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CODE DESCRIPTION
**%250 PHARMACY
000196 CEFADROXIL MONOH 500MG, CAPSUL
002870 HYDROCODONE~AC 10-325MG, TABLE
000630 BUPIVACAINE HCL 0, 0.25%,30 M
AREA TOTAL
*E*258 PHARMACY IV SOLUTIONS
012251 SODIUM CHLCRIDE 0,9% 1000ML IRRIG
AREA TOTAL
*RRQTD STERILE SUPPLIES
012458 TRAY LACERATION
AREA TQTAL
*HREID0 RADIOLOGY
010138 FOREARM XR
AREA TOTAL
*h k4 50 EMERGENCY DEPARTMENT
012004 REPAIR SIMPLE 12.5 CM
019283 ED LEVEL III
AREA TOTAL
*hkE36 QUANTIFIED DRUGS
003507 DIPHTHERIA-PERTUSSIS-TE, .5 ML

AREA TOTAL

TOTAL CHARGES

TOTAL PAYMENTS/ADJUSTMENTS
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225.00

271.25
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CODE DESCRIPTION QTY
250 PHARMACY 53,00
258 PHARMACY IV SOLUTIONS 184,00
272 STERILE SUPPLIES 125,00
320 RADIOLOGY 225,00
450 EMERGEN(CY DEPARTMENT 581.25
636 QUANTIFIED DRUGS 155.50
TOTAL CHARGES 1,223,775
TOTAL PAYMENTS/ADJUSTMENTS 0.00
1,323.75
L,323.75

0.00



Northern Tllinois Medical Center TAX ID# 362338884
4201 Medical Center Dr
McHenry, IL 60050
(815) 338-2544

F/CLT P/T:EDB
DULBERG, PAUL R 11179-00323 06/28/11 06/28/11 1
APIWAT W FORD
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CODE DESCRIPTION QTY
Total Charges:
250 PHARMACY 53,00
258 PHARMACY IV SOLUTIONS 184,00
272 STERILE BUPPLIES 125,00
320 RADIOLOGY 225.00
450 BEMERGENCY DEPARTMENT 581,25
€36 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 1,322.75 0.00
Payments c.o0¢C 0.C0
adjs/Refunds 0.00 0.00
Balance Transfers 0.00 0.00
Balance Due 1,323.75 0.00
Third Party Excess 0.00
Accgount Balance 1,323.75
1,323.7%
1,323.75
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GCantegra Notthern HHlinols Madical Center

#
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+ C@ﬁﬁegm Hea Ith Sysvt-em 4201 Medical Center Drive
McHenry, L. 60050
815-344-5000

State of Iflinois -~ )
) 88

County of McHenry )

CERTIFICATION

The afﬁants bcmg duly sworn, do hereby state and certlfy that

1. Vicki Wheaton is employed by Centegra Health System ag Director of the Health Informatmn
Services,

2, Viclki Wheaton, as part of her employment duties in Medical Récords Department, is authorized

bythe hospital to certify and/or testify concerning the hospital’s medical record-keeping
procedures, including customary practices and the completeness accura.cy, and/or authenticity of

any ongmal or copy of a hospital medlcal record

3. The documents enclosed are medical records made in the regular course of the basiness of
Centegra Health System and that it was in the regular course of such business to make such
records, at the time of the act, transzction, coclirrence, 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 our possessmn responsive fo the subpoena under Whlch the

. documents are being released.

&k Lo Mﬁdﬁ)’\ P«H‘I

Subseribed to and sworn before me this mk' Wheaton, REIT

/ S-dayof , abLlD. Director, HIS
M % Centegra Health System

A A L P A P P R

3 OFFICIAL SEAL 8
1 SUSAN HENN . g
} NOTARY PUBLIC - STATE OF LLINOIS §
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Contegra Northern lllinois Medical Center
' 4201 Madlcal Center Drive
McHenry, IL 60050
(816) 344-5000

Patient: PAUL DULBERG, Med. Rec. #: BOO0O109381, Visit#:
81117900323, Date: 06/28{2011 Time; 17:02

Home Care Instructions

IMPORTANT: Wa examined and treated you foday cn an emergency basts
only. This was nol a substitute for, or an effor| 1o provide, complete medical
care. Inmost cases, youmust letyour doclor check you again. Tallyour doctor
about any new or lasting problems. We cannot recognlze and treat all injurles
orilinesses in one Emergancy Deparimant visit, If you had special teste, such
as EKG's or X-rays, we will review{hem again within 24 hours. We will call you
if there are any new suggestions, Youwere freated foday by: Ford, Apiwat W..

Aftacyour visH to our Emergency Deparimyerf, vou mayrecaive a survey[n ihe

mali. We wan fo be sure we have giver vou very good care and we ask that
you please (il out the survey end returs d In the mai,

After you leave, please follow the instructions below,

Thig Information Is About Your Foliow Up Care

Callas soon as possible to make an appoiniment to $ee yourdocter In 10 days
for suture removal: You can reash your doclor by calling their ciinic phone
number.

Please relurn fo the Emargency Cepartmant In 10 days for suture removal if
you wolld prefsr io have the sutures ramoved in tha ER. We do racommend
that you follow-up with your Primary Care Physician but you can returmnto the
ER for removal of your stitches if you choose..

This Information 13 About Your Hiineds and Diagnosis

WOUND CARE (with stitches)

Your wound was closed with stitches, These are small threads that keap the
skin closed to help Rheal. You have Jinternal and 11 external stitches, These:
should be removed in 10 days,

At home, please follow thesa Instructions:

«  Wash your hands before touching the dressing or wound.
Keap the wound clean and dry.

.+ Afler 2 days, wash the wound gently with warm watarand soap. Pat it dry.

Put a light drassing on it If it rubs or there is drainage.

Call your doctor if:

+ you have redness, pain, or swelling in the area of your stiiches.
+ your wound drains pus.

» your stilches coma oul befote your wound is healed,

* you have any new of bolhersome symptoms.

This Is Information About Yaur New Medications - Start taking as
prescribed.

HYDROGODONE and ACETAMINOPHEN (Vicedin, Vicodin ES, Lordab,
Lottab elixir, Zamicet, Norco, Zydona, Anexsia, Anolor, Bancap HC)

Take this medicine by mouth with food in the followlng dose: one
10mg/328mg tablet evary 4 to & hours if needad for pain. Do not take more
than as directed per day (24 hours),

This Is a mixtue of modicines thydrecodons and acetaminophen) used fo
relieve moderate to severe pain, This medicine may be used for other
reasons, as prescribed by your doctot.

Side offects may inciude:

+ sleaplness or dizziness

+ upset stomach, nausea or vemiting

+ constipation

Other side effacts may occur, but are not as common. Alleray woild ghow
up as: rash or itching, faclal orthroat swelling, wheezing or shortness of
breath. This medicing can be hablt forming if usad for a long period of tims,

Follow these instructions;

+ Never take more of this medicine than prescribed, Teo much
acataminophen in your hody can cause liver damage.

+  Read the labels of non-prescription medicines before taking them, Many
contaln acetaminophen. To avoid an overdoss, do not {ake any other
madicines that contaln acetaminophen.

+ Talk to your doctor or pharmacist bafore taking medicines for sleap, cotds
or allargies, Severe drowsiness may oceur,

+ Do not share this medicine with others as this medicine is a
controdlod-substance, Sharing this medicine with others Is agalnst the
law.

+ To avoid conslipation while taking this medicine:

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

+ Include extra fiber In your diet,

» Exerclse dally.

+  Watch for signs of dependenca:

+ feeling ihat you "cannet live without this medicina".

+ you need more of this medicine than befora to got the same
rellef.

* Do not drink alcohol, drive or operate machinery until you know how this
medicine affects you.

» Store this mediclne away from heal, molsture or diract fight,

+ Ifyou are laking this on a regular schedule and youmiss a dose, fake it as
800N as possible, If it s almost time for your naxt dose, skip the missed
dose and refurn fo your regular schedula, Da not double the doses,

+ Talk with your doctor before taking any ather medic¢ines (including
vitamlns and hgrbals) as you may require additional monitoring.

Call your doctor if you have:
. any sign of dependanca or allergy.
increased paln not helped by the pain medicine,
slow, woak breathing.
sejzures,
slow or irregular heart beat.
a yellow-toler 1o your skin or eyss, or dark urina,
stomach pain.
unusual or extreme tiredness.
any new of sovare symploms,

*« ® ¢ = & = 2 & @

CEFADROXIL {Duricef)

Taka this medicine until gone inthe following dose: 500 mg by mouth 2 fimes
a day for § days.

Portire-Eopricted g7 B VIDE R ARE Corporation Page 1 of 2
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Centegra Northarn fiinois Medical Center
4201 Madica!l Center Diive
McHanry, il 60050
(815} 344-5000

Cufadroxii Is an antiblotic used to treat Infactions caused by baclerla,
Antiblotics kill bacteria or prevent tham from growing Inglde your body. This
medicine may be used for other reasons, as prescribed by your doctor,
Side effectas may Include:

+ diarrhea

* upset stomach, neusea or vomiting

s hasdache

Otherside effecls may oceour, but are notas commen. An upsét stomach Is not
a sfgn of allergy. Allargy would show up as rash or ltching, faclal or throat
swelling, wheezing or shortness of breath,

Follow these Instructions:

«  Space your medlcine doses evenly throughout the day, This medicine
works best if thace Is a constant amount In your blood.

+ Take this medicine with food e avold an upset stomach,

+ Swallow the capsule and latilet form of hls madicine whole with a full
B-ounca glass of water,

* Fordiabetics, this medicine can cause falsa fest resuits whenesting your
urine for sugar. Talk with your doctor If you have questions,

+ Storethe tablet or capsule form of this medicine away from heat, molsture
or dirsct light.

*  Store the liquid form of this medicina in the refrigerator. Shake the liquld
wall before sach use,

« Ifyoumiss adese, take it as soon as possible. If it Is almest time for your
next dose, skip the missed dose. Do net double the doses,

+  TYalk with your doctor before taking any other madicines {inctuding
vitaming ant herbals) as you may require additional monitoring.

Call your doctor if you have;
¢+ any sign of allergy.
*  no improvement after you've taken ali the mediclne.
+ & selzure,
+ any slgn of a new Infaction {fever, general aches, chills, or unusual
{iradness or weakness),
ongolng nausea, vomlting or stomach pain,
white patches in your mouth,
women; itching in or change In dlscharge from your vagina,
inlammation (pain and swelling) Inyour intestine during treatment orup to
weaks after yoti've finished this medicine:

+ ongaing diarthea

+ stomach pain or cramplng

+ Dblood of mucus in your bowel movements
s any new or bothersome symploms,
SMOKING CESSATION

Smoking is the natlon's leading prevenlable cause of death. |t

significantly increases the risk of coronary haart disense, stroke and cancer.
In tact, more than half of all smoking ralated deaths in America each year are
from heart disease, slroke, or other cardiovascular diseases. The good news
is, thal one year after quitting, the risk of heari disense Is cutin hall, Afterfive
to fifleen smokg-frae years, the risk Is that of a person who never amoked|

. & & .

if you or someone you lave Is Interested In quitting, considar joining our
“Freedem From 8maoking “classes for adulls. Centegra Health System and
the McHanry Gounly Department of Health have parthared tagether{o bring
you an effectiva program that will help you quit smeking. Call
877-CENTEGRA, (877-236-8347) for more information regarding this
program, To speak with a counselor immediataly, caflthe llinols Tobacee lfna
at 1-866-QUIT-YES.

PAIN MANAGEMENT AFTER DISCHARGE:

A person may feel leas pain just by being In famfliar surroundings. Here are

some fraquently asked questions about your pain management:

* Whatcan!dotohslpmypain management? A parson's levetof relaxation
and thelranvironment can affect their pain, ifyou ara tired, over stimulated
(toomanyvisltors) are anxlous-about your diagnosis, ora 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. Partnerwith your heatth team for
your bast paln management.

+ Whal if the medication is not warking? Tell your health-care pravider;
physician, home health nurse, ete, You may nead a different dose or typo
of medicaton.

= Whalliflfeel I'm notgetting enough paln confrol? Talk to your physician or
home heallh nurse aboutlt, Togetheryou may be able to developaplante
prevant or ease your pain, Depanding on the cause of your pain, your
health-care provider may suggest exetcisa, use of heat/cold, massage,
repositioning, immobllization of the affected part, er distraction such as
miislc or rest.

« There are other malhods of pain management. Lat your health-care
provider assist you in finding the best one for you.

Weight management |s one step to help malntain a healthy lifeatyla. For
certain madical problems, such as congestive heart fallure, weight
should be monltorad daily,

YOU ARE THE MOST IMPORTANT FACTOR IN YOLR RECOVERY.
Fallow the above instruclions carefully. Take yaur medicines as prescribed.
Most Important, sea a doclor again as discussed,

Ifyou haye problems that we have not discussed, or your problem chanaes ot
Qets worse, Gall or visit your doctor right away, If vou cannot reach your
doctor, relurn to the Emergency Depariment Immediately,

Ceantegra Health System s very concerned about your safely and well baing.
Ag part of our efforts lo abways provide very good care, any madications you
received during this visit wera raconciled with medication you are currantly
laking. This reconcilfation was based on the Information you ar your
representative provided regacding your current medications and allergles.

" have received thlg information and my questions have been
angwared, |have discussed any [+ Iengas {500 with this plan with the
n LY

nurse or phﬁl

T PAUL DULBERG ?&nsmle Parson
PAUL DULBERG or Responsible Pefstin has received this Information and
talls me that all q»eli::?m,)ave ‘bﬁ %

Wv Staff Sign;lura
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GENERAL CONSENT AND ACKNOWLEDGMENT

Account Number/Effective Date:

WWW

1117900323
DULBERSG, PAUL R
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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, radi
surgeons, obstetriclans, consultants, nurse practitioners, physician assistants
other specialists) may participate in my care as deemed necessary,

I agree {o follow the Patient R
personnel in my care and treatment,

ent to the customary examinations, tests,
that independent professionals (such as

ologists, anestheslologlsts, pathologists,
, certified registered nurse anesthetists and

ﬂ

ghts & Responsibllities of CHS and to participate/ with independent professionals and CHS

* I understand the pragtice of Madicine Is not an exact science and, therefore, no guarantess have been made regarding
the likelihood of success or outcomes of any diagnosls, treatment, test, surgery or examination performed at CHS,

- 1 understand this General Consent and
S where | receive care.

I PATIENT ACKNOWLEDGMENT OF INDEPENDENT PHYSICIANS
nitlals :

Acknowledgement will remain in effect for this eplsode of care and will be provided

e language in this Consent guides and controls all other forms and consents | may sign durlng my
ith Centegra Health System and any inconsistencles shall be interpreted consistent with terms of this document.

| 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 permitted to use Its facllities for the care and treatment of their

patients. They include but are not limited to, my attending physician, on-calf:physicians,
radiologists, anesthesiologists, pathologists, surgeons, obstetricians, consuliants

cerlified registered nurse anesthelists and other specialists. My declsion to seek
or advertisement of the independent professionals and | understand they are not

lan, surgeon, or other independent professional services and
independent professional. | have read and understand the abowv.
o sign on the patient's behaif,

PATIENT ACKNOWLEDGMENT OF INDEPENDENT SERVICES

{nitlals
During the course of my hospital stay, my physician may determine | require ca
request care at an alternate facllity. | acknewledge that all fransportation servicss
another facility are provided by an independent third party and | will receive a sepa
for which ! may be responsible.

USE AND DISCLOSURE OF HEALTH INFORMATION

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 2 separate bill
g terms and confirm | am the patient or am

re 8l another medical facility, or | may
provided in connection with my transfer to
rate bill directly from the service provider

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

| 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 Practic

diagnosis and for diagnostic treatment of mental heatth/ developmental disabilities
Acguired Immune Peficlency Syndrome (AIDS/ HIV),
. if 1 refuse te elfow disclosure of my health information to proce
onsible for all costs incurred hy me for treatment. | agree to release
from any liabillty that may arise from the use or disclosure of my healih

PICTURES/IMAGES

lnitials -
| understand photographs, videotapes or other Images may be taken to docum
CHS andfor by the i

these materials which are in possession of CHS upon written request. It is my responsibllity to conflirm if such photographs,

P
videotapes or other images have been taken. | understand images Identifying me wi

or with my written authorlzation, PRINTED BY: MRVO127

06/14/2012

ADG10000-00 01/07 01/08 10/08 04/08 NT AND ACKNOWLEDGMER

DATE
“3CNTG* GENERAL CONSE

Page 1 0f 2

&

without obtaining my consent. | fully understand that the use or disclosure of my hd

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

$8 my insurance clalm, [ may be

and hold harmless CHS, its agents, and
information,

t my care. These Images may be kept by

et
ndependent professional involved in my care. | understand | he.Lave the right to view or obtain copies of

il only be released as allowahle under law

]
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e RELEASE FROM LIABILITY FOR VALUABLES
nitials

~4.i‘r 03/18/1570
£972011 B 000DLOg3AL
9

I understand my belongings are my responsibility and | have been advised toisend any items of velue home, | release

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

PATIENT PRE-CERTIFICATION RESPONSIBILITY

afes or lockers are available at the

I understand | am responsible for the notification to my insurance company td obtain authorization before service Is

rendered. | further understand that If | do not pre-certify | may incur a reduction
which | will be liable,

ASSIGNMENT OF BENEFITS! AGREEMENT FOR PAYMENT

I hereby authortze payment to be made directly to CHS and ta the independent
otherwise payable to me. | understand | am financially responsible to CHS and irj
incurred. Patient "out-of-pocket” amounts will be requested prior to or upon disch
payment, CHS shall be entitled to the right of recavery of all coffection expenses,

- attorniey's fees for the purpose of securing payment. It is further agreed that any
other. account owed CHS by the guarantor/responsible party, or any open accoun

PATIENT INFORMATION OFFERED

3

or loss of paid benefits to the hospital for

professlonal{s} for all insurance benefits
dependent professionals for all charges

arge. In the event of default ar non- .

ncluding court costs and reasonable
redit balance may be applied on any
for histher dependent famity.

e Patlent Rights/Responstbllifies .. . ... .. If No, Explain: _
s Advance Directive Information ... ... .. If No, Explaln; _
« Nolice of Privacy Practices. .. ... ..... H No, Explain;

. o .Fatlent Billing Information ........... If No, Explain:

PATIENT CERTIFICATION

By slgning this General Consent and Acknowledgement Form, | acknowiedge | hg
contained in this form and accept its terms. | also acknowledge | have received o

INPATIENTS ONLY:

TRICARE (Military) tnsurance PATIENTS Yes, | have received TRICARE “lmp

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

artant Message"

VO~ 8 Q@w M/

Patlent/. orized Person Relationship
™

Withess

,
patient has Informed me he/sha fully understands and

agrees to the terms set ou

; have interpreted/transiate

d the above forin to the patient. The
1 in this consent form.

Interprater/Translator {Please Print Name) Language

PRINTED BY: MRV0127

GERERAL. CONSEND AHR ARKNCWLEDGME
Page 2 of 2

Intarpretatlon/Translation Provider {Company nama or

Relatlonship to Patlent)
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MCHENRY IL 60051-7918 +*MCHENRY CNTY, MCHENRY T, 60050
PREVIOUY NAHE
DARARTCHN HARIE ANG ADORE 63 GUARAN TOR EMPLOVER
DULBERG, PAUL R SHARP PRINTING
4606 HAYDEN CT (847)497-4250 o 4606 HAYDPEN CT (847)497-4250
SELF SELF EMP
MCHENRY IL 60051-7918 CELL# MCHENRY I1L 60050
200 $EC WO 323-76-4001 PHI CONTACT: ¥
EMCAGENGY COMTACT 7 PELATIVE 1 ALLAIVE 1 EMPLOYER
DULBERG, HERBERT (847)497-4250
4606 HAYDEN CT *FATHER
MCHENRY IL 60051-7918
PHI CONTACT: Y
300 $EC NO
Ml EMERACENGY CONTACY 2 FATIENT ALTERNATE ADDRE¥S
DULBERG, BARBARA (847)497-4250
4606 EAYDEN CT +*MOTHER
MCHENRY IL 60051-7918
PHI CONTACT: Y
RUSCRUNCE, | NBURANGE 2
PAUL DULBERG/ACCIDENY 1 6010867
460% HAYDEN €T
JOHNSBURG IL 60051 DOB: 03718770 DOB:
ACCIDENT DULBERG, PAUL R
99999 9999999959
) (847)497-4280
WRAAHCE 3 WEURARGE 4
DOB# DOB;
RACHOMRCOMPLAN | ATTEMOING PHY BICIAN PRIAARY CARE PHYIICIAN
ER FORD, APTHAT W SEE, FRANE
CANAENT AL 19 Ey SCIAR ADDITHOMAL SHYINCUN
EQRD ARPTRAT ¥
STN: KRA
PRINCIPAL DIAGNOSIS

COMPLICATIONS AND COMORBIDITIES

PRINCIPAL PROCEDURE & DATE

COTHER PROCEDURES & DATE

L

| CERTIFY THAT THE NARRATIVE DESCRIPTIONS BFTHE PAINEIPAL'AND SECONDARY DIAGNOSES & THE

MAJOR PROCEDURES PERFORMED ARE ACCLIRATE AND GOMPLETE TG THE BEST OF MY KNOWLEDGE

SIGNATURE MO DATE




Northern 11Tinois Medical Center NIMC Radiology
Patient Name: DULBERG, PAUL R
Account Number: B1117900323

Noerthern I11inois Medical Center

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

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

FINDINGS: This exam consists of two views of the right forearm
which demonstrate deep laceration on the ventral
aspect of the mid forearm as best visualized on the
Tateral view. No fracture or radiopaque foreign body
is identified. '

ool Apiwat w. Ford, D.O.
Donald R Kennard, M.D.
Frank Sek, M.D.

Electronically Authenticated
Donald R Kenpnard, 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
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DATE 12/08/2011
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B1117800323
DULBERG, PAUL R

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

00G0 109381

Centegra Hospital-McHenry

- EMERGENCY ADMISSION ASSESSMENT

TIME TRIAGED: BROUGHT BY: MODE OF ARRIVAL | TREATMENT PTA T8Jatiant Band applled
TIME TQ TR ENT AREA, [ Seff I Relatlve Mwe Oke [ Elovate 1 Hand Off Gommunication
ED BEDRH l g 0 Police riend 3 Streicher oo2 Bland applisd
EXPRESS BED {1 Cther [ Carsied owN 1 Securlty wateh
Es: (3107 405 S«Q‘\; Ambuiance: 01 Walked 1 Meod;
Primary Physician; N Time of Injury:
Helght=S) < “Welght L \a S - GCSA S RIS 2. Braar 1S rtls 47 Mspo AV t\roomair 15, Fam Tavols b~ VO
Chlef complaint/reason for visit: _S %o s Cdnadiasonvwe us - Ry  anew,
AT v S SR N S NS clo . ™y
Triage RN TN SN
CURRENT MEDS [NQenies ALLERGIES "BWNKA o\ ] REACTION

Medications. et e

Food:

Othar: [ Latex O Dye

Meds roviewad by:

Residence:[] Pr!vai;"ﬂl Family [ Alene D Nursing heme [ Group herna

Language barrier O Yos

CrisistSociat Worker £ Nolified:

!nterpralér Nama/ATT Number:
Do you feel safe at hama? ", Yes 3 No Is there anyone In your [ife that threatens, Intimidalos or harms yout in any way? C]Yes

o

£ Cther:
R

1 Hare; O DNR  Resources called: ime:
Yes Yes Yes Yes Yes
o | O Auteimmune 0 Qemantiaf Alzheimer's 0] Headaches! migraines ] Pressure Ulcer 0 infectlows diseasos
5 {Zt Asthma 0O Endocring ) Head inj past 3 months [ Recent exposura O MRSA
Z O Back problems [ Gl prablems [1 Hyperansion 0O Reproductive problems O VRE
a 0 Bleod disorders [1GU Problems I MuscuteSkelatal problams [0 Respiratory preblems {J Chicken Pox
. [J Cancer [ Glaucema [1 Neuro problems 0 Seizures {] Moaslos '
§ O Cardiovascular [0 HEENT problems {1 PsyshoSeclal problents 01 Skin problems O Shingles
] [ CHF 1 Hoart murmur R 0 Vision problems O Strap Throat
+ | LMP; [ Normal ©1 Abnortmal 1 Cther;
8 | O Pregnant BNe  OUnsura Grava___Para __ Ab__ FHT __
% | Expandedisurgical history: b evenan . ShAC
s S
w
" Impianted medical device: 3 Pacemaker [ WV access D Eye [ Knea [ Hip 0 AKKCD O Othor:
T8 1 None Ever had a positive TB test? O Yes Do [J Seli-history of TB [ Famlly history of T8 I Gough O Fever
History 0 Bloody sputum [0 Welight loss [ Night sweals [3 Loss of appelita [ Fatigue £l Recent international iraval
{1 Denies signs & symptoms
Vaccine O Fu Tetanus O N.'A‘SLUp to date [0 »5 yoars OJ Unsure Pedlalric immunization [3 Up to date 00 No E3 Unsure

EDN10000-00 U7/08 10/08 D3/09 12/09 0X10
*IEDRN"

PRINTED BY: Sdgb4%a

DATE,
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Cantegra Hospital-McHenry

- CentegraHealthSystem

IV AR

B1117200323
DULBERG PAUL R

0319/1970
06/28/2011
0000109381
Mark drawing with number;
ADMISSION ASSESSMENT T Koo
Vi Z Ampqtation
Do you currently have pain?\S\Yes‘o}:_ {(1-10) T3 No Ifyas,ls it O Chronic. U1 New Dnset i S;"el:sd’i‘:‘"
Type of pain: O Burning 13 Dult Preseure [ Cramping O Heavy O Sharp O Achy & Bum g okt
[ Chher: 5. Bruise
Pain Scale used: 0 Wong Baker D FLACC (1 Numetle 7. Deformity
8. Fracture
ALGOHOK INTAKe: B Never [ Ogcasionally {1 DAILY 9. G5w
Type: Ampunt; Last Drink;_______ 1? Hematgrma
STREETIREC BRUGS S Nover 0 Occasionally O DAILY 12, bosaralon
Type: Amount: Last Usad; 13. Stab wound
Topacce HisTory: [ Never O OccaslonallyE@AlLY 14, Fareign bodly
Type: \ . ‘Aguunl Date Quit: 15, Pressure ukcer -
_ 16. Log ulcer
Neurological [0 NA Cargiac/Cireulatory: O NA Lung Sounds O NA R Gl/abdominal: T1 NA O Denies
LOG [ Yes [T No gglnk/tl Waref 0 Dry O Cool  Clear /gzﬁL ofi 1 Distended Kl Firm
,e? onscloys O Unconsgious Hot {1 Flushed O Diaphorstic  Ralas ] Nontender 13 Tonder
}dﬁlori Orlented X ‘% 01 Dusky 0 Ashen D3 Jaundice Wheezing o owel sounds: 03 Present I Absent
OCrying [ Lothargic T MAE (3 Pate O Clammy [ Cyanotic Rhonchi oo 0 Hypoactive {J Hyperactive
[ Surred speach RADIAL PULSES R ' Diminishad oo Last BM:
1 liritable Present A1 A Absent oo 0 Dlarrhea x Denlos
O Combalive Abseni 0o 0O Vomiting x _,_-, JA Denies
Puplls ONALIPERL R L PEDAL Present: ,{J/é EENT: ONA J Denios O Nausea O Yes “JANo
Reqctive aq Absent [ 0O VISUAL ACUITY [ NA Last oral Intake:
Sluggish 0o Cap Refill 228ec [0 22 Sec L R: Commants:
Fixed 0on Anrkle aderfia [ Yes [ Correction [1 No Correction
Nonreactive [ | Maonitor: Ear Draihage: O Yes O Neo Genito-Urinary: LI N Denios
Pupil size I Describe: URINARY O NA
AVPU  OA DV OPOU Respiratory @NA Eplstaxis: ONA R L [ Frequency [ Pain
GCe; _ D Distress [ Nona O Miid Controfled o o [ Hematurla O Incentinent
[ Mederate D Severa Uncontrolled o O 0O Unable to vold O CUD
FALL RISK ASSESSMENT 0 Stridor (1 Nasal Flaring THROAT: VAGINALIPENILE [ NA
C} Medically unsafe to be L1 Retractions [ Diff. swallowing [ Discharge [ Bloading
independently mobiie 1 Produetive cough: [ 0, spoaking Charactar:
[ Unaware or forgetiul [ Unproductive cough O Crooling Amount:
of physleal limitations
I3 Recent history of falls
AN . ¥E ANSWER INDICATES ENHANGED FALL RISk [ No risks neted
rai I
‘VA Y AVIN . 2if X o8 23 wr,

= zmmmmammmnmmmm
7 ,W A zr.smmv
wm'rma..-mammm”
m,m fw@mwm Loaze o
vy T ot ) X0 etk { IR 1Y
_,,.M_._ e lmmm&.. W
DL ety Bl o] o AL P o e o <

N /’I?\ [ 7
S~ A AL e

Associate Signaturefinitials: ku !g M&ﬂpj fz Assoclate Signature/lnitials;
GENCY ADMISSION ASSESSMENT
PRINTEE B s ' B s

DATE 12/08/2011
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Centegra Hospital-MsHenry
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'::CentegréHeaithSystem

© B1117900323
DULBEHG PAUL [
M 3M9/1870
06/28[201 1
Q000109381
ADMISSION ASSESSMENT
ME/DO NMO/IDO MD/IDO Medicat Imaging MDICO
Fime. Time’ fime. e
ims ime )
Lab MD/DO Lab MD/DC Lab MDIDO | MDIDO
Inllials Inisial Initial Initial
0 ABG DPTT 0 wound culture J T Spine
0 Amylase O RSV [w} 0 LS Spine
[ Blood Culiure £ Sallcylate . ] O Ulirasound-
Tl BMP O Spulum culiure 0 CT Scan-Brain
1 BNP O Sirep i 2 CT Scan-C Sping
0 CBC widif O Trichimonas 3 CT Scan-Chest
O CMPL, O Troponin O POC Other/Miscellaneous O CT Scan-Chest PE
0] B, Dimer I Tytanol ' [ns) 0 CT Scan-Abd/Pelvis
1 Digoxin Lavel 2 Type & screen 0 EKG Time Acquired 0 MRI
L ETOH O Type & cross Time Read . 00 FAST Scan
0 GC/IChlamydia of units (1 EKG Time Acquired L1 ED Preg Lid US
-0 Hepatic Panel 0O UA Time Read O ED Preg follow up US
0 HCG Qualitative 0 UafRafiex culture Medical Imaging 1 ED Pelvis Lid US
0 HCG Quantitative O Urine Culture [1 Chest PA/LaL C} ED Abd Acrlg LIS
O influenza Screen 0 Urine Drug Scraen O Chest Pori 01 ED Doppler pelvis
[ Lipase 0 Urine HCG O C-8pine 0O ED Vanous Duplx Ext
[l Pos OO Neg 01 POC ) "
D MRSA 12 Urine Dip O POC [0 X-Table U] ED Trauma trans echo
OPT Ol Wel prep O Pelvis 0 ED Trauma abd lid
...-—ﬂ "’"Q\"‘(""’LT A
MOD/DG e {
Qrder ORB Start Stop iV Solution & Amaunt Warm Additives Site | Cath Size Rale Amt Initials
Time & Time Time YiN infused
|nitialg
—L PwY. P P
Pt Hejght: S0 Pt Weight: /772 Allergies; m—- e
MCFD ]
ﬁnaef& oRkB Ti_me Stop Pain Medication/Order Dosage | Route Sile | Initials | Time Effacts Paln | initlals
R ?ﬂ’l:%}] Time ’% PV L arty, m S‘Cal? s A
. AT NURILZ (10 Lz W
Y i VI 7
| :
|
|
!
QO Td0.5ml [J Tdap 0.5mL M TT0.5mL Time: ___ Site;____RN:____ Lot# Exp Mir D VIg Glven

[ Nursing Assessment and Medication Reconciliation Reviewsd
O Vitals Reviewed

Tach: Initials: Tech: initials:

RN Initials: W Physician: m Initials;
RN:M Initials, D‘\‘}% Physician: Initials:
Rev 04/04/11

PRINTED BY: 5J350422

CATEMERGENGY ATBASEIGN ASSESSMENT
Page 3 of 4



Centegra Hospltal-McHenry

- CentegraHealthSystem

1O

B1117900323
DULBERG, PAUL R

M 41Y 03/18/1970
06/28/2011

0000709381
EMERGENCY ADMISSION ASSESSMENT
(Time Blood pressure | Pulse | Resp Temp 8po2 Q2 GC8 E/VIM | Monltor Intake Qutput
. I
- [
T
FoA
K i
i\
- o\
Orthastatic Lying: Sltting: Standing: ]
Trentments/Procedures:
1 Oy Therapy: 0 Intubaled [ Reapiratory treatmant Neb Tx: [J Cont Pulse Ox
[ Chast tube: 1 Time Out: 0 Eye irrigation: [ Eat irgation:
O NG tube # @ Charactar; O Gastiic lavage:
£ Lumbar punciure: O Time Out: [ Sea neuro assessmant sheol
C} Pelvic exam: Straight CathiCl)D @ ) Bladder scan Amount:
Bloed Glugosa valus: Time: By: I Continuous Cardiac Monitoring

Normal Valuos Age 60 or mare (80-99 mgrdl), 13-80 yr. (75-89), 1 mo.-13 yr, (60-89) Critical Value less than 48 or more than 400
Noimmal Value: Age newbarm to 1d (40-60 mg/dl) 1d-1 Mo. (50-98) Critical Value less than 40 or more than 200

Wound Care : é 0 Dressing:
Irigation: W N 3 Antibiotic
0 Seak: O Adaptic
wtiseptic Wash [ 4x4
Cthar; 1 Kling
O Tube gauze
[ Steristrip

leolation Type: 0 Burn dressing

I Ortho Care! 0 Crutches

[ lea Time: [ Cast {1 Patient's own crutchos

[J Elevate Tima: U Siing U Cruteh walking instrfret demo
0 Splint: O Tubi Grip O Velera Splint;

1 Knee immobilizer: [0 Postarior mold:

[J Sheuldar Immobilizer 1 Location:
1 Ace Wrap 1 Width:
0 8MV's aftor immebilization 0 Length:

DISPOSITION: %Homa O Jail D Nursing heme/EGC

0O Expired [3 AMA

[ Other fasifity;
Mode: O WIC ?ﬁ@afk O Carry O Ambulance!
O Giher:

LEFT WITK: €150l [ Family NabFriend 0 Potice
/\E;():scha;ge Instructions gjv
d@bischargo Pain Lavel: £
@mcha;ge by:

Disghasge Vita] Sians: &

O Inpatient [0 Observation 11 Surgical
0 Mede: Time:

CDER heldfrom ~___to

0O To unitfreom #

Accompanied by!

O Ne old char [1 Old chart in ED 1 Chard to floor
[ Discharge Pain Level: (0-10})
GCS: RTS;

Skin Integrity intact 0 Yes [1 No (sae documentation)

Initials:

EMERGENCY ADMISSION ASSESSMENT
PRINTED BY: $dgaibed

DATE

12/08/2011 ‘
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+«CentegraHealthSystem
EMERGENCY PHYSICIAN RECORD

Upper Extremity Injury )

A W SO

B1117900323
DULBERG, PAUL R
M 41Y 03!19/1970

DATE: TIME_/¥ 57 Clon serival
ROOM: __ EMS Arrival
EMS troatments ordered e
HISTORIAN: ﬁatienr spouse  paramedics
__HX/ __EXAM OMFTEDBY:
HPI
chief complalat:  Injury to: rlght { left

hand wrist =z (orean elbow  arm

shouldar collar-bone area
duration / accunred: ‘whete!
just prior to arrival homa school
today, neighbor's park
yesterday work street

LA A [ ——

sevarity of pain: a: worse / persistent since E
mild moderate savere | puln intermitient /losting_____ 1
sontoxt: fall blow  incised  crushed  burm

gsgociated s!mgtc@g: tingling { numbness distally________
ROS

suspectad FB (skin lac)  trouble braathing / chest pain 1
! power arms / legs : loss of bladder functlon..........
]
]

Readache / neck pain____ recent fever / iliness
dauble vision { hearing loss ! other injurles

| 'SOCIAL HX  smoker = 4 r"ué'use" faLLIe "" —_—

recent ETOH lives alone

] []
] 1
1 1
 Tives at home__ lives in nursing home_____
{ FAMILY HX _ ogachd, !

PASTHX (fTegtve  R/LHANDED

priar injury

Mesls- hone
Allargins- KD,

s06 nurses note,
seE nurses nota

ursing Assessment Reviewed BT Vitals Reviewed [] Tetanus Immun. UTD

PHYSICAL EXAM
GENERAL APPEARANCE §~$! ar { PTA ! In ED ) / backboard_

___ho acute distress ___mild severe distress
‘_,:nlert _anxious
EXTREMITIES
HAND __s¢e diagram

¢_nml inspection

__tenderness soft-tissue / bony
~Norn-tender

__swelling f ecchymosis
__dafarmity

WRIST __see diagram
“nml inspection __tenderness  soft-tissue / bony.
7~ nen-tender ___tenderness in anatornical snuff box
e ninl ROM* L erlst paln on axial thumb load
__swelling / ecchymosis,
_limited ROM
_ deformity

*3EOTSN* f Rav, 08 /07
DATT,

diabetes Type { Type 2 diet { ara! / insulin
HIN - hentgisonn . YELTONETITTTTZ=DNSC .

PRINTED (B e b idad- o6 mme
12/ ORpaeipi

06/28/201
00001 09381
FOREARM / ~see dlagram %ﬁ h : Mg
ELBOW tenderness softtissue/beny ____
nmi inspaction __swelling { acchymosis
__non-tender _limited ROM...
Tk ROM¥ __deformi
ARM / ._.see diagram
SHOULDER __tenderness soft-tissire / bony
_rfilinspection  __swelling / ecchymosis
n-tander _Jimited ROM,
il ROM* __deformity. -

TeTonderness PiT=Puolnt Tenderness  S~Swelling  F~Ecchymesls B=Bura (=Cuntuslon
LeLaceration A=Abhrasion M=Muscle spuxm  FW=Punrcirre Wound
(= without w=mlid  mod=moderate n=sever)
Exumple. Tiv= Tendernesy on palpation (severe)

NEURO / VASC | TENDON
—«$Ensation ptact  __sensory ! metor deficle_
£-otor Intact
~To vascular
promise ._pallor { cool skin / abnml cap rofil
¢ teandon function  _ pukse deficit radial  uinor,
normal __deficit in tendon function

AR TR RNk



Centegra Hospital-McHanry

1

IN diaphoretic { coal / ¢ " B1117800323

gﬁwarm. dry __diaphoretic / cool / cyanotic DULBERG. FAUL R
M SR R e e PR R L LR L M 41y ?3/19!1970
}ADI ﬂ tenderness 06/28/201

nrnl inspection __swelling / ecchymosis 0000108381
' __pharynx am}
{ BACK __tenderness,

" nmi Inspection swelling / ecchymosls

éﬁ'bn-te:dar o ; ym XRA ¥S  [lincerp, by__;_DRevicwed by me []Dlmd w/ radiologlst

RESPIRATORY  _ tenderness ‘R/L hand wrisf for eibow humerus  shoulder

| ~thestnon-tender __swelling / acchymasls / abraslons ~_normal /I NAD DD

ebreathsnds nml _ crepitus / subcutaneous emphysema racture __dislocation

_decrensed breathsounds ¢ nrmil afignment __soft-tissue swolling,

("H‘aarc sounds nml

_ wheazes /rates frhonchi
__tachycardia [bradycatdlia .

| (ABDOMEN)  _ tenderness / guarding

non-tender

no organomegaly

nml bowet snds*

)
)
'
)
1
;
|
1]
t
]
]
1
1 CVS
1
1
]
!
'
'
1
L]
L]
L

PROCEDURES s
' Wound Descpiption / Rep

; length Iocatio@ WM 6‘3&7
i linear flap steflate

1 superficial muscle through-and-through

) contused tissna placaration
! clean contaminam oderately / “heavlly
1

' : distal NVT:  neurc & vascular status Intact  no T.endon
LET { tatracaina / adrenaiine / coraina

| prop:
\ Bewdine f scrub
shed wisalj
minimal / mod. / *extensive
wound explored
foreign material removed
partiafly completely
minimal £ mod. / *extensive
ne foreign body identfied

A

grmined
minimal / mod. / “extensive
*wound margins revised
multiple flaps aligned

mL

| anesthesia: _Jocal
) marcaing 0.25%0.5% lidoc 1% 1% epi/ biearb dlglwll'm:tacnrp I block
! cUETITE yedation reqyired; see attached 13d template

S ciL

mod. /7 “extensive

-

__noforeignbody  __ positive anterior fat-pad sign
_positive postarior fat-pad sign,
___foreign body,
__fraceure  non-disploced  displaced,

transverse  obligue  comminuted  angulated

impacted  torus
Other  study:
[ 1Sea separate roport
PROGRESS
Time unchanged impraved re-examined

_._initial fractura care provided: foliow-up an,
_Rx given

__referred to / discussed with Dr,

will see paticnt e ED / hospital / office in days
- , Fall  Alleged Assqult
Contusion wrist
Hematoma arm  elbow  hand
Sprain / Strain
Dislocation
cargti
racture R /L radlus  disial/ shaft / proximel
ulna  disted / shaft / proximal { uinar styloid

humerus  distal / shaft / proximal / supracondylar
Colles fracture  stabifized / restorative

splint Vekro OCI / Dnho-g!ms/ Flastcr

Volor Thumb spice Ulnar Weist Sugor-Torg Cock-up Colles

applied by ED Physician / Orthopadist f Tech,

examined post splint application NV intoct  allgnment good
duformity reduced  no compartment syndrome

repair; Wo n/i dosed wifh:  wound adhesive / staristaps.. . __
SKIN- - #LL -0 nylen ! groleps-+staples
integ ptcd rynping muattress (h /v
+SUBCUT-# :{ -0 Cvicryl/ chromie
Interrupted  runeing ess(h/v}
OTHER. # 0 material
amnrruptcd runnrng gmple mﬂttrcss( hiv}

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

Nummurn—faam_______,m

nursemaid's elbow reduced with supination

forelgn body removed  with forceps  with incision
closed reduction  finger traps  traction,

1
1
1
[}
i
1
1
L]
1
]
+ .
+ sling
L]
L]
]
]
]
1
1)
I
i

Undeiling Indicutes organ system .
* squivalent or mintrium requived for orgon syerdd BN T I0T B .

SJg

Uppar Extremity Injury -06  Page 2 of 2 BATE ¢,

Laa--‘ﬁ_-_---------_--_-------_----___--_------___-

0422
¢12/08/3011x P i

DISPOSITION- ] transferrnd home [ ] admiued Dcxpired
Time, ) At
CONDITION- il good falr [ poor [ critical /ﬁ Jmproved
[[] stablé ] unchanged
. : RESIDENT f BA / NP SIGNATURE

ATTENDING NOTE:

___Resident / PA / INP's history reviewed, patlent interviewed and examined,
Briefly, pertinent HP is:
My personal exam of patlent revealsy;,
Assessmant and plan reviawed with resident / midlevel, Lnb apd anelllary
studies show:
i confirm the diagnosis of:
__Care plan reviewed. Patient will need:
Piease sea resldent / midleve) note for details,

vALAY

RTI#

Physk:lan Signatura furnad care ovar af

Physiclan Signature RTI# - assumad cere at

Template Complete ] Additional T-Sheet

LaE S )

hummhminnluni;mhm!m:i bbbt mnantisind




RESTRICTIONS / RELEASE FORM

Northern lllinois Medical Center : Memorial Medical Center
4§£e;ﬂg%r;cv' %epa‘rtmgr_lt [] 3701 Doty Rd.
eqica enter Lmrve .
McHenry: Minols 60050 Woodsiack, lincls 6000
(815) 344-5000 (815) 334-

el lBleon

Hll!ll lllll IJIIHI ATt s

DULBE’RG AL R

M4y
MMay not return 10 ﬂwork [ schoot [ gym for Vz' day(s). 06/28/201 Daglggégg‘fogaal

] May return to [ work [ ¢ .gym without restriction.

] May return to schoal with the following restrictions:

(] Gym/Spons restrictions are for day(é}.
(1 Must take prescription medication for day(s).

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

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

[J No continuous (] standing [_] sitting for day(s).
(] Must keep glevated for day(s). ] LIMITED WORK WITH
[C] sedentary work only for . day(s). [J o woRK WiTH
[ right
(] Must use crutches for day(s). 0 9 [ Lett
Hand [} Hand
[ No overhead work for day(s). 1 1 Am 0 Arm
] Foot
L] No bending or twisting for day(s), ] [ Foot
. ‘ Leg ™ Leg
[} Must wear immobilizer for day(s).
_ For___________ Days
[ No ¢limbing on ladder or stairs for

day(s).
[} Other

days for reevaluation.

(] Ses your physician in _

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

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

Fatient signature {or responsible person): _é!%/

PRINTED BY: SJSDgf(
DATE 1z2/08/2
EMCarg, INC

MEDICAL AECORDS COPY

ED 102 NIMC/MMEC



Centogra Northern llincis Medica! Center
4201 Modical Center Drive
McHenry, IL 60050
(815) 344-5000

Patient: PAUL DULBERG, Med, Rac. # B0000M09381, Visit #:
81117900323, Date: 08/28/2011 Time: 17:02

Hotne Care ngiruclions,

IMPORTANT: We examined and treated you taday on an emergency basis
only. This was not a substiitte for, or an effort fo provide, complete medical
care, inmost ceses, youmusi let your doclor check you again. Tell your doctor
about any new or lasting problems. We cannot recognlze and treat all injurles
orillnesses inone Emergency Department visit. If you had spacial tests, such
as EKG's or X-rays, we will reviewthem again within 24 hours. We will call you
ifthere are any new suggestions. Youwers ireated today by Ford, Apiwal Wy,

Afteryouryisitio oy Ernergency Depariment, you may fecelve g survey n the
mall, e wan io be sure we have given you yery good care and wa agk that
you plaage fill out the survey and return i [n the mail,

ARer you leave, please follow the Instructions below,

Thig Information I¢ About Your Follow Up Care

Callas soon as possible tomake an appointmont te see yourdoctor in 10 days
for suture remeval, You can reach your doctor by calling their clinlc phone
number,

Please return to the Emergency Depariment in 10 days for suture removal if
you would prefer to have the sulures removed in the ER. We da recommand
that you follow-up with your Primary Care Physician but you can retumtothe
ER for removal of your stilches if you choosae.,

This Information I8 About Your litness and Diagnosis

WOUND CARE (with stitches)

Your wound was closed with stitches, These are small threads lhal keep the
skin closed to help itheal. Youhave 3internal and 11 external stitches. These
should be removed in 10 days.

At home, pleass follow these instructions:
*  Wash your hands before touching the dressing or wound,
Keep the wound clean and dry.

.= Afler2 days, wash the wound gently with warm water and soap. Patitdry,

P a lighl dressing on it if it rubs or there is drainage,

Calf your doctor i

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

» your stlichas come out bafore your wound is healed.

* you have any ngw o1 bothersome symptoms.,

This is Information About Your New Medications « Start taking as
prascribed,

HYDROCODONE gnd ACETAMINOPHEN (Vicodin, Vicodin ES, Lorab,
Lortab elixir, Zamicel, Norco, Zydone, Anexsia, Anoler, Bancap HC)

Take this medicine by mouth with food In the following dese: one-

" 10mgra25mg tablet every 4 to 6 hours If needed for pain, Do not take more

than as directed par day {24 hours),

This Is a mixiure of medicines (hydrocodone and acelaminophen) used 1o
relieve moderale (o severs paln. This medicine may be used for other
reasons, as prescribed by your declor,

Side effacts may include:

* sleepiness or dlzziness

* upsel sfomach, nausea or vomiting

+ conslipation

Other slde offects may occur, but are not as common. Allergy would show
up as: rash or ltehing, faclal or throat swelling, wheezing or shortness of
breath. This madicine can be hablt forming If used for a long period of tima,

Follow these instructions:

+ Nevar take more of thls medicing than prescribed. Too much
acetaminophen in your body can cause liver damage,

* Read the labels of non-prescription medicings before taking them, Many
conlaln acetaminophen, To avold an overdose, do hot take any other
medicines that contaln acetaminophen.

+ Talk to your docior or pharmacist before taking madicines for sleep, colds
or allergies, Severs drowsiness may ocour,

+ Do not share this medicine wilh others as thls medicine is a
controlled-substance. Sharing thls medicine with others i against the
law.

+ To avoid conslipation while laking this medicine:

v Drink plenty of liquids. Try to drink 8 to 10 eight-ounte glasses of
water of julce each day.

¢+ Include extra fiber in your diet.

+ Exerclse dally.

*  Watch for signs of dependence:

¢+ feeling that you "cannot live without this medicing.

*  you need mora of this medicine than before to get the same
jelief,

* Do not drink alcehol, drive or opesate machinery until you know how {his
medicing affects you,

v Stors this medicine away from heat, moisture or direct light,

v Ifyou are taking this on a ragular schedule and you miss a dose, take it as
so0n as possible. if it 1s almost time for your next dose, skip the missed
dose and return (o your regular schedule. Do not double the doses,

+ Talk with your doctor before taking any other medicines {including
vitaming and herbats) a8 you may require additional monitoring.

Calt your doctor if you have:

+ . any sign of dependance or allergy.

+ increased paln not helped by the pain medicing,
+ slow, weak breathing.

*  sejzures,

* slow or lregular heart heat.

= a yellow-color (o your skin or eyes, or dark urine,
+ stomach pain,

v unusual or extrame lredness.

v oany new of severe symptoms.

CEFADROXIL (Duricef}

Taka this medicine until gonae in the following dose: 500 mg by mouth 2 times
a day for 5 days,
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Centegra Northern Winols Medical Center
4201 Medical Center Drive
McHenry, il B005G
(8185) 344-5000

Gefadroxil is an antibiotic used to treat infections caused by bacteda,
Antiblotics kil bacteria or prevent them from growing Inside your body. This
madicine may be used for other reasons, as prascribed by your doclor,
Side effects may include:

« diarrhea

+ upsel stomath, nausea or vomiting

* headache _
Otherside effecls may occur, bul are not s common. An upsat stomach Is not
a sign of allergy. Allergy would show up as rash or itching, faclal or throat
swelling, whaazing or shortness of breath, '

Follow these insfructiona:

« Space your medicine doses evanly throughaut the day. This medicine
works best if there is a constant amount in your blood.

+ Take this medicine with food 1o avaid an upset stomach,

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

* Fordiabetics, Inis medicine can cause false test results when testing your
urine for sugar. Talk with your doctor if you have quesiiens.

+ Store the tablet or capsule form of this medicine away from heat, moisture
or direct light,

*  Stors the liquid form of this medicine In the refrigerator. Shake the iquid
well before pach use.

* Ifyou miss a dose, take It as soon as possible. If {is almost time for your
nend dose, skip the missed dose, Do net deuble the doses, _

+  Talk with your doctor before taking any other medicines (including
vitamins and horbals) as you may require additienal monitoring,

Call your doctor if you have.
+ any sign of allergy.
* no improvaement afler you've taken all the medicine.
+ 4 selzure,
« any sign of 8 hew infection (fever, general aches, chills, or unusugt
tiredness or weakness).
ongaing nausea, vomiting or stomach pain,
white paiches in your mouth,
wormet; itching in or change |n discharge from your vagina.
inflammation {pain and swelling) In youriniestine duringtreatmentorupto
weeks after you've finished this medicine:
* ongoing diarrhea
= stomach pain or cramping
+ blood or mucus in your bowal movements
+ any new or bothersome symptoms,
SMOKING CESSATION
‘ Smaking is the nation's leading preventable cause of death, It
significantly increases ha 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 cardlovascular diseases. The acod news
is, that pne year after guitting, the fisk of heart disease Is gulin half, After five
to fifteen smoke-free years, the risk is that of a parson who never smokedt

* &+ & ¥

If you or someone you love is interasted In quitting, consider joining our
“Fraedom From Bmoking “classes for adults. Centegra Health System and
the McHenry County Depariment of Healih have partnered together fo bring
you an effective program that will help you quit smoeking. Call
B77-CENTEGRA, (877-236-8347) for more informalion regarding this
program, To speak with a counselorimmedialely, callthe llingis Tobacce line
at 1-866-QUIT-YES,
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PAIN MANAGEMENT AFTER DISCHARGE:

A person may feel lass pain just by being in familiar surroundings. Here are

some frequently asked guestions about your pain management:

+ Whatcanldoto helpmy pain management? A person's lavel of relaxation
and thelrenvironment can affecttheir pain, ifyou arelired, over stimulated
(too many visitors) are anxlous aboutyour diagnosis, or o past experlence
wilh a hospitalization, your pain perception may ba impacted and your
tolerance decreased. Ask questions, and inform us about any problems
of concarns that you may have, re; pain. Parinerwith your heaiih team for
your best pain management, .

¢+ Whal if the medication is nol working? Tell your health-care provider;
physiclan, home health nurse, ete. You may need a different dose or type
of medicaton.

+  WhatiflfeelI'm notgetting enough pain controi? Talk to your physician or
heme heafth nurse about it. Together you may be able to develop a plan to
prevent or ease your pain. Depending on the cause of your pain, your
health-care provider may suggest exercise, use of heat/cold, massage,
repositicning, immaobiiization of the affected part, or distraction such as
music or rest.

* There are other melhods of pain management. Let your health-care
provider asslst you in finding the best ohe for you.

Weight management is one step to help maintaln a healthy [Ifestylo. For
cortain medical problems, such as congeative heart fallure, weight
should be monitored daily.

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

Ifyou have problems that we have not discussed, oryour problem ghanges o
gets worse. Call or visit your doctor right away, If you cannol reach your
goelor, return to the Emergency Department |mmediately,

Contegra Health System Is very concerned about your safety and well being.
As part of our efforts to always provide very good care, any mudications you
received during this visit were reconciled with medication you are currently
taking. This reconciliation was based on the Information you or your
representalive provided regarding your current medications and allergles.

" have received thia Information and my questlons have heen
answered, 1hava discygsed any ciatlonges | soo with this plan with the

nurse or phﬁan.“ / /LM
L . /
T PAUL DULBERG :Zﬁgnsibla Person
PAUL. DULBERG or Responsible Pafstn has received this information and
tells me ihat a} q I%W/“/?
[ 24 W S fur

Staff'Siénalure
- o

Hrs
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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 |s 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/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?

Portlons Copyrg%pted ]31 ]:5;38%’%201 81 ;L &%!CARE Corporation Page 1 of 2
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Centegra Northern lilinois Medical 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
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*+CentegraHealthSysterr | IO LR

@1 L RELEASE FROM LIABILITY FOR VALUABLES
fnima
j understand my belongings are my responsibility and | have been advised to send any items of value home. | release

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

PATIENT PRE-CERTIFICATION RESPONSIBILITY _

| understand 1 am responsible for the notification to my insurance company to obtain authorization before service is
rendﬁred. II further understand that if | do not pre-certify | may incur & 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 payabie lo 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 shall be entltted to the right of recovery of all collection expenses, including court costs and reasonable
atlorney'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 guarantar/respensible party, or any open account for hisfher dependent family.

PATIENT INFORMATION OFFERED

Patient Rights/Responsibliiles . .......

. If No, Explaim ____
» Advance Directive Information , ., ... ..

[ ]

»

if Na, Explain:
If No, Exptain:
If No, Explain;

Notice of Privacy Practices, . . ... ...
Pationt Bliling Information |

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. 1 alsa acknowledge | have recelved a copy of this form for my records.

INPATIENTS ONLY:
TRICARE (Military) Insurance PATIENTS Yos, | have raceived TRICARE "mportant Message”
[ el Nsliec L/o% /y
Fatlent/ Authoriakd Person Helationship Date
[‘h-w’— oL
Witness

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

‘interproter/Translator (Please Print Nama) Language Interpretation/Translation Provider (Company natte or
Relationship to Patient)

PRINTED BY: 3J50422
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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, lests,
and procedures performed on patients in my condition, | understand and consent that independent professionals (such as
my aftending physiclan, on-call physiclans, emergency medicine physicians, radiclogists, anesthesiologists, pathologlsts,
surgeons, obstetricians, consultants, nurse practitioners, physician assistants, certified registered nurse anesthetlsts and
other specialists} may participate in my care as deemed necessary.

| agree to follow the Patient Rights & Responsibilities of CHS and to participate with independent professionals and CHS
persornel In my carg and freatment.

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

I understand this General Consent and Acknowledgement will remaln in effect for this episode of care and wil! 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 slgn during my
Uz@jant with Centegra Health System and any inconsistencies shall be interpreted consistent with terms of this document.

: PATIENT ACKNOWLEDGMENT OF INDEPENDENT PHYSICIANS
nifials
| acknowiedge the Independent professional(s) who provide services to me at CHS are not employess or agents of CHS,
but are Independent medical practitioners who have been permitted to use its facllities for the care and treatment of their
patients, They include bul are not limited to, my attending physliclan, on-call physiclans, emergency medicine physiclans,
radiologists, anestheslologists, pathologists, surgeons, cbstetricians, consultants, nurse practitioners, physiclan assistants,
ceriified registered nurse anesthetists and other specialists, My decislon to seek care is not based upon any representation
or advertisement of the independent professionals and | understand they are not employees or agents of CHS. CHS bills do
not include physiclan, surgeon, or other independent professional services and | understand | wilt recelve a separate bill
directly from the independent professional, | have read and understand the above terms and confirm | am the patient or am
aythorized to sign on the patient's behalf. : _
e PATIENT ACKNOWLEDGMENT OF INDEPENDENT SERVICES
ritia!s

During the course of my hospltal stay, my physician may delermine  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 receive a separate blll directly from the service provider
for which 1 may be responsible,

USE AND DISCLOSURE OF HEALTH INFORMATION

Unless | request otherwise, CHS will provide my room locatlon or telephonie number to visitors and callers,

| understand CHS will use and disclose my health information for the purposes of treatment, payment, and heaith care
operations, as permitted by law as described in the CHS Notice of Privacy Practices. Certain information can be used
without obtaining my consernt. | fully understand that the use or disciosure of my health information may include history,
diagnosls and /or diagnostic treatment of mental health/ developmental disabllities conditions, alcohol 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 afl costs Incurred by me for treaiment. | agree to release and hold harmless CHS, its agents, and
e@!oyees from any liabllity that may arlse from the use or disclosire of my health information. :

- PICTURES/IMAGES
Initiats

| understand photographs, videotapes or other images may be taken to document ry care. These images may be kept by
CHS andfar by the independent professlonal involved in my care. | understand | have the right to view or abiain copies of
these materials which are in possession of CHS upon written request. It is my responsibility to confirm if such photographs,
videotapes or olher images have been taken. | understand images identifying me wil only be released as allowable under law
or with my written authorization. PRINTED BY: SJS0422

_ ~ DATE 12/08/2011 ' |
ARt a0 Q0T 01108 1008 048 GENERAL CONSENT AND ACKNOWLEDGMENT ”"mmmm' I“"”"I
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GENERAL CONSENT AND ACKNOWLEDGMENT

Account Number/Effective Date:
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GONSENT FOR MEDICAL TREATMENT
| have come lo Gentegra Health System (CHS) for medical treatment and cons

nt to the customary examinations, tests,

and procedures performed on patients in my condition, 1 understand and consent that independent professionals (such as

my aflending physlcian, on-calt physiclans, ame

rgency medicine physicians, radiologists, anestheslologists, pathologists,

surgeons, obstetriclans, consultants, nurse praciitioners, physician asslstants, certified registered nurse anesthetists and

other specialists) may particlpate in my care as deemed necessary.
I agree to follow the Patient Rights & Responsiblities of CHS and to participate!
personnel in my care and treatment.

I understand the practice of Medicine Is not an exact sclence and, therefore, no
the likelihood of success or outcomes of any diagnosis, treatment, test, surgery or
- | understand this General Consent and Acknowledgement will remain in effect

to those areas ofM2HS where | receive care. _
e language In this Censent guides and controls all other forms a

PATIENT ACKNOWLEDGMENT OF INDEPENDENT PHYSICIANS

Inltials

| acknowledge the Independent professional(s) who provide services to me at
but-are independent medical practitioners who have been permitted to use lis fi
patients. They include but are not limited to, my attending physlician, on-call pt
radiologists, anesthesiologlsts, pathalogists, surgeons, obstetricians, consuliants
certified regislered nurse anesthetists and other specialists. My decision to seek
or advertisement pf the independent professionals and | understand they are not

ol

tan, surgeon, or other independent professional services and
independent professional, | have read and understand the abov
0 sign on the patient's behalf.

PATIENT ACKNOWILEDGMENT OF INDERPENDENT SERVICES

not include p
directly

Initials
During the course of my hospltal stay, my physician may determine | require ca
request care af an alternate facility. | acknowledge that all transportation servicés
another facility are provided by an independent third party and | will receive a seps
for which | may be responsible,

USE AND DISCLOSURE OF HEALTH INFORMATION

with independent professionals and CHS

guarantess have been made regarding
examination performed at CHS.

r this episede of care and will be provided

d consents | may sign during my

Centegra Health System and any inconsistencles shalf be interpretad consistent with terms of this document.

CHS are not employees or agents of CHS,

cllitles for the care and treatiment of their

ysicians, emergency medicine physicians,
. nurse practitioners, physician assistants,
care is not based upon any representation
employess or agents of CHS, CHS bills do
I understand | will receive a separate bil

a)
=]

terms and confirm | am the patient or am

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

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

I 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 Notice of Privacy Practices. Ceriain information can be used

without obtaining my consent. | fully understand that the use or disclosure of my he
diggnosis and /or diagnostic treatment of mental health/ developmental disabilities
Acquired ImmuneDeficiency Syndrome (AIDS/ HIV).
' if 1 refuse fo allow disclesure of my health information o procs
onsible for all costs Incurred by me for treatment. | agree to release
from any tiability that may arise from the use or disclosure of my health

PICTURES/IMAGES

Initials~
| understand photographs, videotapes or other images may be taken to docum

CHS andlor by the Independent professional Involved in my care, | understand | hiave the right to view or obtain copies of
these materlals which are in possession of CHS upon written request. It is my resdonsibility to confirm if such photographs,

videotapes or other images have been taken, [ understand images identifying me
or with my written authorization, PRINTED BY: SJTS0422
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ME FROM LIABILITY FOR VALUABLES
18 .
| 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.
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PATf.ENT PRE-CERTIFICATION RESPONSIBILITY
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send any items of value home, | release
safes or lockers are available at the
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| understand | am responsible for the notification to my insurance cbmpany to obtain authorization before service Is

rendered. | further understand that if | do nol pre-certify | may Incur a reduction
which [ will be liable.

ASSIGNMENT OF BENEFITS/ AGREEMENT FOR PAYMENT
| hereby authorize payment to be made directly to CHS and to the Independent
otherwise payable to me. | understand | am financially responsible to CHS and i
incurred. Patient "out-of-pocket” amounts will be requested prior to or upon disch
payment, CHS shall be entitled to the right of recovery of all collection expenses,
- attorniey's fees for the purpose of securing payment, It ts further agreed that any
other account owed CHS by the guarantor/responsible parly, or any open accoun

PATIENT INFORMATION OFFERED

rloss of paid benefits to the hospital for

professienal(s) for all insurance benefits
dependent professionals for all charges
arge, In the event of default or non- .
neluding court costs and reasonable
credit balance may be applied on any
for his/her dependent famity,

& Patient Rights/Responsibliities .. ... ... If No, Explain: _

« Advance Directive lnformation. ... ., .. It No, Explain; _

+ Notice of Privacy Practices. . ........, If No, Explain;

o Fatient Billing Information ... ........ If No, Explain:
PATIENT CERTIFICATION

By signing this General Consent and Acknowledgement Form, | acknowledge I have read and understand the Information
contained in this form and accept its terms. | alsc acknowledge | have received & copy of this form for my records,

INPATIENTS ONLY: _
TRICARE (Military) tnsurance PATIENTS

Yes, t have recelved TRICARE "lmp:

ortart Message"”

Ve 8- Ror ,@’f

Patient/. otized Person Relationshlp
™

‘Witness

l,
patlent has informed me hefshe fully understands and

. have interpreled/iranslate
agrees to the terms set ou

ate

d the above form to the patient, The
in this consent form.

Interpreter/Transiator (Piease Print Name) Language

PRINTED BY: 5J50422
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Interpretation/Transtation Provider {Company name or
Relationship to Patient)
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