasses of
water or juice each day.

+ Include extra fibar in your diet.

+ Exercise daily,
Walch for signs of dependence:

» faeling that you "cannot live without this medicine”.

» you need mora of this medicine than bafore to get the same
relief,
Do nol drink alcahol, diive or operate machinary uniil you know how {his
medicine affects you,
Store this medicine away from heat, moisture or direct light,
If you are taking this on a reguiar schedule and you miss & dose, take it as
soon as possible. If it Is aimost time for your naxt dosa, skip the missed
dose and return to your regular schedule. Do not double the doses.
Talk with your doctor before taking any other medicines {Including
vitaming and herbais) ag you may require additional monitoring.

Calt your doctor if you have:

a w & @ a w o & &

_ Bny sign of depandencs or allergy.

increased pain not helped by the pain medicine,
siow, weak breathing,

saizures,

slow or irregular heart beat.

a yellow-color to your skin or eyes, or dark yrine,
stomach pain.

unusual or extreme tlredness.

any new or sevare symploms,

CEFADROXIL (Duricef}

Take this medicine until gone in the following dose; 500 mg by mouth 2 times
8 day for 5 days.

Poﬂi&%%?%ﬂecﬁgé%ﬁﬁﬁ%&%&RE Corporation Page 1 of 2
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Centagra Northern lllinols Medical Center
4201 Medical Center Drive
McHenry, IL 80060
(B18)} 344-5000

Cefadroxil is an antiblolic used to treat infections caused by bacteria,
Antibiotics kill bacleria or prevent them from growing Inslde your body. This
medicine may be used for other reagons, as prescribed by your doclor,
Side effects may include:

¢+ diarrhea

* upsel slomach, nausea or vomiting

» headache

Other side effects mayoccur, but are notas common, An upset stomach Is not
a sign of allergy. Allergy would show up as rash or itching, faclal or throat
swelling, wheezing or shortness of breath,

Foliow these Instructions:

+ Spece your medicine doses evenly throughoul the day. This medicine
works best if there is & constant amount In your blood.

* Take this medicine with food to avoid an upset stomach.

+  Swallow the capsule and tablet form of this medicine whole with a full
8-ounce glass of water,

» For diabetics, this meticine can cause false test results when testing your
urine for sugar. Talk with your doctor if you have questions,

+  Storethetablet or capsule form of this medicine away from heat, molsture
or direct light.

+ Store the liguid form of this medicine in the refrigerator. Shake the liquid
well before pach use.

+ Ifyou miss a dose, take it as soon as possible. Ifitis aimost time for your
next dose, skip the missed dose. Da not double the doses,

+ Talk with your dogtor bafore taking any other medicines (inciuding
vitamIns and herbais) as you may require additional monitoring.

Call your docter if you have:
+any sign of allergy.
* no improvament after you've taken all the medicine.
* a sefzure,
+ any sign of 2 new infection (fever, general achas, chills, or unusual
tiredness or weakness).
ongoing naysea, vomiting or stomach pain.
white paiches in your mouth,
women: itching in or change In discharge from your vagina.
inflammation (pain and swelling) In your intestine during treatment or up to
weeks after you've finished this medicine:

* ongoing diarthea

* stomach pain or cramping

» blood or mugus in your bowel movements
* any new or bothersome symptoms,
SMOKING CESSATION

Smoking is the nation's leading preventable cause of death. It

significantly increases Ihe risk of coronary heart disease, stroke and cancer.
In fact, more than half of all smoking related deaths in America each year are
from heart disease, stroke, or other cardiovasculardiseases. The good news
ls, that one year after guilting, the risk of heart disease is gut In half, Afier five
to fiflean smoke-free years, the risk Is that of a person who never smoked!

. o & =

If you or someona you love is inlergsled in quitting, considar joining our
"Freedom From Smoking "classes for adults, Centegra Health System and
the McHenry Caunty Department of Hesilh have partnered together to bring
you an effectiveé program that will help you guit smoking. Call
877-CENTEGRA, (877-236-8347) for more information regarding this
program, To speak with a counselor immediataly, call the lllinois Tobacco line
at 1-866-QUIT.YES.

PAIN MANAGEMENT AFTER DISCHARGE:

A person may feel less paln just by belng In familiar surroundings. Here are

some frequently asked questions about your pain management:

¢+ Whatcan)dotohelpmy pain management? A person'e level of relaxation
andtheirenvironment can affacithelir paln, Ifyou aretired, over stimulated
{too many visltors) are anxious about your diagnosis, or a past experlence
with a hospitalization, your pain perception may be impacted and your
tolerance dacreased, Ask questions, and inform us about any problems
or concerns that you may have, re: pain. Parinerwith your health team for
your best paln management.

+ What if the medicatlon is not working? Tell your health-care provider;
physician, home heaith nurse, etc. You may need a differant dose or type
of medicaton.

* WhatlfIfeel 'm notgetting enough pain control? Talklo your physician or
home heatlivnurse aboutit. Together you may be able to develop aplanto
prevent or ease your pain. Depending on the cause of your pain, your
health-care provider may suggest exercise, use of heat/cold, massege,
repositioning, immobilization of the affected part, of distractlon such as
music or rest,

+ There are other melhods of paln menagement. Let your heglth-care
provider assist you in finding the best one for you.

Welght managemant is one stop to help maintaln a healthy iifestyle. For
certain medical problems, such as congestive heart fallure, weight
should be monitored daily.

YQU ARE THE MOST IMPORTANT FACTOR IN YOUR RECOVERY.
Follow the above Instructions carefully. Take your medicinas as preseribed.
Mosl important, see a doctor again as discussed.

If you have problems that we have not discussed, or your problem changes or
fets worse. Call or visit your doctor right away. If you cannot reach your
doctor, return lo the Emergengy Dapartment immediately.

Centogra Heallh System is very concerned about your safety and well being,
As part of our efforts to atways provide very good care, any medications you
recaived during this visit were reconciled with medication you are currently
taking. This reconciliation was based on the Information you or your
ropresantative provided regarding your current medications and allergles,

"t have received this Informatlon and my questions have been
answered. | have discyssed any ci3lenges ! see with this plan with the

nurso or phﬁan“‘ / /Lﬂ
0 /
" PAUL DULBERG :Z&nsible Person
PAUL DULBERG or Rasponsible Pafstn has received this information and
- ? qaﬁ%%/wa/ ,?
AV .

A

Pon@@wmeﬁ%éﬁﬁﬁ ?’L%%%RE Corporatiol W

DATE

n' Page 2 of 2

PRIEGIINAEA PAUL R

Account Number, B1117900323

Dulberg 007609

EXHIBIT 185
Page 49 of 332





Centegra 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 by 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/328mg tablet every 4 to 6 hours if needed for pain. Do not take more than as directed per day
(24 hours).

CEFADROXIL (Duricef)

500 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?

Portlons Copyrllj%hfgg 1:?38]%%%01 S1 Jé.&%IQCARE Corporation Page 1 of 2
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5. Comments:

Signature of nurse making phone call;

Date:

Centegra Northern lllinois Medical Center
4201 Medical Center Drive
McHenry, IL 60050
{815) 344-5000

<

Time;

FORM GOES TO MEDICAL RECORDS

PonlonsCopyr];%htecE E’I gB}%‘YZOH LOCE‘ICARE Corporation Page 2 of 2

DATE Paﬂfﬁ',‘ CN?/'%*_LEAUL R
Account Number, B1117900323
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L CentegraHealthSystem 0

1417200326

WELTER, KALTLYN O

F 10y 11/28/2000
DB/2B/2011 8 0000297787

%_ RELEASE FROM LIABILITY FOR VALUABLES
niug

| understand my belongings are my responsibility and | have been advised to send any items of value home. | release
CHS from any liability for the loss, damage to, or theft of any of my belongings. Safes or Jockers are available at the
hospital facllities and may be used {o store valuabies.

PATIENT PRE-CERTIFICATION RESPONSIBILITY

| understand | am responsible for the notification to my insurance company to obtaln authorization before service is
rendered. | further understand that if ¥ do not pre-certify | may Incur a reduction or loss of paid benefits to the hospital for
which | will be liable.

ASSIGNMENT OF BENEFITS/ AGREEMENT FOR PAYMENT

| hereby authorize payment to be made directly to CHS and to the independent professional(s) for all insurance benefits
otherwise payable to me. | understand | am financially responsible to CHS and independent professionals for all charges
incurred. Patient "out-of-pocket” amounts will be requested prior to or upon discharge, In the event of default or non-
payment, CHS shail be entitled to the right of recovery of all collection expenses, Including court costs and reasonable
attornsy'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 QFFERED

* Patient Rights/Responsibilites ... .. ... Yes 4 1§ No, Explain: ____
» Advance Directive Information .., ... .. Yes € De if No, Explain:
o Notice of Privacy Practices. , . ...... .. Yes ' If No, Explain:
« Mtiont Bllling Information ... ....... . Yes ~!@“I‘ﬂ’§ﬁ' If No, Explain:

PATIENT CERTIFICATION

By signing this General Consent and Acknowledgement Form, | acknowledge | have read and understand the information
contalned in this form and accept its terms. | also acknowledge | have recelved a copy of this form for my records,

INPATIENTS ONLY:
TRICARE (Military) Insurance PATIENTS Yes, | have received TRICARE "fmportant Message"
[/)XW. £ el - /M@/L@L b/ 28 S
Patlent/ Authorlzed Person Relationshlp Date
[ e
Witness

I, . have interpretedftranslated the above form to the patient. The
patient has Informed me hefshe fully understands and agrees to the terms set out in this consent form,

Interpreter/Translator (Please Print Name) Language Interpretation/Translation Provider (Company name or
Relatlonship to Patient)

PRINTED BY: SJS50422

TRNERAL CONSENT QHE ATKNOWLEDGMENT
Page 2 of 2
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A0 O

1117800326
WELTER, KAITLYN D
" F_ 10Y 11/28/20D0

D6/28/2011 B DDDD2877B7
“CentegraHealthSystem

CH~M [JCH-w
Other (Specify)

GENERAL CONSENT AND ACKNOWLEDGMENT

Account Number/Effactive Date:

CONSENT FOR MEDICAL TREATMENT

| have come to Centegra Health System (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 attending physlclan, on-call physiclans, emergency medicine physicians, radiologists, anesthesiologists, pathologlsts,
surgeons, obstetricians, consultants, nurse practitioners, physician assistants, certified registered nurse anesthetists and
other specialists) may participate in my care as deemed necessary,

| agree to follow the Patient Rights & Responsibillties of CHS and to participate with independent professionals and CHS
personnel In my cara and treatment.

| understand the practice of Medicine is not an exact science and, therefore, no guarantees have been made regarding
the likellhood of success or outcomes of any diagnosls, tfreatment, test, surgery or examination performed at CHS.

| understand this General Consent and Acknowiedgement will remain In effect for this episode of care and will be provided
to those areas of CHS where | receive care. ,

| understand the language in this Consent guides and controls all other forms and consents | may sign during my
tza/%ent with Centegra Health System and any inconsistencies shall be interpreted consistent with terms of this decument.

y ':i‘ - PATIENT ACKNOWLEDGMENT OF INDEPENDENT PHYSICIANS
nitials

[ acknowledge the independent professional(s) who provide services fo me at CHS are not employees or agents of CHS,
but are Independent medical practitioners who have been permitted to use its facllities for the care and treatment of thelr
patients. They include but are not limited to, my attending physiclan, on-call physicians, emergency medicine physiclans,
radiologists, anesthesiologists, pathologists, surgeons, obstetricians, consultants, nurse practitioners, physiclan assistants,
certified registered nurse anesthetists and other specialists. My decision to seek care is not based upon any representation
or advertisement of the independent professionals and | understand they are not employees or agenis of CHS. CHS hills do
not include physician, surgeon, or other independent professional services and | understand | will receive a separate bill
directly from the Independent professional. | have reacf and understand the above terms and confirm | am the patient or am
aythorized to sign on the patient's behalf, ‘
s PATIENT ACKNOWLEDGMENT Of INDEPENDENT SERVICES
nitials

During the course of my hospital stay, my physician may determine | require care at another medical facility, or | may
request care at an alternate facility. | acknowledge that all transportation services provided in connection with my transfer to
another facility are provided by an independent third party and | will recelve a separate bill directly from the service proyider
for which | may be responsibie.

USE AND DISCLOSURE OF HEALTH INFORMATION

Unless | request otherwise, CHS will provide my room location or telephone number to visitors and callers.

| understand CHS will use and disclose my health information for the purposes of treatment, payment, and health care
operations, as permitted by law as described in the CHS Notlce of Privacy Practices. Certain information can be used
without obtaining my consent. | fully understand that the use or disclosure of my health Information may include history,
diagnosis and /or diagnostic treatment of mental heaith/ developmenta! disabilities conditions, alcohot or drug abuse and
Acquired Immune Deficiency Syndrome {AIDS/ HIV).

| understand that if | refuse to allow disclosure of my health information to process my insurance claim, | may be
financlally responsible for all costs incurred by me for treatment. | agree to release and hold harmless CHS, its agents, and
e@!oyees from any liability that may arise from the use or disclosure of my health information.

- PICTURES/IMAGES
Initials

I understand photographs, videotapes or other images may be taken to document my care. These Images may be kept by
CHS and/or by the Independent professional involved in my care. | understand | have the right to view or obtain copies of
these maleriais which are in possession of CHS upon written request, It is my responsibility to confirm if such photographs,
videotapes 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

y DATLE 12/708/2011
A0 OOT 0108 1000 D40 " GENERAL CONSENT AND ACKNOWLEDGMENT LA
Page 1 of 2
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GENERAL CONSENT AND ACKNOWLEDGMENT

; Account Number/Effective Date:

CONSENT FOR MEDICAL TREATMENT

I'have come to Centegra Health System (CHS) for medical treatment and consent to the customary examinations, tests,
and procedures performed on patlents in my condition, | understand and consent that independent professionals (such as
my aftending physician, on-call physiclans, emergency medicine physiclans, radlologists, anestheslologists, pathologists,
surgeons, obstetricians, consultants, nurse practitioners, physician assistants, certified registered nurse anesthetists and
other specialists) may participate in my care as deemed necessary.

I agree to follow the Patient Rights & Responsibllities of CHS and to particlpate with independent professionals and CHS
personnel in my care and treatment.

[ understand the practice of Medicine is not an exact sclence and, therefore, no guarantees have been made regarding
the likelihood of success or outcomes of any diagnosis, treatment, test, surgery ‘orJexamination performed at CHS.

- lunderstand this General Consent and Acknowledgement will remain in effect for this episode of care and will be provided
to those areas o

8 where | receive care.
e language In this Consent guldes and controls all other forms and consents | may sign during my
Centegra Health System and any Inconsistencles shall be Interpretgd consistent with terms of this document.

PATIENT ACKNOWLEDGMENT OF INDEPENDENT PHYSICIANS

Initlals .-
| acknowledge 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 facilities for the care and treatment of their
patients, They include but are not limited to, my attending physiclan, on—calllprfysiclans, emergency medicine physicians,
radiologists, anesthesiologists, pathologists, surgeons, obstetricians, consultants, nurse practitioners, physician assistants,
certified registered nurse anesthelists and other specialists. My decision to seek pare is not based upon any representation
or advertisement of the independent professionals and | understand they are not employees or agents of CHS. CHS bills do
not include physigian, surgeon, or other independent professional services and|| understand | will receive a separate bill
directly {r independent professional, | have read and understand the above terms and confirm | am the patient or am
o sign on the patlent's behalf.

PATIENT ACKNOWLEDGMENT OF INDEPENDENT SERVICES

Initials
During the course of my hospltal stay, my physician may determine | require care at another medical facil ity, or | may
request care at an alternate facility. | acknowledge that all fransportation servicés [provided in connection with my transfer to
another facility are provided by an independent third party and | will receive a sepagrate bill directly from the service provider
for which | may be responsible.

USE AND BISCLOSURE OF HEALTH INFORMATION

Unless | request otherwise, CHS will provide my room location or tefephone number to visitors and callers.

I understand CHS will use and disclose my health Information for the purposes bf treatment, payment, and health care
operations, as permitied by law as described in the CHS Notice of Privacy Practicas. Certain information can be used
without obtaining my consent. | fully understand that the use or disclosure of my heaith information may include history,
diagnosis and /or diagnostic treatment of mental health/ developmental disabillties|conditions, alcohol or drug abuse and
Acquired Immune Deficiency Syndrome (AIDS/ HIV). J

‘ that if | refuse to allow disclosure of my health information to procgss my insurance claim, | may be
onsible for all costs Incurred by me for treatment. [ agree to release and hold harmless CHS, its agents, and
from any fiability that may arise from the use or disclosure of my healtf information.

PICTURES/IMAGES

Initials -
| understand photographs, videotapes or other images may be taken to documeént my care. These images may be kept by
CHS and/or by the Independent professional involved in my care. | understand | ?{:e 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,
videotapes 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
. DATE, 12/08/2011
s 1T O GENERAL CONSENT ANG ACKNOWLEDGHEAT NRRAN
Page 1 of 2
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DULBERG, PAUL R

M %4y’ 03/ia/1870
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%
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08/¢8/2011 B Ooooi08351

}% RELEASE FROM LIABILITY FOR VALUABLES
| understand my belonglngs are my responsihility and | have been advised tosend any items of value home, | release

CHS from any liability for the loss, damage to, or theft of any of my belongings. Safes or lockers are available at the
hospital facilities and may be used to store vajuables.

PATIENT PRE-CERTIFICATION RESPONSIBILITY
| understand | am responsible for the notification to my insurance company to obtain authorization before service is
rendﬁrfed‘ !J l;‘urlthen; understand that if | do not pre-certify | may incur a reduction or loss of paid benefits to the hospital for
which [ will be liable,

ASSIGNMENT OF BENEFITS/ AGREEMENT FOR PAYMENT
I hereby authorize payment to be made directly to CHS and to the Independent professional(s) for all insurance benefits
atherwise payable to me. | understand | am financlally responsible to CHS and irjdependent professionals for all charges
incurred. Patient "out-of-pocket” amounts will be requested prior to or upon discharge. In the event of default or non- .
payment, CHS shall be entitled to the right of recovery of all coliection expenses, ncluding court costs and reasonable
- attorney's fees for the purpose of securing payment. It is further agreed that any ¢redit balance may be applied on any
other.account owed CHS by the guarantor/responsible party, or any open account for his/her dependent family.

PATIENT INFORMATION OFFERED

¢ Patient Rights/Responsibliities . . ... ... If No, Explain:

¢ Advaence Directive Information .. ... ... If Ne, Explain: _,

» Notice of Privacy Practices. . ......... If No, Explain;
.« Ratlent Billing Information .....,..,.. If No, Explain:

PATIENT CERTIFICATION

By signing this General Consent and Acknowledgement Form, | acknowledge | have 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:
TRICARE (Military) Insurance PATIENTS Yes, | have received TRICARE "lmportant Message”

Ve & Por ,@’5/ g (ol

Patient/. orized Person / Relationship Date
™
) f U o

Withess

o , have Interpreted/ransiated 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.

Interpreter/Translator {Please Print Name) Language InterpratFtlonfrransratlon Provider {Company name o;
Relatlonshlp to Patient)

PRINTED BY; SJS0422

GENEF/AL CONSENE AFR ARBNCGWLEDGMENT
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ASSOCIATED NEUROLOGY, S.C.

MITCHELL S. GROBMAN, M.D.
KAREN F. LEVIN, M.D.

July 28,2011

Mr, Hans Mast
3416 W. Elm Street
McHenry, IL 60050

RE: Paul Dulberg
Dear Mr. Mast,

Mr. Dulberg was previously seen by my associate, Dr, Mitchell Grobman, in 2002 for left
ulnar neuropathy, and had surgery and essentially became asymptomatic by 2007 and who
had never had difficulty in his right arm. Approximately a month prior to the evaluation,
he had been holding a branch for a neighbor when the chainsaw came up and cut his right
forearm. He was taken to Northern Illinois Medical Center where they put in inner
stitches in the muscle and outer stitches. He originally had very significant pain, but as
the pain was getting better, he started noticing that he had numbness in his fifth digit in
the inner aspect of his forearm. He had not been dropping things. It was mostly just a
tingling and a numb feeling. He denies ever having any right-sided symptoms or right-
sided injuries. His examination was significant for a healing scar in the right forearm and
for decreased light touch, pinprick, and temperature sensation in the ulnar distribution of
the right arm. His strength was normal. Given the distribution, it was felt that this was a
branch neuropathy to the sensory nerves. Idid have him undergo nerve conductions to
malce sure that the median and ulnar nerves were all without involvement and they were.

I recommended that he see a hand surgeon as well just to be certain that there were no
other treatment options for him; however, most likely this was just a sensory branch
neuropathy that may improve or may result in permanent numbness in the distribution
that he was showing numbness. Mr. Dulberg should followup if any additional symptoms
develop or if he wished to try any neuropathic pain treatment if it became painful and not
just numb.

Sincerely,
W/%m m@ |
KﬁF. Levin, M.D. / | Cl//?’) )

KFL/klm

1900 HOLLISTER DRIVE, SUITE 250, LIBERTYVILLE, IL 60048
PHONE (847) 549-0055 + Fax (847) 549-0404 Dulberg 007616
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ASSOCIATED NEUROLOGY, S.C.

MITCHELL S, GRrOBMAN, M.D.
KAREN T, LEVIN, M.D.

July 28, 2011

Mzr. Hans Mast
3416 W. Elm Street
McHenry, IL 60050

RE: Paul Dulberg
Dear Mr. Mast,

Mr. Dulberg was previously scen by my associate, Dr. Mitchell Grobman, in 2002 for left
ulnar neuropathy, and had surgery and essentially became asymptomatic by 2007 and who
had never had difficulty in his right arm. Approximately a month prior to the evaluation,
he had been holding a branch for a neighbor when the chainsaw came up and cut his right
forearm. He was taken to Northern Illinois Medical Center where they put in inner
stitches in the muscle and outer stitches. He originally had very significant pain, but as
the pain was getting better, he started noticing that he had numbness in his fifth digit in
the inner aspect of his forearm. He had not been dropping things. It was mostly just a
tingling and a numb feeling. He denies cver having any right-sided symptoins or right-
sided injuries. His examination was significant for a healing scar in the right forearm and
for decreased light touch, pinprick, and temperature sensation in the ulnar distribution of
the right arm. His strength was normal. Given the distribution, it was felt that this was a
branch neuropathy to the sensory nerves. I did have him undergo nerve conductions to
make sure that the median and ulnar nerves were all without involvement and they were.

I recommended that he see a hand surgeon as well just to be certain that there were no
other treatment options for him ; however, most likely this was just a sensory branch
neuropathy that may improve or may result in permanent numbness in the distribution
that he was showing numbness. Mr. Dulberg should followup if any additional symptoms
develop or if he wished to try any neuropathic pain treatment if it became painful and not
just numb., ’

Sincerely,
7 ;
K /%M,

Kareﬁ F. Levin, M.D.

KI'L/klm

1900 HoLusTER DRIVE, SUITE 250, LIBERTYVILLE, I, 60048
PHONE (847) 549-0055 » FAX (847) 549-0404 Dulberg 007617
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The Law Offices of Thomas J. Popovich P.C.

3416 W. ELM STREET
McHEnry, ILLmNvoIs 60050
TELEPHONE: 815.344.3797
FacsmviLe: 815,344.5280

www.popovichlaw.com

THOMAS J. Popovich MARK J. VoGe

Hans A, Mast JAMES P. Tutas
Joun A. Korwnaxt RoOBERT J. LUMBER
DIANA M. REITER THERESA M. FREEMAN

July 17,2012

Fox Lake Dynamic Hand Therapy
MEDICAL RECORDS/PATIENT BILLING
498 S. US Highway 12

Suite C
Fox Lake, IL. 60020
Re: Patient: Paul Dulberg IS
Date of Birth: 03/19/1970 '
Date of Service: 06/28/2011 to present

Dear Sir or Madam:

Please be advised that the above-captioned person is represented by the LAW OFFICES OF
THOMAS J. POPOVICH, P.C. We respectfully request the following information:

. Complete copy of the patient’s file with your facility, including correspondence,
doctor/nurse notes and therapy records from 06/28/11 to present; and

. Itemized bills for services rendered.

Attached please find a HIPAA authorization signed by our client/your patient permitting the
release of the foregoing documents being requested.

Please direct these documents back to my attention by mailing the information to the address
listed above. Thank you for your prompt attention to this request.

LAW OFFICES OF THOMAS J. POPOVICH, P.C.

Very truly yours,

Mo Dbl
Alarie Dullum,
Paralegal

WAUREGAN OFFICE
210 NORTH MARTIN LUTHER

VENUE
w/'?a‘jﬁgz?{%gfﬁo%ow

"Also Licensed in Wisconsin
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HIPAA AUTHORIZATION FORM
PATIENT NAME: p ! Oul b&g
DATE OF BIRTH: 3/{4{10

DATE OF sErvice: WA/~ Presend

PURSUANT TO 735 ILCS 5/8-2001, 735 ILCS 5/8-2003 OF THE ILLINOIS COMPILED STATUTES
AND HIPAA, 1 HEREBY AUTHORIZE USE OR DISCLOSURE OF PROTECTED HEALTH
INFORMATION ABOUT ME AS DESCRIBED BELOW.

L The following specific person or class of persons or facility is authorized to make the
requested use or disclosure:

Medical Provider:  FJX__ (1} I\gnum ic, Hond mm@

2. TheLaw Offices of Thomas J. Popovich, P.C., mayreceive disclosure of protected health
information about me,

3. The specific information that should be disclosed is: a copy of my entire hospital record
and/or information in connection with the hospitalization/treatment date(s). Ifully understand that my entire
hospital record may contain mental health and developmenta] disabilities, alcohol and/or drug abuse, and/or
Acquired Immune Deficiency Syndrome (AIDS)/HIV tests results and/or information. The medical records

may be disclosed only on my authorization, except as required by law. I understand that information
disclosed pursuant to this authorization may be re-disclosed by health information or medical records. Imay
inspect and arrange for photocopies of the records/healthcare information that are to be disclosed.

4. Tunderstand that the information used or disclosed may be subject to re-disclosure by the
person or class of persons or facility receiving it, and would then no longer be protected by federal privacy
regulations.

5. I may revoke this authorization by notifying [l a7 g1 homoy @@Q‘/\/ ICN
in writing of my desire to revoke it However, I understand that any action already taken in reliance of thig
authorization cannot be reversed, and my revocation will not affect those actions. I understand that the
medical provider to whom this authorization is furnished may not condition its treatment of me on whether
or not I sign the authorization. ‘

6. Tros AUTHORIZATION EXPIRES ONE YEAR FROM THE DATE OF MY SIGNATURE.

7. This information for which I am authorizing disclosure will be used for the purpose of my
legal action being handled by my attorneys, Law Offices of Thomas J. Popovich, P.C.

1ol [ Sty Ty

SIGNATURE OF PATIENT OB?LEGAL REPRESENTATIVE Dhate

If signed by legal representative, relationship to patient:

Ao b tum Fam12

Signature of witness ) : Date

Dulberg 007619
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Michelle P. Shamash, OTR/L, CHT
Clinic Director/Owner
Certified Hand Therapist

www.dynamichandPT.com

/ Wand & Physical Therapy

CERTIFICATION

I, Judith Sokniewicz certify that the
copies that are enclosed are all of the
records that you requested for Paul

Dulberg.

Signed by: - Date

498 South Route 12, Suite C 1 Fox Lake, IL 60020 :: 847.587.3301 tel :1 847.587.3346 fax
3900 Washington Street, Suite B i1 Gurnee, IL 60031 1 847.336.2616 tel :: 8R¥8HLYEH, rax
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Hand Surgery Associates, SC.

Hand + Shoulder + Elbow + Wrist

TEL: 847-956-0099 FAX: 847-956-0433 ¢
515 W, Algonquin Rd., Arlington Heights, IL 60005

ALSIP, BOLINGBROOK, CHICAGO, COUNTRYSIDE, ELMHURST, GLENVIEW, OAK LAWN, VERNON HILLS
PATIENT NAME: AL A TN
. 4
DOl: DOS: [ ] MUST BE SEEN TODAY [ ] L?ATED ORDERS ~ EAN BE RESCHEDULED\ 7 / /6
DIAGNOSIS: W MLM’( WWM CODE
THERAPY: ORDER FOR

ACUTE HAND THERAPY
ALUATE

TREATMENT
AROM

PROM/STRETCHING
STRENGTHENING

1-2 VISITS 2 TIMES/WEEK 2 WEEKS FREQUENCY,
HAND PLEASE INDICAJE ROR L

SITE OF THERAPY ORDERED: SHOULDER

UPPER ARM ELBOW WRIST

MODALITIES SPLINTING INSTRUCTIONS
ULTRASOUND/PHONOPHORESIS

 ELECTRICALSTIM _____ %/CJ

FLUIDOTHERAPY

PARAFFIN W
IONTOPHORESIS DEXAMETHASONE

__BTE ‘ COLD/HOT PACKS
5DEMA CONTROL BIOFEEDBACK M
SCAR MGMT/MOBILIZATION :
ESENSITIZATION SPLINTING: _STATIC _DYNAMIC SPECIAL THERAPY INSTRUCTIONS
HOME PROGRAM __ SERIAL STATIC
PREVENTION "~ HAND BASED THUMB CMC
SPLINTS ALTERNATIVES
WOUND GARE To: ¢
WHIRLPOOL :
FREQUENCY . WORK READINESS
DRESSING CHANGES
e s 4
FREQ
SIGNATURE: DATE: 7// / / /2.

|
MICHAEL I. VENDER, M.D. SCOTT D. SAGERMAN, M.D. PRASANT ATLURI, M.D. SAM J. BIAFOR«M.D. MIGHAEL V. BIRMAN, M.D.

SIGNATURE OF M.D. CONSTITUTES MEDICAL NECESSITY

Dulberg 00762'1
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Hand Surgery Associates, SC.
Hand + Shoulder + Elbow ¢ Wrist
FAX: 847-956-0433
515 W. Algonquin Rd., Arlington Heights, IL 60005

TEL: 847-956-0099

- LSIP, BOLII BR 20K, CH[CAGO COUNTRYSIDE, ELMHURST, GLENVIEW, OAK LAWN, VERNON HILLS
PATIENT NAME:

{ ] MUST BE SEEN TODAY [ UPDATED ORDERS [ ] CAN BE RESCHEDULED

DIAGNOSIS: /£ CODE

THERAPY: ORDER FOR 1-2 VISITS 2~ TMESWEEK L7/ WEEKS FREQUENGC

SITE OF THERAPY ORDERED; SHOULDER UPPER ARM ______ ELBOW L waist v HAND b PLEASE |ND|CA€|;>5R L
ACUTE HAND THERAPY MODALITIES /~ A SPLINTING INSTRUCTIONS

EVALUATE
__ VTREATMENT
AROM
" PROM/STRETCHING , |
L~ STRENGTHENING / /7 L—/f-
BTE
L~EDEMA CONTROL
CAR MGMT/MOBILIZATION
DESENSITIZATION
1~ "HOME PROGRAM

PREVENTION

WOUND CARE
WHIRLPOOL
FREQUENCY
DRESSING CHANGES
TYPE
FREQ
SIGNATURE:

ULTRASOUND/PHONOPHORESIS
ELECTRICAL STIM
FLUIDOTHERAPY

PARAFFIN
IONTOPHORESIS DEXAMETHASONE
COLD/HOT PACKS

___ BIOFEEDBACK

SPLINTING: __ STATIC _DYNAMIC

__ SERIAL STATIC
__ HAND BASED THUMB CMC
SPLINTS ALTERNATIVES

=

O:

U

BPT PV
SPECIAL THERAPY INSTRUCTIONS

ORK READINESS

DATE: __7/

MIGHAEL |. VENDER, M.D. SGOTT D. SAGERMAN, M.D. PRASANT ATLURI, M.D. SAM J. BIAFORA, M D. MICHAEL V. BIRMAN, M.D.
SIGNATURE OF M.D. CONSTITUTES MEDICAL NECESSITY
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) ALS]P BOLING
PATIENT NAME: /

Hand + Shoulder ¢ Elbow + Wrist

‘_L%Hand Surgery Associates, SC.

TEL: 847-956-0099 FAX: 847-956-0433
515 W, Algonquin Rd., Arlington Heights, IL 60005

GBROOK, CHICAGO, COUNTRYSIDE, ELMHURST, GLENVIEW, OAK LAWN, VERNON HILLS

il et

DOl DOS

[ %/IUST BE SEEN TODAY | ] UPDATED ORDERS ( lrGAN BE RESCHEDULED

THERAPY: ORDER FOR

ACUTE HAND THERAPY

DIAGNOSIS: Wﬂ/( a2 an Ay Sty ) CODE
2 viss. 9T 2 rveswesk Y WEEKS FREQUENCY
SITE OF THERAPY ORDERED: SHOULDER___ UPPER ARM ELBOW WRIST HAND PLEASE IND|CAT@)R L
mopaLTiEs /2 /T~/ SPLINTING INSTRUCTIONS

EVALUATE
L~TREATMENT

_____AROM
PROM/STRETCHING

— L"STRENGTHENING
BTE
£DEMA CONTROL
SCAR MGMT/MOBILIZATION
DESENSITIZATION

¥"HOME PROGRAM

—_ ULTRASOUND/PHONOPHORESIS
ELECTRICAL STIM
FLUIDOTHERAPY
PARAFFIN
ONTOPHORESIS ____
COLD/HOT PACKS
BIOFEEDBACK

DEXAMETHASONE

SPLINTING: _ STATIC __DYNAMIC SPECIAL THERAPY INSTRUCTIONS
__ SERIAL STATIC ' .
__ HAND BASED THUMB CMC ’

PREVENTION
SPLINTS ALTERNATIVES
WOUND CARE TO: U
WHIRLPOOL )
FREQUENCY WORK READINESS
DRESSING CHANGES

TYPE

FREQ </
SIGNATURE: 2 C 7 DATE: / / 7// 2

MICHAEL |. VENDER, M.D. SCOTT D. SAGERMAN, M.D. PRASANT ATLURI, M.D. SAM J, BIAFORA, M.D. MICHAEL V. BJRMAN, M.D.

SIGNATURE OF M.D. CONSTITUTES MEDICAL NECESSITY
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-) MidAmerica

‘ Hand 1o Shoulder Clinic

Anton J. Fakhe VD, FACS, FICS
Gary A. Kronen, MD
Paul E, Papierski, MD

Taruna Madhav Crawford, MD
Marcus G. Talerico, MD
Jeremy T. Bell, PA-C

Thomas M. Hunt, OPA-C MBA

OAKBROOK TERRACE LOCKPORT PALOS HILLS LIBERTYVILLE SCHAUMBURG
1 TransAm Plaza Drive, 16610 W. 159th St 10330 S. Roberts Road 755 Scuth Milwaukee Ave, 1990 East Algonquin Rd.
Sulte 460 ~ ' Palos Hills, IL 60465 Suilte 250 Suite 200

Dakbrook Terrace, [L 60181  Lockport, IL 60441
P 708.237.7200

F 815.838.8804

P 630.317.7007
F 630.317.7088

P 708.237.7200
F 708.237.7201

Libertyvills, L 60048
P 847.247.0547

F 847.247.0540

Schaumburg, IL 60173
P 847.303.5790

F 847.303.5795

Therapy Prescription
(X) Hand Therapy () Physical Therapy
Name of the Patient: Paul Dulberg
DOB: 03/19/1970 Telephone: (847)497-4250

Diagnosis:

R forearm laceration with wrist flexor weakness, fatigue. No restrictions

Special Instructions/Precautions:

Frequency & Duration: 1-2

Strengthening and conditioning, pain control modalities

times per week x

Evaluation and Treatment
Exercises

(X) AROM

() PROM

(X) Strengthening

() Manual Therapy

Specific Joint position required:

@) Wrist

(YM

() PlP

()DIP

() Thumb CMC
()MCP

()P

Physician's Signhature:

Protocols

) Flexor Tendon Repair

) Extensor Tendon Repair
) Carpal Tunne! Syndrome
) Trigger Finger
)

(
(
E
() Epicondylitis

Modalities

(X) At therapist's discretion
) Ultrasound

} lontophoresis

} High Volt Pulsed Current
)} NMES

) TENS

) Heat/Cold Pack
) Whirlpoof

) Fluidotherapy

) Parrafin

(
(
{
(
(
(
(
(
(

4 weeks

Miscellaneous

{X) Home Exercise Program
) ADL's

) CPM for home use

) FCE

) Work Conditioning

) Work Hardening

(X) Per Therapist's discretion

(
(
(
(
(

Scar/Edema
(} Edema Control

() Scar Controi/Massage/Remodeling
(X) Desensitization

() Wound Care

() Soft Tissue Mobilization

() Sterile Dressing Changes

(X) Pain Reduction

() Jobst Compression Garment

Date: 12/02/11

%m)&m ,

Scheduled for:

Tuesday December 6,2011 at 3:30pm

at:

Dynamic Hand Therapy/ Fox Lake

Dulberg 007624
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S ‘ DYNAMIC HAND THERAPY
Initial Evaluation \

vName ﬁa;,/ )\Oljﬂ(?}ﬂﬂ,a - Date:  J<lbb-/ %
Physician: /@ M a%nmmm ' Date of injury/onset: L2 1 [

Diagnosis; C/an/og r,w;?ﬂ/?/y c«/IZMM,m
Mechanism of Injury/Hx of current complaint: (!J?:)%a e ﬂ/;[m/y7//ﬁ S Chrre o)

~ Surgical Hx: Date 7~%~/ A Procedure

Date Procedure

'PMH &/or Hx relevant to injury: }\‘ID C-3- 7 (\)L{(‘“//ﬂﬂm 20t fwm%ﬁm l/Ja;,ya df\}

- Occupation: Jyv/m/uc 17@27&%\ / pﬂi ﬂfm&*f k /M/;M /::// H@Dommance |
/ i ) L
Precautions:
SUBJECTIVE: |
Pain: _ 2. A /10 at rest / best 7 78 10with activity / at worst
Details: po e J%w /@'fm
OBIECTIVE;: _ | |
Wound/Sear: Sl Juo - glocr . 0 haZengs 2 /‘;Q{ﬁ*w <t @Z‘sfﬂwf‘m/vw
/ / Y . &, Zﬁ//&;gﬁ ~

See flow sheet for: -
O Sensation: %0}[/14’/9’)?5:7 Az ﬂ/g/m/% / /fz/ﬂml*rm? 4 //ﬁﬂézg Wﬁ’%’w’?ﬂ it /7:2/% > KJ ~

Renge of Motion J/F/ 0 /%mmj AW%»\ / Wzt~ // g

'D/éiema 752'7(’2%]/9 va/ e (S/Wﬁ/z/m /WM 6/ 65%4/

O Strength __ /T~

Flexibility: Intrinsics/Extrinsics: JC/MMM ﬂz,ju&j Pt r/j;j;{zf,
Funetion/ADL’s: Prior level of function: ffzf;’)—_/n?l/m;; 2F it é) Lo DS

Brrrines il B /m&’m /M/_g

Other Relevant Findings:

Dulberg 007625
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07/17/2012 14:07 FAX 18479560433 Hand Surgery Associates @0001/0001
- JUL-16-2012 MON 04:11 PM P. 003

ot et s theas G paaen e e ke e e
i M 1B PR AL 4 s e Y R A i tns e ) bednmme gate 40w s bR i T T MRy Auh by e o 2k b 18 et b sa St £ 1 5

i"-sl. . ’ Panerrtname prlﬂ [ﬂu/,/k%m

%%ﬂaéz ( /]Q {/m,ﬂﬁhmﬂ & /fﬂﬂ
Functional GGoals: : .

Short term Ruteo

LM%@MWM Dy . 2-. 30»\>£?W£zw

L
L

Goals disenssed with patient? lﬂfé Ono  Patient informed of diagnosis/prognosis? Ekﬁ O no

Rehabilitation potestlal: [ excellent  D-food— BAuir Dgumded ~ Other

PLAN: ~ K L ;
Moadiﬁw%fgéé}gg, HWec. . (15 Logpr — BN

. Manual TechniquesSiry27_gofiszn A //.dcm /7/}2’4‘, Proon:

4 Rrequency " oA times /week for ff ‘weeks or CE  visiter

Additional requests/concerns;_.

I certify the need for these services firnished under this care plcm date afarementzoned gbove. The above plan is

herein established and will be reviewed every 30 daps.
/(Q/ /J W// 4 %
#MML oL 7112 <
exapist Signatre i date ‘

Physician Signature date

Dulberg 007626
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S , S ¥
Dynamic Hand Them)y, Edema Flow Sheet . " Patient Name: f/ﬂ&é/é’éz//f//éw :
: T e _Date Date I Date T Date Date §| . | Date Dale
e 75/ | 1 A, &/3/).2 psded fipel Gl 779615 5
Circumferences (cm) - . |Controf LR |Involved IZR) Diff. [nvolved UR| Diff. {Invdived (R} D, |Involved R} Diff. {jinvolved I/RY Diff. |involved L R| Siff.
wrist flexion crease  f¥ . | = 7.0 Y. ™ 165 NI el) WS N
mid-metacarpals e =z - 20.5 225 23 - -5 223 a9 g
metacarpals "~ il Doecmo | 4. A | | - . Fe EcEm N o
Thumb B R A
MP '
P1
P
P2
index Finger
P1
PIP
=
DIP
P3
Middle Finger
P
PIP
P2
, DiP -
P3
Ring Finger ]
Pl
PIP
P2
DIP
P3
Small Finger .
P
PIp
P2
DIP
- P3
Volumetric (mi) 5
Trialt 5% anpme -
Trial 2 i, i (aoeral « 180: 0 SN
Tiial 347 72 | N 29.5 Aok 106
Average . . T ; N .
Therapists Initials bt % ans AN \| A0V Y
. LY B 2

EXHIBIT 185
Page 67 of 332





Dynamic Hand Therapy ~ Active Ra. i Motion Patient Name: __ I\X/WAWL@/

(J ..
ﬁ{}@f‘"o‘p o
Shouider
Flexmn {
Extension N
Abduction .
External Rotation .. . \

Internal Rotation

‘ Elbow & Forearm T

Flexion (4G 134 Huo Tqe 137 | 157 Yo | 138
Extension () -3 -1 5 5 S E 5 20
Pronation . 3% S (S~ 20, 1.5 Fo 75 L\ ot
Supination 3}t LS g5 | 164 g | 9 25 | 7o

I
Flexion <D A< % O | w gs »,}é | 5’“’«) —7 <
Extension a5 | 65 [ o | b o 68 Rl (IS
Radial Deviation 2S5 20 e i5 20 e 25 Y00
Ulnar Deviation [1l;< 306 A 15N o | <o S0 1 50
Thumb - [ Tujee N T

MCP Extension/Flexion
PIP Extension/Fiexion

Radial Abduction \ '
Palmar Abduction \ :
Opposition L

ndexFinge ﬂr

MCP Extension/Flexion ! ) &
!
[
l

PIP Extension/Flexion
DIP Extension/Flexion
TAM /

o

s e v L e e e i L S e e o = 7k

"Long Finqef 7 : i
MGCP Extension/Flexion : 53

PIP Extension/Flexion { Yeia
DIP Extension/Flexion ) 73
TAM ' /

MCP Extension/Flexion N $7)
PIP Extension/Flexion ' / Pl
DIP Extension/Fiexion [ 5
TAM || v

J N

Small Fmger

MCP Extension/Flexion AN TN _ ¢
PIP Extension/Flexion LN \,VU b - 5
DIP Extensicn/Flexion LAY [

TAM _ N e : _— I - ]
Therapist initials ¢4/ § 7 AN MU oI A8 !N}/LJ 5 /{/)/7 e

i, Dulberg 007628
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DYNAMIC HAND THERAPY
Re-Evaluation of Progress, Goals and Plan of Care

tient: f') djij AGLJZ{/MM Physician: }d)’\ ga/z(;, AN XA Date: - L/ ~/.2

singaosis:(R) z/fz’fmmm Chtoszhr i (b sz(/ﬂ/ww / v Yot Date of Injury: & = 2&~ 1/
Surgical Hx: Date Procedure Start of Care: _J, =t~/ [

Number of visits to date:

SUBJECTIVE; S
Pain: =4 /10 atrest / best /0 110 with activity / at worst

. Details: ZD//O ‘54’/}6’ (v"/ Gt ) @{/I/M(%) (m] @ /f e

Function/ADL’s: .
Improvements: -)6‘ ,/M/M‘a A .,//)vjzé,?zm@mm?fn}fz ', :7/1’447 ,c’.J J/ «'rnm‘

Continued difficulties: Oﬂ}m/m%}{/ L,(Qézlﬂ?f‘?‘] &M/;/, /&://)’725’:;9‘)’2’4‘70 ’ /N}{(Z)’//nz;f d’?‘//;z%.béf
<

A émfmz@”h N0l irng  Cptves 1O/ mw\ 2 LD

OBJECTIVE: 7

Wound/Scar:

See flow sheet for:

hdemn Ll L2 —aSem A f%‘?{:j@"/ﬁ“ w/” et o Lfif/?e.{/f%

U Sensation: _T#4 A

ehom: 1ot (//JM';)A / Td_2lin) v~

u/uenoth J«m Sd f}‘ﬁ 3k an?{”Z\ Tol& 5" Qﬂ)( A:MM% 1yt

Treatment summary to date: ,6/5/;'/‘[ i S . (;,c;’gm /7()4/[// - “’&;‘7’7”)! Frzeyr ah ,-,éz’fuomy Q‘éflﬁ?w,ﬁzﬁ
Vi ./;wtﬁu' ;u}«é' 57}1/ ,m/ﬂ?_?'wwm

Assessment/the] apist impression: |

) ” ] iz o / - (
Cont. b b L L g é::w /7243/ Arrg N VP i@(’mmwm/ @/ W&tm
A AID of &MWJ/ Lyrnéiealiym © -
Goals: STG’smet: T yes EE’{O LTG’smet: O yes 110

Revised functional goals:

L P b vl A MD ‘%ﬁ @JA//”{:/ q///zz//z/«//\' 7%

58]

1)

Dulberg 007629
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2000170001

P. 003

0670672012 08:40 FAX 184739560433 Hand Surgery Assoclates

. JUN-04-2012 MON 04:16 M

* Patient; ! Ew,a /\QM&J\“A/%/

Skilled therapy needed for: 0 progression of exercise [ coutinued need for magua) therapy

J other: pd 2
PLAN: - '
Modalities: .
Exercise: / /

Splinting: / /
Othes: / /

4 P

***Frequency/Duration; VA D  timesiwesk for VBN weeksor  T¥Dadditional Visits*h*

I have reviewed this plan of care and recertify a contimin i
A ( g rneed for sarvices firom the date of this upda / ‘8
updated plan of care is herein established and will be reviewed every 30 dayf Al spdate plen of e the abeve

Therapift Signatare Physiciaw’s Signatind date

Additional requests/concerns:

PLEASE FAX BACK TO: 847-587-3346

Dulberg 007630
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Dynamic Hand Therapy Grip / Pinch Strength Flow Sheet

- BTterg 007631

Grip Curve — Jamar Dynamometer

Exal:hDate {; g”}. é/:’;!»—f;
Measurements: Kg Lb R ‘ L R L R
Grip Strength — Jamar 2nd Position

Trial 1 oy i L1077 | 144

Trial 2 (04 1Y 94 | 13y

Trial 3 HO <7 | G 4l

Average ke 152 G flf/%

Intrinsics: 1st Position

2nd Position

3rd Position

4th Position

Extrinsics: 5th Position

Rapid Alternating Test

Pinch Strengths

3-Point (3-Jaw Chuck) | S0
2-Point (Pad) i 1 7

Lateral Key

Examiner's Initials
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Tested by

\,/%/ !/ !/\/7 %/{/\(A/ﬂ w/p/\// 4 /&z’/b/f

Semmes-Weinstein Monofilament ™
Sensory Testing Results
Date.. {; {L{!fi— Panent ?QM mu(«/ﬁﬁéfuﬂv ; : —
Comiments - _ Fﬂamcnt ) lntet*pretation o L Fﬂrce (gmﬁ) ‘
17165 - 2.83 (Green) | Normal " * ) _1.008 - 08
13.22-3.61 (Blue) | Diminished’ L:ght Touch L172 - 217
3.84 - £:31.(Purple) ' ;;Dxmmi ied Proteczne Sensation. 445 - 235"
o 456 Red) L i ' 419 -
‘ _6.65 (Red) 1 Deep Pressure, Seisation . , 2794 By
. {Reqd Lined) . 'Tested thh Ne Resporise C
Left Dorsal\ Left Volar  Right Volar\ / Right Dorsal

Capyright 1987 by North Coast Medieal Rtpnldummn permissible for professional pusposes Not for resale.
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Dynamic Hand Therapy Grip/Pinch Strength Fiow Sheet Patient Name: {];’M /VQ, %UQ b,ﬁ/\ﬁé/

Exam Date _ }’l/{(ﬂf(/ i/;/‘a)— Vi aee &l %é‘z:, ?/}055;7 Y- 5;//3 f“j*/»%—
Measurements: Kg Lb 53 ! L R L R L R L R 'L )
Grip strength-jamar 2nd position : T ~7 :
Trial 1 26| 125 T Veaf b/ L ue 1y 10 | Y
Trial 2 az 1 14S 1 & 142 | oges 146 HO {137
Triai 3 Mo | Me |17 1138 qullug 1139 | 120%] e
Average: Yo el Ref L #F | gay Ly gk
Grip Curve-Jamar Dynamometer | T T R (gt it (L2# ) ({(’O 7z
inirinsics st position i AR o ‘u:,ywr.»?’ln‘ A
2nd position T -
3rd position
4th position : ’me.? %C‘ i Cg._ |
- |Extrinsics _5th position - * | YD

{
Rapid Alternation Test

Pinch Strength
. LT~ 2
3-pt (3-jawchuck) >~ ! I o ¥ 20
S 1 ;
221 (pac) 20 Y Nl
Lateral Key 2% \'y_ jolg ‘ >/ ~ 15
) : J e ) VYNIEIE
_|Examiners Initials AN 5 A AN | Y Ku(/ 7
S pun e %?
Groai~
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DYNAMIC HAND THERAP
Ke-Evaluation of Progress, Goals and Plan of Care

Patient: ?gln (:‘ D L ) ‘I’,V/\J’\. Physician; ij V. n’/ NIV ,;, ot Date;_% / ('f }{:‘;""
O '
. . 7 . ‘ iy ' .
Diagnosis: _@/ ) Cnoanin Ly ) b7 4e ol lngon Hospr Date of Injury: _Q)_LZ_&/M
Surgical Hx: Date @[;S’H Procedure _Subvved (f ¢ 1@ Start of Care: _{ &2- ")M

Number of visits to date:

SUBJECTIVE: %

Pain; /10 at rest / best

Details: ‘;rtm 14 f)mnﬂf{zy \/M_,M h,m,yﬁ/uﬁ e oeads,, ; )&LM S;’H{J« ocehS T acdugtion
s of SEEp

FunctmnlADL 5;

Improvements: _A"/)(Q Lﬁ Ol Ojﬁ’y? L(E [9:‘_/6&,\_ ’\/(4.'\/-\ /(), ] ,F»—H 2. /'Agﬂ C{"‘W’)w L ¢ m',;x.mwm«wj;

t

/v /10 with activity / at worst

Continued difficulties: O;Qw,vp\_h ladoy 2N \),4,4 » / fr;‘-ﬂizt/&m,a - lmd/k\'{z) S p"(f-ﬂ&i 1 gc&/,p/,-\,
. C / al

0(\/ \ M”H’Wbl ipm\) "‘W"\ﬂl Q_\mkzgm& Lhdtnes [foffe parin tiddenrr (03 137 m.
OBIECTIVE: o o ¢
Wound/Scar:

See flow sheet for: -

wEdema: A (i (/\z«/w’)\/ /’Lxmf‘" — Tluchupden v a s j? aumd wipdln

0 Sensation: [, (5 Docal_QE/S L— \Ji, o Ulran fangs pen d / el Velon Olinan Mfm asiaf

sRom:_ Tn vl ool e&(—‘ SUDy e mMmuf L v L2 i SE/RE
m-Srength _ i, g ylw;ma«l/u o A oiaed U EH 5 ")g?h/ "Zp# piebes a1

Trestment swmmay to date: H«,; S /),f [.4 e f@ﬁ.,g,m gifwﬂ/\;jffé%yg%) ROBA L Nesdns.

Yacbig , Stan Conbact L

A_ssessment/theraplst impression: iﬁ x S Ay dedied< nelid ~ 6 S dovaut fﬂ”]j#-’/ﬂw

thos heo L Mg %Nm RO Inins ’1", LA Lm(ﬁ/

Goals:  STG’smet O vyes Eé\ LTG'smet: O yes Va0
vised functional goals: (| X f g Ay ) ' '
1, @C‘%} (:A VA2A7 X S~ S(‘é{ ‘{7) ﬁ,‘/ ébw- &a/;‘*?.(?jl//w?} /1, L j;‘m/fp .

l

Ti oo
INC¥1SC

ﬁ ) (L\ 2 gk P A x gl A [ e adpidad ot ﬂmjowm-
(Uul(/W\éé 40 /fn,r/—x(/)
/uL fMﬂ H» Q/f'O A’ (et |y // a‘f\«tuw(vx) {y vadna

Dulberg 007634
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Patient: go/x ik O lea //g
Skilled therapy needed for: %‘og‘ression of exercise  [@-ontinued need for manual therapy

O other:

PLAN:

Modalities: __Af H{’ ; VS

mrerciss: A £, AN, ks, (Glcded £0C, TGE acaue
“//Z\{/UM% ‘) ka/[’/tfﬁ%w‘/“iz) ) ,’,Lv ne el acbvoduy

Splinting:

Other:

P 3
***Frequency/Duration: A times/week for (7/ weeks or g additional visits***

I have reviewed this plan of care and recertify a continuing need for services from the date of this updated plan of care, the above
updated plan of care is herein established and will be reviewed every 30 days.

Additionel requests/concems;

\,fUV V\)ﬂWVVWW\() (T

Therapist Signature Physician’s Signature date

PLEASE FAX BACK TO: 847-587-3346

Dulberg 007635
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f A
Dynamic Hand Therapy -- Wrist and Hand Edema Flow Sheet Patient Name: ;‘K.(jf’lg/}m QJCW‘Z%?}"&

Date Date Date
R el I Y R Afonfin

Hnvolve %{R} Invblived LR}
< =

Date

Circumferences (cm)

Involved L R

S

4

Wrist Flexion Crease
Hand

Mid-Metacarpals
Metacarpals

Thumb

MP

Index Finger

Middle Finger :

DIP

“Ring Finger

P1
PIP

DIP
P3

Small Finger
: P1

Volumetric Measurements {ml)
Trial 1
Trial 2
Trial 3
Average

Examiner's Initials
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DYNAMIC HAND THERAPY
Re-Evaluation of Progress, Goals and Plan of Care

Patient; @J/ﬂ ﬁ/////)o/:/”/ Physician: ﬂZ &7%?7/70"1/7’7*\- Date; 4 = 3~/ 2

Diagnosis: (\ %mw Q»mm/m Z (Wna %éém Date of njury: _ o= ()
Surgical Hx Date é/gﬁ// Procedure (}&4/77, ?M/c//% Q/' Start of Care: 192 - é ~/ 4
Number of visits to date:
SUBJECTIVE:

Pain: O L/ /10 atrest/best /0 /O /10 with activity / at worst

Details: / e D00 uﬁm Cmbin s Lo o TS K/ ~—><\” Vo) . I 2 OJQA

W it P Cﬁm?uroa%
Functlon 'ADL’s:

Improvements: n// /
Continued difficulties: /%&7/ sz y} o &2 /“,/;/'/Anfy AL / L 27 U e d I /}7',//:,/ M?/&(/le/
@BJECTIVE

Wound/Scar: 7 / ﬁ@oﬁ/ﬁ'?ﬁl’gg/r’}é/

See flow sheet for: -
o Baems: Lol szym - odtnall
O Sepsation: QI(/\MﬂZ} //'/Om.gf‘?’d&c? Va) A A7) éﬂ Y ‘%W/Z TN

Rom; /&Ha ot S oach iyt 7 E’ . SEal <>'?A Ul Tons (ol
E@tb/&\bf}nm =13% O "’6‘/’? /\ ﬁﬂﬁ/ma% = ?#(/:; =207 %M{W%J
fo, /;}éfz Lk m,;s// Dele=[2

Treatment summary to date;

Assessment/theraplst impression: g’[ /77&;;@,}—'% o 4’&%?[/ /;;m]/ CU'Z%’/{/”%@@Q

C)? e[/’?’l%/f)i?fmd t (;)GMM - XC) Z 6’% 6’} Q"}ﬁ/in . rﬁf//r‘s /0 -é"‘?/lx £ /“/7:{4'1("’/
wnodgial) U Uy dand 4

- Goals: STG’smet: O vyes 0 no LTGsmet: O yes O no
P

Revised functional goals: :
1, &/ % /24/}%2/ / Yzan ()7 5/00 o1 ﬁf,ﬂ < me/? trag o
M/z mﬁ 2 a/ﬁ/z&‘/ 1S 92, C//I/?/{JM4/~: a
2. /F ”2zz/~ l/ﬁ/m//\ Jrp ,,?J 7 ,423 Lo IE f’dﬁj /,/
‘. J/Z/J’m KJm‘ M: /lp /Aﬁﬁd Cf}%//)uf a) /wvjw
A (u” )Q’Wo 2-S7T A wz'omﬂ/(\ft" 4’ L % ﬁv/wzz)/
A7 H)/:) ol

Dulberg 007637
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0470572012 16:07 FAX 18479560433 Hand Sursgery Assoclates [dooo1/0001

APR-03-2012 TUE 07:10 P P. 003

\ — Y2,

: _ . " 7

Skilled thexapy needed for: B@ssion of exercise  CLectifinued need for manual therapy
17 other: -S\C;;w Mﬂz{% W’\ | '

PLAN:

Modn]ities:_/){@/: u-g . gwglwx — %/l/
Bxevaise: N (il & . sl
_7@&%{,, EW o A M@@
Splinting; <

Other;

“**Frequency/Duration: 2 times/week for fz weeks or E additiona) visits***

I have reviewed this plan of care and vecertify a cor;ﬁnuing need for serviees from the date of this updated plan of care; the above
updated plan of care is herein establishad and will be reviewed every 30 days.

Additional requests/concerns:

Ml s /d/wﬂ Aty

Therapist Signarure . Physicinn’s Signatdre date

——— T I Es TR L PV

PLEASE FAX BACK TO; 847-587-3346

Dulberg 007638
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DYNAMIC HAND THERAPY
Re-Evaluation of Progress, Goals and Plan of Care

Patient: {){'f«‘ L T) \)1 L'vu\ /)6 Physician: WDK@ M

Diagnosis: Q? '7-»16’[?/1,14‘\ fi) (fa4 ﬂ»&’?f‘ln /Lf tumz%_{/{’//,yaf’ Date of Injury: _LALZ_QCLLL._
Surgical Hx: Date [gt Z,g! {{ Procedure arf idrusd 16 G R Start of Care; /&{_ & Z[g

Number of visits to date;

SUBJECTIVE: , ,
Pain: A J0at rest / best /0 'Y /10 with activity / at worst (S& [aoéé“w)

Details: Vﬂmﬁmm ﬁu = \Jgon (otva g EDS mf(‘t‘- ALy pa,m Lo elisifod) /o//o - éamfb

D

4 o fego ivwke, | f Wmm 3 ~‘~I /10 44-, Lpprurin {Lcﬂ o ‘“{““"’8 3 Nedule at-
Function/ADL’s: Su/wf nevire Pati.

ImprovementS: \,] (flﬁb/lﬁh’ "'T\ lﬂp_d,\ 2 1‘6 5 F\ (7{:"’“4&(43 Qi (gpm /l/.y Jl‘, o bisia udé/f/lj"{

ﬂ rlr' ‘/’ l.{/l./*c: U/

.‘ W% I4N f’\/)f" N V { D-ﬂ/mfv! % Ji'wv{"

Continued difficulties:

\\f ) u‘»\J.z %wr ‘QUV \/Mfw (e to [udoid mﬂmg @jgﬁg J/IM ngaial
OBJECTIVE:
Wound/Scar: (mei oy ﬂﬂvaieﬁv&ﬂ/\f‘bwl Loy 0 a) Sl

N
See flow sheet for: ok (ﬂ‘ \/’\-}&VLiO(’]{Q{NZ?S & WD'T\ SE

C Edema'

) . £ 7 '
U" Sensation: J' s W/ uﬂy// framnamy S G lpn } g Ings v\r;]x D(rwm&b\u( g 'Vﬁ(f('{v"( Mg J 2w G e
L’ i i o,

f/ROM Pd b lgew gn «(J‘//i/\.//(f'-m g’irz_ﬂ,‘/ SV P, LA™ paid pond OO sl

l/trengthi ‘j 'd 0/7\"{;"7‘;” X (206 Swi VU vis v "’M'V"f‘;e LM/\-(.A/LMJ{ l*m/ in_hsled Sinie /m;h/"" (-l//}lf

Treatment summary to date: i//(‘:;( (Al gl f £, !/\ vo lpppar SCon (ona fop 1’ Aigoanat s 2 .M‘f:-m/-/ “Fm,/?»/éxy

Nk o

Plyoes helit / T4e / L lpde g F m !iﬂifrw‘;n‘»/t-(;~c, .>'h.<f:-%z«!‘i-»v«4;

3

Assessment/therapist impression: :/TL L b\¥5 NS “‘ g,)/(* ,Ijt( (S - U[m Ispl 1’}19‘,,,,
— .
Y INE VIS zﬁr\&éj _&. %’t'vw‘ mmmzlfrmﬂf ZaL Hm—. o 0L (ke J ﬁ/ﬂ»«wulsz e
I Mare Odls 1083 #{ Fe Fivt "l s oo @{JWMM P o
Goals: STG’s met: @“yes 1o LTG’s met: [ vyes C no P
Rom/ymu /[fll"’/f) FwenelS gl v 5 Py,
Revised functional goals; ¥

gnte

I, = 7 g’/’z’/j{

(W)
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EXHIBIT 185
Page 79 of 332





02/08/2012 23:00 8472470540 #0649 P.001/001
FEB-Ug-2012 WED 03:29 PY 0. 003

, Patient: F aufd M&m

Skilled therapy needed for: O progression ofexercise [ continued need for manual therapy
7 other:

PLAN:

Modalities: ¥ w olf uudio furdhen

Exercise: (eaverdipn - s &SMMMWW—
Pelalean Mok & nod |
Splinting: SE_FD¢ (Lﬁpjﬂ/w b be p ﬁ@éﬂﬁ_bmm___

Other; ety hima_ U G )
W 6T— ©IMD
timesAweek for weels or additional vigits***

1 have reviewed this plan of care and recertify a econtinuing need for services from the date of this ted plan of care; the ab
updated plan of care is herein established and will be reviewed every 30 days, piated plan of care e

***Fraquency/Duration:

Additional requests/concems:

\-/M/V\('ﬁ(\’\ébuw/‘/\dmb\r // //f(\ @ \g,[n/

Therapist Signature ’s Signature
PLEASE FAX BACK TO: 847-587-2346

Dulberg 007640
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SemmesWeinstein Monofilament
Sensory Testing Results

Date 2!_[”_ [ S Patient:.. Pﬂuﬁ jU[!zJLMA - -
Comimenis - , Fillament - . e lnterpretation e Force (gms) ’
' ' . 1165-2.83 (Greé}:j al T 1008 <. .08
{3.22-3,61 (Blue) Dlmihished' iight:TOu'ch o7 - 217

'3.84 - 4:31-(Purple) , ' ;Q'Dmnnished Pmtecnve Sensanon, 445 - 2.35

N , , . 456 (Red) ‘ "4.19

' _6.65 Red) T4

N ) (Red Lmed) -

Left Dorsal M Left Volar Right Voizir Right Dbrsal

Tested by: _ "“"{ /\A /1 I 34\/}4/1/\;0’/‘/1/[ /J'”!’/’/A/F

' Revised November 1987
Dulberg 007641

Capyright 198~ by Nurth Coast Medieat R:pmduclmn permissihle fos professional pospases Not for resale.
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- DYNAMIC HAND THERAPY
Re-Evaluation of Progre.s's Goals and Plan af Care

Patient: P ZZ/,{// LO/'VU/}Z’;’)/J Physician; /U\. \',Zj/ g7 /) Date; { =54 .1
Diagnosis: @v} “Fer2 Lo, ﬂ'}/ il ?" Lzt ‘*Z’//fw} - Date of Injury: b- Aty
Surgical Hx: Da.ue é_%ll’rocedure &J'ZZ';/// Chan Uﬁ Start of Care: /&b ¢ /

Number of visits to date:

SUBJECT]WE: )
Pain: __4-5 /10 at rest/ best /10 with activity / at worst

Detajls: J@Z 2 {73 yf)?),,—, L/w;? Z{, CZ//(‘) J,%ng {/ﬂ_zé L’)}{I//kz ‘.»T’Jvzéza' VA oa/:;
: - S - .

Function/ADL’s:
Jmprovements: L// ﬁf/ b s

2 / £ "t AN ylﬂ‘ﬂ';ﬁ!}; ./‘//v";f.’) Z) ’?‘/7\ k/:vhj“"" 2l 27

Continued difficulties: WM//—?ﬂ;;f ; M«’f//?’:f?‘«/ ,//fzz;//fﬂ[ iy /4 /,’%y{/éﬂ . /Jzﬂ/z’m;}zu%/%»?/

A‘/»W /@14/:/5 . ,ﬂ/%ﬁ 1oz W‘ i /Myfd DAl Dz,
OBJECTIVE:( 7 -‘
Wound/Sear S 1 0l Armmf z/ WA & L@/MW, L) ot Dt B /Z/m o Llner

7 4 <24

v

See flow sheet for: .

D/éema Pty 1ty Ldlpres. 62@7//% W% 5{/6

0 Sensation: TAF ogtned Jsnek  Aup V) 6/);/./§gm/

W xom s STAL° ot LA .,fuml/ 15"

Ef/trengthlﬁ.rmm A ”,r,r R 7% 01 /L~/ .
Treatment Summaryto date.ﬂifff' s vray 2l S o Qe oHrad it & ﬁﬁa@é

ﬁﬁ’.@\m % LRl l Yy JW%//”’Jﬂ ’ %U/M e 4@7} /;/a;?/"’f/ov//»?c;(
¥

Assessment/theraplst Impression: [0?1 [2/ /w;) L ?n/}’/?/)/)”ozy?z/d/ P 13/7/)‘
y%_/’iﬁl/'?«/lf)?%‘/(./?7L/ﬂn/)/¢{f’}'7?7z.2é /g 7 m/?.?/ = )X 7‘ Lo J%Q/nfwa/)

: Goalm STG’s met: é/yes D/ng ' LTG’smet: O yes U no
B Uit ‘

Revised functional goals: r{u}/,ﬂ

)((?"Yﬂi) ok @{?&i')’lg?’/fljﬁﬂ 5. 8° 4 ’7‘15;4,:4; /?J’;MZ/;I/ 2 2043 g‘_/ﬂzgﬁé’/
7

2. T [K}ﬁ?éq gy, 5 # A AN ﬁﬂ}zﬁ{f/ K hadt pnds CZ};Z@# zed

OBy L)
U _ o
3. {)j s (}%ﬁﬁf FZZRZE £ ?//(s ot !/M//Z A v///té Abon K sga0 (B

UE Dy camdt de ADLS

Dulberg 007642
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P Y
Patient: er s /ﬂuﬁ Shasl
| o /
Skilled therapy needed for: Wgression of éxercise  E-continued need for manual therapy
O other: gy /?//'Z/I(J/‘; ST , i2em, L-QMF{JUJI st y Qjé‘% ' //"A

PLAN:

Modalitess YAHE [J.S. - N »
. . - o ‘ ¢
Exercise: 2001 ﬂ%z}@f HW/?)/ ; C%jd.;é ' untint W/ N TRt

g . el /g v L . s
Sy Foneil Wﬂ < {/@'w{t& , /Q.éym@zf“‘,?zf;:fq,7 /47 G Alrsalza
: NG f

B2

Splinting:

Other:

w# xFrequency/Duration: X ~ 3  times/week for 4 wweeks or S5-12  additional ﬁSits*"“*

1 have reviewed this plan of care and recertify a confinuing need for services from the date of this updared plan of care; the above
updated plan of care is herein established and-will be reviewed every 30. days.

Additional requests/concerns:

U »,77/5’4«7/% oA . , ‘
Therapist Signature Physician’s Signature date

PLEASE FAX BACK TO: 847-587-3346

Dulberg 007643
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DYNAMIC HAND THERAPY
Initial Evaluation

Name: @M\JL M Date: /9"/(’ /[/

Physician: ) ’rgl (oa ,v N Date of injury/onset: ___( l PRy )J i
Diagnosis: (g} bertl daam (mmm(’//mnﬁ ke j@w”

Mechanism of Injury/Hx of current complaint; _( /{r\a)vmm ) o %ﬁpﬂm ~ Wn Ugmm J\MSW

UW\M(}/\M, and (b pﬂfm/d’s’ arnw)
Surgical Hx: Date HL?M Procedure  Svhured (i €

Date Procedure

PMH &/or Hx relevant to injury: M_M&M@MMM 50 \ DD Carg

Occupation: 6 \@/‘QL\A}& W Haé% Dominance
L

Precautions:

SUBJECTIVE:

Pain: _ {—7. /10atrest/best 1’4 % /10 with activity / at worst

Details: Yok P44 zmz_\%m_' @@,@g hia @}m%zhl 14 7 Wl(w Pasiy Ocurs lahone. Scar
Soamo Mf/uyuw[ -/-0 u/mu\ boards of vla

OBJECTIVE:

Wound/Scar; L({MM ol V\M.@{ WVW MW WM ddhoence '/Lb tso und,

See flow sheet for: ok
O Sensation;  {IHFs ‘) HV)(\O,{,A&&M/ {’waﬂ wolid 1o ’;V\,L«’fw_«.,

D/f(ange of Motion (AN dakierin nokgd n @u(/‘? end Q/W’\« W“O/L i

O Edema \LU WC‘ (J(/(ﬂ/vy\a\ tf\{}@d 'pl'i\ A&a%{

E/Strength f M‘W’JﬁJWM Vlﬁjt(/ﬁ" { @ C‘)W;I/Q/P < 3 '/)f" {2 LY Ao

Flexibility: Intrinsics/Extrinsics. ’T\ ;OM Aoty prand (a1t

Function/ADL’s: Prior level of function: @) 9 @JE
Curent level of function: %Mﬁmmm ) \,thv\ﬁx .ma—z/w/w%\ / wer 1nvolves {%’O""M"w

l

J ' /c(éﬁmz. MM(DUMWX Stnadl dms bt i, g f s

A

Other Relevant Findings:@) @O/\’!@VM\%J(J/ 5"{7{“ ) ADM L B/ 5 O-T)IM‘ .5/5_ > FOS ~SE.Y
[0S w %/g ¢ paun

Dulberg 007644
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Patient name: 7% ¢ Dul‘ /%

Assessment/Therapist impression: .f’(— ndogan ks P, R e e Ll g,s.) < ,g,,,‘,?}é?ﬂ_. r&é,ﬁai’sj,‘

T

‘Tmé}z\k !ﬂiwwm'rgj Q’/(,zt,/n,u_lﬂ)'um/. +d 12)31/}: Jad fLM/M/ﬁf/) )r{:ljﬂf;l“hﬂ’)’\m_ﬁ aidnehée ) NUW‘Vé"ﬁiﬂz'»:?:?r//I/ng)lﬁ_f
L ~

\rejb“r,é\\'}/j &J A4 -/r"{’ %E 61/;)’.)/&/7’36\4{ e, cﬂf;pwg L@M )

Skitled Therapy needed in order to: Totmune. WL, wdpieonst  08An
7 ¥ [}

Functional Goals: ‘

Shorg term (x4 wieting) . 7

1. (}ﬁ C PS; Luup"y"{’ i /?L«(lfi"l/‘-./«)’vzu-- hS g v ‘}‘b 61{) i”L s mﬁﬂﬁ 4 va/‘ji e iOUM WJIL»\%}J* J{mm«%% f%ﬁem .
2.0 O By x 2= S 10 ) gl 5 adllhig b s Ctndainin

31@ @) Yo X < ’l"\/f) ?f"‘) J\/tﬂui;d‘lﬂ o Ec.m;v? (0{(&4? .

Long term '
IM ( WV\& f{\)ﬂ e U%(;@’é [N /'FLWI/M«@M ADLS

Goals discussed with patient? Mes U no Patient informed of diagnosis/prognosis? ~ M¥yes [ no

Rehabilitation potential: [0 excellent ID/good O fair Oguarded Other

PLAN: :
Modalities _ _AA /f{_’v’) A, Uus

Manual Techniques §’WV\{ S (pnmdvedl &ﬁ%ﬁ@t ) AAE R,

Therapeutic Exercise/Activities _ Shadeing 4 Scaw wols . T 5,?/; Neae ag@p{m% )
L 7

pyndle shererS b0 hlewded | soledid FDS , Aesranarhzaki=

Splinting

Other

Lo . 4 st aad
**Frequency f?\ times / week for ( weeks or g visitgh¥*

Additional requests/concerns:

T certify the need for these services furnished under this care plan date aforementioned above. The above plan is
herein established and will be reviewed every 30 days.

Therapist Signature date ’ Physician Signature date

*PLEASE FAX BACK AT 847-587-3346
’ Dulberg 007645
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10693
08-02-12 10:22am

TREATMENT ENCOUNTER NOTE

Pétient Information

Account #: 0042000185 Co - Pay: OR Co - Insurance:
Name: Dulberg, Paul Injury # 001 Dx: 88100 Open wound of forearm, wiout
payor Code: 00001 Payor Nams: _Patient Responsibility Financial Class: SELF
Appointment Detail
| M) e 7
Discipline: _OT Tx Time In: Units: 4
RN ) )
Tx Time Out: ) 4o Total Time Based Time: S
Date; 08 /02 /12 # Vislts Prior To Today: 43 of _40 Total Treatment Time: _

RT Code Dascription Units RT Code Description Units RT Code Pescription Units
ADO1 PT Eval FO10 Vasopneumnatlc Device ‘ €005 Galt Tralning
A0D2 PT Re Eval G001 Ultrasound ] Foos8 Tractlon Mechanical !
AOD3 oT Eval 8001 Manual Therapy f H003 Custom WHFQ Statlc
A004 OT Re Eval ¢, |leood Theraputic Activities HO06 Custom WHO Static
F003 KP/CP 9 {caoz2 Neuromuscular Re-Ed HOO5 Custom WHFQ Dynamic
FOO4 Estlm Unattend co03 Tharapsutic Exerciae X ;o | |HO18 Gustom HFO Statle

Additional Treatment Codes!
soaAp: {0 Y i A4 Ligdin \///’/m/}r Sk ,(Jﬂr\ /:'/umxmr«' Mg gacon Of;'\w‘t'{r

i) I L e

AN f‘ f/“.}f‘ AN aate 7'(/ o i/..(’ £ f"]/\. /J"[ [z ”1’716/\. //1/(. gu! .ﬁ,(ﬁ .r’i»ﬁ‘ Ah‘ ,Q SCa =

u T T T S g G {. {
Sl pnm G2 U N o :whﬂ [t Ctar . J‘} otk S LS D

A s s Ak wwhrw;} ) ~/’f/(/w G . ri, s Pa g 8 AL/J“ fn"_’_ﬂ?i/;ﬁ.ﬂ_
SR /e/vx !»»‘“ﬁ: *

u‘ K J{h ﬁ'///\«l/ Lpand A Yl 1) i"\ tn sy, A

f'x . g(‘tu Non J’nﬂ‘ﬂ st L fmm/mx/\nd i G
A N ! f’/lel/f\'i Vi -mff///) "1/‘ nnlj"ﬂ/mk b [_L,;_; 4 5L W N LI

p ((‘/i/t'h/’h »"‘_’ .I/r il f&n/t i [.)V A /17F’ 711‘ ’WM/W ot :’3" “/7L\_~u{‘2ﬂ‘/7’{!w i |

k ¢ *"H‘m\ / %«(‘kf V\-,e : f

13
i

o
N
e

g |
i A1
. Ao ~ H——q——-+————|—;,__;~—|———vJ-0-—F"|— ®
S ,/ /”/ 4o AN & ; » o PALI SCALE 10
L7V
THERAPIST/ CREDENTIALS
LICENSE NO.

Dulberg 007646
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10693
07-30-12 01:01pm
TREATMENT ENCOUNTER NOTE

Patient Information

Account #: 0042000185 Co - Pay: OR Co - Insurance:

Name: Dulberg, Paul Injury #: _0_‘31__‘____ 88100 Open wound of forearm, wiout
payor Code: 00001 payor Name: _Patient Responsibilit Financial Class: SELF__
Appointment Detail

Discipline: oT Tx Time In: /D’O Units: 1

, - ov ,
Tx Time Out: _ /7 Total Time Based Time! ————————
Date: 07 130 112 # Visits Prior To Today: _42 of 40 Total Treatment Time: ————————

Description

Vasopneumatic Device

Ulirasound
Manual Therapy
Theraputic Activities

euromusocular Re-Ed

Therapeutic Exerolse | _ ]

(PN | uy o H“—-ﬂ
CL/i : /\\é/ {-' .\'/\,Zv\“‘(’(‘ :)’{" (/i,/{/i,abd Y PAIN SCALE 10

THERAPIST / GREDENTIALS

LIGENSE NO.

Dulberg 007647
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10725
07-26-12 10:11am

TREATMENT ENCOUNTER NOTE 1 i

1

Patient Information

Account #. 0042000185

Co - Pay: OR Co - Insurance:

Name; Dulberg, Paul

88100 Open wound of foream, w/out

njury# 001

Payor Code: 00001

Payor Name: Patient Responsibility Financial Class: SELF

Appointment Detail

Discipline: _OT

Date: 07 /28 /12

Units: L/

! e —

Tx Time n: bj[}

. ] 30 ) .
Tx Time Out: __{& Total Time Based Time! ————————

of 40 Total Treatment Time! ————————

4 Visits Prior To Today: _4*1

Galt Training

RT Code

Units RT Cods Description

RT Code Description

A001 PT Eval 7010 A\Iasopneumatlc Device

A002 PT Re Eval G001 Uitrasound \ i Traction Mechanical
AQD3 OT Eval B001 Manual Therapy ) Custom WHFO Statlc
ADD4 QT Re Eval coo1 Theraputlc Activities Gustomn WHO Statte
F003 HPI(‘;P f co02 Neuromuscular Re-Ed custom WHFQ Dynamic
F004 sjim Unattend C003 Therapeutic Exerclse [ Custom HFO Statlc

Additional Treatment Codes

ot et
. PAU SCALE 10

0

TherapisT/ CREDENTLALS

LICENSE NG.

Dulberg 007648
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10693
07-23-12 02:46pm

TREATMENT ENCOUNTER NOTE

Patient Information
Account #: 0042000185 Co - Pay: OR Go - Insurance:
Name; Dulberg, Paul Injury # _001 Dx: 8400 Open wound of forearm, wiout
payor Code: 00001 Payor Name: Patient Responsibility Financial Class: SELF
Appointment Detall

piscipline: _OT Tx Time in: Units? o
Tx Time Out: Total Time Based Time! o ————
Total Treatment Time: i _

mﬂ
s T L B
i e TTTE—
s, Therepy I memwaro s |
e memwiosste |
I ey Fe-ed e emwro s |

ﬁlm Gustom HFO Statls -

Therapeutic Exercisa

07 /23 /12 # Visits Prior To Today: 40  of _40

Date:

PAIN SCALE 0

a

LICENSE NO. J— ———
Dulberg 007649
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10693
07-19-12 11:43am

TREATMENT ENCOUNTER NOTE

Patient Information

Account #: 0042000185 Co - Pay: OR Co - Insurance:

Name: Dulberg, Paul Injury # _001 Dx: 88100 Open wound of forearm, w/out

e —e—

Payor Code: 00001 Payor Name: Patient Responsibility Financial Class: SELF

Appointment Detail

L vy L
Discipline: _OT Tx Time In: 92’ 24 Units: ___g___

- 350
Tx Time Qut: __ "¢ Total Time Based Time:
Date: 07 /19 /12 # Visits Prior To Today: 39 of 40 Total Treatment Time: . —
.
RT Code Descriptlon Unlis RT Code Description Units RT Code Dsscription Units
A001 FT Eval FD10 Vasopneumatic Davice Co05 Gait Training
AD0Z PT Re Eval G001 Ultrasound Foo8 Traction Mechanical
A0D3 OT Eval BOO1 Manual Therapy i HO03 Custom WHFO Statlc
AQ04 OT.Re Eval 001 Theraputlc Activities HO06 Custom WHO Static
FODJ PICP ﬁ Co002 Neuromuscular Re-Ed HDO5 custom WHFO Dynamic
Foo4 Estlm Unattend § C003 ‘Therapeutic Exercise ) HO18 Custom HFO Static

Additional Treatment Codes:
sopp: 0V s Tl sl st (o nond oo Aot L Can ingare 24N
(i (L//l\jﬁ'i ag ppa Dol IR Mo ads o g i LA ke A -
e bali g o (/D'rf\:,fx PN e 2, M’Trwu !/: /.

l\v/\,‘f\'; > 'IUS' J%”Iﬂ,df,/:;{i(—;f UF [MAAN At f‘l G f;,:;.‘;;v’,i’uz, o l;[ﬁ‘".: A !L/t//u.-»‘m'/ A ;“rd_ ¢ /g'wg'/{/

Do lade  SE|RAE mpdyin . E Y '

cz' e whins A 2o a{:f‘i of e L0 i ¢ A pangn noed ’ [k 1o el
{FH piangd S é_ f?/(/'g[‘mi‘n i’i,u(‘z/f’
{) . { £ £ .'/z."i.‘é/?l."‘.ﬂ/i_.g h) 'Lul”’/{:lf’ik/j I q{j:?»'\- {14‘ ’z,; ’i-;»"g . iﬁh’"}"/t}ﬂ,ﬂ, f.“s(; ({/\j:" & .//2»:?'1{;@-/1
Ol ithary_

) i

e

0 PAIN SCALE

+ /‘/ geti el
-G { ¥ i

JHERARIST / CREDENTIALS

LICENSE NO.

Dulberg 007650
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p7/16/2012 18:18

B473362676

DYNAMLL HRINY

| IS

10691
07-16-12 10:18am

TREATMENT ENCOUNTER NOTE

Patient Information

Acount # 0042000188 TR VA — OR Co«lnsurancel___
Narme: Dulberg, Paul - Injury # 001 DX 88100 Openi waund of forearm, w/out
Payor Code: 00001 Payor Name: Petient Rosponsibllty Einaneie) Class: SELF
Appointment Detail s
a2 ;
Dlacipline: _OT, Tx Time In: ['DO Unils: >

\4[5

Tx Time Ouk:Q_____\____

Tota! Time Based TIME! secmemamrer————"

Date; 07 116 112 # Vielts Prior To Today: 98 of 69 Total Treatment TINg; m————
RT Codo Doaoriptlon Units RT Godo __|Posaripflen Unlta | |RT Codo Dogcrlptian units
AQD1 BT Bual re1o Vosopnoumatia Dovics coad Gnlt TrANiNg
AGOZ PT Ro Hval GO0t Ultrazound B0 Traction M [
Aop2 AT Eval i 8001 Manual Tharspy HUo3 Curtom WHEO Jentie
AG04 QT Re Eval ool Thoraputla Activites HoOR Cuntom WHO Btatle
FO03 HEer =l Nruromuacular Ro.Ed Huss Cuatsrm WHFO Dynonne
TFena . _|Entim Unntiond AN NEET Fhernpouiiy Banreiae 7 Fio1g Cuvtom DFO fealle

Additional Treatment Codes:

SOAP:

il f:;;mﬂ < ;&%@E =

4

4y J

Wi Grii

S— /
el S
(Jidft b

THERADIZT/ CREDENTIALS

LIGENAT NO,
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10693
08-04-12 11:07am

TREATMENT ENCOUNTER NOTE

Patient Information

Account #; 0042000185 Co - Pay: OR Co - Insurance:

Name: ODulberg, Paul Injury # 001 Dx: 88100 Open wound of forearm, w/out

Payor Code: 00001 Payor Name: _Patient Responsibility Financial Class: SELF
Appointment Detall

o o0 ‘
Discipline: _OT Tx Time In: } Units: \-—5_ _
. ! § _
Tx Time Out: ¢ Total Time Based Time: .
Date: 08 /04 712 # Visits Prior To Today: 37 of 32 Total Treatment Time! . —

RT Code Description Units RT Code Deseriptlon Unlts RT Code Description Units

A001 PT Eval FO10 Vasopnaumatlc Device Cco05 Gait Tralning

A002 PT Re Eval Goo1 Ultrasound } FODB Traction Mechanlcal

A0D3 OT Eval BOD1 Manual Therapy / HODO3 Custom WHFO Static

AC04 OT, Re Eval cooe1 Theraputic Activities HO06 Custom WHO Static

Foos -op (|HPEP J] €002 Neuromuscular Re-Ed HO05 Custorn WHFQ Dynamic

Fo04 ~  JESstim Unattend c003 Therapeutic Exercise — HO18 Custom HFQ Static
Additional Treatment Codes:
SOAP:

T Pioml o Z@%&‘}ﬂ&w&
)

PAIN SCALE 10

0

THEAABIST / CREDENTIALS

LIGENSE NO.

Dulberg 007652
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10693
05-31-12 02:12pm
TREATMENT ENCOUNTER NOTE

Patient Information

Account # 0042000185 - Co - Pay: OR Co - Insurance:
Name: Dulberg, Paul injury # _001 88100 Open wound of forearm, wiout
Payor Code: 00001 Payor Name: _ Patient Responsibility Financial Class: SELF
Appointment Detal

T . ’:";' £ i

Discipline: _OT Tx Time In: 1_‘_\5 8T Units: \‘i
¢ Time Out:__ /&0 i i
x Time Out. o Total Time Based Time: ——————
Date: 05 /31 /12 # Vieits Prior To Today: 36 __ of 32 Total Treatment Time: . ————

RT Code Description Units RT Cods Description Units RT Code Description
A001 PT Eval F010 Vasopneumatic Device Cog5 Gait Training
AOD2 PT Re Eval G001 Ultrasound f FoO0B Traciion Mechanical
A003 OT Eval B0O01 Manua) Therapy [} Hoo3 Custom WHFO Static
ACO4 OT Re Eval <001 Theraputic Actlvities HO06 Custom WHO Statle
Foo3 { HPR/CP i co02 Neuromuscular Re-Ed HODS Custom WHFO Dynamic
F004 [Edtim Unattend C003 Therapeutic Exerclse HO1E Gustom HFO Statle

Additional Treatment Codes:
SOAP: S0 s, Gnediciani Agcn uﬂrb S s -i-r Vo laslamiens e

e Con b oun Voo Mo Unas k. J;M‘ pm o il (e (s dr iy
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10693
05-25-12 08:18am

TREATMENT ENCOUNTER NOTE

Patient Information

Account # 0042000185 Co - Pay: OR o - Insurance:

Name: Dulberg, Paul Injury # 001 Dx: 88100 Open wound of forearm, w/out

Payor Code: 00001 Payor Name: _Patient Responsibility Financial Class: SELF
Appointment Detail

FEPRINT gy
Discipline: _OT Tx Time In: __4¢° Units: . %
aYT, :
. Ve
Tx Time Out: (¢ Total Time Based Time:

Date: 05 /25 (12 # Visits Prior To Today: 35 of _32 Total Treatment Time:

RT Code Desarlption Units RT Code Descriptlon Units RT Code Description Units

A0 PT Eval | |FD10 Vasopneumatic Device C005 Gait Tralnlng

A0D2 PT Re Eval GO01 Ultrasound f F008 Traction Machanical

A0D3 OT Eval BOO1 Manual Therapy [} HOO3 Custom WHFO Static

AQ04 OT Re Eval C001 Theraputic Activitles HO0& Custom WHO Static

FOO03 HP/CP ! con2 Neuromuscular Re-Ed HOO5 Custom WHFO Dynamie

F004 Estim Unattend C003 Therapeutic Exerclse £ HOD18 Custom HFO Static
Additional Treatment Codes:
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10693
05-24-12 09:48am

TREATMENT ENCOUNTER NOTE

Patient Information

Account # 0042000185 Co - Pay: OR Co - Insurance:
Name: Dulberg, Paul Injury # 001 Dx: 88100 Open wound of forearm, w/out
Payor Code: 00001 Payor Name: Patient Responsibility Financial Class: SELF

Appointment Detall

Disclpline: _OT Tx Time In: //*ABC"" Units: L

e
il . L« 30 .
Tx Time Out: /- 20 Total Time Based Time:
Date; 05 /24 /12 # Visits Prior To Today: 34  of 32 Total Treaiment Time:

RT Code Description Units RT Code Descriptlon Units RT Code Description Units

A001 PT Eval FO10 Vasopneumatic Devics COo06 Gait Tralning

A002 PT Re Eval G0l Ultrasound 7 Foo8 Traction Mechanical

A0D3 OT Eval 8004 Manual Therapy £ +Hoo3 Custom WHFO Static

A004 OT,Re Eval C001 Theraputic Activities HO06 Custom WHO Static

F0O03 [ﬂ'}j}bP i co02 Neuromuscular Re-Ed HoO0& Custom WHFO Dynamic

FDO4 Estim Unattend €003 Therapsutic Exsrcise 7 HO18 Custom HFO Statlc

T
Additional Treatment Codes:
< 7 L ; ; f ) },v Ty N
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10883
05-17-12 11:25am
TREATMENT ENCOUNTER NOTE

Patient Information

Account # 0042000185 Co - Pay: OR Co - Insurance:
Name: Dulberg, Paul Injury # 001 Dx: 88100 Open wound of forearm, w/out
Payor Code; _00001 Payor Name: _Patient Responsibility Financial Class: SELF

Appointment Detall

PN .

IR TN . 7 -
Discipline: 0T Tx Time In: /02 el Units: A

f C o A ) i
Tx Time Out: .,!__',@_’C Total Time Based Time: -
Date: 05 /17 /12 # Visits Prior To Today: 33 of 32 Total Treatment Time:

RT Code Description Units RT Code Description Uriits RT Code Description Units
A001 PT Eval FO10 Vasopneumatic Device G005 Galt Training
ADO2 PT Re Eval G009 Ultrasound / Fous ‘Tractior Mechanteal
A003 QT Eval B001 Manual Therapy ) H0O3 Custom WHFO Static
A004 OT Re Eval G001 Theraputlc Activilies HO06 Custom WHO Static
F003 'HR/CP ! Cc002 Neuromuscular Re-Ed HOOS CGustom WHFD Dynamic
F004 Estim Unattend Coo3 Therapautlc Exercise HO18 Custom HFO Statlc

Additional Treatment Codes;
SOAP:_ & (i
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10693
05-15-12 10;22armn
TREATMENT ENCOUNTER NOTE

Patient information

Account #; 0042000185 Co - Pay: OR Co - Insurance:
; ound of forearm, w/o
Name: Pulberg, Paul Injury # _001 Dx: 88100 Open wound of forearm, w/out
Payor Code: _00001 Payor Name: _ Patient Responsibility Financial Glass; SELF
Appointment Detall
Discipline: OT Tx Time In: /[J LaC Units: )
Tx Time Out: _/ o2 j’% Total Time Based Time:

Date: 05 /15 /12 # Visits Prior To Today: _32  of 32 Total Treatment Time:

RT Code Description Units RT Code Descripiion Units RT Code Description Units
AD01 PT Eval FO10 Vasopneumatic Device Co05 Gait Tralnlng
A002 PT Re lval G001 Ultrasound [ Fo08 Traction Mechanical
A0D3 OT Eval B001 Manual Therapy | HOO03 Gustom WHFO Static
A0D4 OT Re Eval . C001 Theraputic Activities ) HO0® Custom WHO Static

F0O03 RHPICP !. cooz Neuromuscular Re-Ed _ HDO& custom WHFO Dynamic
F004 Estim Unattend coo3 Therapeutic Exercise A Ho18 Gustom HFO Static
=

Additional Treatment Codes:
SOAP: G YAl Xt 4 han ) el el wilpr T !"‘“ﬁ 1y ,"
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10693

05-10-12 01:3
TREATMENT ENCOUNTER NOTE

Patient Information

Account #; 0042000185 Co - Pay: OR Co - Insurance:
Name: _Dulberg, Paul Injury # 001 Dx: 88100 Open wound of forearm, w/out
Payor Code: 00001 Payor Name: _ Patient Responsibility Financial Class: SELF

Appointment Detail

) - "‘) ETA . .;
Discipline: _OT Tx Time in: &N 2 Units: _;é_{____

ap ! -:}‘; ~

Tx Time Out: e/« &G

Total Time Based Time:

Date; 05 /10 /12 # Visits Prior To Today: 31 of _32 Total Treatment Time:
RT Cods Description Units RT Code Description Units RT Code Description Unlts
A001 PT Eval Fo10 Vasopneumatic Device coos Gait Trainlng
A002 PT Re Eval G001 Ultrasound Fo08 Traction Mechanical
A003 OT Eval BOD1 Manual Therapy HOO3 Custom WHFO Static
AD04 QT.Re Eval €001 Theraputic Activities HO08 Custom WHO Statlc
F0o3 FigicP ] co02 Neuromuscular Re-Ed HOOB Custom WHFO Dynamic
Foo4 |Estim Unattend C003 ‘Therapeutic Exerclse o HO18 Custom HFD Static
e
Additional Treatment Codes:
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10693
05-07-12 08:06am

TREATMENT ENCOUNTER NOTE

Patient Information

Account #; _0042000185 Co - Pay: OR Co - Insurance: o
. wound of forearm, w/cut
Name: Dulberg, Paul Injury #: 001 Dx: 88100 Open wound of fore
Payor Code: _00001 Payor Name: Patient Responsibility Financial Class: SELF
Appointment Detail
Discipline: _OT Tx Time In: g, Units: .
)
Tx Time Out: _f ( i Total Time Based Time:
Date: 05 /07 /12 # Visits Prior To Today: 30 of _ 51 Total Treatment Time:
RT Code Description Units RT Code Description Unlts RT Code Description Unjits
ADO1 PT Eval FO10 Vasopneurnatic Device Co035 Gait Tralning
A002 PT Re Eval [elilig] Ultrasound ( Foos Traction Mechanical
ADD3 OT Eval B001 Manual Therapy ‘ Ho03 Custom WHFO Static
A004 OT Re Eval G001 Theraputlc Activities H008 Custom WHOQO Statin
F003 HPICP f co02 Neuremuscular Re-Ed Ho05 Custor WHFO Dynamic
F004 Estlm Unatiand C003 Therapeutic Exerclse 5 HO18 Custom HFO Siatit -

Additional Treatment Codes:

e o o T 7
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10893
05-04-12 07:49am

TREATMENT ENCOUNTER NOTE

Patient Information

Account # _0042000185 Co-Pay, .

Name: Dulberg, Paul injury #: _001

Payor Code; _00001 payor Name: _Patient Responsibility

OR

Co - Insurance:

88100 Open wound of forearm, w/out

Financial Class: SELF

Appointment Detail

Tx Time In: /( PR

Tx Time Out: { ( ks

Discipline: _OT

Units: i__

Total Time Based Time:

Date; 05 /04 /12 # Visits Prior To Today: 29 of _51 Total Treatment Time:
RT Cade Description Unlts RT Code Description Units RT Code Description Units
A001 PT Eval F010 Vasopneumatic Device C005 Galt Trainlng
A002 PT Re Eval i o G001 Ultrasound iy FODB Traction Mechanical
ADD3 OT Eval B001 Manual Therapy { ¢ 3 |{Ho03 Custem WHFO Statlc
A004 OT Re Eval . coo1 Theraputic Activitles T H008 Custorn WHO Static
F003 HP/CP i/ ©002 Neuromuscular Re-Ed . HOoD5 Custom WHFO Dynarmlc
F004 Estlm Unattend Co03 Therapeutic Exercise Fi} HO1B Custom HFO Static
Additional Treatment Codes:
. < ~3 . S : o :
SOAP: A D P~ Coaaan K {/ e f//f Lo Sl b
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10633
05-02-12 08:58am
TREATMENT ENCOUNTER NOTE

Patient Information

Account # _0042000186 Co - Pay: OR Co - Insurance!

Name: _Dulberg, Paul Injury # _001 Dy 88100 Open wound of foreaim, w/out

Payor Code: _00001 Payor Name: _Patient Responsibility Financial Class: SELF

Appointment Detail

Qs L
Discipline: _OT Tx Time In: //?’:V“ Units: _5_7

1 . LV N )

Tx Time Out: L_“H:_ Total Time Based Time: o
Date; 05 /02 /12 # Visits Prior To Today: 28 of _24 Total Treatment Time:

RT Code Description Units RT Code Description Units RT CGode Description Units

A00 PT Eval FO10 Vasopnsumatic Device caos Galt Trainlng

A002 PT Re Eval Goo1 Ultrasound I Foos Traction Mecharnles]

A0D3 OT Eval B0O1 Manual Therapy i HOoD3 Gustom WHFO Stat'c

A0D4 OT Re Eval C001 Theraputic Actlvitles )} HODE GCustom WHOQ Static

Foo3 FHP/CP 1 coD2 Neuromuscular Re-Ed HoDE Custom WHFO Dynamic

F004 Estim Unatiend C003 Therapeutic Exerclss 7 Ho18 Custom HFO Static

Additional Treatment Codes:
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