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September 19, 2016

Mr. Maximilian Winters
1410 Belleau Woods Court
Wheaton, Illinois 60189
Re: August 28, 2016 FOIA Request

Dear Mr. Winters:

I am pleased to help you with your August 28, 2016 Freedom of Information Act (“FOIA"). Your request was
received by the Village of Bensenville on August 29, 2016. You requested copies of the items indicated below:

“15-11580."
After a search of Village files, the following documents are enclosed to fulfill your request:
1) Village of Bensenville Crime Report No. BV15011580.1. (210 pgs.)

These are all of the documents that can be discovered responsive to your request.

Section 7(1)(b) of FOIA provided that “private information” is exempt from disclosure. “Private information” is
defined in FOIA as, “unique identifiers, including a person’s social security number, driver’s license number,
employee identification number, biometric identifiers, personal financial information, passwords or other access
codes, medical records, home or personal telephone numbers, and personal email addresses. Private information
also includes home address and personal license plates, except as otherwise provided by law or when complied
without possibility of attribution to any person. ” 5ILCS 140/2(c-5). Consequently, certain unique identifiers have
been redacted from the records being provided.

Section 7(1)(c) of FOIA provides that, “[p]ersonal information contained within public records, the disclosure of
which would constitute a clearly unwarranted invasion per person privacy” is exempt from disclosure.
Consequently, a birthdate and other personal information, the disclosure of which would constitute a clearly
unwarranted invasion of personal privacy, including a victim’s name and identifying information, and the race of
an individual, have been redacted from the records being provided.

Pursuant to Section 9 of the FOIA, 5 ILCS 140/9, | am required to advise you that I, the undersigned Freedom of
Information Officer, reviewed and in consultation with an attorney for the Village, made the foregoing
determination to deny a portion of your FOIA Request as indicated. Should you believe that this Response
constitutes an improper denial of your request, you may appeal such by filing a request for review within sixty
(60) days of the date of this letter with the Public Access Counselor of the Illinois Attorney General’s Office, Public
Access Bureau, 500 South Second Street, Springfield, llinois 62706; telephone 1-887-299-FOIA; e-mail:
publicaccess@atg.state.il.us. You may also have a right of judicial review of the denial under Section 11 of FOIA,
5 ILCS 140/11.

Do not hesitate to contact me if you have any questions or concerns in connection with this response.

Very truly yours,

Village of Bensenville



Bensenville Crime Report
Bensenvilie
345 E Green 57
Case No. BV15011580 Bensenvilie, IL 60106
Report No. BV15011580.1 $30 350-3465
Report Date: 12/15/2015
Page 1013
Subiect  Criminat Abuse of long term care resident
Case Report Staws - Verlﬁeld Date Ervered 120452015 2:23:00 PM Repanting Officer
Enteret By 523 - Larson, Michael 523 - Larson, Michael
Occurred On 1 (Y31/2015 11:00:00 PM Date Ventied  Bf7/2016 8:56:35 PM
(and Between) Veritied By 559 - Laporte, Richard
Date Approved
Location i T Approved By Assisled By
Jurisaction  BY - Bensenville PD Connecting Cases
Gnd Disposition  {nactive
Seator Clegarance Reason
Map Dare of Clearance
Census/Geo Reporting Agency  Bensenville
Cali Source Telephone - upT bwvisicn  Bensenville

Notified
Vehicie Aclivity Means
Vehide Travekng OQeher Means
Cross Streel Mative
Cther Motives

Fepont Narrative O 121515 1, Det. Michael Larson, met with the complainant, i ; g in the conference room of the PD.
stated that he had fallen and broken bones in his back and that on Oct 2(}1 he was admitted to the Bridgeway Christian

Village located at i @ St, Bensenvillg, Il for rehabimaﬂon

23 stated that during his stay that staf! had repeatedly stole his pain medication and that on Oct 31, 2015 the staff
injected him with an unknown medication that made him lose his memory for 2 weeks and that he was transporied to Alexian
Brothers Behavioral Health in Hoffman Estates for Pychiatric Treatment. was also admitted to Alexian Brothers
Hospital for chest pain while In the care of Behavorial Health. Winters stated that the unknown drug he was injected with
caused him to become pyschotic and he believes that the staff at Bridgeway Christian Village were trying to kill him.

| obtained forms for the release of [iaaag medical records from all of the facilities and [ completed the forms for the
release of his medical records.

1 then met with the Director of the Bridgeway Christian Village, Biff Pfieffer. Pfieffer supplied me with all of medical
records. Plieffor wont on to say that ﬂhad caused alot of problems while he was the faciltity. He stated that had

numerous episodes of becoming angry and throwing objects and being verbali abuslve to staff. Plieffer alsc stated that the
tilinois Departmant of Public Health had come into the facility and investigated EERE Cialm Pfiefler also stated that the
nurse who was in charge of [ESES8N was Alejandro Leonardo and his phone number [

i called Leonardo and whaen | identified myself the subject on the line hung up the phone. Subsequent phone calis to the
number went unanswered.

Records from the Bridgeway Christian Village show that [iiisiea was admitted on Oct 1, 2015 and discharged Nov 1, 2015 to
Atexian Brothers Behavorial Health,

In reviewing the records | noted that thera were several documented incidents where EREEE became abusive to the staff;

1. Oct 2, 2015 0808 hrs. Note by Nurse Jade Clark stating that ESEEEag punched her in the left shoulder and became very
combative and abusive while she was trying to reposition him in his chalr.

2. Oct 3, 2015 0735 hrs. EEERa] calls Sheriff's Office on hospital because they would not let him go to the bathroom.
3. Oct 10, 2015 0730 hrs. Note by Alejandro Leonardo. ‘was verbally abusive and physically threatening Nurse

4. Oct 13, 2015 0741 hrs. Note by Alejandro Leonardo. verbally abusive and threatening a CNA.
5, Oct 20, 2015 0900. Note by Elisa Wilsey. B calls 911 several times because he could not have anymare pain

medication.
6. Nov 1, 2015 el transferred to Alexian Brothers after becoming aggressive towards stat.

| also observed a note by Dr. Ismaet LeeChuy dated 10/15/15 at 1617 hrs stating that el has a long history of psychiatric
problems as he was the oldest of 14 children and he was neglected since the age of 2 causing depression and complex PTSD,
He has seen a psychiatrist and psychoanalyst for 18 years and therapists since he was a young man,

On 01/04/16 | spoke with Susan Medina from the Hlinoig Department of Public Health. Medina stated that she was assigned to
investigate 3 claim that he was mistreated and injected with unknown drugs after he made a report with her office.
Medina stated tha the case was unfounded and she did not find any evidence to support [EEEEE] allegations.

On 01/05/16 | recefved [l Medical Records from Alexian Brothers Hospitat in Elk Grove.
Records state that [EERaeg was admitted on Nov 12, 2015 from Behavorial Health due to Chest pains and that g had to
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Bensenville Crime Report

Case No. BV15011580
Report No. BV15011580.1
Report Date: 12/15/2015

Bensenville
345 E Green ST

Bensenviile, . 60106
B30 350-3485 : E

Page 2 0f 3

was discharged on Nov 17,2015 and returned to Behavorial Heaith.

physically restrained while in their care.
& Medical Records from Alexian Brothers Behavorial Health,

On 03/17M16 ! received E§
Records from Behavorial Health state that Winters was admitted on 11/01/15 from Alexian Brothers emergency room and
discharged on 11/25/15.

Records indicate that REEEES: has a risk of self harm and harm to others due te dementia, psychosis, contusion, poor insight
and poor judgement. There were incidents noted durlng his stay where & q became abugive and aggressive towards staff,
final diagnosis was bipolar disorder, mania with psychosis and dementia vascular with psychosis and behavorial

disturbance.

Records also indicate that § % was under the care of Dr. De los Santos while at behavorizal health. | attempted several
times to contact Dr. De Los Santos at his office and left messages with his staff. Dr. De i.os Santos would not return any of my

phone calls.

then Informed me that | should speak with Dr, Royal Priest, who was his doctor at the Bridgeway Christian Village.
ON 6/16/16 at 1540 hrs | spoke with Dr. Royal Priest. The Doctor informed me that has an extensive history of mental
problems and that be was prescibed extenslve doses of narcotics for pain by the physician that performed his surgery, |
inquired about the incident on Oct 31, 2015 and Dr. Royal Priest stated that he was contacted by the staff because was
becoming aggressive. Dr. Royal Pnest stated that it was determined to have him transferred to Alexian Brothers. Dr, Royal
Priest stated that JEEERER was not injected with any drugs and that the order to do so would have had to be prescibed by him,

| then informed JIEEERE of the interview of Dr. Royal Priest and JEESE became upset stating that the doctor was lying. | also
informed [JEERES: that Dr. De Los Santos would not return any of my phone calls, b then advised me to contact nurse

pract:tfoner, Patricia Morgan, at Behavorial Health. | altempted several phone calls to her as well and Morgan wouid not return
any of my phone calls.

With subsequent phone calls to B about the status of his case begen to become more upset that the

investigation was taking to iong and not progressing. | explained to the complications in the investigation starting

with there was no lab report showing which narcotics were in his system when he was transtferred to Alexian Brothers.
atso stated that a toxicology was not performed. | also explained that Dr. De Los Santos or Dr. Morgan would not

return my phone calls.

| then received a phone catl from JEEEEEE stating that we should hire a forensic pyschologist to prove that he was not insane,
1 advigsed him that we would not hire a forensic pyschologist for this investigation. 1 attempted to explain that the pyschologist
would not be able to prove his state of mind back on October 31, 2015 nor would he be able to prove that was injected
with a drug to cause him to become insane. JJEEREE became very irate and alter yelling for quite a few minutes hung up on me.

On 08/05/16 | comtacted Asst. States Attorney, Bridgette Carlson, of the Dupage County States Attorney's Office. | reviewed
this case with her and she stated that there will be no charges approved against the Bridgeway Christian Village or its staff.

1 then contacted [EEEERE 1o explain that this case will be closed and [EEREE again became very irate and agressive towards
me. The phone call ended with IS8 hanging up on me.

This case will be closed as unfounded.

Offense Detail: 0565 - CRIMINAL ABUSE OR NEGLECT OF ELDERLY, DISABLED, OR LONG TERM CARE RESIDENT

Oftense Description

D565 - CRIMINAL ABUSE OR NEGLECT OF ELDERLY, DISABLED, OR LONG TERM CARE RESIDENT

Locaton 233 - HOSPITAL

BR Code
iBR Group OHense Completed” No No Prem. Entered
Crime Aganst Oftense Status Q0 - Unfounded Entry Method
Using Hate/Bas B8 - None (No Bias) Type Securily
Domestic Violence  No Tools Used
Crnminal Activty
Weapcns/Force
Suspect S1: Village, Bridgeway Christian
Susped Number G DoB Pizce of Binh
Name  Vfjllage, Bridgeway Christian Age 00 sSN
ARA Sex U - Unkhown DLN
Alen(s} Race U - Unknown DLN Stale
Ethnicty U - Unknown DLN Country
Agdress 111 E Washington Hi Occupation/Grage
CSZ  Bensenville, Il. 60106 Wi Empioyer/School
Eye Color Employer Address

NetRMS_CHR.nl v
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Bensenville Crime Report
Bensenville
345 E Green ST
Case No. BV15011580 Bensenville, IL 60106
Report No. BV15011580.1 630 350-3455
Report Date: 1215/2015
Page 3 of 3
Home Phone  §30 787-4399 Hair Color Employer C52
Work Phione Hair Style Res. County  dupage
Email Address Hair Length Res. Coumry
Facia* Hair Resident Status R - Resident
Complexion
Bulid
Teeth
ScarsMarks/Tanoos
Susped MO
Crher MO
Atlire
Hab-tuat Gifender
Status

Suspect Notes

vicim Ol 0565 ~ CRIMINAL ABUSE OR NEGLECT OF ELDERLY, DISABLER, OR
LONG TERM CARE RESIDENT

DoB m Piace of Birth
SSN

vicim Code W
Vidim Type | « individua!

Name 4 E 2 S
AKA ] Age 68
Aderl(s) Sex M - Male DLM
Race W . White OLN $State
Address Eitnicty N - Not of Hispanic Origin DLN Country
csz HL. Ocoupaton/Brade
Wi Employer/Schot!
Home Phone Eve Color Employer Address
Work Phane Hair Color Employer CS2
Email Address Facial Hair Res. County dupage
Complexion fes. Country
Aflire Resident Status ) - Resident
Testity

Inury
Circumsiances

D LawEnforeement T T T Type T Justifiable Homicide |

- Officer Killed o . Circumstances |

e pesgrent |
Information Adtivity i !

Vighm nder Aelati i
Oftender Relationship

Vicim Notes
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to release the prolecied health informalion indicatzd below on the

1 hercby autherize SAMO.
wbove named individual to; {facility name}

%Pr\‘\z’(\ul\ < $’3\ e ery\— Oed, Mo LCA‘Q,J'\

Provider Naroo/Organization/Individun

MG . Croeen S
Full sddrexs of Provider/Organiztion/Individual .
# 30 - D%

. Fax
cy drocenaMe-  sme TS ZipCode\oD\ D%, Telephonc#:
For the following purpose: D Physicizn or Health Care Facility XLegnl Purpoxes O Porsonal Use O At the request of the individual
)(Oﬂmr TN (,:;b‘\\'\ — Q [ERRAY \f\c«.\ Wi ‘A*’\AL.»- SIEN
Mo AN, 2%

For treatment date(s) or service 0\ Ty \‘3.\, 7o

e 1
Expiration Date or Expiration Event; Q24
(i no prior aotico of revocation it yeecived, or expirnlion event/oxpiration date indicatad, this suthorization will expire #0 days from the dote xj

INFORMATION TO BE DISCLOSED:
0, Abstract Chart (includes Face Sheey, Discharge Summary, History & Physical, Consultation Reports, Operative Reports, dingnostic tests)

B Eatire medical record

0 History and Physicat 0 Consuharion ) Operative Repont D Discharge Summary
Outpationt Services:

0  Emergency Room 0 Pathology Repon(s) D Laborstory Results O Radiology Resits ~ [J Rehabilitation Services
0 Omer

I understand that:
= The infermation in my health record may inclede information relating to sexually transmirted disease, acquired immunodeficlency
syadrome {AIDS), or humss immunodeficlency virus (HIV). It may alo inclods information about behavieral or mental health

services, and treatment for alcohol or drog abuse.
I have the right of access to inspect and obtain ¥ sopy of my protected health information,
1 bave & right to revoke this authorizxtion at any time, If ] revoke this sutherizztion, 1 must do 5o in writing to the Health Information

Management Department.
Revocation will not apply to information that has aiready been released in responise to this suthorization.
Onee the shove inforration is disclosed, thore is the petentiul that it may be re-diseloved by the recipiont, and therefore muy not be protected by

the federad privacy law regulations.
Failwo to provide all required information will not constituto a proper authorization to disclose protected health inforoation pnd thet, thercfore,

my requast may hot be honored,
Awhorizing the usc or disclosure of the informetion ideatified sbove is veluntary. 1 nced not sign this form to mrc bzalth carc treatment,

afalo g /R L

(Witness Signature)

S . )
(1) mgned by o legsl represenmzive, mdmle the relationship to patient or autherity ko oct for paticat.
Pees/charges will comply with 21l laws and regulations applicable to relenss protected health information.

FORFACILITY USE:  Dale received; Dtz compleed: MR #:
When applicable, the identity of the Legat Reprexcnistive wit verificd by the followliag documenttion and csmblished that In hisher tapacity, the above named Jegal
D Picwre 1D D Legal guardisn T Count sppoimted legal gusrdian

roproseplative in authorizod (¢ act on behalf of the paticat; © Driver's License
0O PewerofAttomwey O BxecuorofEstate O Othen

| Persor/Depatiment completing the request N I
Authorization to Disclose Protected Health [nformauon
b -~ m— "
- Alexlan Brothers Modical Center
P \\\ NN \’Q 800 Bicnerfield Roed
Elk Grove Viliage, . &§0007-33¢7
74375500

Form # 768001 (3/03) Pugs [ ofl
EYTEACELPR XVd KYEZ:0T £102/08/21

KIH OREVY

z000/2000R



AWl (o) AYeas Must e Completed

Panied Ij‘mscnl Nnmé.'

Swaee: _ S 7
lexian Brothers Behavioral Health Hospital th rele cmn! exchange writizn, are) o wmﬂly transmmited
7
: #

{facdity: mapw)
ttion indicated hekow on B shove named mdividind 10

i’;;%d;ééﬁ‘ JEECTI U=, BEM Sy pieis Fiy o5
7y WWM&,@

i rgeaizationAndividial ;
sate.__J 4o ®zipcase éﬁﬁ S

- L~ |
/7 /'Psﬁ:hiat oo & Tremment  Substance Abuxe Core & Teeatntifl 3/ Medicsl Care & Tseatmenl
tare lvaulllu Agxﬂ Purposcs A’tsmm} Lie l‘ulllanlp Care  Tulor Pmcat Schad SiaiTine

§
3

‘lnchldiné informaly

© ke the lj(ﬂlm\-in p
Placement ‘/ Contimuity of Car Rigucst of the Individuot
Peimar} Care Physidian &
enca:mw dute(s): Date Avthorazstion Lsphes: 7 é
| i T ! {41 year magimuey)
: ) + -
1 € 1uFORMATION T} BEDISCLOSED:
. -0l Admikssion & Dischrge Duscherge Summan Sprech & Languag: flvat IAlmum
: Shear Pyyohidiric Evajuidion aboratory Resulty : / Medication Infutmation
istoly end Physicpl o Ariychotogicel Evaluativn Radivlogy, Répons / Psyhiutric ingnosis
Fhysical Bealth Sypees sychosocial Assessmenl / Teestmom Updme | ‘reatnent fufoamtion
onsiiliion 1 Level ul'Uare Norecning " Feogross Notes E Folloiv-yp care
/j\dm_if.sian Assesstheat Oty {Specify) ) ! : Chemicl Depeniitacy Disgnosis
: 'l Medmal Conditions and / or Diagnosis
HIV Dacamentatspn (Must Initial) Nwmm informion
/ or 509 Pl Infarmation
Work Letter MAY Disilose Treetment Type and Facdity ___ (Must initial) Schoe] Information Féms
_(Mnst Iniviat)

Work Eetler MAY NAT Disclose Treatment Typs and Faclliy
WORK LETTERS ARE NOTTO BE FAXED TIIEY ’ MUST BE PICKED UI"JB\’ PA’IIENI"

1 undersiond thai; i
v e lltofm ti my health record may include information celnting fo seiunily lrﬂnwmh‘d ﬂs!ﬂ‘t. srquired inmusmicficicncy syndvome (A5, or
huu\n immunodpliciency virus (HIV) : i

i Im-: the right of s 10 inspect and obtatn 2 ougy of my proected heakls mfomution. J

1 hnv‘c & right 10 rélcike this muthorization & any time, I wevnke this anthorizativn, § must do so m
Rew:gcauan wilk it apply so-infoeation 1hat s wiready brenreleased in response to this amhmimi n. :
Re: dm:iusm is, piohibited inless the person who cansented 5o the discinsuré specifically conventy 1o fesdifelusune, However, oncz the ibave informiation is
discloned_there i 1 he potential hut i may he re-dikclosed by the recipicnl, and thurettre may not be protegied by the federal parvicy laws scputations,

«  Failure @ pr il required infprmuotion will n0t Goustiaie g proger sthoriation to disciose protected !E} inforimation and that, therefore. my requesi niay nol

e hgnored.
*  Aulhprizing the ufe or distiosure of inﬂ:mmliou idemificd shove i voluntany. | eed aod sign thisliom

Hng(ie l.bt Heaith Informéarion MamEcment Bepariment,

® ® » »

1w bnsure hraitheare irealnteal, psymad o eligibdlity for

benefils .
N , if P . .
' "’“‘“‘ﬁ’ﬁ B U S . 7. 72
: ive %)

(Signmugh of paticin) ® thaer {Signature Pordni ve Legat Representative)

i
IPicgral? b 17 vrany oF apy et stpinin gddition w e Pargm ;B&:{znonalitcp:mmmi\u

3

¢ (WitnessBignature) ® D

{It signed hy a kegal reghescatative, mdicute the rchationship &0 patent v anthoriiy to wt for pativnt ) i
Fexsreharges will coinply with alt Faws and reguiations appliceble 1w rcdcase protected hoalih infonmonivn. J
FOR TACILITY USE, weoved, Date conpisted: _ MR A

Eble, the ikl v of the: Loyl | Rmtumnm Wi verificd by 1 ﬁlﬂuwm Batumeaihon and esyabhinivod i 3 o

Lher: cabxui. the sbove nawed leget raprescriztyve 15 authosized

When applic
1 10 st on bedaf ol the palgnt,  Driwes "> Livense 'Pwtuns 1D . Lapat puaidian Conni wwmtcd lcgn! "
" Powet uf ATtotey aeewer of Fssare  (aber __ e -~ —
Person/Depadtimen: complebwgd T scepiedt; .. ¥ [, - e
f

Frowcied thealih bafurmation '

,\ll_hl\riuliin- 10 Disch

Exybleiian il bt loe ol $datsh Caoin §rastay
1 K Mhaon Lakss Bild
Woffarp ol abes, 1 800U

Authorization { Disclose PH1
Form #9060-010 || 0611 1:
Chart cépy Pai’ nt copy - Mail out Request Records copy i : _ Page 1 ol |
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1396 2 MB 0.439
BENSENVILLE POLICE DEPT
MICHAEL LARSON 5pgs

345 E GREEN ST
BENSENVILLE, . 60106-2511
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001396

N

ATTENTION
Confidential Information enclosed.
To be viewed by authorized persons only.

It you have questions regarding any information you have requested,
please call the phone number on the enclosed invoice.

Heatlh information is reproduced by HealthPon, a health information management ouisourcing service. Your healthcare provider contracts
with HealthPort to process authorized requests for copies of health records,

Reproductions are made from the medical facility's orginal records. The confidentiality of these records is protecied by federa! and state
taws and regulations, including the Health Insurance Porabilily and Accountability Act {HIPAA).

If you requested items that are not maintained in the medical record, your reguest for those items was forwarded to the appropnate
depaniment and will be seni under separate cover. Likewise, informalion that you asked 1o have delivered to another address is sen!
separalely.

This package may or may not contain medical records, depending on what was requested and how il was processed.

You may not make any disclosure or use of these records without the permission of the individual who is the subject of the records.

This information may or may not comain records regarding drug and/or alcohol use or treatment. I this record contains any such information,
it has been disclosed to you from records whose confidentiality is protected by federal regulation 42 CFR Par 2, which prohibits you from

making any further disclosure of it without the specific written consent of the person {fo whom it pertains, or as otherwise permitted by such
regulations. A general authorization for the release of health or other information is not suflicient for this purpose. Federal rules restrict any

use of this information 1o criminally invesligate or prosecule any alcoho! or drug abuse patient.

i the enclosed record pentains to BIV/AIDS, it has been disclosed {o you from records whipse confidentiality ts protected by lederal and,
perhaps, slate law, which prohibits you from making any further disclosure of such information withowt the specific consent of the person to

whom such infermation pertains or as otherwise permitted by state law. A general authorization for this release of health or other information
is not sufficient for this purpose.
This is confidential and privileged information. If if contains mental health information, i is for professional use ondy.




HealthPort Date

E':O' Bmé?gg%g“ 822
tlanta, -9

Fed Tax ID 58 - 2659941 211212016
(770) 754 - 6000 Requosi 1D 7

0186285981

L Shio fo: } Requested By: BENSENVILLE POLICE DEPT
p10: Patient Name:

MICHAEL LARSON )
BENSENVILLE POLICE DEPT DOB: 042047
345 F GREEN &T

BENSENWVILLE, IL 60106-2511

L Records from: J

ALEXIAN BROS HEHAVIORAL HEALTH
1650 MOON LAKE BLVD
HOFFMAN ESTATES, IL 50169

HealthPort is the largest provider of release of informétion(ROl) services and technology.
We ensure the compliant exchange of protecled health information for over 10,000
healthcare facilities nationwide. To learn mare about our flexible ROl solutions, go to

www healthport. com/facilityassist
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Fram:

Dhie of Birth:

] Dute Informakion Meedod:
ASAP

Swase: HHINOIG

mc_.tzd health information indicated below on the

1 authorize ian Brothe

ve namod indivi {fcility nams)
Bansenville Polick Depariment_Atlention Detective Michss! Larson o ( (| 9“‘
Provider Name/Orgpnizstionfindividual \

M5 E Green t
Full sdidress of Provider/Orpenizaticn/Tndividual
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lowing py
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AL the request of the individual

_ Oaher

For treatment deto(s) or mﬁW*l throtph November 26; 2015

Eapiraion Dato of Bxpiraion Ever. _March 31, 2016,
{31 no pricr aotice of fevocation ds recotved, o expintion evolt/nxpiration dafr mdictiad, this avthorizsidon will agpire 90 days fram the date 5i bolow,)
INFORMATION 10O BE DISCLOSED: Al categories below plius doctor's noles i
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. 2016
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S1 Alexius Medical Center
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St Alexius Medical Center

PATIENT: §

Signed

Gen dulf HPI

= Scribe Atteststion
** Yeg
Scribe Attestation;
Scribe documentation provided by, ______ Mackenzie Cooper _ , acting as scribe for DEPT PHYSICIAN

EMERGENCY on 11/11/15 at 09:37.

- General
Medical screening In progress; Yes (1000)

HPI Narrative:
68 Y/0 M with h/o CHF, COPD, and mood disorder presents to ED via EMS from ABBHH for evaluatian

of an episode of CP which radiated to his left shoulder and has since resofved. Pt currently denies CP
during exam. Pt Is a poor historian due to AMS, so history is limited. Pt is allerglc to Amlodipine.
Stated complaint: CP

Time Seen by Provider: 11/11/15 09:36

Source: Patient, £MS, Other

Mode of arrival: EMS

- Releted Data
Home Medications

Medication Instructions Recorded | Confirmed
| Acetaminophen 650 mg PO Q8HR PRN PRN | 11/11/15 | 11/11/15
2.5mgIH O6HR PRN PRN | 11/13/15 | 11/11/35

Albuterol Sulfate
Asplirin 325 mg PO DAILY | 11/11/15 | 11/11715

Bydureon Pen 0 SUB-Q Q7D | 11/11/15 11/11/15 |
Calcium Carbonate 500 mg PO O4HR PRN PRN [ 11/131/15; 11/11/15
Cholecalcifercl 2,000 unit PO DAILY | 11/11/15 | 11/11/15

[Fluticasone/Saimeterol | 500 mca 1H Q12HR & PRN | 11/11/15 | 11/11/15
| Folic Acld 1teb PO DAILY | 11711/157 11/131/15
Glucagon imgiIM PRN.P PRN | 11/11/15 11/11/1%
Glycerin 1 supp RECT PRN.P PRN | 11/11/15 | 11/11/15
Hydromorphong HCI 2mg PO Q4HWA | 11/11/15 ! 11/11/15
Report #: 1111-0081 Physician Decumentation ‘ Page: 1
Deptf: ER

CcC.




St Alexius Medical Center

Unit/MR#: &

Insulin Aspart 0 units PRN.P PRN | 11/11/15 i1/11/15
Lactulpse 0WaemPQTID | 11/11/15 11/11/15
[ Lamotrigine 300 mg PO BID | 11/11/35 | 11/11/15
Levothyroxine Sodium 100 meg PO DARLY | 131/11/15 ] 11/11/15
Loratadine 10 mo PO DAILY | 11/131/15 11/11/15
Lovenox 40 mg SUB-Q DAILY | 11/11/15 ] 11/13/15
Olanzapine 5mg PO BID | 11/13/15; 11/11/15
_nycodone 20 mg PO Q12HR PRN PRN { 11/11/15 11/11/15
Pantoprazole Sodium 40 mg PO DAILY | 11/11/15 | 11/11/15
Phenelzine Sulfate 15 mg PO DAILY | 11/11/15] 11/11/15
Polyethylene Glycol 17 am PO DAILY | 11/11/15 11/11/15
Potassium 40 meq PO BID | 11/11/15 ! 11/11/15
Pregabalin 150 mg PO BID | 11/11/15] 11/11/%15
Senna 2tab PO BID | 11/21/15 | $1/11/15
| Slmethlcone 80 mg PO Q4HR PRN PRN | 11/11/15 | 11/11/15
Torsemilde 40 mg PO BID | 11/11/15 11/11/15
Allergies

Allergy/AdvReac | Type Severity [ Reactlon | Status | Date / Time
arniodiplne Afleray Verified | 11/11/15 15:07
Reviey of Systems

All systems ED: reviewed and negative except as stated,
Constitutional; Denies; fever
Cardlovascular; Reports; chest paln

Pagt Madical History

Reviewed Information; I have reviewed and confirmed nurse's notes for patient's medications,
allergies, medical history, famity history, social history, and surgicai history.
Reviewed Information Cont! EMS run sheet reviewed

+ Past Medjcal History
Attestation; Yes The following information was valldated with the patient.
PMFSH Narrative:

PSYCH: {+) mpod disorder

Source; Patient, EMS, Other (ABBHH)

Medical history; States: CHF, COPD

- Social History
Smoking Status: Never smoker
Alcohol use; States: None

Report #; 1114-0061 Physician Documentation Page: 2
Dept: ER

cC:



St Alexlus Medical Center

Name:

Unit/MR#

Drug use: States: None
Living Arrsngement: Other (ABBHH)

Ehyslcal Exam

CONSTITUTIONAL: Well-appearing; well-nourished; in no apparent distress. Nontoxic
appearance, lethargic

HEAD: Normocephalic; atraumatic

EYES: PERRL; EOM intact

ENT: normel nose; no rhinerrhea; normal pharynx with no tonsillar hypertrophy

NECK: Supple; non-tender; no cervical lymphadenopathy

CARD: Normal 51, 82; no murmurs, rubs, or galiops
RESP: Normal chest excursion with respiration; breath sounds clear and equal bilaterally; no

wheezes, rhonchi, or rales

ABD: Soft, normal bowel sounds; non-distended; non-tender X 4quadrants; no palpable
organomegaly; no masses; no rebound; no guarding; no flank tenderness

EXT: Normal ROM in all four extremities; non-tender te palpation; distal puises are normal; no
edema

SKIN: Normal for age and race, warm; dry, good turgor; no apparent lesions or exudate
NEURQO: lethargic. CN 2-12 grossly intact, motor/sensory grossly intact.

Course

= Consultations
Consultant #1: MOHSIN,SAFDER

roc:

= Pulse Oximetiry Interpretation
** Earlobe
Pulse Oximetry: 96
Pulse Oximetry Interpretation: Normal

Medical Decislon Making

- Medicat Decislon Making

Medical deciston making narrative:
The patient has been in the hospital at central dupage for surgery, followed by admission at ABBHH.

He has some findings on CT consistent with pneumonla, possible aspiration. He has been In the
hospital, se is susceptible for Hospital acquired pneumeonia and needs treatment for this,

- Date Complexity

Datea Complexity: Lab Ordered, X-ray Ordered, EKG Ordered

Deta Complexity #2: Review and summary of old records and/or, obtaining hx from someone other

Report #: 1111-0061 Physician Documentation Fage: 3
Dept: ER

CC:



5t Alexius Medical Center

Name : &

Unit/MR#

than the patient and/or, discussion with other healthcare provider,

- Differential Diagnosls

ats, preumonia, pe

- Medical Records

Medical records reviewed: Yes Patient's past medical records reviewed.

- Lab Data
Result diagrams:

11/11/15 10:18

e N\ 12:3
iﬁ..?r!ﬁ>—4a—<225

11/11/15 10:18

143 | 107 | 13
iz | a0 [Eem \Je
Hematology

11/11/15
10:1;—‘
WBC 1274
RBC 4.57
Hpb i2.1
Het 46.1
MCV 87.7
MCH 265 L
MCHC 30.2 L
RDW 16.3 H
Pit Count 235
MPV 11.2
Differential Method | AUTOMATED
Immature Gran % | 0.2
Neutrophils % 78.9
tymphocytes % 12,2
Mopnocytes % 6.6
Eosinaphils % 1.9
| Basophils % 0.2
Immature Gran # 0.0
Neutrophlls # 10.0 H
Lymphoeytes # 1.5
Monocyvies # 0.8
Eosinophils # 0.2
Basophils # 0.0

Report #: 1141-0061 Physician Documentation

cC:

Page: 4
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St Alexius Medical Center

Name:
unit/MR#
Coagulation
11711715
10:18
T 14.1
INR 1.06
APTT 43.4 H
[ D-Dimer [ 2.38 H |

Chemistry
11711715
10:18

Sodium 143
Potassium 4.2
Chloride 107
Carbon Dloxlde 30
Anion Gap [
BUN 13
Creatinine 1.7 H
Estimated GFR 43
BUN/Creatinine Ratio 8
Giucose 131 H
Calcium a.9
Magnesium 2.1
Total Bilirubin 0.4
AST 23
ALT 18
Total Alk Phosphatase 142 H
Troponin 1 <0.39
B-Natriuretic Peptide 20

| Total Protein 7.3

| Alburnin 2.9 1
Globulin 4.4

Albumin/Globulin Ratio { 0.7 L

= Radlolegy Data
CT chest without contrast

IMPRESSION:

1, Cardlomegaly and coronary atherosclerosis.
2. Degree of aneurysmal dilatation of ascending thoracic avria. This
measures up to slightly under 5 ¢m dlameter. No definite or indlrect

Report #: 1111-0061 Physician Documentation

cC:

Page. 5
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5t Alexius Medicaf Center

Portable AP chest 1025

IMPRESSION:
1. Prominence of right mediastinal margin as described, Recommend chest CT

exam with IV contrast material, in particular to evaluate the proximai
aorta, to exclude any pussibllity of sneurysm/dissection, This was
communicated to ER physician Dr, McSwane.

2. Miid discoid {eft basilar atelectasls.

evidence of a dissection flap, although evaluation is suboptimal without 1V

contrast materlal.
3. patchy/medular right lower lobe infiltrates. May represent prieumonia.
Atypical pneumonla? Lesser amaount of left basilar atelectasis.

4. Gynecomastia.

Nuclear medicine tung scan ventllatien and perfusion
History: Elevated d-dimer.

1. Low probability for pulmonary embolism.

- EKG Data
** FKG #1
EKG reviewed and interpreted:
11711715 14:18
nsr 76; pr nermal; ars nromal; no acute sttwe

11/11/15 15105

Rhythm: Normal sinus rhythm
Rate: 76

Disposition
Provider Attestation: 1 personally performed the services described in the documentation, reviewed

documentation, as recorded by the scribe in my presence, and it accurately and completely records

my words and actions.
Clinical Impression:
Chest Pain, Pnesmonia
Condition: Stable
Refarrals:;
NONE,NONE {Primary Care Provider] -
Have the {ast set of vital signs been reviewed?; yes
Page: 6
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St Alexius Medical Center

Unit/MR#:

Time of Disposition: 15:06

Electronicully Entered By: CHRISTOPHE MCSWANE MD
<Electronically signed by CHRISTOPHE MCSWANE MD> 11/11/15 1524

MCSCH/ 1111-0061

Report #: 1111-0081 Physician Documentation
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St Alexius Medica) Center
1555 BARRINGTON RD
HOFFMAN ESTATES IL 60169
1-847-843-2000

UNIT/MR#: PATIENT:
ACCOUNT# ATTENDING, SAFOER MOHSIN MD
ROOME: AgigiT DATE: 11112/15

. DOB 4

Sighed

JOB#: 317820
DATE OF ADMISSION: 111212015

DATE OF DISCHARGE:

DISCHARGE DIAGNOSES:

1. Chest pain, no acute cardiac injury, negative stress test.
2. Pneumonia iproved

2. Thoraclc aneurysm, no further workup per patient and his family and POA.
3, Chronic obstructive pulmonary diseass, advanced.

4. Higtoty of sleep apnea, on CPAFP.

5. History of hypertension.

6, History of diabetes,

7. History of chronic kidney disease,

8. History of peuropathy.

8. History of hypothyroidiem.

10 Chronic leg edema,

14. Hisgtory of back pain status post kyphoplasty for fracture.
12. Nonambulatory for a prolonged period.

13. Chronic pain medication use as per family.

MEDICATIONS: See reconcile.

DIET: Weight reduction ADA dlet.

FOLLOWUP: Wil be seen by the psychiatric services at the Behavioral Hospital and | will assist with any medical
needs.

ADMITTING LABORATORY DATA: White court 12.7, hemogiobin 12.1, hematocrit 40. Chemishies: Sodium 143,
potassium 4.2, chioride 107, bicarbonate 30, BUN 33, creatinineg 1.7. Treponin x3 lese than 0.32. Stress echo, no
inducible ischemia, no suggestion of cardiac decompensation, CT scan of the ches! revealed a thoracic aneurysm

and also right lung infittrate. A V/Q scan, low probability,

HOSPITAL COURSE: Patient basically was admitied with chest pain. He ruled out for acute Ml Stress test was
negative. As regards to the thoracic aneurysm, the patient and the family, mainly his wife, requested no further
intervention. He was aiso noted to have right-sided pneumonla that was treated with broad-spectrum antibiotics. He
improved quite a bit while he was here, | also heve tapered off significart amount of his pain medication and cut
down Lyrica. Also, his psych meds were reduced secandary to severe lethargy. Now he Is looking and feeling a lot
better. He is alert, able to communicate, He will be transfetred back to the Behavicral Hospitel for further

management of his mood issues and then subssguently he wilf nead to be placed at a location of his end family's
Report #: 1116-0260 DISCHARGE SUMMARY Patg?\t:l 1
Pept: MR
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St Alexius Medical Center

Name
Unit/MR#:

choice, Overall condition at the time of discharge from this Tacility is significantly improved from the time of
admission.

PHYSICAL EXAMINATION;
VITAL SIGNS: Temperslure 87 8, blood pressure 104/57 and 126/ . heati rate is in 70s, O2 sat 96% on room
air,

HEENT: Tongue is moist.

HEART: 51, 52 well heard,

LUNGS: Bilatersl minimal wheeze.

ABDOMEN: Obese, nontender.

EXTREMITIES: Chronic stasie changes.

Cveralt, 40 minutes spent arranging his discharge, filling aut the meg rec and appropriate papers. | alse
communicated all the hospital details to the staff at the Behavioral Hospital and the receiving psychiatrist,
Addendurm;11/17/45: finally they have bed availabe at abbhh, he will be transfered today, BP eleveted secondary to
arxlety but coming down, practically off pain meds, will furthe wean him off | possible at brhavioral

hospital, bp meds will be adjusted g well. Over &ll condition much improved from time of admission,

Dictated By: SAFDER MOHSIN MD
<Elgctronically gigned by SAFDER MOHSIN MD> 11/18/16 D016

DD 1111515 1400 DT: 11/18/15 2232
MORSA/ES 1116-0260

Report #, 1116-0260 DISCHARGE SUMMARY Page: 2
Additionai copy Dept: MR
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St Alexius Medical Center
1555 BARRINGTON RD
HOFFMAN ESTATES IL 60188
1-847-843-2000

PATIENT
ATTENDING:
ADMIT 11/12/15

Signed

JOBR: 315178
DATE OF ADMISSION: 11/11/2018

CHIEF COMPLAINT: Chest pain,

HISTORY OF PRESENT ILLNESS: Taken from the nursing staff at Alexian Behavioral, | have spoken to the patient
and | also spoke 1o the ER staff. in addition, | have been foliowing this patient &t the Behavioral Hospitai. The
patient is a 68-year-old gentleman that was admitted on the November 1st to Alexian Brothers Behavioral Hospital for
severe mood and behavioral problems, The patient was transferred there from Bridgeway nursing facility. He was
being manaped by the psych services for ongoing behavioral problems, defirium, defusion and aggressive behavior.
Hewever, this morning, he complained of left-eided chest pain, At that time, he was transferred o the ER. He
underwent extensive workup in the ER that included EKG, which was negative for any acute ST-T changes. Troponin
was negative. D-dimer was mildly elevated; however, CT scan of the chest, V/Q scan was negative for PE,
reportedly, low probability, He did have right-sided pneUmenie that is being treated, in addition to that for this
ongoing confusions, he underwent CT scan of the head thet again was negative for any acute CVA blesd. Hewas
given 2 doses of antibiotics, Zosyn and doxycycline following which cultures were obtained and he was admitted.
When | saw him arcund noontime in the ER, he was sedated but easily arausable. He was nol having any acute
pain, He did look confused, which has been the case since he has been at the Behavioral Hospital,

PAST MEDICAL HISTORY:
. Remarkable for congestive heart failure, gjection fraction unknown.

History of chronic obstructive puimonary disease, advanced.
Reported history of sleep apnea, does not use CPAP.

Histery of hypertension.

History of diabetes with labile blood sugars,

History of chronic kitdney disease.

History of neuropathy.

History of hyputhyroidlsm

History of chronic leg edema.

10. History of back pain status post recent kypheplasty for fractures.

2OOAD BN

PAST SURGICAL HISTORY: Kyphoplasty.
MEDICATIONS: Seereconcile.

FAMILY HISTORY: Noncontributory.
SOCIAL HISTORY: Prior to being transferred to the Bridgeway nursing home, he lived &t home with wife and he alse
has & couple of disabled children that live at home. There is no current tobacso o aleohol use | have been informed.

He does not work

Report # 11120338 HISTORY AND PHYSICAL Page: 1
Additional copy Dept: MR
CC:
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St Alexjus Medi

REVIEW OF 8YSTEMS: HEENT: No headache, dizziness, blurring of vision. CARDIAC. He did compigin of chest
pain this morning, not &t this time. He gets winded without much effort. RESPIRATORY. Admits to cough, wheeze.
GASTROINTESTINAL: Fair appetite. No vomiting, diarrhes, blood in the stool. MUSCULOSKELETAL: Back pain.
He wears & brace.

NEUROLOGIC: Tingling, numbness in the lower extremiies, which according te hit is chronic. He cannot
smbulate, mostly confined to a wheelchair. CIRCULATORY: Chronic leg edema and stasis changes. ENDOCRINE;

He is diabetic and hypothyroid.

PHYSICAL EXAMINATION:
GENERAL: Alert, very arpumentative, very focused on his paln megications, particularly nareotics

VITAL SiGi\!S: Témperature 98.2; blood pressure 118/71, 147/72, 107/57; heart rate is In the 70s and regular; O2 sat

100% on room air.
HEENT: Eyes are anicteric.

NECK: Supple. Thyroid not enlarged, Carolids no bruits.

HEART: 81, 82 well heard No 83 ¢r S4. No murmurs, Rhythm is regular.
LUNGS. Diminished air entry bilaterai mild wheeze Ne rales,

ABDOMEN: Obese. No orpanomegaty, no tendemness. Bowel sounds well heard
RECTAL: Decline lower extremitias, massive peda! edema bilaterally. Alsp noted are muitiple scabs, scz_al y skir}

There is also noted extensive thickening of the skin involving hie feet and toes. Periphersl pulses, dorsalis, pedis,
posterior tibial are felt but feeble.

JOINTS; Spine: No acute tenderness. He currently has a brace in place.
NEUROLOGIC: Cranlal nerves are grossly intaef, Motor: He moves all extremities, Gait: Unable to stand or walk

fndependently,

LABORATORY DATA: White count 12.7, hemoglobin 12.4, hematoerit 40.1. Chemistries; Sodium 143, potassium
4.2, chioride 107, bicarbonate 30, BUN 13, creatinine 1.7. Tropanin less than 0.38,

Chest x-ray; Prominence of mediastinal margin. No acute infiltrates, No evidencs of CHF. CT scan of the chest:
Cardiomegaly. Also noted is aneurysmal ditatation of the ascending aorta measures up to under 5 cm in diameter,
No suggestion of dissection. A V/Q scan reported low prebability. CT stan of the head: No acute CVA or bleed,

IMPRESSION:
1. Chest pein, no acute cardigc injury noted so far. However, he does have mulliple risk factors for coronary artery

disease,
2. History of diabetes with !abiie blood sugars, He did have & iow sugar reaction yesterday at the Behavioral

Hospital.

. Advanced chronic obstructive pulmanary disszse.
History of sleep apnea.

Hypertension, clirently stable,

Chronic kidney disease, patient is aware of that.

. Diabetic neuropathy.

Back pain, recent kyphoplasty.
Reporied history of arrhythmia. The patlent is unaware of what arrhythmia hie has had.

10 Nonambulatory for quite sometime.

11, Morbid obesify.
12. Mood disorder with severe behavioral issues. The patient has been constantly complalning about staff abusing

him. He made the allegation at the nursing home and he has been making this allegation an g daily basis at the
Behavioral Hospital also which has been completely untrue.

PLAN: 1 will admit him to the monitor floor. | wili check sefial EKG enzymes and if these are negative, [ am going to
schedule him for Lexiscan scan to rule out any inducible ischemnia. As regards to the pneumonia, | have started him
Report #: 1112-0338 HISTORY AND PHYSICAL Page: 2
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St Alexius Medical

on Zosyn, doxycycline and will afso initiate DVT prophylaxis. Home meds were reviewed and adjusted. We will
monitor his blood sugar and make further edjustments, | have also requested peych services Or, De L.os Santos'
group to follow him while he is here. If patient has any further cardiovascular symptoms or the stress test is positive,
| wil{ have cardiology see him as well, | also advised the patient that we need to work on reducing his pain
medications. He has beer completely abscessed around round the clock use of Ditaudid, Lyrica and oxycocdong,
which could be contributing to some of his mend swings and sedation. | will ateo talk to his wife.

Dictated By: SAFDER MOHSIN MD
<Electronically signed by SAFDER MOHSIN MD> 11112115 2124

o0, 1114/46 2222 DT: 11412115 0833
MOHSA/ES 1112-0338
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St Alexius Medical Center
1555 BARRINGTON RD
HOFFMAN ESTATES IL 80169
1-847-843-2000

PATIENT:
ATTENDING: SAFDER M

UNIT/MR#:
ACCOUNT;
ROOM#, £.308.BLOC: F.3N
SEX; M ACE: 68

ssQned

JOB¢. 315020
DATE OF CONSULTATION: 1171215
CONSULTING PHYSICIAN: MONICA M ARGUMEDO MD

PSYCHIATRIC CONSULTATION
ATTENDING PHYSICIAN: Safder Mohsin, MD
REASON FOR CONSULTATION: The consult was ordered dus to agitation.

HISTORY OF PRESENT ILLNESS: This patient is a 68-year-old, married, Caucasian male who has & history of &n
L4 fracture, congestive heart failure, hypertension, diabetes mejlitus, chronic kidney disease, hypothyroidism, obesity,
cbstructive sleep apnea, atrial fibrillation, chronic lep edema, COPD, and GERD who was originally admitted to
Alexian Brothers Behavioral Health Hospital on 11/01/2015 under the care of Dy, De Los Santos to address mood
jability, agitation, and behavioral disturbance at the nursing facility where he had recently been residing. The
patient's medlcations were in the process of being adjusted. It looks like the patient wae recently started on Zyprexs
for some periods of severe agitation and psychotic behavior, The palient did develop some complaints of chest pain
and he seemed to be Increasingly confused, so he was {raneferred to St Alexius Medical Center. In the emergency
room his EKG was negative. His troponins were negative. He had a miidly elevated D-dimer, but his VQ ssans
showed low probability of 2 PE. He did have g chest x-ray which showed some quegtionable right-sided pneumonis
which is currently being treated. He did have @ CAT scan of his head due to some increased confuston and that

shows modetate diffuse atrophy but nothing actte,

PAST PSYCHIATRIC HISTORY: The patient is most recently under the care of Dr. De Los Santos. He had baen on
a combination of Lamictal and Nardll. The Nardil is currently not being taken. He had previously reported & lifelong
history of depression with a history of previous inpatient psychigtric hospitalization back In 1989 for transcranial
magnetic stirulation, He has never attempted suicide. His current psychotropic regimen includes Lamictal 300 mg
twice a day, He had bsen having has Nardil siowly tapered down. According to review of records at the behavioral
health hospital, he continued to struggle with lot of mood fability and he would go from belng very alert and oniented
and able to engage to periods where he was absolutely not lucid and seemed incoherent,

PHYSICAL EXAMINATION;
VITAL BIGNS: Currently reveal & temperature of 101. His blood pressute is 123/74, his heart 1ate is &5, respiratory

rate 20, and he Is saturaling 93% on 3 liters of oxygen.

SUBSTANCE ABUSE HISTORY: Per records is nontontributory.

MEDICATIONS: Currerdly being taken include senns, Mylicen, Bumex, Claritin, Novolop, OxyContin, Lyrica,
MiraLeax, Novol.og, lactulose, Lamictal 300 b.i.d., Symhroid, Tylenol, aspirin, Tums, vitamin D, glucagon, heparin,

Report #; 1112.0840 CONSULTATION REPORT Page 1
Additional copy Dept. MR
cC

end coples to~




and Dilaudid 1 Ing twice a day.

ALLERGIES: ____.

PAST MEDICAL HISTORY: Again, significant for congestive heart failure, hypertension, chronic Kidney disease,
diabetes mellitus, hypothyroidism, obasity, obstructive sleep apnez, atrial fibrillation, COPD, GERD, kyphoplesty, and

& histary of 14 fracture.

SOCIAL HISTORY: The patient epparently was bom in Texas but was raised primarily in iflinois by his parents, He
has 3 years of college. He hag a history of being self employed as a software engineer. He Is maried. He
apparently had been residing at home with his wife and some disabled children prior to admission {o Bridgeway
nwsing facility, Per records, the patient has no history of abuse in his life. Unable to ascertain if there is any family

history of peychiatric illness.

MENTAL STATUS EXAMINATION: Reveals an obese, 68-year-old Caucasian male. He is lying in the hospital bed
He is wearing & hospital gown. He presents as somewhat disheveled. He is noted to be in bilateral wrist restraints,
He does not make any eye contasl, The patient is talking, but he is incoherent. He geems confsbulatory and quite
confused. He is unable 1o answer questions eppropriately, | am unable to assess his mood, affect, though process,
thought content, or suicldeiity or hemicidality. He is alert and completely disoriented.

DIAGNOSTIC IMPRESSION: .
AXIS |: Delirium related to underlying infection; rule out cognitive disoroer; major depressive disorder, recurrent,

zevere without psycholic features per history, and unspecified anxiety disorder,

AX]S | Deferred.
AXIS HI: New diagnosis of pheumoria, history of congestive heart fallure, hypertension, dizbetes mellitus, chronic

Wdney disease, hypothyroidism, obeslty, obstructive sleep apnea, atrial fibrillation, COPD, GERD, and L4 fracture
PLAN OF CARE AND RECOMMENDATIONS: This case was discussed with nursing staff and with Dr. De Los

Santos, | will start the patient on p.r.h. Zyprexa 5mg M or p.o. for ggitation. The patient is iikely defitious in the
context of an infectious disease and some fever. He should be treated for his underlying medical conditions and then

he should be transferred back to Alexian Brothers Behavloral Heaith Hospital under the care of Dr. De Los Santos
once he is deemed medicslly cleared.

Thank you for the opportunity o participate in the care of this patient. Please do not hesitale to contact psychiatry
with questions or concerns.

Dictated By: MARY DAVITT, APN

Dictated By; MARY E DAVITT APN
<Electronicaily signed by MARY E DAVITT APN> 11/13/15 1105
<Electronically signed by MONICA ARGUMEDO MD> 12/16/15 1245

DD: 11/12M3 0937 DT 111215 1112
DAVMA/ES 1112-0840
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St Alexius Medical Center
1555 BARRINGTON RD
HOFFMAN ESTATES IL 60168
1-847.843-2000

DEFARTMENT OF CARDIOLOGY
St ATTENDING:
: . FER ORDERING: DEPT P. EMERGENCY
SEX: M AGE: 6B ADMIT DATE:
FAX#:

Signed

1111-0132 NIC/EKG (93005)

EKG
EXAM DATETIME:  Nov 112015 08:31:51

Test Reason | CHEST PAIN
Blood Pressure ! /™ mmHMG
Vent. Rate ; 076 BPM  Alral Rete : 076 BPM
P-Rint: 192 ms QRS Dur ; 108 ms
QT Int:388ms  P-R-T Axes : 061 041 049 degrees

QTcInt 436 ms

** Poor data quality, interpretation may be edversely affected

Nermal sinus rhythm
Normel ECG

No previous ECGs available

Confirmed by Wemick, Mark (12104) on 11/11/2015 10;31.57 AM

Referred By: DEPT EMERGENCY Confirmed By Mark Wernick

Dictated By: MARK H WERNICK MD
<Electronically signed by MARK H WERNICK MD in OV> 11/11/15 1032

DD: 114114150831 DT: 11/14/15 1032
WERMA/ 1111-0047

Report #: 1111-D047 ELECTROCARDIOGRAM REPORT FPage: 1
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St Alexius Medival Center

1555 BARRINGTON RD
HOFFMAN ESTATES IL 60169
1-847.-843-2000
DEPARTMENT OF CARDIOLOGY
UNITIMR#; PATIENT §
ACCOUNT#: | ATTENDING: SAFDER MOHSIN MD
ROOM#: F208-B LOC: F.3N ORDERING: SAFDER MOHSIN MD
SEX: M AGE: 68 ADMIT DATE: 11/12/15
FANH: DOB.§

Signed

1113-0238 NIC/STECDOCPWC (93351)

STRESS ECHOCARDIOGRAM REPORT

DDBUTAMINE

Account #;

Accession #:

HIAK; 72in2911b
Gender: M

BF: 136 /77

Referring physician; Mohsin, Safder

Ordering physiclan: Mohsin, Safder

Performed by: Efic P Burseth, MD
Sonographer: Gustave Felix, RDCS

Nurse: Jodi D&apos,Ambrosia Beverly Witk
Study Date; 11/13/2015

Crdering physician: Mohsin, Safder
Referring physician: Mohsin, Safder
Altending physician: Mohsin, Safder

Reading physician: Eric P Burseth, MD
Sonographer; Gustave Felix, RDCS
Nurse! Jodi D&apos;Ambrosia Beverly Wilk

Reason for Study: Chest prin. Chest pain.

STUDY DATA. Siress echocardiopraphy. 2D. Study status: Routine. Location:

8t Alexius Medical Center Petient status: Inpatient. Body surface area;

BSA: 2.65 m~2. Consent: The risks, benefits, and alteratives to the procedure

were explained to the patient and informed consent was obtained. Location:

Echo laboratory. Procedure: initia} setup. A baseline ECG was recorded.

Intravenous access was oblained, Surface ECG jeads and manual cuff blood

pressure measurements wens monitored. Transthoracic echocardiography. Image

quality was adaquate. The study was technically imited due fo poor acoustic

window availability. Dobutamine stress test, Stress testing was performed, with

Report #: 1113-0281 STRESS ECHOCARDIOGRAM Page: 1
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dobutaming infusion from 5 to 20 meg/ka/min by 5 megfkg/min increments. Patient
was also given atropine 1 mg IVP in divided doses to fry to afain targel beart
rate The infusion was termingted due to maximal dose administration. A
pharmacologic approach was used because the patient was physically unable to
exercise and beczuse the patien! faifed to reach the target heart rate ina
previots nondiagnostic exercise stress test. Exercise testing wes performed.
Post-stress imeges cbtained within 80 seconde of peak stress. Transthoracic
stress echacardiography. Image quality was adequate, The study was technicalily
limited due to poor acoustic window availability, Images were captured at
baseling, low dose, pask dose, and racovery, Infravenous contrest {Definily) was
administered. Study completion; All catheters inserted during the procadure
were fremoved, The patient toleraied the procedure wall. There were no

complications.

CONCLUSIONS

SUMMARY!

1. Btress: The patient experienced no chest pain during &tress.

2. Stress ECG conclusions: Normal debutamine siress EKG, however, the
sensitivily is decreased since low maximal hegr rate, Occasionat PVC
jsolated PAC with eberrant conduction,.

3. Btress echo: There is no echocardiographic evidence for stress-Induced -
ischemia to the jeve! of etress affained, The sensitivity is decreased since
low maximat heart rate and images were technically suboptimal in the
parasternal views bt normal increase In contractifity ssen in the apical

views which were of good quality.

- ————

OBSERVATIONS

BASELINE ECG: Nonspecific T wave changes.
STRESS PROTOCOL:
LU S S

| Stage IHR I8P (mmHg) |
L TS PRI VRS R e
{Baseline 83 1136/77 (8731
+ tanert +
IDobutamine § ug/kg/mint | t
+ +aurt +
IDobutamine 10 upkg/mint | }
-+ o+ et =t
IDobitaming 15 ug/kg/minl 1 i
[ R S S PA—
1Debutaming 20 ugkg/minl | !
+* F emat +
{Dobutaming 3D ughg/mini | {
+ & -+
10obutamine 40 ugfikg/min! | i
+ weeat oot +
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1Dobutamine 50 ug/kog/min! | 1

F et +
tPeak stress 1125115880 (113)!
+ + wnntfe +
{immediate post stress | | !
+ corbmnnt +
IRecOvery; 1 min [ !
+ S - +
IRecovery; 2 min bt |
* Fonat e +
IRecovery; 3 min L | |
+ L T +
IRecovery; 4 min b} f
+ i, B 4 +
IRecovery; 5 min bt I
+ +reart +
IRecovery; & min [ §
+ o e +
iRecovery, ¥ min P I
+ O -+
tt.ate recovery I !

+ #rant g

STRESS RESULTS: Maximal heart rate during stress was 125 bpm (B2% of maximal
predicted heart rate). The maximal predicted heart rate was 152 bpm . The target

heart rate was not achieved. The heart rate response to stress js normal. There

12 & normal resting bload pressure with en appropriate response o stress, The
rate-pressure product for the peak heart rete and blood pressure was 18750 mm
Hg/min. The patient experienced no chest pain during stress.

STRESS ECG: Normal dobutamine stress EKG, however, the sensitivity is decreased
since Jow maximal heart rate, Qccasional PVC Isclated PAC with abarrant

conduction..
STRESS ECHO RESULTS:  Left ventricular ejection fraction was nomal at rest

and with stress, Resting LVEF ¢f 80%. There is no echocardiographic evidence for
sfress-induced ischemia o the level of stress attained. The sensitivity is

decreased since low maximal heart rate and images were lechnically suboptimal in
the paragternal views but normal increase in contractility eeen in the apical

views which were of good quality.
Eric P Burseth, MD

1111312015 17:38

Dictated By: ERIC P BURSETH MD

<Ejectronically signed by ERIC P BURSETH MD in OV> 11/13/15 1739

DD: 1113/15 1439 DT 11/13715 1738
BURER/ 1113-0281

Report#: 1113-0281 STRESS ECHOCARDIOGRAM
CC. SAFDER MOHSIN MD
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Winters, Maximilian J (F001124293) - 11/13/2015

- 1655 Barnington Rd
o . Hoffman Estates, IL 60169 - e _
STRESS ECHOCARDIOGRAM REPORT

DOBUTAMINE
Patient: Study Date: 11/13/2015 Gender: M
DOB: MRN: Age: €8
Account: HitWit; T2in 281 1b BP: 138/77
Access¥
Ordering physician: Mohsin, Safder
Referring physician: Mohsin, Safder
Attending physiclan: Mohsin, Safder
Reading physician; Eric P Burseth, MO
Sonographer: Gustavo Felix, RDCS
Nurse; _Jodi D'Amibrosia Beverly Witk o
Reason for Study: Chest pain, Chest pain.

STUDY DATA: Stress echotardiography. 2D. Study stalus: Routine. Location: 8t. Alexlus Medical Center Patlant status;
inpatient. Body surface ares: BSA: 2 .65 m*. Congenl: The risks, benefits, and afternatives to the procedure ware
explained to the patient snd informed consent was obtalned. Locstion: Eche laboratory. Procedure; Initial setup. A
bassline ECG was recorded. intravenous access was obtained. Surface ECG leads and manual cuff blood pressure
measurements were monitored. Transthoracic echocardingraphy. Image quallly was adequate. The study was
technically limited due to poor acoustic window avallebliity. Dobutamine stress test. Stress testing was performed, with
dobutamine infusion from 5 to 20 meg/ke/min by 5 mcg/kg/min increments, Patient was also given atropine 1 mg IVP in
divided doses to try to attain target heart rate. The Infusion was terminsted due fo maxims! dose administration. A
phammgcologic approach was used because the patient was physically unable to exercise and becsuss the patient failed
to reach the targst heart rate in a previous nondiaghostic exercise strass test. Exercise testing was performed. Post-
stress images obtained within 80 seconds of peak stress. Transthoracic stress echocardiography. Image quelity was
adequate. The study was technically limited due to poor acoustic window avallabilily. images were captured et baseline,
low dose, peak dose, and recovery. Intravenous contrast (Definily) was adminisiered. Sfudy eqmplstion: All catheters
ingerled durng the procedure were removed. The patient tolerated the procedure well. There were no complications.
CONCLUSIONS

SUMMARY;

1. Strasg: The patient expsrienced no chest pain during stress.

2. Sitess EGG conclusions: Nommal dobutamine stress EKG, howsver, the sensitivity is decreased since low maximal
hegrt rate. Occasional PVC Isolated PAC with aberrant conduction,.

3. Strags echa: There Is no echocardiographic evidence for stress-induced lschemia te the level of stress altained. The
sensitivity is decreased since low maximal heart rate and images were technically suboptimal in the parasternal views
but normal increase in contractilily seen in the apical views which were of good quality.

OBSERVATIONS

BASELINE ECG: Nonspecific T wave changes.

STRESS PROTOCOL:
Stage |HR\BP (mmHg)

Baseline | 63| 136/77 (87)

Pesak stress|125|158/90 (113)
STRESS RESULTS: Maximal heart rate durlng stress was 125 bpm (82% of maxima! predicled heart rale). The maximal
predicted heart rate was 152 bpm.The fargst heart rets was not achieved. The heart rats response to stress ig normal,

Pagel1/2




There is a normal resting blood pressure with an appropriate response to stress. The rate-pressure prodguct for the peak
heari rale and blood pressure was 18760 mm Hg/min. The patient experienced no chest pain during stress,

STRESS ECG: Normal dobutamine stress EKG, however, the sensitivity is decreased since low maximal heart rate.
Qccasional PVC isoiated PAC with aberrant conduction..

STRESS ECHO RESULTS: Left ventricular ejection fraction was nommal st rest and with slress. Resting LVEF of 60%.
There j& no echocardiographic evidence for stress-induced ischemia o the level of stress attained. The sensitivity is
decreazed since low maximal heart rate and images were technically suboptimal in the parasternal views but normaf
increase in contractility seen in the apical views which were of good qualty.

Prepared and electronically signed by
Eric P Burseth, MD
1113/2015 17:39
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Printed: 1718718 000% »JFXIAN BROTHERS HOSPITAL NETVORK Fesei 1

St. dlexius Kedical Centexr
1655 Barrington Road
Hoffran Estates. IL 60169
{847) 490-6534

Alexian Brothers Kedical Center
800 Bimsterfieid Road
Elk Grove Village, IL 60007
(847) 43725500 Lab Ext. 4555

LABORATORY DAILY SUHMMARY REPORT

Kans, J Attend: MOHSIN, SAFDER MD
deotd: Bnits: @5 Prizary: NONE_ NOKE
DOBEL : Age: Subnitting: MOHSIN, SAFDEE ¥D
Ioc: F. 3K Room : Other:
Adwnit: 11/12-1E Status: CC: EMERGENCY, DEPT P.
MCSWANE, CHRISTOPHE M¥D

DE 105 SANTOS., RENATO MD

Ordering Facility: St Alexius Medigal Center Hom Statf Faxf:

=x36 HEMATOLOGY saxw

Date 11-11-15
Tine iD1g Reference Unite
¥BC ] 12.7 ® | | i | (4.5-11.0) K-em3
RBC | 4.57 ] | ] f (4.20-6.10 ¥ ul
HGE i 12.1 ! } { | (11.6-17.6 gsdL
BCT ] 40.1 | I J } (34.1-50.9 %
MCY ] 87.7 | ] | | (8C.6~96.2 f£1
HcH i 26.5 L | [ | ] (27.7-33.1 pg
HCHC ] 30.2 1§ | ] | (33.0-36.1 g-dl
RDW i 1£.3 B | l I [ (11.0-15.9 X
FLATELET | 235 ] I i | (125-408) Krmn3
rEY | 11.2 ] 1 ! I {9.3-12.0) £1
DIFF METHOD | (&) | | | ]

(&) AUTOHATED
NEUTROPHILS % | 78.9 | | t i %
IYHPROCYTE % | 12.2 ) f ] 1 %
HOROCYTE % | 6.6 [ } ] | %
EOSINOPHIL % | 1.8 i } | I %
BASOFHIL % | g.2 | { | ] %
1G % i 0.2 | i f | %
REUTROPHILS & | .0 B | i | | {1.8~2.0) K/mu3
LYMPEOCYTE & | 1.8 | | i b {D.1-4.4) K/nwr3
¥OROCYTE ¥ { 0.8 i } { | (0.1-1.3} K/mn3
EOSINOFKIL # | 6.2 I | | } (0.0=D.7) Krmm2
BASOPEIL # | D.o J ! I | (8.0-0.2) Kran3
G ¥ ! §.0 | | ] | {0.0-0,1) Krnn3
ILov, L#=Critical lev, H-=High, He=e<(Critical Hich, D=Delta, A~ibnormal

Loc: F.3H F.3208-B

hoety
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Printed: 11-18/1§ 0004 ALFYIAN BROTHERS HOSPITAL NETWORK

Alewian Brothers Medical Center St. Alaxius Hedical Center

800 Biesterfield Road 1568 Barrington Road
Elk Grove Villags, IL 60007 Hoffxan Estates, IL 60165
(847) 437-5500 Lab Ext . 4555 (847) 4906934

LABORATORY DAILY SUMMARY REPORT

DOB Sext: M
Ipcation: F.3N

seon COAGULATION =swnw

Date 11711-1%

Tins 1018 Kefersnce Units
ProTime i 14.1 | } | | {12.2~15.1 SECONDS
INR | 1,08(B) { i | { (0.80-1.20

{(B) INR Therapsutic Renga:
Fornal: 2.
High Intensity: 72

o

L W
oo

PTT | 43.4¢C) B | | i | {24.6-356.% SECONDS

(C) Heparin Therapeutic Range: 73.0 ~ 110.0 seconds

DDIMER QUANT | 2.38(D) H | i { ! {<0.5D) ug-mlFEU

(D) The 5T2& Liatest D-Diner nay be used as an aid in excluding
DVT and PE vhen combined with clinicel evaluastion. Studies
shov levels < 0.50 ugrswl (FEU) have o negative predictive
value of 95-1G0%. Lmvels 0.50 ugrml (FEV) and greater have
meany causes and ayg net specific,

=rax  CHEMISTRY =wss

Pate 11-12/18% e & e § P - Eoae

Tipe §817 2234 i0ie Roference Units
SODIUY { | ] 143 i | {136=145} mmol- L
POTASSIUM I | | 4.2 ] | {2.5-5.1) mmolsl
CHIORIDE ! i } 167 i | (998-107) =mmal-sL
€02 { ] | a0 ] i {21-32) nnolrsL
ANION GAP ] | | 4 | | (5~1¢6) nmolsL
GLUCOSE ! ] | I31(E) B i | (78-99) pg/dL

{E) Inmpaired 100 - 125 mg/dL

Diabetic >12% mg-dl

BUN | ] } 13 i | (7-23) ngsdl
CREATIRINE I } i 1.7 H | | (0.6-1.3) mngrsdl
BUN/CREA RATIO| ; | ] i } (7-23)
I=Iow. L»=Critical lov, H=High, H#*=Critical High, D=Delta. A=ibnormal

loc: F. .38 F 308-B

=% CONTINUED ON HEXT PAGE ==
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dlexian Brothers Eedical! Center St. Aleriug Bedical Center
800 Biexterfield Road 1585 Rarrington Road
Hoffpan Estetes. Y1 €0169

Elk Grove Villages, IL 60007
(847} 437-5500 Xab Ext. 4555 (B47) 490-6934

LABORATORY DAILY SUMMARY REPORT
Seg: M

Hane
Aoct#: Bnitd Tocation: F.3N
v CHEEMISTRY ~exx {continued)
Dats 11/32/15 s 11/11/1vm s
Tinme 0817 2234 101e Keference Units
EGFR J i | 43¢F; | ]
(F} Reference Range in nl/min-i.73 sguared

>60 = HNormal {Unlese evidence of kidnay danage exists)

§9 —~ 39 = Chronic Kidney Dissase Stage 3

29 — 15 = Chromnic Kidugey Discase Stage 4

<15 ~ Chrapic Kidney Dissase Stags §

If patieat is Afxicen-Americen, nultiply result by 1 2%,
CALCIUN | | f B.9 ] | (8.5-10.1) mgsdlL
FROTEIXK TOT | I / 7.3 | | {6.4-8.2) g-al
ALBUMIN i | | 2. 1| | (2.4-5.0) grdLl
GLOBULIN ] ! f 4.4 | | {1.4-4.8) g-dl
A”G RATIOD | | | 0.7 I | | (1.6=1.9} g-dl
AST (SGOT) | i | 23 | [ {¢37) gL
ALT (5GPT) | ! | 18 ] | (16-61) WL
ALKP TOTAL i ] f 142 H | | (45-117) DAL
BILY TOTAL / | | 0.4 | I (<1.0) ng dL
HAGHESIUY | H | 2.1 | | {1.8-2.4) mgrdL
TROPONIN I | <0.39 | <B.%9 |  «<p.39 ! ! ¢0.006=D.39 agrml
BNP | | | z0(G) | | {7-¢7) pseml

{G) Patients taking Natrecor nay shov elevated results. eines
Natrecor is a Natriuretic Peptide.

THE CLINICAL UTILITY OF SERIAL BENP MEASUREMENTS HAS ROT BEEN
ESTABLISHED AND THE PRACTICE IS FOT SUFFORTED BY THE
ANERICAN COLIEGE OF CARDIOLOGISTS.

BRP testing should bs used during the initial evaluation of
& patient with possible heart failure and to differentiate
heart failure from other causes of dyspnea only vhan the
diagnosis ie unecartain., In addition, a pre-dischargad BNP
nay be indicated for risk stratification to deteramine
adeguacy of therapy to develop a manegement plan.

Islow, Lx=Critiecal lowv, HeHigh, H*=Criticsel High. DsDelta, A=Abnormal
loc: F.3N F.308-B

#2 CONTINUED ON HEXT PAGE =%




Pags: 4

Printed: 11-1B-15 0004 ALEXIAN BROTHERS HOSPITAL HETWORK

St. Almgius Madical Centear
1558 Harrington Read
Boffman Estatex, IL 6016%
(847) 4%0-5924

Alegian Brothers Hedical Center
800 Biesterfield Road
Elk Grove ¥illage, IL 60007
{847) 437-5500 Iab Ext. 4555

LABORATORY DAILY SUMMARY REPORT

Hame . £ Sex:
Acct?: it¥: rtocation: F.O3K
=z¥% POINT OF CARE 1B TESTS apes
Date ~11/17-1C -
Time 1238 1218 1137 pedl Refsrence Units
GLUCOSE POCT | 83(H) | 771 ] 69{(J) T | §3({K) | {70-99) mgrdL
{H} Pert By: NATH, LISA
(I) Perf By: NATH, LISk
(1) Pert By: XUNOZ, VANESSA
Notified RN
{K} Perf By: JORDAN, ROVENA
Date 1i/16-15
Tine 2112 1545 1142 0621 Reference Units
GLUCOSE POCT | 105(1L) ®H | 153(d) H | B3 (N} | 112(vy B | (70-99) ngsdL
(L) Pexrf By: ZURIGA. JERNIFEK
(M) Perf By: D’ACQUISTU, ADRIANA A
{Hy Perf By: BUNOZ, VANESSA
Hotified RN
(0) Perf By: VELASQUEZ. PETER
Date 11/18-15
Tine 2043 1639 1133 0658 Reference Units

GLUCOSE POCT | 11B(F) ® | 115{(Q) B | 135(R) ® | 112(S) E | {70-99) rg-dL

{P) Peorf By: AHIN, VITAIBEW
Hotified RN

{Q) Perf By: AMIN, VITALBEN
Notified BN

(R) Perf By: BULLEE, VERNA

(S) Pexf By: APOSTLE, SHAMNGOHN

L=loy, La=Critical Lovw, HeHigh, H==Criticel High, D=Delta, A=Abnorpal
Loc: F.3N F.308-B

Accoed

*% CONTINUED ON HEYT PAGE #=



Page: §

rrameds MOS0 ALEXIAN BROTHERS HOSPITAL NETWORK

ilergian Brothers Mediecsl Center 5t. Alexnius Medical Centexr
800 Biesterfield Road 1865 Barrington Road
Elk Grove Village. IL 60007 Boffxean Estates, L 60189
(847) 437-55D0 Lab Fw=t. {555 {847) £90-56934

LABORATORY DAILY SUMMARY REPORT

Hane :§
Acot¥:

=x2% POINT OF CARE LAE TESTS ssxx [continued)

Dmte 11714-15-
Tine 2126 1628 1133 G613 Reference Units
GLUCOSE POCT § 337T) ® | 114(my ®m { LIRS i 1p4¢¥)} H | (70-99) nasdl

{T) Perf By: BRAVATA, SAMANTHA
{(U) PFerf By: BRAVATA, SAMANTHA
(v} Pexrtf By: BULLER, VERNA
{¥} Perf By: JORDAM, ROVEHWA

Date 11/1371%
Tine 2134 18e3 1609 17223 Refsrsnce Unite
GLUCOSE POCT | 146(X) H ] E5(Y) L | B6{I) | 116¢(A4) E | (70-99) ng/dl

(%) Pert By: AMIN, VITALBER
{¥y Perf By: SI. XLi0O

(Z) Ferf By: SI, XIi0
(24} Pexrf By: ROMERO-DIAZ, MAYIRA

Dzte 11,1315 11r12/15 -
Tine ps2s 2103 1632 1302 Reference Units
GLUCOSE POCT | 95{4B) | 121{AC) B | 93(aD) ] 263(AEY H | {(70-99) ng/dL

{4B) Perf By: VELASQUEZ. PETER

{AC) Perf By: SI. XIAC
(D) Paxri By: BRAVATA. SAMANTHA

(AE) Pert By: COROMA. AHAWDA

Dats 11/12-1% 11/11/1E
Tine 0510 2054 Referencae Units

GLUCOSE FOCT | 101(AF) H | 97(aG)

(4F) Perf By: VELASQUEZ, PETER
(hG} Pert By: AMIR, VITALBEN
Hotified RW

I i | (70=8%) rgrdL

I=loy, L#=Critical Low, HeRigh, H==Critica! High. D=Deltsa. A=dbnorral

scce# [B loc: F.34 F.308-B

*x CONTINUED OF REXT PAGE ==




Printad: 11-18-15 0604 Pags: §

ALEXIAN BROTHERS HOSPITAL NETWORK

Alexian Brothexs Hedieal Cenmter 5t. Alexius Hedical Center
80C Bimsterfield Road 1885 Barrington Road
Elk Grove Village. IL 60007 Hof fren Estates, J1 60169
(847) 437-5500 Lab Ewt. 455% (B47) 490-5934
LABORATORY DAILY SUMMARY REPORT
Hare DOB: § ; Sex: M
Acct? Mnitd: Iocation: F 3R
Hicrohiology Specinen Sunnaxy
Date Tine Specinep & Souzce Sp Desc LsF Orgagisns . ..
> 11711715 1454 15:BCR0O282E7S  Blood Peripheral F <{(non=)
y 11,11-15 1486 15:BCO0ZE258S PBlood Peripheral F <none>

l=Lowy, L*»Critical Lov, H=High, #s=Critical High. D=Deita, A=Abnornai

Acstg Loc: F.3N F.308-B

=& CONTIRUED ON HEZT PAGE #=



Fage: 7

Frinted: 11-18-15 G004 )
ALEXIAN BROTHERS HOSPITAL RETWORK

Alezian Brothers Medical Center St. ilexivs Medigal Center
00 Biesterfisld Road 1555 Bayrington Road
Elk Grove Village, 1L &00D7 Boffnan Estates, IL 60165
(847) 437-5500 Iab Ext, 4555 (847) 490-6534

LABORATORY DAILY SUMMARY REPORT

Haze : OB Sex. M
Incatiom: F.3N

Acot#

waxs NICROBICLOGY ewrn

Epecinern: 15:BC0028257S Collected: 11-11715

SourcesDescription: Blood - Perigheral

COLTURE. RLOQD (#a) Final 11-/16-15
Ho growth after § deys incubation.

CULTURE, HLOOD {=a) Prelixineary (changed)
Ho grovth after 4 daye incubetion.

Culture will be held 1 more day.

COLTURE. BLOOD (s=) Prelirinary (changexi)
Ho growth after 3 days incubation.

Calturs will be held Z nore dave.

CUOLTURE. BIOOD (=a) Prelizinary {changed}
Ko growth after 2 days irmeubation.

Culture will be held 3 more davas.

COLTURE. BLOOD {(%a)} Preliminary (changed)
No grovth after 1 day of incubation.

Culture will ke held 4 more days.

Specinen: 15:BCO02825BS Coliected: 11-11-1%

SoureesDescription: Blocd - Peripheral
CULTURE, BLOOD (#a) Final 11-16-15
Ho grovth after % days incubation.

CULTURE. BELOOD (=*a) Preliminary {changed)
No grovth after § dave incubation.

Culture will be held 1 nore day.

CULTURE, BIOOD (=a) Frelizinary (changed)
Ko growth aiter 3 days incubation.

Culturc will be hkeld 2 more days.

NOTES: (=a) ALEXIAN BROTHERS KED CTR
TEST PERFORHMED AT ATEXIAN EROTHERS MEDICAL CENTER

BDOO V. BIESTERFIELD RCAD. ELK GROVE VILLAGE, II 68007

Iov. IL#=Critical Low, H=High, HesCriticel High. D=Delta, A=ibnormal

Loc: F.3N F . 208-B

me CONTINUED ON NEXT PAGE xx




Page: &

Printed: 111615 0004
ALEXIAN BROTHERS HOSPITAL NETWORK

Alegian Brothers Hedical Center St. Alemius ¥mdical Center
80D Piesterfield Road 1558 Bazrington Road
Elk Grove ¥illage, IL 60007 HEoffnan Estates, L 60169
(847) 437-5500 Lab Emt. 4555 [847) 490-£934
L4ABORATORY DAILY SUMMARY REPORT
Sax: Y
location: F.3¥

zxxz NICROBIOLOGY #mza {continued)

Epecinen: 15:BCRO2B258S Collected: 11-11-15
SourcesDmescription: Blood - Perigheral
CULTURE, ELOOD («h) Prelisinaxcy (changed)

Ro grovth after 2 days incubatiog.
Culture vill ba held 3 nore days.

CULTURE, BLOOD (=b) Prelinipary {(changed)
No grovth after 1 day of incubation.
Celture will ba held 4 nors days.

HOTES: (=b) ALEXIAN BROTHERS MED CTR
TEST PERFORMED AT ALEXIAN BROTHERS MEDICAL CENTER
800 V. BIESTERFIELD ROAD, ELK GROVE VILLAGE, II 608607

L=Iow, Lz=Critical Lov. H=High, H*=Critical High, D=Delta, A=Abuormal
Loc: F.3¥ F.308-B

Acctife

#*» END OF REPORT ==



St Alexius Medical Center
1555 BARRINGTON RD
HOFFMAN ESTATES L 60169
1-847-843-2000

DEFARTMENT OF DIAGNOSTIC IMAGING

PATIENT
ACCTH B8
ORDERING: CHRISTOPHE MCSWANE MD
ATTENDING: SAFDER MOHSIN MD
ADMIT DATE: 11111115

HOLD

FAXE.
DATE OF EXAM: 11111718
Signed

1111-0182/4G00002 134583 CTAHD (70450) .

CT brein without IV contrast,

indication:
Allered mental slatus

Technigue: Images are obtained of the brain without |V contrast.

Comparison: None.

FINDINGS:
Motion artifact limite the diagnostic utility of the images.

CT scan of the brein shows that there is no gross exira-axial fluld
coflection, midline ehift, mass effect, acute intracranial hemorrhage or
hydrocephalus. The visualized paranasal sinuses are clear bilateratly. No
acute appearing calvarial fracture.

Moderate diffuse atrophy.

Impression:
Viotion artifact Himits the diagnastic utility of the images.
No gross acute intracranial abnormallty is seen as described.

Report#: 1111-1066 CAT SCAN Pape. 1
Dept: DI

CC: CHRISTOPHE MCSWANE MD; NONE NONE ; SAFDER MOHSIN MD

end copies fo~




St Alexius Medical Center

Dictated By: JEFFREY E CHUNG MD

Signed By: <Eiedfronically signed by JEFEREY E CHUNG MD In QV> 11/11/15 1847

LD 11111715 18471 DT 11/11/15 1841
CHUJE! 1111-10866

Regont #: 1111-1066 CAT SCAN Page: 2
Dept; Dt

CC: CHRISTOPHE MUCSWANE WD, NONE NONE ; SAFDER MORSIN MD

end coples to~



St AleXius Medical Center
1565 BARRINGTON RD
HOFFMAN ESTATES IL 60160
1-647-843-2000

DEPARTMENT OF DIAGNOSTIC IMAGING

PATIEN]
AccT#: B
ORDERING” opP
ATTENDING;

ADMIT DATE: 11/1115

E MCSWANE MD

Signed

1111.0140A000002134211 CT/CXR (71250} ;

CT chest without contrast

information: 68-year-old with chest pain, Preceding portable chest
radiograph suggested right-sided mediastingl soft tissue prominence.

Technigue: No IV contrast was adminislered; patient reportedly had evidence
of a degree of renal insufficiency based on funttion lests. Axial images
were oblained from leve! of thoracic inlet through upper abdomen, final

meter slice thickness.

FINDINGS: The heart is moderalely enfarged and there are left coronary
artery calcifications. No significant atherosclerotic chanpges noted
involving aotta with enly minimal arch plague there is, hawever, a degree
of dilatation of the ascending thoracic acrta which measures upto 48 om
AP diameter. No definite findings te indirectly suggest presenoe of
dissection {i.e., no dispiaced of any intima! calcification to suggest

fiap), although exam jgs limited for that evaluation. No evidence of
mediastinal or hilar lymphaderopathy.

There are patchy and nodular appearing airspace infitretes within the
right lower lobe. Lesser amount of left basilar atetectasis, less likely
infiltrate. No evidence of pleurat effusion.

There is bilateral gynecomastia Degenerative disc changes of spine.

IMPRESSION:
1. Cardiomegaly and coronary atherosclerosis,
2. Degree of ansurysmal dilatation of ascending thoraclc aorte. This
measures Lp to slightly under 5 om diameter. No definite or indirect
Page: 1

Report &, 1411-0612 CAT SCAN
Oept: DI
CC: CHRISTOPHE MCSWANE MD; NONE NONE

end copies to~




evidence of 2 dissection fiap, althouph evaluation is suboptimal without IV

contrast material.
3, Patchy/nodular right lower lobe infiltrates. May represent pneumonis,

Atypical pneumonia? Lesser amount of left basiiar atelectasis.
4. Gynecomastia.

Dictated By: JOWN F BOCHMIAK MD
Signed By: <Electronically signed by JOHN F BQCHNIAK MD in Ov=> 11/11/15 1326

DO 1114111619307 OT: 1411115 1307
BOCJO1/ 11110612

Report# 1111-D612 CAT SCAN
CC: CHRISTOPHE MCSWANE MD; NONE NONE

end copies to~

Page: 2
Dept: DI



St Alexlus Medical Center
1555 BARRINGTON RD
HOFFMAN ESTATES L 6016¢
1-847-843-2000

DEPARTHIENT OF DIAGNOSTIC IMAGING

UNIT/MREE

ATTENDING:
ADMIT DATE: 11/1415

FAXE:
DATE OF EXAM: 11/11/15
Sighed

1111-0080000002134212 NMALUNGVP (78582) ;

Nuclear medicine jung scan ventilgtion and perfusion
History: Elevated d-glmer.

Technigue:

Ventilation portion of the lung scan was performed during which 8.70 mCi of
xenon-133 xenon gas was inhaled. Images were obtained in the posterior
projection. Rebreathing and washout images were obtalned. Then, the
perfusion portion of the lung scan was petformed during which 3.50 mCi of
Tc 89m MAA was administered intravencusly. D to palient being combative,

only anterior and posteripr perfusion views were obfained.

Correlation was made with the chest x-ray performed on the same day.

Findings:

On the ventilation pertion of the study, there is heterogeneous deposition
of radiotracer seen within the periphery of both lungs Symmetric washout
was noted.

On the perfusion portion of the study, there is heterogenecus deposition of
radiotracer seen within the pariphery of both lungs corresponding to the

abnormality visualized on the ventilation portion of the study. No
mismatches defects were noted. There are no segmental wedpe shaped defects

that extend into the pleura.

Impression:

1. Low probabitity for pulmonary embolism.

Report # 1111-0755 NUC MED Page: 1
Dept: DJ

CC. CHRISTOPHE MCSWANE MD; NONE NONE

end copies to~




Dictated By: UMESH C AMIN MD
Signed By: <Fiectronically signed by UMESH C AMIN MD in OV _11/11/15 1439

DD: 11411115 1434 DT: 11/91/15 1434
AMIUK/ 11110755

Report #: 1111-0755 NUC MED Page: 2
Bept. DI
CC: CHRISTOPHE MCSWANE MD; NONE NONE

end copies to~



St Alexius Medical Center
1555 BARRINGTON RD
HOFFMAN ESTATES IL 60168
1-847-843-2000

DEPARTMENT OF DIAGNOSTIC IMAGING

ORDERING. CHRISTOPHE MCSWANE MD

ATTENDING:
ADMIT DATE. 1111116

FAXE:
DATE OF EXAM: 111115

Signed

1111-0052A0000021336826 PORT/CXR1 (71010) |

Poriable AP chest 1025
Information: 68-year-old with chest pain

COMPARISON: 117172015 (ABMC)

FINDINGS: Cardiac monitor leads applied. Heart appears mitd(ly enlfamed.
Normal puimonary vascularity. Now noted is rounded prominenoe of the tight
mediastinal contour. This appears to be preserit at the level of the

praximal ascending thoracic aorta. Milder discoid atefectasls persists af

the left lung base,

IMPRESSION:
1. Prominence of right mediastinal mangin as destribeg. Recommend chest CT

exam with IV contrast material, in particular to evaluate the proximal
aortg, to exclude any possibility of ansurysm/dissection. This was
communicated to ER physiclan Dr. MeSwane.

2. Mid discoid Jeft basliar atelectasis,

Dictated By: JOHN F BOCHNIAK_MD
Signed By: <Electronically signed by JOMN F BOCHNIAK MD in OV 11/11/15 1945

DD: 11/11/45 1133 DOT: 11/11/15 1133
BOCJO1Y 11110454

Repont #: 1111-0454 RADIOLOGY Page; 1
Dept: D

CC: CHRISTOPHE MCSWANE MD; NONE NONE

end copies to~




Report #: 1111-0454 RADIOLOGY Page: 2
Dept: Di
CC: CHRISTOPHE MCEWANE MD; NONE NONE

&nd copies to~
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T1-NOV-2015 09:31:51 ST. ALEXISS MED. CTR.-ED ROUTINE RECORD

Veol. ran: 76 BPM **+ Pacr dats quslity, inderprefation may be adversaly affected
PR interval 192 ws Normal sioas shythm
QRS dwsation 106 ms Nommal BCG
Room:t4 QTHYTc 388436  ms No previous ECGs available
L3 P-R-T axes 61 41 49 Cogiinmed by Wemick, Mark ([2404) on 11/11/20(5 10:31:57 AM

Technician: KLW
Test ind;CHEST PAIN

Refeqed by: DEPT EMERGENCY Coufirmed By: Mark Weraick

x

S EOTEY Bt (N T L S| TR WA

25mmis  lommimV  100H=z  B.0.0  I2BL237 CiD:S $1D: GIB5785 EID:42104 EDT: 10:31 }1-NOV-2015 ORDER: 002133794 ACCOUNT; FOQ0494271%8
Page i of 1
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Full Disciosure
3 16-Nov-2015 22:23:21 TELE| 308-B*TTX# 8619AF =

R kS T T i o N S v L VAN A il A O 0 1 20 Il W 20 0 D3 [ e S e A0 T8 s 2k e o471k 25 s

CIC Varstan 5.1.0 . tage 1 ;
Munday, Novgmizer 16, 2005 10:24:50 PH . ‘ END OF ”mvo_d._.;.m
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Full Disclosure

S S 14-Nov-2015 22:09:45 TELE{308-B*TTX# 8619AP
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Page:’ 1 Discherpe Hedicetion Reconcilivtion
Daie:  11A4/15 10:13 Phrysicisn Orders
Ussr: F3NTLLR
&, Alexdus Hedical Cames
847-545-2000
IMRD!
Fatient Age/Bex: €O
Location: F.3N Reothi) F.308-8 Hi: 183 m
Physicsht  SAFDER MOHSIN Ldmig Dete: 11/312/15 (1‘32.85 om)
Diegnotis: CHEST PAIN-PNEUMONLA W 132.63 ko
. (132,630 kg)
hAdvarse Resctians/Alergles: smisdipine
~_Atending/Prima
Cerpoit
- Drag _Dosa Route Freq * — Soder| Stop | To Keview

Inpt | Lamotriging 300 MG PO Twitk Dally -
Home | Loratagine[Claritin 10 mg Tak) 0 MG PO Dally P
Ingt | Loratadine[Cieritin 10 MG TAB] 10 MB “PD  Every Morning | -

tiibe! Commentst FOR AUERGIES
Inpt | Fiperaciliin/Tazobartam]Zosyn 3.375 GM 3875 GM v Evary 6 Hours

VIAL)

12.5 MLS/HR Durztion: 4 HR
Eontinue this medicetion for dayn V|

Inpt | Doxycytline Inj[Vibramycin Iny 100 MG 100 MG W Evary 12

VIAL) Hours

100 MLS/HR Durgtion: 1 HR

Lobal Commant =+ ADMINISTER OVER 60 MINUTES 3» V

. Contriue this fhedlcation for " Dy
Herme | Lamotriginellamictsl 100 mp Tablet] 300 MG PO Twice Daliy

Continue this medication fof .. . .days

Home | Fluticascne/Saimaremdifadvalr 500/50 500 1 PUFF TH  EByary 12

meig/S0 meg {nh) Hours \/' -
1ot | Futicasone/Salmeterci[Advair 500/50 500 ™ Twics Delly

MOG/50 MCG INH) o ,

Dose Instruction ONE INHALATION
Telsphoni Order Rasd Back. Date/ Time: Physigian Flgnitures: Bate/ Time:

e MMinr DR

Dischurge Murse:! oots fTime




Page: 2 Discharas Medicstion Reconclliaton
Date:  13/14/15 10013 Physiden Ordeis

Mseri  EINTLLR, _

£ Slexius Medicsl Cenger

B847-843-3000
Apefoex: 68 M
Room: F.308-B Mi: 1.83m
Physiclan:  SAFDER MOMSIN Admit Datar  11742/15 (182.88 am)
Dipgnosiy;  CHEST PAIN-PREUMONIA e 132.63kg
' {132,630 kg)
|rdverss Reactions/Allerpins: amlodipine
Agrending/Primery | Comapltent| Rx/
Contult. Rt
Dyig Doxe Roule Freg Ondér| S20p| To Ryvidit ey | St
Home | Albuteral Neb (0.083%)[ventolin Neb IpML NEB Every 6 Hours
{0,085%) 2.5 mg/3 ml Amp] 85 Negded
PRN Remunon:  Shoriness ¢f Breath v
Inpt | Albuterol Neb (0.083%)[ventolin Neb 25MG M Every 6 Hours
(0.085%) 2.5 MG/3 ML AMP} 35 Needed
PRM Resnon:  wheezing
Hnme' mbutero‘lﬂpﬁmplum[buomb ImliNebl) 3 iHL NEE  Every 6 Hours
as Neeged
"PRN Ronspn:  Shoitness OF Bredth
Hame | Enoxsparin{Lovenok 40 mg/0.4 ml 40 MG sq baily
Syringe] - /
Inpt | Hepbrin Sed[Hepanin §,000 UNITS/ML 5000 URLEY  508-Q Every Twelve
VIAL) Hours(SA-9F)
Labal Comments: ses H1GH ALERT MEDICATION =*= ‘/
Topt | Pudent Medication Bin[Patient Madication 1 PO As heeded
ein .

PRN Reasonr  PATIENT MEDICATION EIN
Lebal Commants; =& MEDICATION STORED IN PATIENT BIN IN PYXIS
TOWER v+

Tolephane: Order Read Back: Date/ Tima: Payslcon Bighmturs: Bate/ Tinw;

y«n,% nhwihw 1y h

b

Discrarps Nurae: Date/ Tw:




Poge: 3 Dischirge Hedication Retonciilation

Datz: 11714715 10713 Physitlen Ordere
Useri FINTLLR
. ETEE B B A & AfGEUE Wedleal CEnter
] E47-543-2000
MRDI
Ape/Set: 6B M
. Ropm: F.208+5 HE: 1.83 A
Physicien;  SAFDER MOHSIN Afmit Date)  11/12/15 (182.68 om)
Dlzgnosin: CHEST PAJN-FNEUMONLA WA 12263 K3
(332,630 kg)
Advergs Reactions/Alergles: amicdipine
" atanding/Primary | Consultont | Rxy
Comult oRx
Prug . Dase Rowte,  Freg Brder| Stop | To Reviewd Orger | Sto
Home | Aspirin[Aspirin 325 mg Tablat) 225 MG PO Dglly v ’ i
Inpt | Aspirn[Aspirin 325 MG TAB) 325 MG PO Daly
Home | Hydromenshone{Dllsudld 2 mg Tab) ZMG $O  Every 4 Hours v
Inpt | HydromorphonslDilaudid 1 MG TAB] 1 MG PO FrmgDaTy
Lebet Comments;  *=* High Alert Madicatlen *=* + $
. selheck Discontinustion Date for Rengwal®*
*€ Fall Risk Potentinl = vl
Homie | Oxycodone Sr{Oxycontin 20 Mg Teb) 20 MG PO Evary 12 )
Hets \/-
inpt | Oxycodone SrjOxycontin 10 MG TAE) 10 MG PO Every 12
Hours a5
nesded
PRE Rezsons  *Paln, Mederate 4-6 Out OF 10
Lekel Coramante: =xuD0 HOT CUT, BREAK, CHEW ,CRUSH, DR DISSGLVE \/
, TABLE‘E“"" 4
% SUSTAINED RELEASE *»
* Fall Rizsk Potentlal **
HBm& | Acetaminaphen] Tylenol 325 g Tab) £50 MG PO Every 8 Hours
3% Needey
PAN Rotpon:  *Paln, Mid §-3 Out Of 10 V/
Ot /Time: Physicien Bignatwress . Bav/Timas

| Teephont Onder Kand Book:

Mﬁ' 2_‘2 \\nr_\'ﬁx“..?!j

»

L

Dars/ Thme:

Olscharge Nurset
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Page: < Dischargs Medication Reconsillntion

Doty 11714715 20223 Physiclan Orders
sen  FINTLLA
5t Alexius Madical Genter
Ba 3432000
Patient; £ :
hocation:  FaN Room; F.308-8

Physidan:  SAFDER MONSIN Admit Date:  11/12/15

Diegnosis: CHEST PAIN-PNEUMONIA Y 132.63 kg
) - (132.630 kg)
Adverse Rebctions/Atlerjyles: arilodipine .
Attending/Primary | Consufisnt | Rz/
) Conult et
Drug Dose Rutita Erig Order| Siop | Ye Review! Order Snwl
Inpt | Acetamninophen[Tylens! 325 MG TAB] 650 MG PO Every 8 Hours
L as Needed
PRM Reason:  “Paln, Mid 1-3 Out OF 10
fnpt | Lorxeepam Inj[Atwan Inj 2 MG/ML 0.5 MG WP Every 4 Hours
SYRINGE) 2y needed
PRM Reasgnt  For Anxigty/Agitation
Lebat! Commante: I 1VP Dilube with Equal Volume of Nermel Saline
Preceded by & Followed with Satine Flush Ped
Protocn] It Via Heparin Lock or fncompatible Iv
Flu[sl'll.
**rali Risk Potentiales
«%REFRIGERATE S
Home | PregabalinfLyHes 150 mg Cap) 150 MG 80 Twice Daliy T T
Inpr | Pregabalin{iyrica 25 MG CAP] 25 MG PO Ywice Daily
: _Labe! Commonts: as FALL RISK POTENTIAL \/.
Home [ Phenelzine[Nawit 15 mg Tab) 1S MG PO Twice Daily Vﬂ
Horn;: Clanzapine[Zyprexa 5 mg Tabler] S MG ' PO Bvery 4 Hours
As Needed ‘/"v
PRN Rasson:  Agiavon
Télephone Ordr Read Back; Pote/Time: Phyolcian Sighatures: Date/Tims:
zu—«y?,u— M bhsin B

Slvchirge Hurse: ‘ Dare/Time:




Popes S pischarpe Mediation Recondilation
Parte: 11114(15 10:13 Physiclen Ordere
Users F3NTLLR

£t Atexius Medicst Center
B47-E43-2000

Age/Sex:’ €8 M

PRK Rezsor:  Agltatisy .
‘Labal Commientsr  MAXIMUM 30MG/24 HOURS - IF ROT TOLERATING

Locution F.3N Ropin: F,30B-B HEe 1.83m
Fhysiean:  SAFDER MOHSIN Admie Date:  11/12/15 (182.68 &)
Dinghoals: CHEST PAIN-PNEUMONIA Wt 132,63 kil
N - {132,630 kg)
Adversy Reactions/Allergles: amlodipine
] Attending /Brima Consulant | Rx/
. ) Consuit wix
Drug Dorse Roite Freg Qrdar| Stop | e Review! Order | Stop
Home | Dlgnzzepine[ZyPREXA 10 mg Via!) 5MG M Bvery 6 Hours ’
As Needed 3
PRN Resson:  Agitstion v
Home | Olanzapine(Zyprexa & mg Tab) 5MG PO Twice Daily o
Inpt | Dlsnzabine[ZyPREXA 10 MG V1AL) 7] IM  Every & Hours
85 Needed

DRALS
DILUTE WITH 2.1 ML STERILE WATER = SMG/ML \/
USE IMMEDIATELY (WITHIN 1 MR) AFTER
RECONSTITUITON
npt | Oianzepine[ZyPREXA § MG TAB) SHMG FO  Every & Hours
a5 Needad
PRN Resson:  Agiteton '
‘Label Commants: "% FALL RISK POTENTIAL ** PRN IF TOLERATING DRALS /
Home | Lactuicse[Lactulose 10 6m/15 i Solution] 10 GM PO  Three Times
’ Daily
Tnpt | Lactulose[Chronafac 30 M, UDET 80 ML PO Three Times
Lebe] Commésrts:  Hold if more than 2 BM - L L
Yelophnne Or8r Road Backe Date / Tima: Physkien Signetires Datns Tiepen
\./_xq",a:D;:;‘ U_]_? Ulers 2w,
Discharge Kurks; Date/Yime:

o e et




Poge; € “Dlesherge Medlcation Reconciliey on
Date: 11734715 10:43 Pirysician Opders
ueer: FINTLLR
5t Alexiuz Medfcal Center
B47-g42-2000
MRDI
i Acet:
Lochtiom F.3N Room: P.30E-B MRR:
Physlclany  SAFDER MOHWSIR Admit Dater 11/12/15 DORB; {18288 om)
Dingaoais; CHEST PAIN-PNEUMONLA Wty 132.63 ko
(132.630 kg)
Adiverse Resitiens/Aligriies: amiodipine
Attending/Primary | Consultant | R/
Concpit ehx
b ] : Doy Route _ Fraq Orliir| Breip | To Rigwieit! Order
Home | Calgium Carbonate] Tums 500 mg 500 MG PG Every 4 Hours
Chewtsb) As Npeded
PAN Reasomi  Heartbumn
. e
Inpt | Colclum Carbonate[Tums SDOMG 500 Mt PO Bvery 4 Hours
CHEWTAD] AS Neaded
PRN Reason: STOMACH
Home j Potassium Chiorida[Klor-Con M20 20 meq 40 MEQ PG Twice Dafly M
Tab.Prt.Sr} \/-
Inpt | Sodium Chioride 0.8% Lock[Sodium v
Chiontde 0.9% Lock 10 ML SYRINGE]
Duration:
Label Comments: TO 8E UTILIZED: FOR SEALINE LOCK FUIRH
’ : FOR LINE PATENCY
. : AFTER LAB DRAWS' \/W
Posa Instruction; PER PROTOCOL '
Forpe | Dextrosél@lucose 15 gmy/s8 ml Lquid) 15 GM PO As Neadod
PRN Reagon?  Hypoglycemia \/
Home | Tofsernide[Demadex 20 mg Tablet] 4D M5 PO Twice Dally w
Telophone. Drote Rend Backs Date/Timi: Phyaiciih Signdinifiag Pate/ Flinc
Ve IRV LDAP
bischarge Nurse: Bate/Tima:




7 . Digcherpt Kedication Recanciiletion

Papc;
Dete: 11/14/15 10:13 Phiysicien Ondere
User:  FINTLLR
S1. AJexius Hodies) Conger
B47-Ba3-2P00
= BoefSex; 68N
y ) Room: F.308-8 NRK: Hi: 1.85m
Pivyslalan:  SAFDER MOMSIN Admit Date: 11/13/15 boa: {182.BB cm)
Dlepnocls; CHEST PAIN-PNEUMDNIA Wi 13263 kg
(132.630 ko)
Advérse Reactionsd/Allergles amlod!pinge
Attanding/¥rimary | Conmultant| Rx/
Consult ohx
Drug e Dus Rolie Frég Oriair] Sop n%m
Inpt | Torsemide[Demadex 20 MG TAB] 40 MG #0  Twice Dally
.
Inpt | Glycertn[Glycerin Aduk 1 SUPP SUPP) 1 SUFP RECT As Netsed
FRK Reason:  ConsHpation (]
‘Weme | Simethicone[Mylicon 80 mg Chewtab) €0 MG PO Every 4 Hours
As Needed )
FRN Reason:  Gas Pain |Pd
ingt | SImEthicons{Myllcoh B0 MG CHEWTAB) B0 MG FO  Evary 4 Hours
. As Needed / .
PFRN Rebsan;  Gas Pain '
Home | Polyethylene Giyrot 3350[Miralax 17 gm 17 GM PO Dally
Pit]
Inpt | Poiyethylene Giycol 3350[Mirstax 17 GM 17 GM PO Dally
PET? .
Lobel Commeants;  MIX IN BOZ WATER UNTIL DISSOLVED
- THIS MEGICATION THINS RECTAR OR HONEY THIGK
LIQUIDS
Inpt | SennosidesfSencket 8,6 MG TAB] 17.2 MG PO Twice Daily ¢
Telephane Order Besd Back: Date/Time: Phyticlan Signatyres: Do/ Tinhn:

-

Tate/Yime:

Diichirpe Mursts




Pager 6 Dlecharge Hedication Recencitiztion

Deta:  11/14715 10:13 Physicien Orders
Ukir:  FINTUR .
$t. Alexiue Madicsl Cantax
847-543-2000

" AgefSex: EBBM

Ropm: F,308-B ME 1.63m
Physiciom  SARDER MOHSIN AdPt DEt  11/12/15 (18268 cm)
Digghiosts CHEST PAIN-PNEUMONIA We 132.63 kg
C {132.630 k)
Adverse Reactions/Allergles; amicdipine
Ancrdtha/PHISTY | Copsuitant| Rx/
Cansil ]
brug . i Bose  Route  Freq Order | Svop | To meviswdetisr| suig)
Horhe | Sennosides/Docusaté Sodlum(Senna '~ 2 TABLETS PO Twioe Dally . .
Tabier 1 edcth Tidee) : :
Home | PantopfazoielProtonix 40 1hg Tab] woMe F0 Baly \/ ' g
Topt | PanteprazolelProbanix 4G MG TAE] 40 ME PO DAILY&080D '
Laliel Commients:  ** DO NOT CRUSH *»
SUSTAINED RELEASE
Horne | Exanatide Microsgheres[Byfuresn Pend 2 MG $Q Friday .
ma/0.65 m! Pen.lnferr] “/"'
Forive | Insullh ASPOrt{Navaiog %% 1,000 unit 50 Before Medls y
Uit}
Prptocol: BLOOD SUGAR, DOSE,
' 150180, 2 UNTTS,
162-210, 4 UNITS,
211-240, € UNITS,
241-270, & UNTTS, »
271-300, 10 UNTS, vV
GREATER THAN 300, 10 UNJTS AND CALL PROVIDER,
LESS THAN 60 OR GREATER THAN 300, NOTI®Y PROVIDER,
Protocol Text  Modify provider for Blood Sugar Isss than 60 or greater
than 380
Telgphune Ordur Reasd Back; Dates Time! Firysicion Shifatures; Data/ Yime]
= pligly X6
Discharge Nurse: Gate /Time:




Fager § * Dischirge Hedication Resoneiliction
Dave: 11714715 10:13 Fhysiclep Ordum
Uger:  FINTILR

lf | 85 Alexiue Medlca] Cemer
il 847-B45-2000
15 % EMARDI

Aock:

Age/Bex: €8 M

iocation: F.3N Room: F.305-8 HRN: HE 183 m
Physleien: SAFDER MOHSIN Admit Doter  11/312/18 DOE (182.98 om)
Dlagnosis: CHEST PAIN-PNELMONIA Wil: 132.63 kg
{132,630 iep)
Adverse Reaction:/AllsFgles; smigdipine
Askending /Prngiy Corm’_gm_ L=
’ Copibuh €R¥
Cruy Dasg Route Frag Ordar| Stop | To Kavisw Ordar
Jnpt | Insuljn Aspartffiovolog 1,000 UNIT ONIT] SUE-Q Before Meal
and ot Beghime
Protocoli  BLOOD SUGAR, DOSE, !
150-200, 2 UNITS, X
201-250, 4 UNITS,
251-300, 6 UNITS,
301-350, B UNITS,
351-408, 10 UNJTS,
GREATER THAN 400, NOTIFY PROVIDER,
LESS THAN 60 OR GREATER THAR 200, NOTIFY PROVIDER,
Protocel fextc  Notify provider for Blood Sugar less than S0 or preater
than 400
Home | GiucagenfGiusagen 1 mg Vial) 1M5 M As Needed
PRN Resson:  Hypoglycemla . \/
Inpt | Glucogon[Glucagon 1 MG VIAL) 1MG M  As Needed
FRR Keagan:  Hypoglybemia
Heme | Levethyroadne[Synthiroid 100 mog Tab} 100 MEG PO Every Moming L/
Ingt | Lévothiyroiine[Syrithrold 100 MCG TAB) 200 MCC FO CAILYS0700 ‘L
Tejtphons OieerAnaE Hock: Pista/ Timer Phylclan Slpnaturas . Dataymime:

e NN DR

-

DISDHErgE Wurse: o/ Times




o T T T T T T A

Page: 10 Dlgcherge Medicetion Reconciliation
Dnte: 11/14/35 10:13 Phyelelein Orders
User: FINTLLR -

5L Alexius Medica! Center
£47-843-2000

Age/Bex: 8 M
Locationt F.IN Roaty; F.308-8 Ht 1.83m
Physidan:  SAFDER MOHSIN Admik Dave; 13/12/15 (182.88 crn)
Dingnosit: CHEST PAIN-PNEUMODNIA We: 132.63 ka
{132.630 kg)

Adverse Repctions/Allergiea: amiodipthe

li.‘;mding{?dm Conmukinnt | Rot/

Conzuh eax
Drup Bosa  Route  Prég Qrder| Stop | To Review! Ordar | Stup!

Home | Folic: Acia{Follc: Atid 1 mp Tab) 1MG PO Cally !

Inpt | CholecalcifercifVitamin O 1,080 (NITTAB] ZG00UNIT PO Cally

Home | Cholecalciterol (Vitamin D3)[Vitemin D 2000 UNITS BO  Dally

2,000 uriit Capsule) .

Discharge O2 orders (I¥ Applicable):

D2 Device (Circle Davice); N/C  Simpla Mask  Ventimask  Trach Collpr

Bi-Pap___J ____withG2 Yes No CPap____Wih D2 Yes No
02 Fiow Orgler (Enter Amounts): [Single Order] Liters/Mjnute or %
{bay Time Order] Liters/Minute or: '%
[With Exertion Order] _________ thers/Minuteor ________ %
{Night Time Order] Liters/Minute or %
“Yélophont Order Il‘nlﬂ Bk DatasTime: Fiwsician Stonatires) Date/ Time:

AT 1.'_]\\4“.‘(“ 106

..!-'.“‘.F"l"ﬂ,l 8 Hursc} _ i - Dt/ Time:

i



L
= Date;
BEE PIML F‘_GE -amE
Telephone Order Read Backs Geto/Fimsl Prystcian Sipnatures: Bt /Nime:
S s HLVALETYS
) 7
) L/ ( | .
| Dischintge Nurse; /

Page: 11

Diccheree Heglertion Reconcilistion

Gote: 11716/15 10:13 Physlciah Orderc

Uger:  FINTILK

| _ 81, Alexiur Medlez} Dakiver
’ 647-843-2000
M |

Afu/Saxn GHM
Locatiom F.3N Roam: F.508-B HE: 583 h
Physiclen: SAFDER MOHSIN Admit bake: 11712215 {182.88 ¢m)
Blagnosiss  CHEST PATN-PHE(RMONIA W 132,63 ki

T {132,636 kD)
Adveise Reactions/ kHerglest amiodipine

A_!'tend‘ing@ fevimary | Comsubtent| R/

‘ Contukt par-on
g_rug Dore koltbe Frey Grder] Sop :ro.ng_lﬂﬂnur Jtog
| Sctipt Glven New Discharpe Med)cations

P T Y X e x*—'?_dq@mf
T T 4

___Quﬁb?fhﬂ TS X > W - T

/ Dowe/Time: \\1] \1/%
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ATTENTION
Confidential Information enclosed.
To be viewed by authorized persons only.

If you have questions regarding any information you have requested,
please call the phone number on the enclosed invoice.

Health information is reproduced by HealthPon, a healih information managermant outsourcing service. Your healthcare provider contracts
with HealthPor! to process authorized requests for copies of heaith records.

Reproductions are made from the medical facility’s original records. The confidentiality of these records is protecied by federal and state
laws and regulations, including the Health Insurance Portability and Accountability Act (HIPAA).

if you requested items that are nol maintained in the medical record, your request for those items was lorwarded to the appropnate
department and will be sent under separate cover. Likewise, information that you asked to have delivered 1o another address is sent
separately.

This package may or may not conlain medical records, depending on what was requested and how it was processed.

You may nol make any disclosure or use of these records without the permission of the individual who is the subject of the records.

This information may or may not conlain records regarding drug and/or alcoho!l use or treatment. If this record contains any such informalion,
it has been disclosed to you from records whose confidentiality is protecied by federal regufation 42 CFR Part 2, which prohibils you from

making any further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by such
regulations. A general authorization for the release of health or other information is not sufficient for this purpose. Federal rules restrict any

use of this information to criminaily investigate or prosecule any alcohol or drug abuse patient.
if the enclosed record pertains to HIV/AIDS, it has been disclosed to you from records whose confidentiality is protected by federal and,

perhaps, state law, which prohibits you from making any further disclosure of such information without the spacific consent of the person to
whom such information perains or as otherwise permitted by state law. A general authorization for this reiease of health or other information

is not suifticient for this purpose.
This is confidential and privileged information. H it contains mental heallh information, it is tor protessional use only.



1712016 Progress Notes
Date: Jan 7, 2016 Bridgeway Senior Living, LLC Factity #

Time: 10:43:41 CT Progress Notes
Page # 1

User: Stan Sakinis
Resident Name
Medical Record #
Physician: abdo, Wa'e!
Aliergies: Amjedipine
Diagnoses: LUMBAGO WITH SCIATICA, LEFT SIDE, DIFFICULTY IN WALKING, NOT ELSEWHERE CLASSIFIED,
ACUTE ON CHRONIC DIASTOLIC {CONGESTIVE) HEART FAILURE, HYPOTHYROIDISM,
UNSPECIFIED, GASTRO-ESOPHAGEAL REFLUX DISEASE WITHOUT ESOPHAGITIS, ATTENTION-
DEFICIT HYPERACTIVITY DISCRDER, UNSPECIFIED TYPE, MUSCLE WEAKNESS {GENERALIZED},
MAJOR DEPRESSIVE DISCRDER, SINGLE EPISCDE, UNSPECIFIED, FOST-TRAUMATIC STRESS
DISORDER, UNSPECIFIED, ANXIETY DISCRDER, UNSPECIFIED, OBESITY, UNSPECIFIED, TYPE 2
DIABETES MELLITUS WiTH DIABETIC POLYNEUROPATHY, OBSTRUCTIVE SLEEFP APNEA (ADULT)
(PEDIATRIC), VENTRICULAR FLUTTER, ESSENTIAL (PRIMARY) HYPERTENSION, CHRONIC
OBSTRUCTIVE PULMONARY DISEASE, UNSPECIFIED, HISTORY OF FALLING, NARCISSISTIC
PERSONALITY DISORDER, METABOLIC SYNDROME, CHRONIC KIDNEY DISEASE, STAGE 3
{(MODERATE), LUMBAGO WiTH SCIATICA, RIGHT SIDE, UNSPECIFIED FRACTURE OF FCURTH
L UMBAR VERTEBRA, SEQUELA, INCOMPLETE ROTATOR CUFF TEAR OR RUPTURE OF LEFT
SHOULDER, NOT SPECIFIED AS TRAUMATIC, PERSONAL HISTORY OF {(HEALED) TRAUMATIC

FRACTURE
11/1/201503:30  Type: Nursing Note

Location: . Admission Date: 10/23/2015

Gender:
Pharmacy: Senior Care Pharmacy

Note Text:
Note Text : Elite ambulance was called at 11:30pm ETA 30min. resident started to become aggressive again and
escalaled e.g. accusing staff of lying, not doing their job right and stealing his medications, ambulance arrived at
12:20am but resident refused fo go, threa (Draft)lening 1o sue, requested for a copy of the petition, spent 1hr,
reading it and then he calied 911 {police and paramedics arrived) resident is refusing to go but finally calm down
and |eft per strefcher fo ABMC ER al 1:30am, son Joe was called and made aware al 1:35am. At 6am, residents
admission to Alexian Bros. Behavioral unit was confirmed .

Transcriber: Alejandro S. Leonardo - RN

163420454741 Type: Physieien-Rrogress-Nete

Note Text: incorrect Documentation -
Incorrect Documentation -

rotmave-the-kRee

incorrect Documentation - #34
Incorrect Documentation £
Incorrect Documentation -

the-prosedure:
Incorrect Documentation - NS-was-calledlefinote:

Incorrect Documentation -
Incorrecl Documeniauon -8

Incorrect Documentation -
incorrect Documentation - He {

Incorrect Documentation - %%MW%WMM&@WMMW@W%
horme:

incorrect Documentation -




Progress Noles

WTI2018
Date: Jan 7, 2016 Bridgeway Senior Living, LLC Facility #
Time: 10:43:41 CT Progress Notes

Page # 2

User: Stan Sakinis
Resident Name

Location: - Admission Date: 10/23/2015

mwpéﬂreu%&;—ergen—epﬁys&em
Incorrect Documentation - p%s!aieé%ﬂ#be—ﬁﬁe—khavﬂreh+&e}éde&%w4ﬂm+mhejeﬂw

incorrect Documentation - p
Incorrect Documentation -
Incorrect Documentation - teda

edmission-menagerand-floornurse
Incorrect Documentation - pts-ser-esd-ptrm-seibwas BS-mins
incorrect Documentation - #44-mins
incorrect Documentation -
Incorrect Documentation - #
Strike Out Date: 10/31/2015 20:03

Author: Paul R Priest - Doctor [ESOF)

10/30/2015 21:00 Type: Physician Progress Note
Note Text:

Note Text : called by pt | have severe pain inthe back and my right knee hurts and | can not move the knee
HPI

: here for sar s/p kyphoplasti and pain managment and disposition planing
ptrequested to be sent home and to falk to his NS as there is severe pain inthe area of the procedure.

NS was called, lefi note.

ptsiated that he can nol be here any more and he wants 1o be home and sleep home in his lazy boy chair. he
demented o be discharge and stated that he is fine and will be able to take care for him self and has help he

already arranged.

He also, mentioned that he spoke with N8 and noted no new recs
he stated that he will seek SAR at the MARIAN JOY Rehabilitation on monday from his home.

ptwas educated over and over again regarding his health siluation and itis unsafe to go home. Pt siated that he
understands risk including death and severe worsening of his health which not limiled to any particular organ or
system.

pt stated " will be fine | have heip and den't worry, J amin the jail.”

pt stated 1 am hurting inthe back and R knee denies chills fever, no cough no sob.

pmh
copd hipolar depression opicid dependence

alp

back, knee pain
debliity

s/p kyphoplasty
worsening
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Date: Jan 7, 2016
Time: 10:43:41 CT
User: Stan Sakinis

Progress Notes

Bridgeway Senior Living, LLC Facility #
Progress Notes
Page ¥ 3

Admission Date: 10/23/2015

Location: -

Resident Nam

{ctal time spentincluding on counseling and coordination of care with NR magnager admission manager and ficor

nurse
pt's son and pt him self was §5 mins

ff44 mins
Author: Paul R Priest - Doctor [ESOF]

10/30/2015 20:18

Type: Nursing Note

Note Text:

Note Text : Resident's son came 10 visilwhen resient began shouting and swearing at his son 1o take him home. He
demanded that his son take him home immediately. His son came to writer with resident screaming fo be letto go
home. Manager Rizza was contacted and Dr. Priesl came lo unil. Dr, Priest said he could go home but it would be

against medical advice. Paperwork to leave Against Medical Advice was given g
document. Femily was contacted, but asked that resideni remain her as no one would be able 1o care for him.

Resident took his nigh! meds and began sleeping in his chair, Resident later awoke and began swearing at stafl
again to be sent home. Staff suggested he wait till the morning as resident’s wife would have a difficulttime if d/c

late at night.
Author: Patricia Murray - RN {ESOF]

10/30/2015 19.37

Type: Nursing Nole

Note Text:

Nete Text : Resident is alert criented x3. At around 7:40pm Anxious and Agitated. Resident was screaming to the
staff, refusing care and meds, Insisted o go ' stated | want to go home and | don't want {o stay here’ Son was present
and explained lo the resident for safety purposes he cant go home. Residentinsisted and very argumentative to the
son. Dr. Priest educated resident for safety and health iis unsafe to go home with no help. Resident stated ' 1 have
help I called NCS agency and starting tomorrow their coming io my house for 12hrs a day to help me out, 1 pay them
§25hr' | Speoke to the wife and verbalized concerned and did not want resident {o be home. MD stated "resident may
leave against medical advise. Wife stated 'l don't want him to be home, I have our son here athome that is
paralyzed and needed full time care and am weak also’ Wife stated | cant handle him with his condition, our house
is noteven set up for him to come home'.l spoke and made aware of his wife concerned and encourage to stay for
his safety and health condition. At 8:30pm resident calm down and took his meds. Ate his snacks. Called the wife

and updated. Nurse on duty made aware to closely menitor resident.
Author: Riza Hernandez - ADON [ESOF]

10/3G/2015 1549

Type: Social Service Nole

Note Text:

Note Text : Resideni with anxiety calling out stating he wants 1o leave this facility. This writer met with resident and
he states that he wanis to go back home and do oulpatient therapy at Marianjoy, Resident states that he will have
his children help him at home and be al Marianjoy rehab cenler during day. Referral sent to Marianjoy per residents
reques!. Intake coordinator states that liason will review and let this writer know if he is accepled. Resident made
aware that the transfer will not happen immediately as his records wili need to be reviewed and Liason &l Marianjoy

is gone for the day. He verbalized understanding. Social services will follow up.

Author: Elizabeth Castenada - Social Worker [ESOF]

10/29/2015 23:17

Type: Nursing Note
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Date: Jan 7, 2016 Bridgeway Senior Living, LLC Eacility #
Time: 10:43:41CT Progress Notes

Page # 4

User: Stan Sakinis
Admission Date: 10/23/2015

Resident Name
Note Text: Resident alert, oriented x 2-3. medicated with prn pain meds as ordered with relief stated. Was up in dining area fill

7 pm. C-Pap on. Call light within reach. Monitored closely.
Author: Huda Kaleel - RN {ESOF]

Location: -

10/29/2015 07:34 Type: Nursing Note
Note Text:

Note Text : During initial rounds at 11:15pm, resident was asleep on his recliner on his room, Woke up screaming
at 12:15am saying,” | can not breath, send me to the hospital ¥, 142/64 97.6 94 20 SPO-84-94%RA, Accu check
"Hi", 02-started at 3L/min, 911 was called at 12:18am and arrived Bmin later, resideni remains alert and verbally
responsive when he left per stretcher to EMH, message lefi sons voice mail, and Dr. Felix Funch on call for IPC was
called and made aware, {left a message on his voice mzil} At 4:15am, EMH ER called and said resident is coming
back, as all test are normal, and their impression was COPD exacerbation. Resideni arrived per superior
ambulance at 5am, very sleepy but easy to arose, alert and verbally responsive, 130/84 87 .8 78 20 SPO-84%RA,

Accu check-225mg/d).
Author: Alsjandre S. Leonardo - RN [ESOF]

10/28/2015 22:37 Type: Physician Progress Note
Note Text:

Note Text : acceptance note as pt was onulin hospital for 1 days

Ptwas seen and examined

68 yo wm

with mulliple medical problems listed below, here for sar, he has complex problems and stated that he is okay
noted that his meds has been adjusted to him and has no problem now.

collateral hx positive for refusiong cpap and ms contine prefers only diladud for his pains.

also itwas reported that his k level low

In the hospital his diladdid was changetog 8 hrand g8 hr prn
and kc! was added

PMH

L 4 fx compression
Debility

DRt

OA

depression

chf

copd

Surgical Hx
kyphoplasty x2

Social Hx
former smoker
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Facility #

Bridgeway Senior Living, LLC
Progress Notes
Page# 5

Admission Date: 10/23/2015

Date: Jan 7, 2016

Time: 10:43:41C7T

User: Stan Sakinis
Resident Name

+ efoh in the pass

Location; -

FamiltyHx
no hx of dementia

ROS:all revieved and negative exceptin hpi

MEDICATIONS:
reviewed

apap

oxy 20 er bid
diazapam 10 mg
{orosemid

40 bid

PE
GEN: nad

vs; 138/68p72r18

HEENT: atnc pupils reaclive

LUNG: diminished bl no w a few welralas

CV: regular sem 2/6 with hoisyslolic split

ABD:distended, no bs +

EXT:+ 3 edema + 1 edema in ue

NEUROQ: speech and ianguage preserved bui confused at times, R hand light tremor
Psychiatric: mood and affect fiat

skin warm and dry there is redness in le b/l

msk; Irom in uve L >R at shoulder

LABS
k3.4

AP

medical domain

back pain due to L 4 fx
sfp kyphoplasy
cotninue meds

ptiot

depression
severe
requites MOA and lamicta)

cmp

L.E edema
improved
will centinue cmp
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Date: Jan 7, 2016
Time: 10:43:41CT
User: Stan Sakinis

Resident Namefg

Progress Notes

Bridgeway Senior Living, LLC
Progress Notes

Facifity #

Page # 6

f{.ocation: -

Admission Date: 10/23/2015

hypo K will replcace with 40 MEg bid bmp in 1 wk
with Mg

copd
resume advair
duoneb prn

O8A
cpap every hight

cor pulmonaler

daily weight

hypogonadism
plwill fu with his endo

hypopituatirism
primary most likiley due to no skin changes

dm
continue monilor
diet diabetic

obesity
dietician consuit

blurred vision
family to make ophthalomogy apt.

sociai support
good
discuss with his drt atthe fable

ptisdnr
discussed advance directive as pt stated above.

Author: Paul R Priest- Docior [ESOF)

10/28/2015 21:39

Type: Nursing Note

Note Text:

Note Text : ptrecd alert and verbal. pltolerated all due medications , pt refused oxycotin as scheduled and
perferred Dulidid 4mg po prn with good results, ptrefused to eat dinner at BWSL and son brougth in fast jood. pt
consumed a iarge hotdog large fries with added salt and extra large chocofate shake, pt educated on diabeltic
teaching, diel, medication . pt and son verbalized understanding. will continue to be monitored,



Progress Notes

12016
FachHity #

Bridgeway Senior Living, LLC
Progress Notes
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Admission Date; 10/23/2015

Date: Jan 7, 2016

Time: 10:43:41 CT

User: Stan Sakinis
Resident Name

Location: -

Author: Mary Muhamrmad - LPN [ESOF]

10/28/2015 03:56 Type: Daily Skilled Note

Note Text:
Note Text recefving skilled care related to; Management/Evaluation of Resident Care Plan,

Observation / Assessment of Resident's Condition, Teaching / Training 1o Manage Residents Treaiment Regimen;,
Diabetic Care {diet, foot care, elc.), PT, OT.

Currend Vital Signs

T98.1-10/28/2015 01:28 Route: Tympanic

P €67 - 10/28/2015 01:28 Pulse Type: Reguiar
R200-10/28/26G1501:28

BP 143/71 - 10/28/2015 01:28 Position: Lying rfarm+

Pain is relayed as & on a scale of 0-10, legs/ shoulders

ADL Status:
Bed Mobility. Extensive Assistance - Resident involved in activity, staff provide weight-bearing support with Two+

persons physical assist
Transfers: Extensive Assistance - Residentinvolved in activity, staff provide weight-bearing support with Two+
persons physical assist

Eating: Activity did not occur, with
Toilet Use: Extensive Assistance - Resident involved in aclivity, staff provide weight-bearing support with Two+

persons physical assist
There are no cardiovasular concerns at this time. .
There are no respiratory concerns at this time. . The following respiratory trealments are received: BiPap/CPap, .

Maximilian has unsleady gait, balance problems, ,no paralysis or weakness |,

Skin is intact.
There are no Glissues at this time. Aclive .

There are no urinary concerns at this time. Maximilian is Continent of urine.

Maximilian is is atert.

Thete are no mood probelms at this time.




Progress Noles

1712016
Date: Jan 7, 2016 Bridgeway Senior Living, LLC Facllity #
Time: 10:43:41 CT Progress Notes

Page#8

User: Stan Sakinis
Resident Name

Author: Alejandro S. Leonardo - RN [ESOF]

Admission Date: 10/23/2015

Location: -

10/27/2015 13:45 Type: Nursing Note
Note Text: Labs received with no abnormalities. Placed in IPC book. Resident alert and verbaily responsive wilh no distress,
Sitting in wheelchalir under supervision at nurses station. Extensive assts with ADLs.

Author: Elissa Wiisey - Licensed Practical Nurse [ESOF}

10/26/2015 12:35 Type: Physician Progress Note
Note Text:

Note Text : GEROPSYCH

PATIENT IS ON
NARDIL 30MG QAM
NARDIL 45MG QHS
LAMICTAL 300MG BID
ADDERALL 30MG QAM
PRN VALIUM

PATIENT HOSPITALIZED LAST WEEK DUE TO PATIENT DEMANDING HE BE SENT OUT. PER STAFF, HE IS
DIFFICULT AND HAS CATASTROPHIC REACTIONS,

PATIENT IS UP AT TABLE iN DAYROOM, WORKING ON COMPUTER. WEARING BODY BRACE. GROOMING
FAIR; NEEDS SHAVE. SPEECH COHERENT AND TP QUESTIONABLE.
NO TREMOR.

MOOD IRRITABLE. ATTENTION GOOD.,

PATIENT READMITTED FROM EMH ON DIFFERENT PSYCHOTROPIC REGIMEN. MAY NEED TO REVISE
ANTIDEPRESSANT IF MOOD DOESN'T IMPROVE.

CPM FOR NOW.

MONITOR MOOQD, BEHAVIOR, SLEEP AND APPETITE.
Author: Ismaef LeeChuy - Physician [ESOF]

10/26/2016 07:30 Type: Nursing Nole
Note Text: Residentwoke up at 2am and unable to get back lo sleep, with occasional screaming and yelling but able to calm
down and responding well to cues, spent the rest of the night in TV room, 137/74 98.0 64 20 SPO-92%RA.

Author: Alejandro S. Leonardo - RN [ESOF]

10/25/2015 21:49 Type: Daily Skilled Note
Note Text:

receiving skifled care related to: Management/ Evaluation of Resident Care Pian,

Note Text &2
ent of Resident's Condition, PT, OT,

Observation

Current Vital Signs



Progress Noles

172018
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Progress Notes
Page #9
Admission Date: 10/23/2015

Date: Jan 7, 2016

Time: 10:43:41 CT

User: Stan Sakinis
Resident Name

Location: -

T87.0-10/25/2015 20:28 Route. Tympanic
P76 -10/25/2015 20:29 Pulse Type: Regular

R 18.0 - 10/25/2015 20:28
BP 134/67 - 10/25/2015 20:2¢ Paosition: Sitting l/arm+

Fain is relayed as 0 on a scale of 0-10.

ADL Status:
Bed Mobility: Exlensive Assistance - Resideniinvolved in activity, staff provide weight-bearing supportwith Two+

persons physical assist
Transfers: Extensive Assistance - Residentinvolved in aclivily, staff provide weighi-bearing support with Two+
persons physical assist

Eating: Independent - No help or staff oversight at any time. with Setup help only.

Toilet Use: Extensive Assistance - Residentinvolved in aclivity, staff provide weight-bearing support with Two+

persons physical assist

There are no cardiovasular concerns al this time. .

There are no respiratory concerns atthis time, .,

has unsteady gail, balance problems, ,no paralysis or weakness ,

The following skin conditions exist:
There are no Glissues st this time. Aclive .

There are no urinary concerns at this time. Maximilian is Continentof urine.

Jis is alerl

There are no mood probelms at this time.

Author: Miranda Ekenjock - Licensed Practical Nurse [ESOF]

10/25/2015 06:05 Type: Nursing Note
Note Text: Observed lo slept on and of thru the night,alert and verbally responsive, appears in control and No signs of

aggressive behavior at this time, 153/81 96.7 84 20 SPO-86%RA.
Author: Alejandre S. Leanardo - RN [ESOF]

10/24/2015 06:38 Type: Nursing Note
Note Text:
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Time: 10:43:41 CT Progress Notes

Page # 10

User: Stan Sakinis

Resident Name: Location: -
Note Text : Resident woke up at 2am screaming and yelling because he can notsleep anymore and on his request
was lransferred on his wheel chair and taken to the TV room wherein he stays the rest of the shift dezing on and off,

very calm and quiet and appears in betler control, 145/68 98.6 72 20 SPO-24%RA.
Author: Alejandro S. Leonardo - RN [ESOF]

Admission Date: 10/23/2015

10/23/2015 17:52 Type: Nursing Admission/Readmission Note
Note Text: Resideni admitted with Lumbago Sciatica weakness both extremities. Alertand orienied x 3. Lung sounds clear
upon auscultation. Bowel sounds presentin ail four guadrants. All orders verified by Dr. Royal Priest

Author: Joan B, Cadavez - RN [ESOF]

10/23/2015 17:48 Type: Elopemeni Risk
Note Text: i as admitted on 10/23/2015, is currently in room 1105-1 and scored 0.0. A score 5 or grealer

g elopement.
Author: Joan B, Cadavez - RN [ESOF]

10/21/2015 19:29 Type: Nursing Nole
Note Text: Called CDH Hospital, resident was Admitted into unit B-436, Spoke to nurse Caria. Resident was admitted for BLE

weakness.
Author: Zenaida Dimailig - 11-7 Supervisor [ESOF]

10/21/2015 16:28 Type: Social Service Note
Note Text;

Note Text : Resident anxious and was demanding fo be sentto the hospital today. He was calling atiending
physician and hospital slating that he is not able to move his arms and jegs and believes its secondary lo his spine,
Resident was assessed and was able to move arms and feel ees. Resident continued 10 insist on being
discharged, attending physician was notified of residents request lo be sent to hospital. Resident was seniio
Central Dupage hospital.

Author: Elizabeth Castenada - Social Worker [ESOF]

10/21/2015 14:35 Type: Nursing Note
Note Text:

Note Text: Residentis alert oriented and responsive. MD seen the resident this early morning B/C to home.
Resident complaint of numbness and tingling sensation. Assess the resident able to move the toes, bilateral legs
cetlulitis and edemalous above 4, Resident request lo go in the Central Dupage Hospital. Report given to ER CDH.

Advance ambulance transported the resident via strelcher.
Author: Maria Manlapaz - Licensed Praclical Nurse [ESOF]

10/21/2015 05:23 Type: Daily Skilled Note

Note Text:
Note Text is receiving skilled care related fo: Management/ Evaluation of Resideni Care Plan,

Cbservation / Assessment of Resident's Condition, Teaching / Training ic Manage Resident's Treatment Regimen:,
Diabetic Care (diel, foot care, etc.), PT, OT.

Current Vital Signs
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Progress Notes
Page # 11
Admission Date: 10/23/2015

Date: Jan 7, 2016
Time: 10:43:41CT
User: Stan Sakinis

Resident Nam

Location: -

798.0- 10/21 07 Route:
P76 -10/21/2015 02:07 Pulse Type: Regular

R 20.0-10G/21/2015 02:07
BP 142/78 - 10/2%/2015 02:07 Position: Sitling rfarm+

Pain is relayed as 6 on a scale of 0-10.right leg

ADL Status:
Bed Mobility: Extensive Assistance - Resident involved in aclivity, staff provide weight-bezaring support with Two+

persons physical assist
Transfers: Extensive Assislance - Resident involved in activily, staff provide weight-bearing suppor with Two+

persons physical assist

Eating: Activity did not ocour, with
Toilet Use: Extensive Assistance - Resident involved in activily, stall provide weight-bearing support with Two+

persons physical assist
There are no cardiovasulasr concerns atthistime. |

There are no respiratory concerns at this time. ..

has unsleady gait, balance problems, ,no paralysis or weakness , ,

The following skin condilions exist:

There are no Glissues at this lime. Active .

There are no urinary concerns at this lime. Maximilian is Continent of urine.

There are no mood probeims at this time.

Author: Alejandro S, Leonardo - RN [ESOF}

10/20/2015 23:37 Type: Order Nole
Note Text: Per Dr. Preist:

Hydromorphine 2mg {ablet prn every 6 hours 1o prn every 4 hours.

Diazepam 10 mg tablet prn every 12 hours to pri every 4 hours.
Author: Diane Murray - Licensed Practical Nurse {ESOF]
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Page # 12

User; Stan Sakinis
' Admission Date: 10/23/2015

Resident Name} Location: -
Late Entry
10/20/2015 19:04 Type: Physician Progress Note
Note Text:
Note Text : called by nurse superviser pt wanls fo leave ama

HPE

here for sar s/p kyphoplast stated that he is nol happy with services here and already set up all his
services ai home on his own and wanis to go home. He requested we rx as well and changes his pain medstog 2

hrs prn due fo severe pain.
Ptwas explained the concerns regarding ama and increasing frequency of such potent opioid and itput him in

risks.

ptwas agreed 1o stay over night after 45 mins of discussions, to have sw arrange ail above and provide safe
discharge

SOC
pt lives with wife and debilitated child

former ETOH and tobacco user

alp
pain syndrome

opioid dependency
will increase hydromorphone to g 4 hrs prn as plrefused 1o have long acling oxycontine o be increased

will keep diazepam at the same dose

debility
due o ostecporosis and 14 ix

continue ptfot
may have services as out patient
may have wc and need to have home eval for we. safety.

total ime 56 mins
counseling and education 47mins

ff 40 mins
Author: Paul R Priest - Doctor [ESOF]

10/20/2015 14:48 Type: Nursing Note
Note Text: Patient stable, sleeping in wheelchair in common area. No distress. Will continue to monilos.

Author: Elissa Wilsey - Licensed Practical Nurse [ESOF]

10/20/2015 12:40 Type: Nursing Note
Note Text: Patient steeping in wheelchair in common area after receiving PRN dilauded. No distress.

Author: Elissa Wilsey - Licensed Practical Nurse [ESOF]

10/20/2015 09:30  Type: Nursing Note
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Progress Notes
Page #13
Admission Date: 10/23/2015

Date; Jan 7, 2016

Time: 16:43:41 CT

User: Stan Sakinis
Resident Name

{ocation: -

Note Text:
Note Tex1: Administered Diazepam for anxiety - palient complaint to receiving meds. Verbally abusive with siafl
VIS 147/63, P85, R18,T98.2, 02 94% R/A, C/Q 10/1C pain - stated, "l refuse o take anything other than dilavded.”

Agreed to atlend therapy. Will continue to monitor.
Author: Elissa Wilsey - Licensed Practical Nurse [ESOF]

10/20/2015 09:00 Type: Nursing Note

Note Text:
Note Text : Patient extremely agilated complaining of 10/10 general pain, yelling at staff stating, "l want my
dilauded." Hydromorphone administered al 054G per night shift documentation and report. Expiained to patienti that
medication is PRN every 6 hours, bulis he due for Oxycontin 15mg ER tablel Patient stated, "nothing else works
excepl {for hydromorphone, | dont waniit.” Refused all scheduled medication. Paged MD reporiing 10/10 pain and
refusat of meds. New order (0 increase Dxycontin 10 30mg ER every 12 hours. Reperted fo patientincrease of pain
medication and he staled, "l don't want it.” Noted refusal of medication, Attempted to use distraction and offer olher
means of pain management. Patient verbally aggressive stating, "you're all liars." Refused vital signs. Altowing
patienl space to calm down, seated in front of nurses stalion, wilf continue to monitor.

Author: Elissa Wilsey - Licensed Practical Nurse [ESCF]

10/20/2015 07:17 Type: Nursing Note

Note Text:
Note Text ; Resident woke up at 11:15pm and started c/o generalized pain, Tylenol 850mg. was Offered{ Only pain
medicalion available to give at the time), but he refused and keep on saying it is the wrong medicalions, resident
then started calling 911 and and alked lo the village police 2x and lel them know wha! was going on, and because
he was calling non stop, the viliage senl 3 officer o investigale, they arrived al 4:20am, and afler interviewing the
resident and the RN, they left al 4:55am, resident finaily get tired and sieepy and slept thru the night, wife was called

and made aware, a message left lo Dr. Priest.
Author: Alejandro S. Leonardo - RN [ESOF]

10/19/2015 23:51 Type: Nursing Note

Note Text:
Note Text : Recelved resident up in chair having recenily returned from a doctor appl. per am nurse Helen. Given
card with doctors office from am nurse {o call and confirm appl. as resident stated that office said he did not have

appt,

Called Endocrinciogist office @ 630-532-5821; spoke 1o Marice;
relative of resident stating that appl. would be rescheduled aft
facility. Maricelle stated thal she explained this thoroughly g

yho stated thal appl had been cancelled by a
‘was finished with his rehab al the rehab

Relayed this to resident who became very upset. He stated thal no relative called and that it had 1o be one of the
nurses here. Relayed to night nurse Rollie, Endocrinologist card in nursing care with resident's meds.

Author; Patricia Murray - RN [ESQOF]

10/19/2015 23:37 Type: Daily Skilled Note

Note Text:
Note Text: s receiving skilled care related lo: Management/Evaluation of Resident Care Plan,

Observation / Assessment of Resident's Congition, PT, OT.
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Progress Notes

Time: 10:43:41 CT

Facility #

Page # 14

User: Stan Sakinls

Location: -

Admission Date: 10/23/2015

Resident Name

Current Vital Signs

T97.9-10/19/2015 21.08 Route: Tympanic
P 65 - 10/19/2015 21.08 Pulse Type: Regular

R 18.0- 10/19/2015 21:08
BP 129/76 - 10/19/2015 21:08 Position: Sitting rfarm+

Pain is relayed as 5 on a scale of 0-10. shoulder,back and legs

ADL Stalus:

Bed Mobility: Extensive Assistance - Residentinvolved in activity, staff provide weighl-bearing suppor with Two+

persons physical assisl

Transfers: Extensive Assistance - Resident involved in aclivily, staff provide weight-bearing support with Two+

persons physical assist

Eating: Independent - No help or staff oversight at any time. with Cne person physical assist

Toilet Use: Exlensive Assistance - Resident involved in activity, staff provide weight-hearing suppor with Two+

persons physical assist
There are no cardiovasular concerns at this time. |

There are no respiratory concerns at this time. . .

Skinis intact.

There are no Gl issues at this time. Active |

There are no urinary concerns at this ime. Maximilian is Continen of urine,

There are no mood probelms at this time.

The following behaviors have been exhibiled: Verbal behaviors,
Author: Patricia Murray - RN [ESOF)

as unsieady gait, balance problems, .no paralysis or weakness |,

10/19/2015 23:.63 Type: Nursing Nole

Note Text: Resident complained about needing an MRI for his shoulder, was told Dr. Priest wants x-ray first. informed order
given for x-ray of right arm. Called US Diagnoslics, spoke with Matl, informed x-ray will be done tonight.

Author: Patricia Murray - RN [ESOF}
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Progress Notes
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Admission Date: 10/23/2015

Date: Jan 7, 2016

Time: 10:43:41 CY

User: Stan Sakinis
Resident Name:

10/19/2015 14:10  Type: Nursing Note
Note Text: Resident came back from a doctor's appointment to this unit alert and cohereniNo apparent distress observed. No

Location: -

new skin issues observed.
Author: Clodualdo P. Cadavez - RN [ESGF}

10/18/2015 10:26  Type: Daily Skilied Note

Note Text:
Note Text |
Observation

is receiving skilied care refated lo: Management/Evaluation of Resident Care Plan,
ssessment of Resident's Conditicn, Therapy, PT, OT.

Current Vital Signs

T97.6 - 10/18/2015 02:08 Route: Tympanic
P 78 - 10/18/2015 02:08 Pulse Type: Regular

R 20.0 - 10/18/2015 02:08
BP 134/76 - 10/18/2015 02:08 Position: Lying ffarm+

Painis relayed as 0 an a scale o 0-10.

ADL Status:
Bed Mobility: Extensive Assistance - Residentinvolved in activity, steff provide weight-bearmg support with Two+

persons physical assis!
Transfers: Extensive Assistance - Residentinvolved in aclivily, staff provide weight-bearing support with Two+

persons physical assist
Eating: Supervision - Oversight, encouragemen{ or cueing with Setup help only.

Toilet Use: Extensive Assistance - Residentinvolved in activity, staff provide weight-bearing support with Two+
persons physical assist

There are no cardiovasular concerns al this time. |

There are no respiratory concerns at this time. . .

as unsteady gait, balance problems, ,no paralysis or weakness , |

Skin is intact,
There are no Glissues at this time, Active .

There are no urinary concerns at this time. Maximilian is incontinent of urine.

There are no mood probelms al this time,




1/7/2016

Date: Jan 7, 2016

Time: 10:43:41 CT
User: Stan Sakinis

Progress Noles
Bridgeway Senior Living, L1.C Facility #

Progress Notes
Page # 16

Admission Date: 10/23/2015

Resident Name

Location: -

Author: Tamiwe Helen Sichinga - LPN [ESOF]

10/17/2015 15:18 Type: Physician Progress Note

Note Text:
Note Text : called by ptfor the pain in the back
stated that he had therapy sessions yesterday and noted that his pain was severe once he got back lo the bed.
noted that the pain was al the spot where the kyphoplasty done.
he denies any new numbness in the leg no bb incontinence
also, he stated that he wants to take diladid every 2 h as needed due to pain.
he believes thatitis the bes! for him as H was given at the hospital.
now pl was educated thatihis is no a hospital and due fo his habilus and location he is in risk for apnea and death
as we have no means to monitoer him every 2 hs in nursing home and he has copd obesity and osa.
pe nad sleepy
close his ettimes
crispy voice, obese in the wc
back there is no skin changes no local tenderness at the Us area. no visual deformetis
alp
chormnic pain syndrome
opioid dependence
will shorlening to q 6 h 2 mg of hypdromoprphone monitor vs and spo2
ptwill see NS for evaluation of worsening his pain as it suppost {o improve once kyphoplasy is completed,
continue ptot
lotal time spen 55 mins
f#49mins
counseling and coordination of care 40 mins
Author: Paul R Priest- Doclor [ESOF)
10/156/2095 20:59 Type: Physician Progress Nole
Note Text:

Note Text : called by ptfor excruciated pain inthe knee and back

here for sar s/p kyphoplasty
ove during pifot
stated that he has va and was give hydromorphon for the pain with good result

denies any new neurological signs or symprioms
noeld that his edema subside
bnp 16

pe nad inthe wc working on faplom
bp 131/78197.9p 74
heent at nc pupils reactive



17712016 Progress Noles
Bridgeway Senior Living, Li.C Facility #

Progress Notes
Page # 17
Admission Date: 10/23/2015

Date: Jan 7, 2016
Time: 10:43:41 CY
ttser; Stan Sakinis
Resident Name:,
iung now frir
cv reguiar distant

abd obese
mks; in TLSO no edema at the knees irom with mild crepitus

skin significants erythema over the R shin
+3 edema b/l

neurc sensation preserve

R side facial dropfasymetry

mood okay affect anxious.

Location: -

bnp 16

allp

pain syndrome

complex due to dm and oa and recent | 4 fx

will ask for hydromorphone 2 mg prior pl/ot

and may have ibuprofen 400 mg daily prn for severe knee pain,

cellulitis
continue abt
diurefics
and mupirocin
Author: Paui R Priest - Doctor [ESOF]

10/15/201507:44 Type: Nursing Nole
Note Text: Receieved call from Dr. Priest RE: Teslesterone Inj. *Pharmacy wiil not deliver without a valid scnpt. Endorsed to 7-

3 nurse to notify Dr. Priest. Aiso endorsed that residentis requesting to see Dr. Priestthis a.m.

Author: Patricia Martinez - Licensed Practical Nurse [ESOF]

10/14/2015 16:29 Type: Social Service Note
Note Text: Resident has verbalized a desire to sleep in recliner chair and prefers that his bed be removed from his rcom.
Resident staies that he feels more comfortable in the chair and works best for him when getling up to transfer to

wheelchair.
Author: Elizabeth Castenada - Social Worker [ESOF]

10/14/2015 15:38  Type: Social Service Note

Note Text:
Note Text : Care plan meeling held this date o discuss residents progress and goals in therapy as well as
discharge planning. Residentis very happy with goals therapy has for him and became tearful to hear that he has
good potential to become independent and be able to return home. Resident stated thal his wife is not able to care
for him as she is caring for their disabled son. Resident has plans to return home once he completes his therapy

Author: Eiizabeth Casienada - Saciai Worker [ESOF}

10/14/20156 13:44 Type: Nursing Note
Note Text:




Progress Noles

1712016
Date: Jan 7, 2016 Bridgeway Senior Living, LLC Facility #
Time: 16:43:41 CT Progress Notes

Page # 18

User: Stan Sakinis
Resident Name

Location: - Admission Date: 10/23/2015

Note Text : Called Senior Care pharmacy regarding resident’s leslosterone injection. Regan stated that the
pharmacy could not dispense the medication without a prescription. Called Dr, Preisito request an seript for this
medication and doctor states he will wrile one when he comes le the facility today. Residen! notified,

Author: Sharelle Mershon - Assistan! Director of Nursing [ESOF}

10/14/2015 06:55 Type: infection Note
Note Text: Dicloxacillin continuous for cellilitis of both legs and tolerating it well without any side effects, both legs remains

very red, swollen and warm to touch, 140/78 98.1 86 20 SPO-36%RA.
Author: Alejandro S. Leonardo - RN [ESOF}

10/1412015 02:56 Type: Daily Skilled Note
Note Text:

is receiving skilled care related to: Management/ Evalualion of Resident Care Plan,
Cbservation / Assessment of Resident’s Condition, Teaching / Training 1o Manage Resident's Treatment Regimen:,

Diabetic Care (diet, foot care, etc.), PT, OT,

Current Vital Signs

T98.1-10M14/2015 02:53 Roule: Tympanic

P 86 - 10/14/2015 02:53 Puise Type: Reguiar
R20.0-10/14/2015 02:53

BP 140/78 - 10/14/2015 02:53 Position: Lying rfarm+

Pain is relayed as 0 on a scale ¢f 0-10.

ADL Status:
Bed Mobility; Extensive Assistance - Resident involved in activity, staff provide weight-bearing support with Two+

persons physical assist

Transfers: Exiensive Assistance - Resident involved in aclivity, staff provide weighl-bearing support with Two+
persons physical assist

Eating: Activity did not occur. with

Toilet Use: Extensive Assistance - Resident involved in activity, staff provide weight-bearing support with Two+
persons physical assist

There are no cardiovasular concerns atthis time. .

There are no respiratory concerns at this fime. . The following respiratory treatments are received: nebulizer
freatments, BiPap/CPap, .

as unsteady gait. no issues with balance, \no paralysis or weakness , ,

Skinis intact.



1/7/2016 Progress Noles
Bridgeway Senjor Living, LLC

Date: Jan 7, 2016
Progress Notes

Time: 10:43:41CT

Facility #

Page # 18

User: Stan Sakinis

Location: -

Admission Date: 10/23/2015

Resjdent Name
There are no Gl issues

‘this tme . Active .

There are no urinary concerns at this time

There are no mood prebelms atthis time.

Author: Alejandro 8. Leonardo - RN [ESOF]

s Continent of urine.

10/13/201507:41 Type: Inlection Nole

Note Text:
Note Text : At 1am, resident woke up and then staried o become verbally abusive e.g. screaming and threatening
the CNA and yet he is saying he will talk lo the head nurse thal the CNA Is very abusive towards him, resident was
up in the TV room untit 3am, and although he calm down a litlle still with occasicnal screaming and yelling, finally

settled and sleptatdam, 138/76 86.0 78 20 SPO-26%RA.
Author: Alejandro S. Leonardo - RN [ESOF]

10/12/2015 17:03 Type: Orders Nole

Note Text:
Note Text : please do
increase torosemide tc 8C mg

bydureon 2 mg wkly
itis okay, for Pt to go to all outside apt with speciallist.

restart lestosteron 200 mcg M every othar week,
potst

dietictan consult

daily weight

start on advair 500/50 bid

mupirocin oitment daily fo the le daily
lamictal 300 mg bid

change adderal{o 6 am

ptis DNR

cbec cmp bnp

vs, spO2

ducneb prn g shift for whizing

enodrse lo RN PAT
Author: Paul R Priest- Doclor JESCF]

10/12/2016 16:47 Type: Physician Progress Note

Note Text:
Note Text : C/C | have low T leve! with low cortisone as well.

MD note




Progress Notes

1/7/2016
Date: Jan 7, 2016 Bridgeway Senior Living, LLC Facitity #
Time: 10:43:41 CT Progress Notes

Page # 20

User: Stan Sakinis
Resident Name

Location: - Admission Date: 10/23/2015

dical problems lisled below, here for sar, he has complex problems and stated that some of his
chronic medications were d/c while he was transfer from the hospfial

he staled that he is depressed and takes lamictal 300 mg bid deneis any si.hi

stated that he takes byderoun for his DM

lakes teslosteron for his pituatry insuficiency

takes advair for his cepd and noted some doe

take 80 mg oftorosemide for his chf and now he stated that he swollen up.

deneis any chills no fever,
now c/o pf his back pain sfu kyphopiacty and knees pain chronic pa

also, noted blurred vision which slowly getting worse, over the |ast few months hx of DM

PMH

L 4 fx compression
Debility

oM

OA

depression

chf

copd

Surgical Hx
kyphoplasty x2

Social Hx
former smoker
+ eloh in the pass

FamiiyHx
no hx of dementia

ROS:all revieved and negative exceptin hpi

MEDICATIONS:
reviewed

apap

oxy 20 er bid
diazapam 10 mg
loresemid

40 bid

PE
GEN: nad
V5 129/65194 p 657118



Progress Notes

172016
Facility #

Bridgeway Senior Living, LL.C
Progress Notes
Page # 21

Admission Date: 10/23/2015

Date; Jan 7, 2016
Time: 10:43:47CT
User: Stan Sakinis
Resident Name
HEENT: at/nc pupils reaclive
LUNG: diminished bl no w a few wet ralas
CV: regular sem 2/6 with hoisystolic split
ABD distended, no bs 4
EXT; + 3 edema + 2 edema in ue
NEURQ: speech and language preserved but confused attimes, R hand light tremer

Psychiatric; mood and affect flat
skin there is extensive erythema onthe L shin with some vesicular elements,pt has difficuliies to pull panis up due to

Location; -

edema
msk; from in ue L >R at shoulder

LABS
no hospilal labs available

AP

medical domain

back pain due to t. 4 fx
slp kKyphoplasy
cotninue meds

will as for ptiot

local pain treatment

depression
severe
requites MOA and lamiclal

will resume

celluiitis on top of chf exacerbalionand le edema

bl

acute
will continue dicloxacilin and topical mupirosic

copd
resume advair
duoneb prn

hypogonadism
will resume testosteron injection for his ptol session as well

pt will fiu with his endo

hypopituatirism
primary most likifey due to no skin changes

wiliask for adderall in 6 am

dm
will resume bydercn accucheck qacandq bs

obesity



172016

Date: Jan 7, 20186
Time: 10:43:41CT

User: Stan Sakinis

Progress Noles

Bridgeway Senior Living, LLC Facility #
Progress Notes
Page # 22

Location: - Admission Date: 10/23/2015

Resident Name

dietician consult

biurred vision
family to make ophthalomogy apt.

social support
good
discuss with his dd at the lable

ptis dnr
discussed advance direclive as pt stated above.

endorsed fo RN PAT
Author: Paul R Priest- Doctor [ESOF]

16/11/2015 13:10  Type: Daity Skilled Note

Note Text:

s receiving skilled care related to: Management/ Evaluation of Resident Care Plan,
ent of Resident's Condition, PT, OT.

Note Text :
Observation

Current Vital Signs

T98.2-10/11/2015 12:59 Route: Cral

P 88 - 10/11/2015 12:59 Puise Type: Regular

R 20.0-10/11/2015 12:59

BP 130/80 - 10/11/2015 12:58 Position: Sitting I/farm+

Pain is relayed as 0 on a scate of G-10.

ADL Status:
Bed Mobility: Extensive Assistance - Resident involved in aclivity, staff provide weight-bearing support with Two+

persons physical assist

Transfers: Exlensive Assistance - Resideni involved in aclivity, staff provide weight-bearing supporl with Two+
persons physical assist

Eating: Supervision - Oversight, encouragement or cueing with Setfup help only.

Toilel Use: Exlensive Assistance - Resident involved in activity, staff provide weight-bearing support with Two+
persons physical assist

There are no cardiovasular concerns at this time. .
There are no respiralory concerns at this time, | .

has unsteady gait, balance problems, ,no paralysis or weakness |,



11712016

Date: Jan 7, 2016
Time: 10:43:41 CT

User: Stan Sakinis

Progress Notes

Bridgeway Senior Living, LLC Facility #

Progress Notes
Page # 23
Admission Date: 10/23/2015

Location: -

Resident Name:

Skin js intact,
There are no Glissues at this time. Active .

There are no urinary concerns atthis time. Maximilian is Continent of urine.

There are no mood probelms at this ime,

Author: Joan B. Cadavez - RN [ESOF)

10/10/2015 15:01  Type: Daily Skilled Note
Nete Text:
Note Text g s receiving skilled care related lo: Observation 7 Assessment of Resident's Condilion,
Therapy, PT,

Current Vita! Signs

T98.3 - 10/10/2015 10:31 Route: Tympanic
P 83-10/10/2015 10:31 Pulse Type: UTD - Unable to Determine

R 18.0 - 10/10/2015 10:31
BFP 145/82 - 10/10/2015 10:31 Position: Sitting arm+

Pain is relayed as 8 on a scale of 0-10. BLE

ADL Status:
Bed Mebility: Extensive Assistance - Resident involved in activity, stafl provide weight-bearing support with One

person physicat assist
Transfers; Extensive Assistance - Resident involved in activity, staff provide weight-bearing support wilh One
person physical assist

Eating. Independent - No help or staff oversight at any time. with Setup heip only.

Tollel Use: Extensive Assistance - Resident involved in aclivity, stall provide weighl-bearing support with One
person physical assist

There are no cardiovasular concerns at this lime. .

Therse are no respiratory concerns al this time. . .

as unsleady gait, balance problems, no paralysis or weakness .,

Skin s intact.




WIR2A06

Date: Jan 7, 2016

Time: 10:43:41 CT
User: Stan Sakinis

Progress Notes

Bridgeway Senior Living, L1.C Facility #
Progress Notes
Page ¥# 24
Location: - Admission Date: 10/23/2015

Resident Name:

issues a this time. Active .

There are no

There are no urinary concerns al this time, Maximilian is Continent of urine,

There are no mood probelms al this lime.

Author: Hyanease Ruffin - Licensed Practical Nurse [ESOF]

10/10/2015 14:17 Type: Nursing Nole

Note Text:

Note Text : Receted up in chair. A&Q x3 breathing easy & unlabored no SOB. Good appetite. Continent of B&B,
Meds 1aken as order PO ABT for BLE cellulitis no sfs of adverse reaction BLE swollen & red warm o {ouch. V55, Dr.
Priest paged for orders testosterone injection. Dr. Felix on-call MD call said no he can not give order for that
medication & ptneed to follow up with endocrinologist educated ptto what Dr. Felix orders was. Ptis upset stating
that Dr. Priest was to come in {o see him loday but has not showed up. Pt slaled that if Dr. Priest doesn't come in
today by 4pm to see him he will leave the facility. Nursing supervisor made aware & came to talk with pt. Ptis now
calm. Siting dining roem n his personal lap top pe. W conlinue to monitor.

Author: Hyanease Ruffin - Licensed Practical Nurse [ESOF]

10/10/2015 07:30 Type: Infection Note

Note Text:

Note Text : 11:15pm, resident was very calm and quiel and working on his computer in the TV room, at 12am, he
starled demanding for @ Valium which he already received at 10pm, resident refused RN's explanation that he just
received it al 10pm and he got angrier when the book was showed to her, " ltis all lies", screaming and yelling and
was verbally and physically threatening to RN, resident able to calm down bul remains very angry and refusing the
RN fo come closer, finally setiled! sleepy and was put back o bed at 1:45am. Both legs remains very red and
swollen, but warm to fouch with {(+) pedal pulses, Dicloxacillin continuous and tolerating it well. 140/78 98.0 78 20
SPO-97%RA. woke up at 5:30am, very restless and agitated, Valium 10mg. given with good resulis.

Auther: Alejandro S. Leonardo - RN {[ESOF]

1011072015 03:18

Type: Daily Skilled Note

Note Text:

Note Text is receiving skilled care related to: Management/Evaluatlion of Resident Care Pian,
Observation / Assessment of Resident's Condition, Teaching / Training to Manage Resident's Treatment Regimen:,

Diabetic Care {diel, foot care, elc.), PT, OT.
Current Vital! Signs

T 98.0 - 10/10/2015 0218 Route: Tympanic

P78 -10/M10/2015 02:19 Pulse Type: Regular

R 20.0-10/10/2015 02:19

BP 140/78 - 10/10/2015 02:19 Position. Sitting rfarm+



Progress Noles

1712016
Bridgeway Senior Living, LLC Facility #

Progress Notes
Page # 25
Admission Date: 10/23/2015

Date: Jan 7, 2016
Time: 10:43:41 CT
User: Stan Sakinis
Resident Name:
Pain is rayed as O on a scale of 0-10.

Location: -

ADL Stetus:
Bed Mobility: Exiensive Assistance - Residentinvolved in activity, stafl provide weight-bearing support with Two+

persons physical assist
Transfers: Extensive Assistance - Residentinvolved in aclivity, staff provide weighi-bearing support with Two+

persons physical assist

Eating: Activity did not occur, with
Toilet Use: Extensive Assistance - Resident involved in aclivity, siaff provide weighl-bearing support with Two+

persons physical assist
There are no cardicvasular concerns at this time. .

Trere are na respiratory concerns at this time. ..

has unsteady gaiil, balance problems, ,no paralysis or weakness , ,

Skin is intact.
There are no Glissues at this time. Active .

There are no urinary concerns at this time. Maximilian is Continent of urine.

The following mood problems are exhibited:

Author: Alejandre S. Leonardo - RN [ESOF]

10/8/201516:17  Type: Social Service Note

Note Text:
Note Text : Resident very upset and demanding to see his doclor. Resident states he has a lol of questions he
need to discuss with his docler and demanding that the physician come 1o see him today. Charge nurse called and
spoke with Dr, Haebich to inform of residents request and he stated he is not able to come and see resident today.
Residenl very irrational and demanding to change physician. Resident signed change of physician form and chose
Dr. Royal-Priest as his primary. Dr. Royal-Priest was called and he spoke with resident over the phone. Resident
slill notsatisfied and continues to be very upsel and disruptive in nurses station. Atternpting o calm resident down
bui notvery successful, Nurse supervisor made aware of residents behavior and will speak with him,

Author: Elizabeth Caslenada - Sociaj Worker [ESOF]

10/8/2015 15:37  Type: Nursing Note




Progress Notes

172018

Date: Jan 7,2016 Bridgeway Senior Living, L1.C Facility #

Time: 10:43:41CT Progress Notes

User: Stan Sakinis Page # 26
Location: - Admission Date: 10/23/2015

Resident Name
Note Text: Residentwas sitting in the dinning room all day with his lap fop computer. Notice his lower extremities is edemalous
and red. Per NP resident has cellulilis in his lower extremities. Will moenitor.

Author: Maria Manlapaz - Licensed Practical Nurse [ESOF]

10/9/2015 11:12  Type: Nursing Note
Note Text: Caieed MD to verify order for Bydureon inj. and MD refused to give order.MD was made aware that resident wants
to see him loday but stated he cannol come and is unceriain what day he could see the resident. Resident was
made aware,
Author: Joan B. Cadavez - RN [ESOF]

10/9/201507:30  Type: Infection Note
Nete Text:

Note Text : Resident woke up at 12:30am and unable to get back to sleep and on request was up in the TV room
where he slays working on his computer, Dicloxacillin continuous for cellulitis on both tegs and tolerating it well,
legs remains very red and swollen, 125/63 98.4 80 20 SPO-94%RA. At 4am, resident finally get bored and was put
back to bed on requesi, Slept for a couple of hours and woke up and was up on request at 6:45am.

Author: Alejandro S. Leonardo - RN [ESOF]

10/8/2015 11:20  Type: Infection Note
Note Text: Afebrile with a Temp.of 8BF Redness,swelling and warmth sensation still noted on BLE.On Dicloxaciltin for cellulitis

on BLE with no adverse reactions.
Author: Clodualdo P. Cadavez - RN [ESOF]

10/8R201507:28 Type: infection Note
Note Text: Observed to slept most of the night, Dicloxacillin continuous for cellutilis of both legs and tolerating it well without
any side effects, both legs remains red and slightly swollen and warm (o louch, v/s stable.

Author: Alejandro S. Leonardo - RN {ESOF}

10/7/201512:50  Type: Daily Skilled Note

Note Text:
Note Text g
and Care of B

i is receiving skilled care related lo: Observalion / Assessment of Resident's Condition, Use
plints, Orthotics, Therapy, PT, GT.

Current Vitai Signs

T98.4 - 10/7/2015 09:54 Route: Tympanic

P 81-10/7/2015 09:54 Pulse Type: Regular

R 20.0 - 10/7/2015 09.54

BP 134/70 - 10/7/2015 09.54 Position: Sitling lfarm+

Pain is relayed as 5 on a scale of 0-10. Back
ADL Status:

Bed Mobility: Exlensive Assistance - Resident involved in activity, staff provide weight-bearing support with Two+
persons physical assist



Progress Noles

17712016
Bridgeway Senior Living, LLC Facility #

Progress Notes
Page # 27
Admission Date: 10/23/2015

Date: Jan 7, 2016
Time: 10:43:41 C7T
User: Stan Sakinis

Resident Name: ; :
Transfers: Extensive Assistance - Residenf{involved in aclivily, slaff provide weight-bearing support with Two+

Location: -

persons physicat assist
Eating: Independenl - No help or siafl oversight at any time. with Setup help only.

Toilel Use: Extensive Assistance - Residentinvelved in aclivily, stafl provide weight-bearing support with Two+

persons physical assis

There are no cardiovasular concerns ai this lime. .

There are no respiratory concerns ai this lime. . The loftowing respiratory treatments are received: BiPap/CPap, .

has unsteady gait, balance problems, ,no parafysis or weakness ,,

The following skin conditions exist:
There are no Glissues at this time. Active |

There are no urinary concerns at this time. Maximilian is Conlinent of utine.

There are no mood probelms at this time.

Author: Cloduaide P. Cadavez - RN [ESOF]

10/71201507.56  Type: Infection Note

Note Text:
Note Text : Woke up at 3am and unabie to get back to slegp, was up in the TV reguest and just use his compulter
the rest of the night, Biclxacillin conlinuous for celluliis of both legs and tolerating it well without any side effects, No

cfo made. 128/77 98.0 78 20 SPG-97%.
Author: Alejandre S, Lecnardo - RN [ESOF]

10/5/201516:25  Type: Social Service Note

Note Text:

Note Text : Initial Admit Note:
Admitted this 68 year oid married while male on 10/1/15 from Cenira! Dupage hospital with a diagnosis of left

lumbago with sciatica, hypothyroidism, attention deficit disorder, major depressive disorder, anxiety disorder, PTSD,
Resident is alert and oriented x3, BIMS score 15/16, He is able to verbalize needs and undersiands cthers.
Residentwas previously living with his wife in a house and has plans to return home once he completes his
rehabilitation. Residentis hopeful thal he will be walking again and return home with his wife. He appears calm and
cooperative today. Resident has history of becoming agitated, resistive o care and physically aggressive towards
staff. Referral made to psychiatry. Resideni wishes o be full code. He does not have any existing advance
directives and may consider doing a POA for healthcare. Social services will follow up and assist with POA

completion.



17712016 Progress Noles
Bridgeway Senior Living, |.LC

Date: Jan 7, 2016
Progress Notes

Time: 10:45:41 CY

Facility #

Page # 28

User: Stan Sakinis

Resident Nam Logation: -

Admission Date: 10/23/2015

Author: Elizabeth Castenada - Social Worker [ESOF]

10/5/2015 16:17  Type: Consultation Note

Note Text:
Note Text : GEROPSYCH EVALUATION

PATIENT IS A 68 YEAR OLD MALE ADMITTED 10-1-15 FROM CENTRAL DUPAGE HOSPITAL.

CC: REFERRED FOR EVALUATION DUE TO AGGRESSIVE BEHAVIOR, PSYCH DIAGNOSIS AND NEED FOR

MED MANAGEMENT.

VITALS: BP 120/74 TEMP 97 3 HR 70
WEIGHT:320 LBS

PMH

LUMBAGQ WITH SCIATICA
HYPOTHYROID

ADHD

GERD

CHF

MORBID OBESITY

DM

METABOLIC SYNDROME
MAJOR DEPRESSWVE DIS
ANXIETY BISORDER

POST TRAUMATIC STRESS DS
NARCISSISTIC PERSONALITY DIS
OSA

HTN

VENTRICULAR FLUTTER
COFD

LEFT SHOULDER ROTATOR CUFF TEAR
CKD

LUMBAR VERTEBRAL £X

FALL

CELLULITIS

CURRENT MEDS

“NARDIL 30MG QAM

“*NARDIW 45MG QHS

TPRN VALIUM 10MG Q 12 HOURS
DICLOXACILLIN

viTD

ASA



1712018 Progress Notes
Bridgeway Senior Living, LLC Facility #

Progress Notes
Page # 29
Admission Date: 10/23/2015

Date: Jan 7, 2016

Time: 10;43:41 CT

User; Stan Sakinis
Resident Name:

PREGABALIN
PROTONIX
OMEGA 3
LOVENOX
METANX
INSULIN
LORATADINE
TORSEMIDE
LEVOTHYROXINE
SENNA

Location: -

SHIFH/PSYCH
MARRIED, 3 CHILDREN, WORKS ON AND OFF AS COMPUTER SOFTWARE DESIGNER.

LONG HISTORY OF PSYCHIATRIC PROBLEMS. REPORTS HE WAS OLDEST OF 14 CHILDREN AND HE WAS
NEGLECTED SINCE AGE 2 CAUSING DEPRESSION AND COMPLEX PTSD. HAS SEEN PSYCHIATRIST AND

PSYCHOANALYST FOR 18 YEARS AND THERAPISTS SINCE HE WAS YOUNG MAN.

QUIT SMOKING IN 1980 AND HAD PERIOD OF HEAVY DRINKING FROM 1985 TO 1996 "WHEN A MAN ROBBED
ME OF §15 MILLION", NOW ABSTINENT.

FAMILY HISTORY OF DEPRESSION IN SEVERAL SIBLINGS AND ONE OF HIS SONS. SON WITH MULTIPLE
SUICIDE ATTEMPTS NOW WiTH HEMIPLEGIA AND BRAIN DAMAGE AND LIVING WITH HIM, BEING TAKEN

CARE OF BY HIS WIFE AT HOME.

MSE

PATIENT 1S OBESE WM IN BODY BRACE. UNSHAVEN
DISHEVELLED HAIR. GROOMING IS POOR. MiLD TREMOR OF HANDS, POSTURE UPRIGHT IN BRACE IN WIC.

SPEECH WAS COHERENT AND TP WAS LOGICAL. VERY WILLING TO TALK AT LENGTH ABOUT HIMSELF.
LANGUAGE AND ASSOCIATIONS INTACT. ORIENTED TO SELF, PLACE WAS CALLED BAYVIEW. KNEW OCT
5TH, 2015 AND PRESIDENTS OBAMA, BUSH AND CLINTON. ATTENTION WAS GOQD BUT EYE CONTACT WAS

NOT ALWAYS GOOD; LE, SCANNING THE ROOM THROUGHOQUT THE INTERVIEW.
MEMORY INTACT.

MOOD WAS ANXIOUS AND DYSPHORIC. NOT PSYCHOTIC.
JUDGMENT IS FAIR. INSIGHT IS FAIR. NO Si/Hl.

PATIENT WAS ALERT AND COOPERATIVE WITH INTERVIEW.




17216

Date: Jan 7, 2016
Time: 10:43:41CT
User: Stan Sakinis

Progress Notes
Bridgeway Senior Living, LL.C Facility #

Progress Notes
Page # 30

Admission Date: 10/23/2015

Resident Name &

Location: -

REPORTED PAIN iN LEFT SHOULDER AND RIGHT LEG AND BILATERAL KNEES. ACKNOWLEDGES A LONG
HISTORY OF DEPRESSION AND TREATMENT AND BELIEVES THE BEST MEDICATION HAS BEEN A
COMBINATION OF NARDIL AND LAMICTAL. SAYS HE'S DEPRESSED AS " CAN BE" AND CRIES ABITBUT IS
MOTIVATED TO DO WELL IN THERAPY AND RETURN HOME. SLEEPS OK, EATS OK NOW THAT HE KNOWS
THE PLAN OF THERAPY AND IS NOW HOPEFUL. WAS AFRAID HE WOULD NOT WALK AGAIN. ENERGY STILL

LOW.
PLANS TO RETURN TQ WHEATON TO LIVE WITH WIFE AND DISABLED SON.

IMPRESSION

1. MAJOR DEPRESSION

2. PTSD PER HISTORY

3. PERSONALITY DISORDER

4. RIC ADJUSTMENT DISORDER
5 RECENT CALL TO $11--WONDER IF PART OF A CONFUSION/DELIRIUM?

SUGGEST
1. CONTINUE CURRENT MEDICATION
2. MONITOR MOOCD, APPETITE, SLEEP, BEHAVIOR AND COGNITIVE FUNCTIONS

3. STRONGLY ENCOURAGED TO FIND ANOTHER PSYCHQOTHERAFIST
4. CONTTO FOLLOW WITH PRIVATE PSYCHIATRIST AFTER DISCHARGE

WILL FOLLOW THANK YOU.
Author: Ismael LeeChuy - Physician [ESOF]

10/5/2015 09:54

Type: Nursing Note

Note Text:

Note Text : Alert and responsive No manifestations of pain or discomfort.No complaints of dyspnea.Cooperative
with nursing staff.No inappropriate behavicr noted.Redness still appareni on BLE.On Dicloxacillin for BLE cellulitis
with no adverse reactions.V/3 checked BP-120/74 mmMHg,pulse-70 beats/min.,RR-25 cycles/min..and Temp 97 3F.

Author: Cledualdo P. Cadavez - RN [ESOF)

10/5/2015 07:00

Type: Infection Note

Note Text:

Note Text : Resident was very anxious and needy early in shift but able 1o calm down once his needs are mete.g.
took him to bathroom when requesied and made him comfortable in bed, both lower jegs remains red and slightly
swollen but warm to touch with (+} puises, Dicloxacillin continuous and folerating it well without any side effects, No
clo made this shift 124/68 97.9 68 18 SPO-95%RA, finally settled and slept at 2am until S5am, very compliant with
meds.and care. encouraged 1o verbalized for his needs and concerns.

Author: Alejandro S. Leonarde - RN {[ESOF)

10/4/2015 10:2¢

Type: Daily Skilled Note

Note Text:

Note Text receiving skilled care related to: Observation / Assessment of Resident's Conditian, Use
and Care of Braces, Splinis, Orthotics, Therapy, PT, OT.

Currend Vital Signs



Progress Notes

1712016
Bridgeway Senior Living, LLC Facility #

Progress Notes
Page # 31
Admission Date: 10/23/2015

Date: Jan 7, 2016

Time: 10:43:41 CT

User: Stan Sakinis
Resident Name

Location: -

T97.6-10/4/2015 09:12 Route: Tympanic
P 68 - 10/4/2015 09:12 Puise Type: Regular

R 20.0 - 10/4/2015 09:12
BP 138/74 - 10/4/2015 09:12 Position: Sitling /arm+

Pain is relayed as 0 on a scale o 0-10.

ADL Status:
Bed Maobility: Extensive Assistance - Residentlinvolved in activity, staff provide weight-bearing suppor with Two+

persons physical assist
Transfers: Extensive Assistance - Residenlinvelved in aclivity, staff provide weight-bearing support with Two+
persons physical assist

Ealing: Independent - No help or staff oversight al any ime. with Selup help only.

Toilet Use: Extensive Assisiance - Residentinvolved in actvity, siaff provide weight-bearing suppor with Two+
persons physical assist

There are no cardiovasular concerns at this time. .

There are no respiratory concerns at this time. . The following respiratory treaiments are received: BiPap/CPap, .

as unsteady gail, baiance problems, ,no paralysis or weakness, .

The following skin conditions exist:

There are no Giissues at this time. Aclive .

s Continent of urine.

There are no urinary concerns at this time,

is is alert. Staff names and faces,

There are no mood probeims at this time.

Author: Clodualdo P. Cadavez - RN [ESOF)

10/4/2015 07:08  Type: infection Note

Note Text:
Note Text : Observed 1o slept most of the night, woke up a couple of times but very catm and appears in control,
verbalized for his needs without any agitation, both legs remains red and swollen and warm to touch, kept elevated
on a pillow, Dicloxacillin continuous and tolerating it welt without any side effects, 144/65 86.8 60 20 SPO-94%RA.

Author: Alejandro S. Leonarde - RN [ESOF]




Progress Notes

1712016
Date: Jan 7, 2016 Bridgeway Senior Living, LLC Facility #
Time: 10:43:41 CT Progress Notes

Page # 32

User: Stan Sakinis

Resident Name: Admission Date: 10/23/2015

Location: -

10/3/201509:21  TFype: Social Service Note
Note Text:

Note Text : One on one with resident to discuss events of fasdi night When asked why he had called Sheriff and
911 resident staled because no one would lake him to bathroom. Wriler reminded resident when staff had tried to
help him he would not allow them to touch him. Resident denied this. Resident also stated il was because he did
not receive therapy. Resident reminded when therapy came lo assess for lransfer he refused. Resident also denies
this. Resident present with angry, agilated mood. Resident stiil had breakfast tray in front of him and when asked
why he hadn't eaten by writer residentraised voice lo writer and told writer he did nolwani to eat and to take tray
away. Resident than recheck by wrier afier tray was removed and resideni was sleeping comfortably in bed.

Nursing informed of conversation.
Author: Maggie M Kueking - Social Services [ESOF}]

10/3/2075 08:05  Type: Nursing Note
Note Text:

Note Text : Resident came back from Alexian Bros.Medical Cenler via stretcher with 2 paramedics.Residentis alert
and verbally responsive No comglaints of dyspnea nor pain No signs or symptoms of hypo or hyperglycemia. V/S
taken BP-130/80 mmHg.pulse-76 beats/min. RR-20 cycles/min.and Temp .87 BF Skin check done with no new skin

issues noted.Dr.Haebich notified.
Author; Cleduaide P, Cadavez - RN [ESOF)

10/3/201507:35  Type: Nursing Note
Note Text:

Note Text : Resident woke up at 11:50pm, calm, quiel and in confrol and compliant with v/s=108/76 97.1 75 20
SPO-96%RA, 15min, jater he started screaming said he needs te go 1o the bathroom, it took 3-4min. to gather 5
CNA that will help him but when CNAs arrived he does nol want (o be touch or be helped said "Nobody here knows
what {0 do” then he said he needs a special bed, a big boy bed was offered but he refuses and just confinue
screaming, at 12:30arn, Sheriffs office called bul said he will notgoing to send anybody once the situation was
explained to him and then Norcom Public safely calied and then a few min. later Paramedics arrived escorted by 2
Policeman, Paramedics was given reporl of whal was going on and then spent time inferviewing the resident 2lone,
resident lefl per stretcher 1o ABMC at 1:05am, wile was called and was made aware of the situation, Lydia, RN/NP
was nolified and Rizza ADON was alsc made aware of the grobiem. At 3:45am, received a call from Ruth at ABMC
and thatresident is coming back, and DVT was R/O. At 7am, ER called and said that resident just left the premise.

Author: Alejandro S, Leonardo - RN [ESOF}

10/2/2015 18:08  Type: Nursing Note
Note Text:

Note Text : Resident seen sleeping in the chair. Therapist came to do assessment on fransfer, Refused 1o be
{ransferred. Responded to pain stimuli.Refused to eat dinner, Family came and talked o nurse. Stated not {o bother
the resident when he is sleeping and {o honor whatever is his decision about the care.Resident refused all his pm
medications.MD made aware.Steeping in the chair catmlyad noton any kind of distress.

Author: Joan B. Cadavez - RN [ESOF]

107272015 17:113  Type: Nursing Note
Note Text: Nurse Practiioner came and examined resident wilh orders for lab and antibiotics for both leg Cellulitis. All orders

carried oul.




11772016 Progress Noles
Bridgeway Senior Living, LLC Facility #

Progress Noles
Page # 33
Admission Date: 10/23/2015

Date: Jan 7, 2016

Time: 10:43:41 CY

User: Stan Sakinis
Resident Name

Location: -

Author: Joan B. Cadavez - RN [ESOF]

10/2/12015 12:03  Type: SkinAVound Note

Note Text:
Note Text : Admitled a 68 year old male wi dx ¢f Chrenic CHF, Paind/Ltrauma, Hypothyroidism, DM Insipidus,
PTSD, Asthma, Atrial flutter, Gastro-esophageal Refiux disease. Resident is A&OX2-3 with periods of confusion,
incontinent of bowe! and bladder, ambulalory via wic. Res al risk for skin breakdown rit impaired maobility,
incontinence of bowel and bladder. During skis: assessment the following was observe :Res is Morbidly Obese,
Biiateral lower extremeties very edematous, pitling edema +4, reddened, with hemosedirin | staining, warm touch,

+CMS, able lo wiggle toes.

Author: Susan Echevarria - Wound Care Coordinator [ESOF]

10/2/2015 09:01  Type: Nursing Nole
Note Text:

Note Text : Received resident silling on the chair in his room , calmed and is able 1o answer questions coherently.
Morning pills taken without any hesitalion. Therapist made aware for assessment on transfer. Medicalions verified
by Br. Haebich , reminded on script for Lyrica. Resident refused lo sign consent for Haldol . Resident wants all
medicatfions in a packel with names befgre giving itte him . Psyche perscnnel came and assess the resident. No
combative behavior noted. Refused to eat breakfast Kepl comfortable in the chair. Urinal offered.

Author: Joan B, Cadavez - RN [ESOF]

10/2/201508:08  Type: Nursing Note
Note Text:

Note Text : Upon evening round CNA was noted trying 1o assistresident in repositioning in chair. When CNA
touched residents arm. Resident batled up fist and swung al aid and punch {anded on lefl shoulder. Writer tried to
calm resident down. Resident became very combative and verbally abusive. Resident screamed entire shift.
Resident was accusing staff of lying and was noled becoming increasingly confused. Resident was not compliant

with medications. Will continue to monilor and follow current plan of care.
Auther: Jade Ciark - Licensed Practical Nurse [ESOF]

10/2/2015 08:06  Type: Nursing Nole
Note Text: Residentrefused TB lesting endorsed 0 next shiftto try when combative behavior subsided.

Author: Jade Clark - Licensed Practical Nurse [ESOF)

: Elopement Risk

10/2/2015 04:30
as admitted on 10/1/2015, is currently inroom 1106-1 and scored 4.0, A score 5 or greater

Note Text: |
indicates high ris¥ for elopement.

Author: Jade Clark - Licensed Practical Nurse [ESOF)

101142016 18:34  Type: Nursing Nole
Note Text: Received resident via streiches. Escorted by 3 staff members. No signs of distress noted. Slightly lethargic when

asked queslions.
Author: Jade Clark - Licensed Practical Nurse [ESOF}
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Trunsfer Atsessnent

I S

WINTERS, MRKIMILIAN
Loelt3 Norxth

Fac: AB Behavioral Health Hospital
68 M Med Rec Num:HN00129172

-
o E' ; N —&""\ ) i
ABBHE HCIS ' . Page: 1
Date: 11/01/15 05:03

Attending:AQEEL A KHAN
Reason:
Transfer Assessment RGN : R

10/31/15 22 14 T
Trangfer Assessment Start: 10/31/15 20:49
Freg: Status: Active
Document TLP (Rec: 10/31/15 22:35 TLH BHINT1PCO6)}
Transfer Assecssment
Transfer Assessment
Date of Assessment 11/01/15
03:15

Time of Assesament
Transferred Fromw
Mode of Arrival
Source of Information
Symptoms That Require Psy Adm
Risk of Self-Harm and/cor Harm to Otheris
Query Text:Rigk of Self-Harm and/or Harm
to Others Due to Dementia, Psychosis,
Cenfusicn, Poor Insight or Peor Judgment
Provide details regarding any boxes PER PETITION: ON OCTCBER 31,
checked above 2015 g CALLED 911 AT
ARQUND 2:30AM TO THE BRIDGWAY
SENIOR LIVING FACILITY.
&7 INFORMED THE POLICE
SING STAFF WAS ABUSING
HIM AND HITTIRG HIM., HE WAS
YELLING AT THE STAFF AND
i CALLING THE NURSING STAFF,
i BITCHES AND TC GET GUT OF HIS
FUCKING ROCM. THE POLICE
DEPARTMENT WANTED TO TAKE HIM
TO THE POLICE DEPARTMENT FOR
ABUSING THE 211 SYSTEM AS HE
HAS CALLED THE ©11 SYSTEM MAMNY
TIMES IN THE PAST. THEY
ELECTEL NOT T0 DUE TQ HIS
FRAIL, HEALTH STATUS.
WAS AGGRESSIVE AND
SCREAMED AT THE STAFF AS HE
ACCUSEL THE NURSING STAFF (QF
NOT GIVIRG HIM 18

HYDROMCRPHONE MEDICATION.
SIGNED AN “YAGAINST

: h1 ADVICE" MEDICAL FCRM
E B, AgEEL A ”;::Uib ! STATING HE WANTED TC BE
! i '." ek 300012917;; EFG i DISCHARGED.
ﬂmlfllmﬁm acert THIS AFTERNOCN
; . BECAME INCREASINGLY AGITATED
J AND HE COULD NCOT BE REDIRECTED
HE THREATENED THE STAFF BY
THROWING OBJECTS SUCH AS HIS

R ' : Cont;n@ed on Page 21

BRIDGEWAY SENIOR LIVING

Ambulance
Clinical Record

Yes




1 Health Hospital Loc:3 North
Med Rec Num:HO)00129172

BEDSIDE COMMODE, HIS CLOTHES
AND SHOES. HE THREW HIS HARD
PLASTIC BRACE FOR HTS BACK AND
HIS SMALL PERSONAL
REFRIGERATOR TO THE GROUND BUT
THEE STAFF CAUGHT THIS RBEFORE
1T FELL. HE THREW HIS
PERSONAL CARE ITEMS AT THIS
BEDSIDE ONTO THE GROUND. KE
SAT 1IN HIS ROOM ALONE AND
WANTED THE DOOR SHUT. WHEN
NURSING STAFF WOULD GO TC
CHECK ON HIM HE WOULD YELL AT
THEM AND SHOUT PROFANITY AT
THEM . OQULD SIT IN
HIS WHEELTHA TH THE TV ON
HIS UNDERWEAR WERE HALF OFF
ANDT HE WAS SITTING LOWER 1IN
TRE WHEELCHAIR.
THE STAFF BROUGHT IN HI1S

DINNER AROUND 5.00PM
THREW THIS ACROSS

AND ONTO THE FLOOR.
HIS MOOD DYSREGULATED WITH
LOWS AND HIGHS AS HE WOLD
BECOME INCREASINGLY AGITATED
AND THEN BEGIN TO WHIMPER AND
CRY AT OTHER TIMES.
HAS EXHIBIT B1ZARRE
BEHAVIORS TODAY THAT ARE
SHOWING AN INCREASE AND
DECREASE IN HIS MOOD OVER THE
FAST TWENTY FOUR HOURS. TODAY
: £ /HAS SHOWN TO BE A
DANGER TO HIMSELF AND OTHERS
WITH THROWING OF OBJECTS,
SCREAMING OUT OF HIS ROOM AND
UPSETTING THE RESIDENTS WHO
SHARE THE UNIT THAT HE RESIDES
IN. SEVERAL OF THE RESIDENTS
ARE AFRAID TO GO TO THEIR
RQOMS AND ARE SITTING OUT OF
THE RESIDENT'S EATING AREA.
SOME RESIDENTS HAVE CLOSED
THEIR DOORS.
DR. ABDO WAS THE PHYSICIAN OHN
CALL AND HE WAS NOTIFIED OF
THE BEHAVIORS
EXHIBITING TODAY

GAVE ORDERS FOCR
BE SENT TO THE EMERGENCY ROOM

FOR AN EVALURTION DUE TC BEING
A DANGER TO SELF AND TO
OTHERS. | WAS

Continged on Page 3




_‘ﬂgmqe:B

oral Health Hospitail

leg:3 North
:HOD0129172

Bed:3304-1
Visit:H080028859312

_Med Rec N

List of patient's current medication

Mental Status

Exam

Grooming

Hygieneg

Motor Activity

Attention / Concentration
Alertness

Crientation

Speech Rhythm

Speech Volume

Affect

Mood

Thought Process

Thought Content
Perceptual Disturbance
Insight

Intellectual Functioning
Sleep

Appetite

Comment

Mental Scatues Comment

Mental Status Exam Cont'@
Rapport with Clinician
Motivation for Treatment
Diagnostic Impressions
Provisiconal Diagnostic Impression

AX15 1

AX1s 11
AXIS 11X

AXIS IV
AXIS VvV Current
Case Dispositicn

INFORMZD THE DR. WANTED TO
SEND HIM THE EMERGENCY ROOM TO
BE EVALUATED. § ; 7
BEGAN TO SCREAM THAT HE WAS
NOT GOING TO GO TC THE
KOSPITAL. HE ACCUSED THE *
BLACK NURSES" NOT GIVING HIM
HIS$ MEDICATION TODAY AND BEGAN
YELLING OUT AND THEN
WHIMPERING AND THEN YELLING
AGAIN., THE STAFF COULD NOT
CLEAN UP H1S ROOM AS HF
REFUSED TO LET THEM.

OXYCODONE HCI; HYDROMORPHONE
HCI; TESTONE ClK; ADDERALL
30MG; DIAZEPAM 10MGEROGABALIN
150MG

Gown

Gown

Unable to Assess
Unable to Assess
Unable to Asgess

Unable toc Asgess

Unable to Asgess
Unable to Assess

Unable to Assess

Unable to Asseass

Unakle to Assess

Unable to Asgess

Unable to Assess
Unable to Amgess
Unable to Bsasess
UNABLE TO ASSESS DUE TO
CLINICAL CONDITION.
UNABLE TO ASSESS DUE TO
CLINICAL CONDITICN.

UNABLE TQ ASSESS DUE TO
CLINICAL CONDITICN.

170115
. M
HFg

H0001251 75

Unable to Assess
Unable to Assess

—
1
g

F39 - UNSPECIFIED MOOD |
AFFECTIVE] DISORDER
DEFERRED

SEE DIAGNOSIS PROVIDED FROM
BRIDGEWRY

Social Environment

25

Conﬁiﬁu#d on Page 4 : , ‘ : ]




Bed:3304-1
Visit

toc:3 North
Med Rec Num:H000125172 -

:

Level of Care Recommended ! Inpatient
Patient Accept/Decline Accepied
Accepting MD . KHAN, AQEEL A
Admitting MD KHAN, AQEEL A
Inpatient Service Selected by Physician GERO
Inpatient Bed ¥ 7 3304-2
‘ - T Uker Key I :

Monogram Mnemoﬁiéﬂéf\l‘a me Mwﬁrﬁwwf Provider Type
TLP HAIDTLP | !Pearson TerriL | Access Staff |

11/01/71%
JAQEEL A, MO

i

{IRAIRHERIRE <=
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ALEXIAN BROTHERS BE
INPATIENT PSYCH

Patient Name:

. SYMPTOM CHECKLIST
CURRENT PAST

A. MOOD DISORDERS []Pt denies
Depressed mood

Deally Irritabitity

Lack of Interest/pleasure in activities
Incraase in appetite

Loss of appetite

Difficudty steeping

Poor gleeping

increased need for sleep
Decreased need for sleep
Restlessness

Inability to concentrate
Difficutty making decisions
Fatigueloss of energy
Feelings of worthlossness
Feelings of guilt

Feclings of hopelassness
Racurrent thoughts of death

4

S nainninieieisieiniessine)
0O00OROOREOCODORRO

Comments; denying current depressive sx. "its under
control.” reports that he was crying because of intense pain
ardd "thye took that as a sign of mental problemns.” st"
have heen depressed all my life.”

[Pt denies

Elevated mood

Euphoric Mood

Increase in pleasurable activities
increased energy

Rapid Mood Swings
Racing thoughts or ideas
Distractibility

Agiation

Grandiosity
Hyperaclivity

Hyper verbal speech
Impulsivity

Viclerd Behavior

DoCOoonooooog
| | [ [ )

Comments:

B. RISK OF HARM (1Pt denies

Suicidat ideation

Suicide attempt
Homicidal ideation
Violence towards person
Violence towards proparty
Self injury behaviors

OO0

ORERO0O
8 =

AVIORAL HEALTH HOSPITAL
SOCIAL ASSESSMENT

URRENT PAST

JANXIETY DISORDERS [Pt denies

Shortness of breath

Dizrinoss

Accelorated hpart rate

Chest pain

Trembling/shaking

Sweating

Feeling flushed

Choking

Nausea

Abdominal Digtress

Feaefing Unreal

Numbness

Tingling Sensatlons

Fear of dying or going crazy

Fear of parsons/placesiobjects/situations
Recurmrentipersistent thoughtsbebaviors
Constant worres

Obsessive or infrusive thoughts
Compulsive behaviorsirituals

Hoargding items or animals

Phobias

Fears of embarassment/public speaking

UD000000000000ODDaCN0ng
LOC000CAN000000000n0000

Comments: "not really.”

JPOST TRAUMATIC

RESS DISORDERS [_|Pt denies

Psychological abuse

Physical abuse

Sexual abuse

Distressing memories that reoccuriintrude
Recurrent distressing dreams

Sense of reliving traumatic events
Periods of ime you can't remember
Intensa reactions to certain events/anniv.
Avoidance of thoughtsfeelings of trauma
Detachmeni from feelings, peopls, places
Missing periogs of time

Witnessing violencefcrime

Military reiated trauwna

Woar related trauma

00000B0000000c
0 0 0 o o

Comments: "my mother use to hit us 2li the thime." tfo neglected

RIS Ak siad Brothers Bebaitul Health Hoapleat
o 1 fr 441 Mo |ake Hvd
S0 bottinan Esares. 11 dii o

Inpatient Psychosocial Assessment
Form #6010-082 12410

I8N 1R0 R 10 B

: 11/01/15
F 60 B KHAN,AQIFL A , HD

!Hﬂ}lmmﬂ HRE BOG0128172 BEG
I EPRR Y >

Page 1 of 6



¢ -

Comments: denying current and past 8i. per petition +outbursts-
yelling, striling owt. ptis denying. “i was swinging the phone
cord to kesp them away from me when they attacked me." pt
reports Vo "early in ife” of arguing and getting physical with wite

R

E. PSYCHOTIC G, EATING DISORDERS ()Pt denies
DISORDERS [XPt denies | 0 Bingelng/compulsive oversating
] O  Auditory hailucinations - [ intentional vomiting
0 1  Visual hallucinations £l [}  Diureticslaxative misuse
il []  Taclile hatiucinations [ ]  Excessive dieting
J ]  Oifectory hallucinations L] [J  Excessive exercising
O [  Grandiose delusions 3 []  Fear of weight gain
3 1  Paranocid doiusions I {J 1 Poorbody image
] ]  Persecutory delusions |
Comments;
Comments:
H,CONDUCT DISORDERS [IN/A
F.DEMENTIA/DELIRIUM [_JN/A O 0 Pooranger management
Cl {1 Parancia 0 0 Impulsivity
R [  Incroese in forgetfulness ] C}  Stealing
8] []  Gaitchanges ] O  Lyng
0 1 ADL changes Ll [ Uncooperativeness
O 1 increase in somatic complaints 0 1  Deflantbehaviors
=2 [0  AgiationtAggression ] O  Poorgrades
e [l Fluctuations in menta status C ] Cruelty 1o animats
O 0  Anxiety r] []  Fise setting
] [0  Nonresponsiveness C {]  Butying
0 ] Eiopement (8] 0 Intimidation
0 T  Disrobing 0 [1  Threatening
[} {]  Recentfails 0O [0  Running away
[ {01 Sexualy Inapproprate behavior D 0 Trancy
Comments: moca=14/30 Comments
H. SUBSTANCE ABUSE/ADDICTIVE BEHAVIORS
A. Past Use___i smoked som 1in the past..never a really a problem IXPt denies
B. Cumrent Use PdPt denies
C. s the patient experiencing any withdrawal symptoms {_] YES [ NO
If yes, please describe o DAN/A
D. Has substance abuse (atcohol, drugs, nicotine) andlor addictive behaviors interfered with work, school, family,
or relationships? (if so, how?) Pt depies
E. Has anyone ever told the patient they are concerned about hisfher chemical use? [X)Pt denies
F. How often do you have a drink containing alcoho!? §<} Never [_] Monthly or Less [_]2-4 times per month [[)2-3

times per week [_] 4 or more times per week [_|Patient Refused/Unable to Assess

Alcsian Bratlaorr Bekarviors] Heslth Hosples)
108 Ko §ake Hivd
IFia Hbottinan Estarcs, 1L Stdbey
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AB Behavioral Health Hospital
1650 MOON LAKE BLVD
HOFFMAN ESTATES IL 60169

UNIT/MR# HOCC129172
ROOM#: 3304-1 Sex M

ATT PHY AQEEL A KHAN, MD
Ape 58 ADMIT/SERVICE DATE: 1101415

initialization Dale 11/01/15 1316

Signed

HISTORY AND PHYSICAL EXAMINATION

Date of Admission 111415
HISTORY OF PRESENT ILLNESS:

Chief camplaint: Severe mood and behavioral issues History of present iliness taken from the patiert and alse the
transterning faciily  Mr £ Pis a2 G8 yvear old gentleman that appears to have numerous medical
problems  He basically was declining at home, He apparenily had a fali sustaining compression fracture of his
lumbar spine. He was seen at Central DuPape Hospilal where he undesvent spinal procedure, apparently
kyphoplasly  He was seen by the neurosurgeon there, Dr. Dennis Ross.  After the procedure, he was tiansferred lo
Bridgeway Nursing Facility for rebab  He gtates he has been there for about the last six to eight weeks  The patient
apparently has been having frequent negative interactions with the stafi. He ended up caliinig the police for some
reported apusive issues. He did not go inlo any details, following which he was transfernred ou of there o the
Emetrgency Room and then they transferred him here.  He states he has been non-ambulatory for quite some ime
Even prior to the spinal procedures, he was having gait and balance issues and he fell at home: following which he
ended up at the Central DuPage Hospital  The patient also has had problems with chronic leg edema, peripheral
vascular issues, and has been seen b different subspecialists. He again did not go into any details.

PAST MEDICAL HISTORY:

Pasl medicai history rematkable for a reported history of CHF, apparently diastolic dystunction, the details of the
ejection fraction is unavailable, history of COPD, hustory of sleep apnea, history of hypertension, hislory of diabeles,
history of gail and balance issues recurrent falls. history of narcissistic personglity disorder; hislory of chronic kidney
disease; history of anemia; hypothyreid on replacement; chronic hack pein; cbesity; type 2 digbetes with neuropathy

reported history of ventnicular anmhythmia, agamn no details avarable,

PAST SURGICAL HISTORY.
He has had kyphoplasty
MEDICATIONS:

See the med reconcile list,

SCCIAL HISTORY

He states prior to going into the nursing home he was res:ding with his wife and three children  Two of his children
have significant disability.

FAMILY HISTORY .
Page 1
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AB Behavi |
Name!
Unit/M

Family hislory noncontribuiory,
ALLERGIES:
Amladiping.

REVIEVW OF SYETEMS

HEENT No headache dizziness bharing of vision Cardiac. He denies chesl pain, paipitations, shortness of
breath Respiratory No reported cough, congestion, wheeze GI: Fair appelite No vomiting, diarhes, blood in the
stoo! Musculoskeletalr Back and bilateral leg pain. He cannat ambulate independently Gl Mo bladder
disturbance. No dysuria. Circulaiory. He has chronic erythema, dry skin, swelling involving both the legs.
Neurologic. Tinghng and numbness in both the legs

PHYSICAL EXAMINATION He is alert, anxicus, very easily gets upset  O2 sat 95% on room arr

Vital signs; Blood Pressure 125/63, Pulse in the mid 60s, Respirations . Height 6'0°, Weight 309.5 pounds,
Temperature 97.0

HEENT: Eyes are anicteric, Extragcutar muscles are intact

Neck. Supple. Thyroid not enlarged. Carctids, no bruits.

Heart: 81 82 welt heard No 83, 84. No murmurs.

Lungs Diminished air entry bilaterally. No reles of wheeze

Abdomen: Obese Nontender Noorganomegaly Bowel sounds are well heard

L.ymph Nodes:
Exiremibies: Lower exlremities with 3+ edema. Severe scaling. Alsc noted are dry scabs and calluses involving

both the feet There is no evidence of cellulitis or infection  Joints: Spine with diffuse lumbosacral discomfort
Shoulders with limited range of motion particularly the right shoulder
Skin: For details, see body inspection.

NEURCLOGIC BCREEN: He is alert.
I. CRANIAL NERVES:

Crantal Nerve 1: Qifactory with normal sense of smeill.

Cranial Nerve 2: Oplic with normal visual acuity.

Cranial Nerves 3 4 & § Intacl laderal and verlical gaze

Cranial Netve 5 Normal blink.

Cranial Nerve 7. Normal facial movements

Cranial Nerve 8. Normal hearing,

Cranial Nerves 9 10 Able to cough

Cranial Nerve 11 intact shoulder movements

Cranial Nerve 12 Normal tongue movements.
H. MOTOR: He is diffusely weak both uppear and lower extremities at 4/5 at the best.
lii. SENSORY.
iv. COORDINATION. Gail. he cannot amhbulale withoul assist
v. REFLEXES Reflexes very sluggish, but symmetrical

LABORATORY DATA.
Lab deta reviewed

IMPRESSION/TREATMENT PLAN.

1 Mood disorder with behavioral problems. Need further psych intervention.
2. History of recent back surgery He stifl has guile a bit of back pain.

Repor #: 1101-0063 HISTORY AND PHYSICAL Page: 2
Dept: MR
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History of hyperension
History of chronic obsiiuciive pulmonary disease and sleep apnesa.
History of diabetes

History of chronic Kdney cisgase.

History of hypothyroid. On replacement.

Severe leg edema and peripheral vascular changes thal appear chronic,

Reported low testosterone levels on teplacement.

10 Reponed history of congestive heart failure and diastolc dystunction

11. Al nisk for complications of immoblfty
12, Musculoskeletal pain. Cuirenily on stiff dose of pain meds, including Oxycodone, Dilaudid, and 1 yrica

PLARN:

O~ D WD -

| have jeviewed his labs and meds | will conbinue s medical meds

Requested PT evaluation,

Skircare will be done as needed

Depending on his progress will make further recommendations.

The patienl needs 1o foliow with his primary M.0. upon discha:ge along with {he subspecialists
Goals of beatment al this facility were revieweq with the patient

He also is noted 1o have a vental hernia, which is easily 1educibie al this time

Psych management per Dr. Khan and team.

Thank you

1101-028

Dictated By: SAFDER MOHSKN MD 11/02/15 1936

<Eleclionicaily signed by SAFDER MOHSIN MD> 11/02/15 1938

LD 1140115 1139 ©T 11401416 1252
MOHSA/MNJIK 1101-0083
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AB Behavioral Health Hospital
1650 MOON LAKE BLVD
HOFFMAN ESTATES IL 60169

UNIT/MR# H000120172
ROOM#: 32362 Sex:M

LOC;
ge 68 ADMIT/SERVICE DATE: 1117115
initialization Date. 01/10/16 115%

Draft

DISCHARGE SUMMARY
Admission Date’ 1117115
Discharge Date: 1172515

REASGN FOR ADMISSION ANG HISTORY OF PRESENT ILLNESS:

This is & 68 year oid, mairied, Caucasian male who came in inilially 11/4/15 through 114141715 before being
transferred 1o St Alexius Medical Center for ¢chest pain. He had come ¢ us from Cenlral DuPage Hospital. He had
been sent there by the Bridgeway Senior Rehab Center when he was having very aggressive agitated behavior,
mood swings. tearful, accusing staff of mistreating him, calling the police, and saying he was being abused. He got
agitated and threw dinner across the room. He was screaming, he was tearful, and he was sent for evaluation here.
When he wenl {c St Alexius Medical Center he was cleared cardiac wise, but they did ruie him in with right upper
fobe pneumonia. Now, he is réadmitted here for his stabilization

His psych eval veas done by Dr. De Los Sanlos. He slates again the patient was inially admitted here for severe
depression, agitation, and a risk 1o harm self and others. He was not able to function at his nursing home. He wend
10 SAMC, was admilled, and then medically cleared. His past psychiatric history is he has a history of depression
and a diagncsis of dementia with severe anxiety and behavioral disturbance. He has a history of psychiatric

hospitalization for transcraniat magnetic stimulation.
PERTINENT HISTORY AND PHYSICAL FINDINGS:

Appearance. He is weanng a hospital gown, He is disheveled vath poor hygiene. Far eye ¢ontact. Motor; He s
mostly bound the genatric chaw. His behavior is aggressive. His orientation is {c persen and place, not fully to
situation. His speech is not aphasic, He is able to respond coherently. His mood is labile and agitated, His affect is
anxious and angry  His thought process is circumstantial with no ioosening of associations.  Thought content: He
does not appear to hallucinate  He denies any delusions. He denies any suicidal or homisidal ideations, but he has
heen aggressive, viclent, and combative lowards staff. His insight, judgment, attention and concentration are all
impaired. He is very distractible and not able to do Serial 7's. His immediale memory. He is able 1o repeat three
words, but cannol recall after three or five minutes Recenl memory. Heis nol able to give a coherent account of
why he ended up at the medical/surgical hospital and then came back to the Behavioral Health Hospital. Long term
memory fair, but does not have full details of his past. His intellectual capacity 1s impaired. There are periods of

increased confusion and cogniive decline.

The patient will be admitted to 3 East where we will do psychiatric med stabilization and evatuation. Dr Mohsin will
be consutted for medical management. The plan is to continue the patient's Lamictal 300 mg bid and the Zyprexa
25 mg three imes a day. While he was here prev:ously, he had a tnal of Nardil. but that has now beer successiully
disconiinued. We will louk at use of Nuedex!a for the emotional lability secondary to the patient's underlying

Report # 0110-0044 DISCHARGE SUMMARY Page 1
Craft copy Dept: MR
ce



neurolcglic concition of vascular dementia. Case management will be consuited for discharge planning. The patent
will participate in all appropnale psychosocial and psycholherapeutic programs. Objectives for discharge are there
will be & significant alleviation or resolution of the patient's psychosis, behaviorsi disturbance agitation and
aggression, the patient wiil be at risk of harm 1o self or others, and he will be ¢alm, cooperative, and allow treatment
it @ iess 1esirictive environment.  Altercare s dischaige back to Bridgeway or find atternative placement thal can
provide him supervision and monitering for his healihcare needs in a therapeutic envitonmenyt

His H&F was done by 11 Safder Mohsin. He states that the pelient's past medical history i1s significant for
hyperension, chronic obstructive pulmonary disease and sleep apnea, diabetes, chronic Kidney disease,
hypathyroidism on replacement, leg edema severe hom peripheral vascular changes that eppear chronic o
tesiosterone levels on replacement, congestive hearl failure and diastolic dysfunclion, musculoskeleial pain an stiff

doses of pain medications, a remote history of ceretyavasaular incident

HOSPITAL COURSE.

The patient came to 3 East  He had lebs drawn, CBC and chemistry, which were unremarkable He was onented x2
but not to his situation He was confused and forgetful  He was refusing all groups  When he would €t in the group
room, he would just sleep. He was aggressive with slaff, hilling, velling loudly. cursing. very easily agitaled, angry,
and delusional. He could escalate at the diop of & hal e was irritable, restless, isolalive His affect was labile and
biunted He needed frequent redirection and he kept persevesating about going home  He also was ealing very
poorly and refusing most meals, many days eating just brealdast, Dr De l.os Santos did start him on Nuedexta
mitially one capsule daily and asihe patient was able {o tolerate thal and became less emclionally reactive he
increased him to a discharge dose of Nuedexta cne capsule twice a day for the pseudobulbar affect secondary o the
urderlying condition of the vascular dementia  The patient stayed on the Zyprexa 2 5 mg three times a day. but Dr
De Los Santos did get rd of the prn dose because the patient really had not been using but two times during his
hospital slay. The Lamictal 300 mg twice a day fremained the same. With the medication changes and additions,

there was no EPS or any tardive dyskinesia.

DISCHARGE DIAGNOSIS
Major Depression, Recurrent, Severe Without Psychosis

AXis |
Vascular Dementia Secondaty {o the Underlying Condition of Cerebrovascular Disease and
Hyperension Wiith Psychosis and Behavioral Disturbance
Axis it Deterred
Axis 11t No Delirium
AXIS 1V: Relapse, severe
Axis V: 45/66

CORDITION ON DISCHARGE AND AFTERCARE PLANS

The palient remains osiented just x2 not 1o his silualion. Minimal participation in groups bul (he palient is calmer
ardl more cooperative  He is actually pleasant upon discharge and thanks the staff for putting up with him - His
eating is still vety poor, mostly just breakfast. He wanted Lo go home 16 live with his ex-wife and she said she cannot
handie him, s the patient will be gaing te new piacement 1t will be to the Eim Brook Nursing Home. The treatments
10 be addressed i aftercae are medication management and mood stabilization. He wiil follow a cardize diet

Dictated by Janine Stewart, R.N.

0105-081

Dictated By: RENATO DE LOS SANTOS MD

Repon # 0110-0044 DISCHARGE SUMMARY Fage: 2
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AB Behavioral Health Hospital
1650 MOON LAKE BLYD
HOFFMAN ESTATES IL 60169

UNIT/MR# HOD0129172 PATIEN,
ACCTH ¥os

ROOME: 3239-2 Bex:M 7
LOG;, H.3 ATT PHY. AQEEL A KHAN, MD
Loe 68 ADMIT/SERVICE DATE: 11/17/15

Initialization Date: 11/18/115 2025

Signed

PSYCHIATRIC EVALUATION

IDENTIFYING DATA:

Patient is a 68 year old Caucasian who was refetred back from St. Alexius Medical Center for
admission to Alexian Brothers Behavioral Health Hospital.

CHIEF COMPLAINT:

Combative.

HISTORY OF PRESENT ILLNESS:

The patient was initially admitted to Alexian Brothers Behavioral Health Hospital for severe
depression, agitation, and risk to harm self and others. Not able to function at the nursing home,
but because of chest pain, he was referred to St. Alexius Medical Center emergency room,

admitted, and then medically cleared.

PAST PSYCHIATRIC HISTORY:

History of depression and diagnhosis of dementia with severe anxiety and behavioral disturbance.
The patient had history of psychiatric hospitalization for transcranial magnetic stimutation.

PAST MEDICAL HISTORY:

History of L4 fracture, hypothyroidism, congestive heart failure, recent chest pain, history of
diabetes with labile biood pressures, sleep apnea, hypertension, chronic kidney disease, diabetic
neurcpathy, back pain with recent kyphoplasty, reported history of arrhythmia. Non-ambulatory for

quite some time. Morbid obesity.

The patient’s CT scan of the head showed no evidence of acute findings indicative of any
hydrocephalus or intracranial hemorrhage. There is consults done at the hospital indicated the
patient had exacerbation of the cardiac problems, congestive heart fallure. and then became
Report # 1118-0244 PSYCHIATRIC EVALUATION Page: 1
Additional copy Dept: MR
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AB Bel
Name:
Unit/MR
increasingly confused. EKG was negative. He had no evidence of pulmonary embotism.
Questionabie right-sided pneumonia, which he was treated. CT scan of the head due to some
increased confusion that shows moderate diffuse atrophy, but nothing acute.

The patient is allergic to Amlodipine. There is no alcohol or drug history.

He was afebrile. Temperature of 97 2, puise rate of 72, blood pressure of 133/92, respiratory rate
of 20, and oxygen saturation of 98%. He had scabs and abrasions over his legs, but no edema.
Patient was recently treated for pneumonia and increased confusion, which seems to he

' assessed as delirium then but that has medically cleared. The patient is not complaining ofany
chest pains. No respiratory distress. No abdominai pain. No physical complaints.

Review of Systems & Active Medical Problems:

Constitutional: Eyes: Ears/ Nose/ Moutly/ Throal: Cardiovascular: Respiratory:
Gastrointestinal: Genitourinary: Musculoskeletal: Integumentary: Neurological:
Endocrine: Hematologic/ Lymphatic: Allergies/ immune:

SOCIAL HISTORY:

Patient worked as a software engineer, and has recently been placed at nursing home, at
Bridgeway facility. The recent return to Alexian Brothers Behavioral Health Hospital from St.

Alexius Medical Center didn't show any evidence of delirium.

FAMILY HISTORY:

History of depression and anxiety with his siblings, and currently with situation.

MENTAL STATUS EXAM:
A. Appearance: Patient is a 68 year old Caucasian male wearing hospita! gown, disheveled.

Poor hygiene. Fair eye contact.

B. Behavior/Motor: Motor Mostly bound to the geriatric chair. Behavior aggression.

C. Orientation: Orientation to persen and place, not fully the situation. Not time.

D. Speech: Not aphasic. Patient is able to respond coherently.

E. Mood/Affect: Affect anxious, angry. Mood labile, agitated.

F. Thought Process: Circumnstantial, but no loosening of association.

G. Thought Content: Did not appear to hallucinate. Denies any delusions.

H. Suicidal/Assaultive/Violent Thought: Denies any suicidal or homicidal ideation, although he
has been aggressive and violent, combative towards staff.

I. msight/Judgment; impaired.

J. Attention/Concentration: Impaired. Very distractible. Not able to do Serials of 7s.

K. Immediate Memory: Able to repeat three words, but cannot recali after 3 or 5 minutes.

1. Recent Memory: Not abie to give coherent account of why he ended up at the medical
surgical hospital, and then coming back to hehavioral health hospital.

2. Long Term Memary: Fair, bul not full details of his past.

Report § 1118-0244 PSYCHIATRIC EVALUATION Page. 2
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AB Beh

Unit/MR#
L.. Intellectual Capacity: Impaired. Periods of increased confusion and cognitive decline.

ASSETS/STRENGTHS:

Access to care. Presence of Power of Altorney.
WEAKNESSES/LIABILITIES:

Impaired coping skills. Cognitive decline,

PROVISIONAL DIAGNOSIS:

AXIS | Major Depression, Recurrent, Severe, No Psychosis

Vascular Dementia with Psychosis and Behavioral Disturbance
AXIS I Deferred
AXIS it No Delirium

Recent Treatment of Pneumonia
ARXIS IV Relapse severte
AXISV 10

SYMPTOMS REQUIRING THIS LEVEL OF CARE:

His aggressive behavior, increased periods of confusion, not able to function in a less restrictive
environment, and not able to care for self. Patient is a risk to harm others.

INITIAL TREATMENT PLAN:

Admit the patient to Alexian Brothers Behavioral Health Hospital. Dr. Mohsin for medical
management. Patient will continue to take the prn Zyprexa and the Lamictal 300 mg twice daily,
which | will find the lowesl possible dose. There has also been, in the past, trial of the Nardif,
which we have successfully discontinued. Then, will look into the use of the Nuedexta for the
emotional lability secondary to the underlying neurciogic condition of the vascular dementia. Will
adjusi the dose of the Zyprexa. Instead of doing the prn dose, we'll look into a low-scheduled
dose of the medication as we gradually decrease the Lamictal. Case management for discharge
planning. Patticipation in ali appropriate psychosocial and psychotherapeutic program.

OBJECTIVES FOR DISCHARGE AND AFTERCARE PLAN:

Significant alleviation or resolution of the psychosis, behavioral disturbance, agitation,
aggression. Patient will not be a risk to harm self and others. Calm, cooperative, and allow

treatment in a less restrictive environmenl.

Afercare is discharge to Bridgeway or find alternative piacement that will provide him supervision,
monitoring of his healthcare needs in a therapeutic environment. Continue medical and
psychialric services, and all support psychosocial and psychotherapeutic program.

Report # 11180244 PSYCHIATRIC EVALUATION Page: 3
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ESTIMATED LENGTH OF STAY (ELOS): Seven to ten days.
1118-166

Dictated By: RENATO DE LOS SANTOS MD 11727115 1528
<Electronicalty signed by RENATO DF [LOS SANTOS MDe> 11/27/15 1528

DD 11148/15 1713 DT 11/18/15 2005
DELRE1/HBH 1115-0244
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AB Behavioral Health Hospital
1650 MOON LAKE BLYD
HOFFMAN ESTATES IL 60169

UNIT/MR#
ROOM# 3239-2 Sex:M

S oe 68
initialization Date 11/4815 2151

Signed

HISTORY AND PHYSICAL EXAMINATION UPDATE

Date of Admission: 1117415

HISTORY OF PRESENT ILLNESS:

Chief complaint: Mood and behavioral issues. This an H&P Update. Palient was originally
admitted here 11/1 and transferred to the St. Alexius Medical Center for chest pain. His cardiac
workup there was negative for any inducible ischemia; however, he was noted to have right sided
pneumonia and has been treated for that. Besides thal, his other multiple other medical issues
remained stable. His back pain particularly has been very stable and he's practically off of the
narcotics. The main problem while he was there continued to be mood and behavioral issues,
unpredictable anger. Psych services were monitoring and after he was medically stabilized, he's

being transferred back here.
PAST MEDICAL HISTORY:

See my H&P 11/2/15 and also my H&P from St. Alexius Hospital.
PAST SURGICAL HISTORY:

See my H&P 11/2/15.

MEDICATIONS:

See reconcile.

SOCIAL HISTORY:

As per my H&P 11/2/115

FAMILY HISTORY:
Report § 1118-0257 HISTORY AND PHYSICAL UPDATE Page 1
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AB Behavioral Health Hospital

Amlodipine.

REVIEW OF SYSTEMS:

HEENT. No headache, dizziness, blurring of vision. Cardiac: He denies any further chest pains.
He does get winded easily. Respiratory. No cough, congestion, discolored secretions. Gl: Good
appetite. No vomiting, diarrhea. No blood in the slool. Musculoskeletal: Minimal back
discomfort. Does not appear to be in any distress. He is non-ambulatory. GU: No dysuria,
incontinence. Circulatory: Chronic leg edema and stasis changes. Neurologic: Tingling,
numbness, generalized leg weakness. Non-ambulatory.

PHYSICAL EXAMINATION: He's resting comfortably. He's quite friendly this afterncon.

Vital signs: Blood Pressure 110/74, 110/72, 128/84, Temperature: 97 2, 98.8, 97 6, 02 sat 93 to
o8 percent, reportedly on 2L, but patient does not wear any oxygen.
HEENT:

Neck:

Heart: 51 and 82 well heard. No murmurs.

Lungs: Bilateral minimal wheeze. No rales.

Abdomen: Chese. Non-tender. Bowel sounds well heard.

Lymph Nodes:

Extremities: Chronic stasis changes,

Skin:

Joints;

NEUROLOGIC SCREEN: As per my H&P 11/2/15, no new changes

i. CRANIAL NERVES:
Cranial Nerve 1:
Cranial Nerve 2:
Cranial Nerves 3,4 & 6.
Cranial Nerve 5.
Cranial Nerve 7:
Cranial Nerve B:
Cranial Nerves 9 &10:
Granial Nerve 11;
Cranial Nerve 12;

ii. MOTOR:

iii. SENSORY:

iv. COORDINATION:

REFLEXES:

LABORATORY DATA:

Page. 2
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AB Behavioral Healtly Hospital

Name
Unit /M

IMPRESSION/TREATMENT PLAN:

1. Mood disorder, with severe behavioral problems. This has been the case according to the wife
who had mulliple discussicns with me while he was at the other hospital and according to her, he

has been like this over & number of years.
2. History of back surgery, excessive opiate use over a number of years; however, he has been

successiully weaned off of the Dilaudid without any problems.

3. Advanced COPD, sleep apnea, on nebulizers and a CPAP.

4. Hislory of hypertension, stable readings.

5. Diabetes. no further hypogiycemic episodes. He's been off bydureon, currently enly on sliding

scale.
6. History of chronic kidney disease.

7. History of hypothyroid, on replacement.
8. History of severe chronic leg edema, peripheral vascular disease with no further workup

requested by patient and the family. They do understand that this is likely to get worse even

resulting in amputations.

9. History of hypergonadism.
10. Hislory of neuropathy. He's been non-ambulatory for at least some years.

11. Thoracic aneurysm. Patient and wife decline any further interventions. They do understand
that this could result in a life threatening emergency.

PLAN:

1. V have reviewed his medications, progress.
2. We'll continue 1o arrange his medications as needed. Patient is very happy that he is off the

narcotics to a great extent and also wife is very glad about it as well.
3. I will assist with his medical needs. According to the wife, he shouid be DNR, but | do not

have the appropriate papers.

1118-211

Dictated By: SAFDER MOHSIN MD 11/20M15 1444
<Electronically signzd by SAFDER MOHSIN MD» 11/20115 1444

LD 111815 2048 DT 1118115 2151
MOHSA/MP 1118-0257
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Date: 11/03/35
Acct Num; B

. @

AB Behavioral Health Hespital
1650 Mooh Lake Blvd
Hoffman Estates., IL 60169

Ned Rec Hum,
Name ;

Location: 3 Nurth
Frimary Frovider; KHAN,AGEEL A

Continued Care Instructions

CONTINUED CARE INSTRUCTIONS
AFTERCARE TREATMENT/FOLLOW UP INSTRUCTIONS

Treatment to be Addressed in Aftercare:

Discharge Patient to: Acute Care Hospilal

Case Manager: Date: Time:
ADDET!ONALj INFORMATION

drder

1

Psychiatric Discharge Diagnosis: Major Depressive Dis
Unspecified Anxiety Disorder

Diet: Diabetic
Exercise:

Medication Follow Up: .
« Medications are listed on the Patient Discharge Meldication List.

« Medication Doses may have changed, follow the in!structions on the outpatient prescriptions.
« Avoid alcohol, alcohol containing substances, and inood altering diugs if taking psychiatric medications.

Medical Follow Up:

f!Z j
Discharge Date: 1/ Time: ﬁw RN Signature:

By signing below, the patient/guardian atlest they reviewed and agree to thé DJC instructions and have received a copy.
Bring these instructions to all physician and therapist visits as a treatment reference.

577

{F FEELING SUICIDAL PERIENGING A PSYCHIATRIC ENMERGENCY,
CALL 911 OR GO TQ THE NEAREST EMERGENCY ROOM

Patient Signature:

Guardian/Significant Other Signature:

DISCHARGE FORMS
Discharge Forms - Please check applicable box
;_Caxed
c Seni with patient transporter
Sent to PHPAOPIGroup Practce
Patient refused transmittal
Patient will manage care plan

[}

T

[




AB Behavicoral Health Hospital
1650 Moop Lake Blvd
Hoffman Estates, JL §0169 !

By: Unit Secretary/Design

J

Date: 11701715

ALet Num:

Ked Rec Numi
le T

Location srth
Primary Frovider: KHAN AQEEL A

/
Date://z’[[‘l{ Z.S Time:2~_’_©
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&

Patient Discharge Med List

Page: 2
Date: 11711715 20:54 Alesien Brothers Behisvioral Health Hospital
User: H3NGLFF 847-8§82-1600 o
Petient ' Acct: 68 M
tocation: H.3N Room: 3304-1 MRN Ht: 6t
Physician:  AQEEL A KHAN Admit Date: 11/031/1S DOoB {182.88 cm)
Wt: 3161b 702
{143,534 kg)
Adverse Reactimgkllergies: 7 amlodipine .
Home Medications
; Prescription
Drag o o - Dps‘e_J*__ _Method =~ Frequency Given
tactuloselLactylose 10 gm/15 mi Soiutqon} 10GM | i34 MOUTH Three Times Daily No
! Indication:  hepahc encephalopathy ,'
(amotrigine(Lamictal 150 mg Tab] 300 Mg BY MOUTH Twice Daiy  No
/ Indicatlon:  Bipotar !
!
/ Levothyroxine Sodium[Synthrold 100 meg Tab} 100 M#G‘W BY MOUTH T Tpary No
Endication:  Thyroid
1
S5O S SNV N -
Non-Formulary Medization{Non-Formulary SUB-Q Every 7 Days ’ No
\/Memcatnon 1 ea Ea) @
Y M%, 1065 anl .
Bianz apmelZyprexa 10 mg Viall IN THE MUSCLE Every 4 Hours as
/ Needed
As Needed For: Agitation/Psychosis | {
Olanzapine[Zyprexa 5 mg T;bT T 5 MG Y MOUTH ' Even—f_ ;ﬁ-ﬁiours s : No
\/ . Needed (
As Needed For: Agitation/Psychosis ’
Olanzapine[Zyprexa § mg Tab] T swme " TBY MOUTH " Twice Daily _N"T“ No
Indication:  Psychosis !
W . B e ] _
xycodone HCI[Oxycodone HCE 20 mg Tablet) 20 MG} BY MOUTH Twice Daily No
/| Indication: Pain - Severe
J ;Entoprazele[i’rotonlx 40 mg Tab] - T 4O MG BY MOUTH Daily T T he
Indication:  acid reflux I
J Pheneizine Sulfate[Nardil 15 mg Tab) 15 MG " BY MOUTH At Bedtime %—""jm_ﬁo B
J’;h'ehelzine SulfatefNardil 15 mg Tab] ' T s M@ BY MOUTH “Daity R T
/ Polyethylene Glycol 3350[Miralax 17 gm Powd.Pack] 17 GM " BY MOUTH T pay No A)
Indication: Detary Supplement | J J




%A‘L ﬁ

Page: 3 Patient Dlﬂ:harge Med List

Date: 11/11/15 20:54 Alexian Brothers BeBavioral Health Hospital

User: H3NGLFE e 847-882-1600

: ] Acct:? 68 M
. Room: 3304-1 MRN: Ht: 6 ft
Physiclan: AQEEL A KHAN Admit Date:  13/01/]5 DOB: : {182.88 cm)
Wt: 3161 7 0z

{143.534 kg}

Adverse Reactions/Allergles: amlodipine ‘ L

Prescription
Drug = ) Dose Method Frequency Given
pPotassium Bicarbonate/Cit AC[Potassium 25 Meq 40 MEQ BY MOUTH Twice Daily " No
Tablet Eff 25 meqg Tablet, Eff) :
Indicatlon: edema
A - —
Pregabalinfiyrica 150 mg Cap] 150 MG 8Y MOUTH Twice Baily No
Indlcatlon: Pain - Moderate ;
)
Sénnosides/Docusate Sodium|Senna-Docusate 2 TAB [ By MoutH T Twwepaty T T
/ISodium Tab 1 each Tablet]
Indication: Stool softner
forsemide[Demadex 20 mg Tab) 40 MG 8Y MOUTH Twice Daily T No
Indication: Blood Pressure High
_Infiuenza Date; - T ] _pnelmococcal Date: -

Stop taking any medication not listed above. If necessary, contact your primary physician with any

questions, Update any records with your provider(s) and pharmacy.

1 have reviewed and understand my Discharge Medication List:
Date: _

Patient/Significant Other:

RN Signature: %ﬁ)m Wf/ b}i LR N} — Date: f” H ! 16 _ Time: Q{QZ}

*++ FINAL PAGE ***

:

3
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AB Behavioral Health Hospital
1650 MOON {AKE BLVD
HOFFMAN,ESTATES iL 60169

CCT# -
LOC: H.3N TT PHY: HAN. MD
posf ge:68 DMIT/SERVICE DATE: 11/01/15

initialization Date: 11/12/15 1056

Sighed

Date: 11/11/15

Patient is discharged today because of chest pain. Diagnosis medical, chest pain and did the discharge order,
transfer to St. Alexius Medical Center for further medigal evaluation. Final diagnosis bipolar disorder, mania
with psychosis and dementia vascular with psychosis apid behavioral disturbance. Renewing the medication
reconciliation Zyprexa 5 mg twice a day and the Lamicial 300 mg twice a day. Decreased the Nardil to 15
ing twice a day with the intent to discontinue that medication. I 1alked 1o Mary David the psychiatric nurse

practitioner for further psychiatric management al St. Afexius Medicat Center.

1111-211

Dictated By: RENATO DE LOS SANTOS MD 11/27/15 1526
<Electronically signed by RENATO DE LOS SANTOS M> 11/27/15 1526

DD: 1411115 2031 DT: 11/112/15 1065
DELRE1/LH 1112-0091

Report # 1112-0091 PROGRESSE NOTE ; Page: 1
Additional copy Dept: MR
cC:
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AB Behavioral Health Hospital
1650 MOON LAKE BLVD
HOFFMAN ESITATES IL 60169

: N, MD
ADMIT/SERVICE DATE: 11/01/15

{Age.68
InitiafiZ8lion Uate: 11/11/15 0726

SI$ned

Date: 11/10/15

Blood sugar of 115 this mormng. No evidence of acute physical distress. There is no evidence of acute pain,
However, the patient seems to be more confused and per Dr. Mobsin's assessment as of yesterday his
medications have been reviewed. Blood sugar had begn mostly stable but he seems to be more confused
today and the labs other than the blood sugar which was slightly elevated did not show any other
abnormalities. [ have given him a stat dose of the olangapine today and have started him on olanzapine 5 mg
twice a day. I have decreased the phenelzine to 45 mg which | will decrease further to a total of 30 mg per
day with the plan to discontinue this medication, mairgaining the Lamictal as the antidepressant medication
and minimizing the use of other psychotropic medicatjon. However, the patient is at this time very psychotic,
agitated, hyperverbal, and very labile and unpredictable. Will contact medical to review the medical status of

this patient given his increased confusional state.

1110-044

i

Dictated By: RENATO DE LOS SANTOS MD 11/27/15|1525

<Electronically signed by RENATO DE LOS SANTOS MD> 11/27/15 1525

|
i

DO 11110715 1245 DT: 11111716 0722 !
DELRE1/BAB 1111-0060 |

Report # 1111-0060 PROGRESS NOTE | Page: 1
Dept: MR

Additional copy
CcC:
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AB Behavioral|Health Hospital
1650 MOON LAKE BLVD
HOFFMAN,ES!’ATES iL 60169

UNIT/MR#:

ATT PH AN, MD
ADMIT/SERVICE DATE: 11/01/15

{nitialization Date: 11/08/15 2252
Signed

Date: 11/9/15

Patient is alert, oriented to person and place, but not 1p situation. The patient earlier was very psychotic,

paranoid, kicking at the staff, and one of the nurses the head-conspirator and claiming that his son is
dying, which was a confabulation according to the wife. Patient has been very disorganized. One of his recent
episodes prior to hospitalization was the periods of agftation, paranoia, and calling 911, Historically, the
patient has major depressive or unipolar disorder, andftrials of different medications have been tried with no
positive response until the combination of Lamictal and Nardil. However, in the past few months prior io
admission, questionable CVA / TIA or cerebral vascufar events contributed by the patient’s multipie medical
problems, which seems 10 be contributing to a possiblg cerebrovascular event with recent anesthesia from

back surgery have caused a dementing disease.

The neuropsychological testing did show the apprecialion of the risk factors, which are mostly
cerebrovascular in nature, and combinations of history of congestive heart failure, diastolic dysfunction,

ejection fraction problems, COPD, hypertension, histqry of diabetes, recent recurrent falls, chronic kidney
disease, anemia, hypothyroidism on replacement, chronic back pain, obesity, and ventricular arrhythmia. The
wife did understand that what appeared to be a recent/manic-like episode may be related to an underlying
neurologic condition. So the patient was given severa| stat doses of Ativan, because of the agitation. But
because of the psychotic, manic-like nature of the synjptoms, I opted __ the use of the Zyprexa. Indication,
benefits, side-effects reviewed with the wife. The wifg, who is Power of Attorney, gave consent. Nurse,
Marta, wilnessed the consent. ]’m starting the patienijon the Zyprexa 5 mg twice a day with a backup 5 mg
po or IM every four hours pra for agitation and psychosis. With the wife’s consent, I am aiso 1apering down
the Nardil from 60 mg down to 45 mg. Using the Langictal as a mood stabilizing antidepressant medication
ptimarily. Because of the many contraindications of uping monoamine oxidase inhibitor, it will give us more
psychopharmacologic flexibility for prescription that would be most appropriate for this patient’s clinical state

at this time.

1109-123

|

Dictated By: RENATO DE LOS SANTOS MD 11/27/15(15624

<Electronically signed by RENATO DE LOS SANTOS MD> 11/27/15 1524

Report # 1108-0270 PROGRESS NOTE : Page: 1
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AB Behavioral Health Hospital
1650 MOON LAKE BLVD
HOFFMAN,ESTATES i 60169

UNIT/MR PATIENT
ROOM#: ACCT#
ATT PHY. AN, MD
Age.68 ADMIT/SERVICE DATE: 11/01115

Initialization [ale: D1f09116 1682¢

Draft

DISCHARGE SUMMARY

Admission Date; 11/115
Discharge Date: 1111115

REASON FOR ADMISSION AND HISTORY OF PRESENT ILLNESS:

This is a 68-year-old male who came from Alexian Brothers Medical Center, where he was sent
by the Bridgeway Senior Rehab. The patient had some increased symptoms and safety concerns.
He had called the police. He had accused staff of abusing and hilting him. He was swearing,
calling names, and throwing things. He is obese and unkempt. He presents with a decreased
affect. He is crying on admission because of intense pain, and states, nobody is giving him his

pills.

His psych eval is done by Dr. Zafeer Berki. He states that the patient gives a history of feeling
depressed on-and-off for as long as he can remember. In July of 2015, he fractured his L4, and
was admitted to Central DuPage Hospital. After surgery, and medical stabilization, he was
transferred to the Bridgeway Senior living facility for rehab. The nursing facllity notes him to be
aggressive and agitated with mood swings, tearful and accusing staff of mistreating him.
Yesterday, he was agitated to the extent that he threw his dinner across the room. He was
screaming out in his room, getting tearful and crying. The patient says he was not getting his pain
medication and as a result, he was in terrible pain. He denies any hallucinatory experiences. No
delusional thinking was expressed or elicifed. No history of hypomanic or manic episocdes.

Past psychiatric history: The patient has taken multiple psychotropic meds in the past. He denies
any history of suicide atternpis. He states he was admitted to a psychiatric facility in 1999, for

transcranial magnetic stimulation.
PERTINENT HISTORY AND PHYSICAL FINDINGS:

His appearance. he looks his stated age. His behavior and motor, he was calm and caoperative

Page. 1

Report # 0109-0123 DISCHARGE SUMMARY
Dept: MR

Draft copy
CC:



| Health Hospital

Unit /MR : L
wilh the exam, and made good eye conlact. His orientation was to time, person and place. His
speech was spontanecus with a regular rate and rhythm. His mood was depressed. His affect was
sad and tearful. His thought process, coherent and goal directed. His thought content, no
hallucinations. There were no overl delusions. The patient denies suicidal or homicidal ideations.
His insight and judgment are limited. His attention and concentration is infact, as he was able 1o
maintain aitention during the exam. His immediate, recent, and long-term memory were all inlact,
and the patient was able to give accurate details. His intellectual capacity was estimated to be

average.
The plan is to admit the patient to 3 East, level 1l nursing.

Dr. Safder Mohsin will be consulted for medical management. We wil adjust the patient's
psychotropic meds as tolerated and indicated. The patient came into the hospital on Valium 10
mg twice a day, Lamictal 300 mg twice a day, Nardil 30 mg in the mornind and 45 mg at night.

Objeclives for discharge and aftercare is there will be a significant improvement in the patient's
behavior.

His H&P is done by Dr. Safder Mohsin. He states that the patient’s past medical history is
significant for hypertension, COPD with sleep apnea, diabetes, chronic kidney disease,
hypothyroid on replacement, severe leg edema, and peripheral vascular changes that appear
chronic, low testosterone levels on replacement, CHF with diastolic dysfunction, al risk for
complications of immobility and musculoskeletal pain, on stiff doses of pain meds, oxycedone,

Dilaudid, and Lyrica.

HOSPITAL COURSE:

The patient came {0 3 East. He had labs drawn. They were basically unremarkable. He did have a
normal BUN, but his creatinine was elevated at 1.6. The patient was only a fair eater, 25 io 50%
of his meals, and sonme days he wouldn’'t eat at all. He was alerl and oriented x 2 to 3, but not to
his situation. He was forgetful. He was quile agitated. He was resistive to ADLs. He would be
kicking and hitting at staff. He was psycholic, he was hyperverbal, he was grandiose. He had very
paranoid thinking. He was disorganized. His affect was labile, blunted, flat. He was emotionally
crying, and was very unpredictable. He was supposed to wear CPAP at night, but he was refusing

to use his machine.

Dr. De Los Santos did enact the power-of-attorney. The patient agreed to have his daughter be
the power-of-attorney.

The medication changes that Dr. De Los Santos made: He maintained the Lamictal 300 mg twice
a day, be started the patient on Zyprexa 5 mg twice a day, with p.r.n. doses of 5 mg every 4
hours, and his intent was to wean down the Nardil, and eventuaily discontinue, so the Nardit has
been weaned down from 30 mg in the morning and 45 mg at night to 15 mg in the moming and 15

mg at night.

While the patient was in the hospital for his disrupliveness and his agitation, he received three
Page. 2
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AB Be
Name
Unit/MR#§ ;
dose of stat Ativan, a dose of stat Zyprexa, and about five or six doses of the p.r.n. Zyprexa 5 mg.
The patient had a neuropsychological consuit with Theresa Campbell. Her impression was that

has cognitive impairment of a quality and severity that is approaching, but in her
opinio not yet meeting criteria for dementia. He has multiple risk factors for cerebrovascular
disease, which is the most likely cause of his cognitive decline. Complicating his condition,
Ihas psychiatric factors that affect his ability to reliably reflect on his limitations.

Hospital

would benefil from having regular supervision and assistance in some aspects of his
daily routines. His physical limitations are deferred to his medical teams. He can contribute to
decisions regarding healthcare matters when he is properly informed, and tracking the information
correctly. However, due to his cognilive deficiency, he should utilize his POA, when facing major
decisions. His psychiatric care should continue under Dr. De Los Santes. The patient will function
best in an environment with a good level of structure, and minimizing the demands on his memory
and executive function. He should have his meds managed for him and his meals provided to him.
He would alsc benefit from having his finances managed for him. He shouid be encouraged to
engage in structured activities offering cognitive stimulation, social interaction and physician
approved physical exercise. The patient also had one-to-one psychotherapy with Serge Sorokin

for anxiety and depression.

DISCHARGE DIAGNOSIS:
AXIS | Bipolar Disorder, Mania With Psychosis

Dementia, Vascular
Secondary to the Underlying Condition of Cerebrovascular Disease

and Hypertension With Psychosis and Behavioral Disturbance

AXIS H Deferred
AXIS I No Delirium, But The Patient With Chest Pain, Admitled to Acute Facility,

St. Alexius Medical Center
AXIS 1V Relapse, severe
AXIS V 10 of 65 percent

CONDITION ON DISCHARGE AND AFTERCARE PLANS:

The patient is still oriented x2, and not to his situation, virtually no participation in groups, and not
much improvement in his psychosis and paranoia. He was still disruptive. He was still
unpredictable, labile, resistive to ADLs.

He compiained of chest pain to the left side of his chest with radiation to his left arm. His vitai
signs were stable. 91 heart rate, 121/72, and sat of 90, and the patient afebrile. Il was decided
that 8-1-1 would be called, and the patient would be transferred to St. Alexius Medical Center for

emergency treatment.

Dictated by Janine Stewart, RN

0108-194
Report # 0108-01235 DISCHARGE SUMNMARY Page: 3
Draft copy Dept: MR
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AB Behavioral Health Hospital
1630 MCON LAKE BLVD
HOFFMAN ESTATES IL 60169

PATIE

ROOWS. 3304-1 Sex:M ACCT# & .
B3 ATT PHY. AGEEL A KHAN, MD

aiEES Ape 68 ADMIT/SERVICE DATE: 11/01/15
n Date. 11/01/15 1625

Signed

PSYCHIATRIC EVALUATION

IDENTIFYING DATA:

The patient is a 68 year old married Caucasian male whe was admitled through Alexian Brothers
Medical Center Emergency Room.

CHIEF COMPLAINT:

Aggressive behavior.

HISTORY OF PRESENT ILLNESS:

The patient gives history of feeling depressed on and off as long as he can remember. In July he
fractured L4 and he was admitted to Central DuPage Hospital. After surgery and medical
stabilization he was transferred to Bridgeway Sentor Living Facility for rehabilitation. The nursing
facility noted him to be aggressive and agitated with mood swings, tearful and accusing staff of
mistreating him. Yesterday, he was agilated {o an extent where he threw his dinner across the
room. He was screaming out in room, got tearful and was crying. The patient said that he was not
gelting his pain medication and as a result, he was in pain the pain control was inadequate. His
sleep tends vary. His appetile is good. He denies suicidal or homicidal ideations. He denies
thoughts of wanting 1o harm others. He denies hallucinatory experiences and no delusional
thinking was expressed or elicited. No history of hypomanic or manic episodes.

PAST PSYCHIATRIC HISTORY:

The patient has taken multiple psychotropic medications in the past. He denies any history of
suicide altemp!s. He says that he was admilted to a psychiatric facility in 1989 for transcranial

magnetic stimulation.

PAST MEDICAL HISTORY:

History of L4 fracture, hypothyraidism, congestive heart failure, gastroesophageal reflux disease,

Report £ 1101-0098 PSYCHIATRIC EVALUATION Fage. 1
Additional copy Cept: MR
cC:



AB Behavioral Health Hospital
Name
Unit/MR
history of diabetes mellitus type 2, obesity, obstructive steep apnea, hypertension, atrial
fibritlation, COPB, chranic kidney disease.

SOCIAL HISTORY:

The patient was born in Texas, but raised in lilinois since he was about 6 or 8 months. He was
raised by his parents, no history of abuse. He has three years of college education. He is self
employed as a software engineer. He denies use of tobacco, streel drugs or alcohol. He was
matried prior to the L4 fracture and he was living at home with his wife.

FAMILY HISTORY:

Psychiatrist history: The patient reports history of depression and anxiety in his siblings.

MENTAL STATUS EXAM:
A. Appearance: The patient appeared his stated age.
B. Behavior/Motor: He was calm and cooperative with exam and made good eye contact.

C. Orientation: He was oriented to time, place and person.
D. Speech: His speech was spontaneous with a regular rate and rhythm.
E. Mood/Affect: He described his mood as being depressed. His affect was sad and tearful.

F. Thought Process: Coherent and goal directed.
G. Thought Content: No hallucinations. There were no overt delusions.
H. Suicidal/Assaultive/Violent Thought: The patient denies suicidal or homicidal ideations.

I. Insight/Judgment: Limited.
J. Attention/Concentration: Intact as he was able to maintain attention during the exam.

K. Immediate Memory: intact as patient was able to give accurate details of HPJ and past

psychiatric history.
1. Recent Memory: Intact as patient was able 1o give accurate details of HP| and past psychiatric

history.
2. Long Term Memory: Intact as patient was able to give accurate details of HPl and past

psychiatric history.
L. intellectual Capacity: Estimated to be average.

ASSETS/STRENGTHS:
Current therapeutic environment.

WEAKNESSES/LIABILITIES:

Poor coping skills.

PROVISIONAL DIAGNOSIS:

AXIS | Major Depressive Disorder, Recurrent, Severe Without Psychotic Features
Unspecified Anxiety Disorder

AXiS I Deferred

Report # 1101-0098 PSYCHIATRIC EVALUATICN Page. 2

Additional copy Dept: MR
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AB Behavioral Health Hospital

Kam
Unit/MR# E N :

AXIS HI No Acute Medical Problems
AXIS IV Severe

AXIS V 34

SYMPTOMS REQUIRING THIS LEVEL OF CARE:

Agitated behavior.

INITIAL TREATMENT PLAN:
Admit the patient to 3E. Consult Dr. Mohsin for medical management. Adjust patient's

psychotropic medications as tolerated and indicated. Monitor for safety and compliance.

OBJECTIVES FOR DISCHARGE AND AFTERCARE PLAN:

Significant improvement in patient's behavior.

ESTIMATED LENGTH OF STAY (ELOS): 5ic 7 days.

1001078

Dictated By: ZAFEER H BERK! MD 11/01/15 2215
«Electromically signed by ZAFEER H BERKI MD~ 11/01/15 2215

DDAOAM5 1437 01 110918 1624
BERZAKNKP 1101-0008
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AB Behavioral Health Hospital
Name: i
Unit/MR#: &

Dictated By: RENATO DE LOS SANTCS MD

DD 01408116 1896 DT: 01/09/16 1629
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G. How many drinks containing alcohol do you have o a typical day when you are drinking? XIN/A{ ] 1-2 (134

(156 [17-8 [ 110 or more [ JPatient Refused/Unable 1o Assess
H. How often do you have six or more drinks on one og¢casion? [Never {_iLess than monthly [_]Monthly
[Iweekly [IDaily or almost daily [_JPatient Refusgd/Unable to Assess

I For patients 18 years of age or older: [_| NA
During the past 30 days, has the patient smoked cigarettes, cigars, or pipes daily on average: {_] 4 or less

(<1/4 pack) [_JFive or more (>1/4 pack) [QPatient did not use any forms of tobacco {_Palient refused to

provide information [[Jratient unable to provide linformation due to clinical condition

Hl. FAMILY HISTORY OF MENTAL ILLNESS, SUBSTANCE ABUSE, AND ADDICTIVE BEHAVIORS:

{Past and current, age of onset, types of treaiment and response o treatment)___some brothers and
sisters struggle with depression Pt deniés

IV. PERSONAL AND SOCIAL HISTORY: jl/

ith, in what type of environment, and if this is a stable living
after_fall prior was living with wife and oldest son (he is

A Residential status (include who the patient is living

arrangement)____resident of bridgeway senior livin
paralyzed after car accident and requires 24 hour care)

B. Are there any transportation issues that might affect{discharge aftercare planning? [XPt denies
C. Milttary history EPt denies
D Are there any financial concems___retiredffixed income___{_IPt denies
E. Legal problems pending or in the past (Probation, court dates, charges) reports Wo suing partner form
stegling money from him, called 811 several times|to report abuse _remote past of amest for “smoking
pot' [Pt denies
F. DCFS involvement at present or in the past PQPt denies

reports that his mother hit

G. History of sexual abuse, physical abuse or neglect ds a victim or a perpetrator

and neglected him and he was dxwith ptsd ___ {_|Bt denjes
H. Any exceptional events (trauma, iliness, divorce, adpption, deaths, etc.) __ born in TX, oldest of 14 siblings,

trauma hx,_ married and divorced and remarmied hig wife, together for 47 years. son's accident. limited contact

with siblings. _cfo partner stole 2 million doliars from tum after he invented a software program ! ]Pt denies

i. Social behaviors {include # of friends, regularity of sPcial contact) __ few fnends_ stopped being social after

the money was stolen

J. What does the patient do for social activity? time with family

Abrvin Brodhe Belinviaral Heatrth Hospienl
2 130 Bonn Lake Bkl
L hethinnn Lstatea. HL fur]oy
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tj? i was trying {o learn lo walk

What does the patient do for regular physical activi
What hobbies does the patient have? ___nothing right now

What does the patient do to relax?___ TM
Family reiationships (amount and quality of contact, [describe relationships with immediate family members).
wife-mnarried x 47 years-good. reports close

See Genogram (Attachment A) for additional information.

relatiopship with children and 7 arandchidren
Does patient have a suppori network (either family ar friends) that can help with needs outside hospital-with

meds., appoiniments, etc. __ family | Pt depies
Are there any physical, educational, spiritual, andfor
YES[ ] NO Ifso, how would patient ike us g

What is patient's religious affiliation, if any? ____chrstian Do your spiritual beliefs cause you any conflicts or
problems that might impact your treatment? [ YE; X NO

if yes, explain DAN/A .
Previous trealment (including community resourceitselﬁhetp groups)

cultural beliefivalue needs impacting trea'ment here?
address that need?___concumrent medical [ JN/A

one previous inpl tx "i gol anxious

for a couple days bul i did not need to be there " reports

during ms_session and they sent me fo the hospita
long hfc outpt med mamt. "i was seeing the head ¢
Current treatment (including community resources/self-help groups)

the dept of psy at rush before” | ]Pt denies
dr leech er bridgewa By

denies
Current stressors____per petition. pt called police and accused staff of abusing and hitting him, he requested to

difficul to reduect.  per pt "i wanted to leave, we had a

be dic'd ama, +outhursts -swearnng, throwing things
meeling and they (nurses) said i could not leave. the doctor said it couid and after he lefi they {rurses) started
they away. i told them i was going o file a civil suit and

tom aticke me...i was swinging the phone cord 1o k
that why i am here _.it s all ligs.”

DEVELOPMENTAL INFORMATION (Child/adolescent patients oniy) [XIN/A [JSee Attachment B

) EMFLOYMENTJSC HOOL STATUS:
unemployed

What is your employment status (Full-lime, part-timé, unemployed, relired, seasonal)

Has patient worked in the last 5 years? [ YES %\:«o
If patient is still not working, why not? retired/software designer [INIA

]
Any vocational iraining (Please describe) : PPt denies
high school g_raduatefé vears of coliege

Highest grade completed

Inpatient Psychosocial Assessment
Form #6010-082  12/10
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VII. TREATMENT POTENTIAL

A. Describe patient strengths __i am a good husband]
B. Describe patient limitations____i don't know
C. Patient’s perceptions of the benefitsffunction of the problem behavior___pt is denying need for tx

D

. Patientfamily expectation of treatment___to leave |

Viii. DIAGNOSTIC PROBLEM AREAS:

Additional assessmenis needed: moca gds

assess _and assist with transilion to assisted living _med mgmi per

Prelminary discharge plan to include:
md

Genogram: See Attachment A

IX. integrated Assessment Summary (Inciude information from all available assessments)

68 y/o male to abme er via ambuaince on petition form Yridgeway senior living for eval and tx of increased sx and
safety concerns. staff reports that pt called police and agcused staif of abusing/hitting him.  he was swearing,
calling names and throwing things. he was medically clgared and transitioned to abbhh on petition for continued
care. thisis 2™ inpt tx and pt has + current oupt psy prioviders at bridgeway. {dr leechuy). ptis
adox3fobese/unkempt. presents with decreased affect, fair eye contact, normal rate and volume of speaking
vaice. strenghts-current tx environment. signed roi for wife. weakness-d/c'd from assisted fiving ama. denying
need for ix and focused on dfc. concurrent medical-fall fisk, hiry, ckd, dm, sleep apnea, hypothyrodism, chronic
pain. s/p fx back. dx ptsd-mom hit and neglected him. #imited contact with family of origin. sx include-labile mood,
reports any sleep or appetite disruption is s/ pain. mininizing current depression, refused gds, ¢/o tired, admits to
ho depression his "whole Iife." reports that he was crying prior to admission "because of intense pain and they
were not giving me my pills." per med rec +outbursis-yelling, swearing, threatening, throwing things, pt is denying
outbursts. pt has called police on several cccassions to report abuse. denying current and past si.

based on an analysis of all available data pt's care plan will address

dm

fall risk

pain

risk of skin breakdown

integrated Assessment Summary Completed By. pmenhitym
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Date: 1112115 Time; 1215

- ot

Informant: med rec/pt

Signature: @{L JA*"‘“——*

Date; Time:

informant:

AN Q/_\v/
\

Signature:

AL
MD Signature: / 5[/ g

Date: / } / (/Tirne ; //
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AB Behavioral Health Hospital
1650 MOON LAKE BLVD
HOFEMAN ESTATES IL 60169

UNIT/MR# HO00129172 PATIENT B
ROOM#: 3304-1 Sex:M ACCT#EE
LOC: H3N ATT PHY AQEEL A KHAN, MD
DO Age:68 ADMIT/SERVICE DATE: 11/01/15

Initiatization Date: 11/08/15 1741
Sijned

|

Subjective: Mood-wise, he still has quite a bit of labilify. At times, he is aggressive, paranoid. At times,
emotional and crying. The pain, according to him, is adequately controlled. He does not ambulate. Intake has

been mostly good.

Date: 11/9/15

Vilal signs: Temperature 97.8, Blood pressure 143/63, [Heart rate in the 70s.

HEENT: Tongue is moist.
Heart: S1, §2 well heard.
Lungs: Clear.

Abdomen: Obese, nontender.
Lower Extremities: Chronic massive edema and chroniq skin changes.

Spine: No acute tenderness.

IMPRESSION/SUMMARY/TREATMENT PLAN:;

Diagnosis:

Back pain, currently on stiff doses of opiates.
History of COPD, stable.

Chronic leg edema with no acute changes.
Reported chronic kidney disease.

Mood disorder with emotional insiability.

@AW

Plan:

1. [ have reviewed his meds, progress, available labs, Wjll continue to assist with his medical needs.

2. Psych management per Dr. Khan and team.
3. Muhiple biood sugars since he has been here have begn stable.

1109-089

Dictated By: SAFDER MOHSIN MD 11/20/15 1443
Page: 1

Report # 1109-0222 PROGRESS NOTE
Additionat copy Dept: MR
CcC:



Unit/MR# : B

<Electronically signed by SAFDER MOHSIN MD> 11/20/15 1443

DD: 11/08/15 1428 DT: 11/08/15 1741
MOHSA/KNP 1109-0222

Report # 1109-0222 PROGRESS NOTE Page: 2
Additional copy Dept: MR
ceC:
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AB Behavioral
1650 MOON
HOFFMAN,ES!

Health Hospital
LAKE BLVD
TATES IL 60169

UNIT/MR#. HOD0129172
ROOM#: 3304-1 Sex:M

ATT PHY: AQEEL A KHAN, MD

LOC:
DOB% Pge:68 ADMIT/SERVICE DATE: 11/01/15
Initialization Date: 11/09/15 0738
Si+ned
Date: 1178115

This is a 68 year old white male who is followed up af
staff regarding his progress. He was admitted on No¥
escalates casily, irritable, needed Ativan IM to calm dd

demanding, take his medication.

Mental status examination: He is awake, alert, and o
impaired.

Mood Disorder
Rule Out Bipolar Affective Disorder

Diagnosis:
Plan: Continue his current treatment. Continue supp

1108-134

Dictated By: AQEEL A KHAN MD 11/058/15 1849

;

<Electronically signed by AQEEL A KHAN MD> 11/09/14

DD 11/09/15 0015 DT: 11/09/15 0734
KHAAQ/MH 1108-0031

3 North on November 8%, Discussed with nursing
ember 15t He siill has been having labile mood swings,
hwn, has been having irritable and angry attack,

iented. Affect labile. Insight impaired. Judgment

briive therapy. Continue internal milieu therapy,

1849

Report # 1109-0031 PROGRESS NOTE
Additional copy
cC:

Page: 1
Dept: MR
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AB Behaviora
1650 MOO

i

o

Heazlth Hospital
LAKE BLVD

HOFFMAN,ESTATES iL 60169

UNIT/MR# HODD128172
ROOM#: 3304-1 Sex:M
LOC: H3N

ge:68

initialization Date’ 11/08/15 1422

Si$

ATT PHY: AQEEL A KHAN, MD
ADMIT/SERVICE DATE: 11/01/15

ned

Date: 11/7/15

This is a 68 year old white male who is followed up at
regarding his progress. He was admitted for mood disd
demands ar¢ not fulfilled immediately then he staris to

3N on November 7th.  Discussed with nursing staff

prder. He has been impulsive, demanding. If his

become loud. At this time he is watching TV but later

one became agitated and needed prn medication, He tdkes medication. He has no acute medical problems.

Mental status exam: He is awake, alert and oriented. A
Assessment:  Mood Disorder

Plan: Continue current treatment. Continie supportive

1107-160

Dictated By: AQEEL A KHAN MD 11/08/15 1956
<Electronically signed by AQEEL A KHAN MD> 11/08/15

DD: 11407115 2320 DT. 11/08/15 1405
KHAAQ/MT 1108-0083

\ffect blunted. Insight and judgment impaired.

therapy. Continue interval milieu therapy.

956

Report #: 1108-0085 PROGRESS NOTE
Additional copy
ccC:

Page: 1
Dept: MR




AB Behaviorai!—lealth Hospital
1650 MOON LAKE BLVD
HOFFMAN,EJTATES IL 60169

UNIT/MR#. HO00120172 PATIEN

ROOM#: 3304-1 Sex:M ACCT# 3

LOC: ATT PHY: N, MD
Age.68 ADMIT/SERVICE DATE: 11/01115

Initialization Date: 11/07/15 1137

Sl*gned
|

Date: 11/6/15 =

Blbod sugar 89 to 156. The patient is alert, oriented tp person, place and situation but does have periods of
confusion. The patient cannot be prescribed Nuedextd at this time for the emotional lability because of the
prescription of the Nardil and Lamictal high dose of 600 mg total dose per day and the patient did get a stat
dose of lorazepam yesterday. No stat dose of any medication today. The patient seems calmed down and no
¢vidence of increased confusion today. We will plan 1 discharge the patient tomorrow. Vital signs within
normal limits. No evidence of systemic infection and intake averaging about 75%.

1106-202

Dictated By: RENATC DE LOS SANTOS MD 11/27/15{1523
<Electronically signed by RENATO DE LOS SANTOS M*} 11/27/15 1523

DD: 11/06/15 1810 DT: 11/07/15 1132
DELREV/MT 1107-0085

Report # 1107-0085 PROGRESS NOTE ; Page: 1
Additional copy Dept: MR
CC:
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AB BehaviorallHealth Hospital
1650 MOON LAKE BLVD
HCFFMAN ESTATES IL 80169

UNIT/MR#: HO00129172 PATIENT
ROOMIE 3304-1 Sex:M ACCT# LR
LGC: ATT PHY: AQEEL A KHAN, MD
00 Age BB ADMIT/SERVICE DATE: 11/01/15
Initialization Date: 11/05/M16 2128

SI%ned

Date: 11/5/15

| enacted the power of attormey. At this time, he has periods of confusion and periods of lucid moments. [
reviewed the current clinical status and treatment statiis with case management siting the significant medical
history of this patient including the diagnosis of congdstive heart failure, diastolic dysfunction and severe
COPD, hypertension and anemia, and ventricular arrhythmia all significant contributors to the possible
cerebrovascular insult in the form of transient ischemig attack or anoxia to the brain. Given his forgetfilness,
repeating himself and periods of confusion, 1 suspect the patient to have vascular dementing disease. He does
have a significant history of bipolar disorder according to the family; but, the patient denies any history of
mania. Most of the medications that I have reviewed, provided by the family, includes medications pointing to
a unipolar disorder, which is major depression on the hardil, which is a monoamine oxidate inhibitor which
has been augmented with Adderall as a stimulant and the Lamictal as a mood stabilizer medication, but used
for its antidepressant property. The Lamictal was repgrtedly used at 300 mg twice a day which is a
significantly high dose. We are going to confer with the pharmacy, because if there is any maneuver 10 deal
with his agitation and irritability other than the prescription for Nuedexta for the emotional lability secondary
to underlying neurologic condition what I suspect to be a dementing disease, 1 would maintain Lamictal 300
mg twice a day and keep the nardil a1 60 mg every day. 1 do not sec any need for the Adderall prescription at
this time, but will recvaluate that. In the terms of the Bistory of positive response, 1 requested for
neuropsychological testing from Dr. Campbell. The rgport indicated cognitive impairment,
Neuropsychological testing revealed intact basic auditory atiention capacity, intact problem solving ability,
although the potential to demonstrate deficient reasoning skills which has been displaced and there is
significant impairment of the executive dysfunction injthe area of mental flexibility, abstraction ability and
conceptualization and planning skills. The memory skills are quite variable, but in clinical presentation there
have been significant periods of confusion and memony impairment. The diagnosis: Implications of the testing
at this time is indicating that he may not be meeting ctiteria for dementia and that there are muitiple medical
risk factors for cerebrovascular disease which is the most likely cause of his acute cognitive decline and I will
have to assess, based on my clinical assessment, if the patient has a vascular dementing disease in early stage
at this time and that would be a comorbidity to the mgjor depressive disorder, recurrent type. So that should
be managed accordingly as two comorbid major psychiatric conditions as well with significant multiple
medical problems contributing to the fluctuation of hik menial state. So I will start the patient on the

Nucdexta at this time, )
1105-150
Pages: 1

Repornt # 1105-0188 PROGRESS NOTE i
Adgitional copy ' Dept: MR
cC:




AB Behavloral Health Hospital

Name
Unit/MR#

Dictated By: RENATO DE LOS SANTOS MD11/27/15 1

% Dos:
D #:

<Electronically signed by RENATO DE LOS SANTOS M01

pD; 11/05115 1611 DT. 11/05/15 2128
DELRE1/KNP 11056-0188

b2 3
b 11/27/15 1523

Report # 1105-0188 PROGRESS NOTE

Additional copy
cC:

Page: 2
Dept: MR
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AB Behavioral Health Hospital

1650 MOON;

HOFFMAN EST

LAKE BLVD
ATES IL 80169

——

ROOM#: 3304 1 Sex N
LOC: H.3N
DOB:04/20/1947 Age.68
Initialization Date: 11/05/15 1432

Sig

ADMIT/SERVICE DATE: 11/01115

hed

Date: 11/5/15

Subjective: Very irritable, full of complaints. States st
wants a list of people that he has that need to be fired rf
disturbed. Food intake most of the time has been modg
controlled on current medications.

Vital signs: Temperature 96.9. Blood pressure 137/59,

Heart: 81, 82 is weil heard.

Lungs: Clear. No rales or wheeze.

Abdomen: Obese, nontender.

Lower extremities: Chronic stasis changes. No acute o
Spine: No acute tenderness. He has a brace in place.

IMPRESSION/SUMMARY/TREATMENT PLAN:|

Diagnosis:

1. Mood disorder with severe behavioral changes needy

2. Back surgery, pain adequately controlied on current
3. History of COPD, sleep apnea. Stable on current

nff abused him Jast night and they roughed him up. He
ght away. Also, states his sleep has been very
rate. He cannot ambulate without assist. Pain is well

(2 sat 95% con room arr,

hen arcas. He does have multiple scabs.

further stabilization.

meds.
rds,

4, Chronic leg edema. Some of it could be related to ppor mobility and medications. Pregabalin may be

playing a role as well.
5. Hypothyroid on replacement.
6. Reported history of chronic kidney disease.

Plan:

1. I have reviewed his meds, blood sugars, progress.
2. 1 have reassured the patient that the staff here is to h
needs and will monitor from medical standpoint.

3. Psych recommendations per Dr. Khan, Dr. De Los S

1105-108

Report #: 1105-0114 PROGRESS NOTE
Additional copy

CC:

Ip make him feel well. They will assist him with all

|

ntes and team.,

Pape: 1
Dept: MR




AB Behavicral Health Hospital

Name
Unit/MR#

Dictated By: SAFDER MOHSIN MD 11/08/15 1632
<Eiectronically signed by SAFDER MOHSIN MD> 11/09/1% 16832

DD; 11/05/15 1253 DT: 11/05/15 1431
MOHSA/LH 1105-0114

Report #: 1105-0114 PROGRESS NOTE Page. 2
Additional copy | Dept: MR
cc:
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AB Behaviora
16850 MOO

HOFFMAN,ES

uf

Healith Hospital
LAKE BLVD
TATES IL 60169

04-1 Sex:M

g Agebs
Initialization Date: 11/03/15 16566

Siﬁned

ADMIT/SERVICE DATE: 11/01/15

Date; 11/3/15

Patient is alert, oriented (o person, place, and sitvation
from 105 to 152. Otherwise, vital signs unremarkable.
distress. No hypotension. The patient ate 50% of brea]
with his interaction. There is no evidence of confusiony
the daughter be the designated Power of Attomey for
which has not been used since the time of admission. Y
regarding access to subacute skilled rehab given his

|

. No evidence of confusion. The blood sugar ranged
No evidence of systemic infection. No respiratory
kfast, 75% lunch, and he was articulate, appropriate

. He did give the social worker verbal consent {o have
health. Will 4 thE Valium 10 mg twice a day prn,
Will discontinue this order. I did talk to the patient
ltiple falis. The combination of Lamictal and 300 mg

{wice a day and the Nardil has been giving him the beqt response. I will keep the Nardil at a lower dose of a

totat of 60 mg per day in combination with the Lamic
the family. There is no evidence of psychosis at this ti
discharge plan in four to six days.

1103-168

Dictaled By: RENATO DE LOS SANTOS MD 11/05/15

<Electronically signed by RENATO DE LOS SANTOS Mf

. He denies any manic episode, contrary to report of
. Will confer with case management to finalize the

417
D> 11/05/15 1417

i

DD: 11/03/15 1734 DT. 11/03/15 1853
DELRE1/HBH 1103-0266

Report #: 1103-0266 PROGRESS NOTE

Additional copy
cC

Page: 1
Dept: MR
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AB Bebhavioral Health Hospital
1650 MOON LAKE BLVD
HOFFMAN,ESTATES IL 60169

ACCT# BSESe o500
ATT PHY: AQEEL A KHAN, MD
ADMIT/SERVICE DATE: 11/01115

" Initialization Date: 11/02/15 2154
Signed

Date: 11/02/15

140/68 blood pressure, pulse rate of 72, afebrile. No

Bilood sugar today ranged from 103 to 151. Vital sign
respiratory distress. Intake, no breakfast, but had 50%jlunch. The patient did not present with any acute

physical distress. No evidence of deliriumn. Ne acute pain. He seemed calmer today. The patient was not given
any stat dose of any psychotropic medication. The prm]Valium was not given today. The patient is taking
Phenelzine, which is Nardil, and antidepressant medicdtion; a total of 75 mg. Will confer as an antidepressant
medication. Will confer with pharmacy regarding the dosing of this medication, maximum dose, There is no
evidence of adverse reaction at this time. The Lamicta] at 300 mg twice a day. No evidence of seizures. The
medical evaluation by Dr. Mohsin. Appreciated history of congestive heart failure. Apparently diastolic
dysfunction. The details of ejection fraction is unavailgble at the lime of examination. History of COPD.
History of sleep apnea, history of hypertension, history of gait imbalance issues, recurrent falls. The patient
apparently has been falling for the last three years. Hisfory of narcissistic personality disorder, history of
chronic kidney disease. History of questionable bipolat disorder. Obesity, diabetes mellitus type 2 with
neuropathy. History of ventricular arrhythmia. At the time of medical examination there was no evidence of
delirium. There is reported low testosterone levels, onjreplacement. Severe leg edema and peripheral vascular
changes that appear chronic, at risk of complications fpr immobility. Report history of congestive heart failure
and diastolic dysfunction, as I mentioned, The initial pgychiatric evaluation was done by Dr. Berki, and
patient came from Central DuPage Hospital. Patient gave a history of depression on and off. In July he
fractured L4, and was admitted to the hospital. After urgery and medical stabilization, he was transferred to
Bridgeway Senior Living Facility for rehabilitation. Patient has been apgressive and combative recently, which
escalated. Patient claimed that he was not given his pain medication. There is questionable history of bipolar
disorder, prior psychiatric hospitalization, It was also geported he was admitted to a psychiatric facility in
1999 for his transcranial magnetic stimulation. The palient was diagnosed with Major Depression, Recurrent,
Severe Without Psychosis. Also there is questionable ¢iagnosis of Bipolar Disorder, Depressive Episode.
Patient seems more alert, less lethargic. His memory appears 10 be intact, but he seems to repeat himself and
become forgetful. Will request neuropsychological tes{ing from Michelle Sanfilippo. Continue the Lamictal
and lower the dose of the Nardil, if in fact, the patient has a Bipolar Disorder, per family’s report.

1102-220

Dictated By: RENATO DE LOS SANTOS MD 11/05/15 §416
<Electronically signed by RENATO DE LOS SANTCS MD> 11/05/15 1416

Report #: 1102-0189 PROGRESS NOTE _ Page: 1
Additional copy Dept: MR
cC:



AB Behavioral Health Hospital

Name X
Unit/MR#

DD: 11/02/15 1828 DT: 11102115 2144
DELRE1/HBH 1102-0189

; Page: 2
Dept: MR
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ALEXIAN BROTHERS BEHAVIORAL HEALTH HOSPITAL
INPATIENT INTEGRATED PROBLEM SUMMARY AND MASTER TREATMENT PLAN OF CARE
» Note: Upon Discharge, all problems/interventions are considered closed.

| Problems identified from Assessment Review
[ {include Patient/Caretaker’s words/ideas about problem areas)

CLION COBE

A. Aclive - Use in current Treatment Plan

BEASON CODE

1. Priority wealment focus - address now

5. Maonitor - initiate plan if condition changes
C. Refer — Wnciude recommendations in Continued Care Plan
. Defer — Problem is stable or nen-priority

Condition cumenily steble

4w

Pauzot unready to pursue or declines services
. Other problems curtently more pressing

Date initiated
Reason Code

Action Code

Date

Revised
Achieved

9

Continued
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ALEXIAN BROTHERS BEHAVIORAL HEALTH HOSPITAL

e ARG
INPATIENT INTEGRATED PROBLEM SUMMARY AND MASTER TREATMENT PLAN OF CARE
» Note: Upon Discharge, all problems/interventions are considered closed.
Problems identified from Assessment Review g Date
(include Patient/Caretaker's wordsfideas about problem areas) b @ § a Bow
’ ACYION CODE REASON CODE s & | 8 2 2g%
jve-U on < & g =z E3FE
A. Active - Use in comemt Treatment Plan . Priority treatment focus - address now @ g » E S & g r
B. Monutor - tnitiate plan if condition changes 2. Condition currently stable g 3: 5 = f noy
€. Refer - Include recommendations in Continued Care Plan 1. Panent unready to putsue or declines services T 8 0 X«
D Defer - Problem 15 stable or non-pnonty 4. Onher problems currently more pressing 0 ,
. &g
Kproblem#d _=—>L(1h€ t K mm& \ C:H‘(k-{‘>
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ALEXIAN BROTHERS BEHAVIORAL HEALTH HOSPITAL
INPATIENT INTEGRATED PROBLEM SUMMARY AND MASTER TREATMENT PLAN OF CARE
» Note: Upon Discharge, ali problems/interventions are considered closed.

EVIDENCE TO SUBSTANTIATE DIAGNOSIS:

To substantiate the treatment focus, the following data sources were consuited: Psychiatric Evaluation, Histary and Physical Exam. Nursing Assessment,
Psychosocial Assessment, Laboratory findings (if applicable), and reports from sending facility/agency.

Ltispeesdsn o
‘ Psychialric Diagnoses. ___JALD _ paciyom it Zadd wlﬁtMrvman cﬁ_ﬂM-— ;w P Avpiehs BT
| Primary
Treat 14 . - " -
iF;e:u:m Medical Diagnoses: _ TN, 40P, DM, @hmmmw st | mu@m , Lew ledpdernme

TREATMENT TEAM MEMBERS:

The following represents specific staff responsibie for ensuring compliance with the patient's individualized Plan of Care. Disciplines listed on specific Treatment
Plan interventions refer to the assigned team member listed. NOTE: disciplines marked with an * are only identified if actively involved in the plan of care

Discipline Printed Name ] ) l§jgﬁatuzgr . | initials Date Time
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CM Initiating Care Plan \7ﬂ //{%/(//% K - @.\_ /L /.2%‘_5—# 8/ 32/

Nurse c:*‘;ktf(~{53~—4;_;j>e.k_{‘CKJkibd’} - \‘T 2 = :uu.r‘“tq;'EE;:g?fii:j;i;D ‘1 /f f\::“ jCTﬁBldzfijldD
Mental Health Counseior hall \ ! /

Expressive Therapist &m’ }7’ é é: z /Z lé “ é :Z - % ﬂzé,/ £ ,zm—:’)
*Therapist T T
“Physical Therapist 2, odr. PTDPT ‘;;@’ Ao, MauTh  PT0EY| Th (1) /08 | 11 /0 -
*Medical Physician | RNP ’ ' ‘
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{ *Chaplain
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ALEXIAN BROTHERS BEHAVIORAL HEALTH HOSPITAL

INPATIENT INTEGRATED PROBLEM SUMMARY AND MASTER TREATMENT PLAN OF CARE
» _Note: Upon Discharge, ali problems/interventions are considered closed.
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| have participated in and reviewed this treatment plan of care. It has been explained to me in a language thet | understand
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Patient Signature

Date/Time

Parent / Guardian Signature Date/Time
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Dater 13/17/15
Acct Numd
Ked Rec Numi

AB Behsvioral Health Hospital

1650 Moon Lake Plvad

Hoffman Estatee, IL 6016% Mame ¢

Locatiovn: 3 Bast
Primary Provider: KHAN, AQEEL A

Coentinued Care Instructions

CONTINUED CARE INSTRUCTIONS
AFTERCARE TREATMENT/FOLLOW UP INSTRUCTIONS

Treatment to be Addressed In Aftercare: Medication mahagment, mood stabifization.

Discharge Patient to: Home/Self Care

n wil! go to Eimbrook NH (on Friday 11/27)- 127 West

Pt will return home with family once d/c from hospital and
-7775). Pt will be under the care of Dr. De Los Santos at NH,

Diversy Ave., Eimhurst, iL 60126 (630-530-5225/F: 630-5
Case Manager: Neelu Nehis MA LCPC Dale. 11/25/15 Time: 17:00
ADDITIONAL INFORMATION

Psychiatric Discharge Diagnosis: Major Depressive Disdrder, Recurrent,in Partial Remission.
Dementia in OTH Diseases Ciassd Elswhr w Behavioral digturbance.

Diet: Other
Cardiac diet

Exercise;
as tolerated

Medication Follow Up:
+ Medications are listed on the Patient Discharge Medtication List.
« Medication Doses may have changed, follow the ingtructions on the oulpatient prescriptions.
« Avoid alcohol, alcohol containing substances, and mood altering drugs if taking psychiatric medications,

Medical Follow Up:
follow up with primary care physician

Discharge Date: f«&f{’@ Time: 43S RN Signature: MA@@

By signing below, the patient/guardian attest they reviewed and agree to the D/C instructions and have received a copy.
Bring these instructions to all physician ahd therapist visils as a treatment reference.

Pationt Signature;____g¥ ﬂ)ﬁbju j[én!}

Guardian/Significant Other Signature: -

IF FEELING SUICIDAL OR EXPERIENCING A PSYCHIATRIC EMERGENCY,
CALL 911 OR GO TO THE NEAREST EMERGENCY ROOM
DISCHARGE FORMS
Discharge Forms - Please check applicable box

i Faxed
VK;M with patient transporter

= Sent to PHPAOP/Group Praclice
o Patient refused transmittai




AB Behaviorsl Heslth Hospitsl
1650 Moon Lake Blvd
Hoffman Estates, IL €01569

4

Dateas

11717016

Acct Nume
Med Rec Mumg

Name ¢
Locetion: 3 East
Frimary Provider) Xuh¥, AQEEL A

w Patient will manage care pla

By: Unit Secretary/Designee b
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Pane: 1 | Patient Disdharge Med List

Date: 11/25/15 15:34 Alexlan Brothers Bekiavicral Health Hospital
User;  MRAIZ  847-862-1600

Patient: B

Age/Sex: 68 M

Location: H.3E Room: 3239-2 MRN Ht: 6 1
Physlclan: AQEEL A KHAN Admit Date: 11/17/1p DoBs: {162.88 cm)
Wit 2741b 6.4 02
(124.466 kg)
Adverse Reactions/Allergles: amlodipine
Prescription
Drug . Dose | ~ Method = Frequency _ Glven
Acetaminophen[Tylenol 325 mg Tab] 650 MG BY MOUTH EVERY 8 HOURS AS | No
" NEECED
As Needed For: Pain, Milg
Albutero! Sulfate/lpratropium[Duoneb 3M Nebule 3 3 ML T TBYINHALER | Every 6 Hoursas | No
At
mi Neb] Needed
As Needed For: Shortness Of Breath/Wheezing
. |aspirin{Aspirin 325 mg Tab) B 325 MG BY MOUTH Daity No )
Indication: anticcagulant
« [Calcium Carbonate[Tums Chew Tab 500 mg S00MG | BY MOUTH Every 4 Hoursas | No
Chewtab] Needed
As Needed For: Gi Upset
Cholecalciferol (Vitamin D3)[Vitamin D-3 2,000 unit 2000 UNIT|  BY MOUTH Daily No
Tablet}
Indication:  Vitamin Supplement
. [Dextramethorphan HBr/QuinidinefNuedexta 1 each 1 EACH | BY MOUTH Twice Daily ves
Capli
Indication:  Mood Stabilization
. |Fluticasone/Saimeteroi[ Advair 250Mcg/50Mcg TINH | BY INHALER Every 12 Hours 1 ves
Diskus 1 inh Disk . W.Dev] (9A-9F)
Indication: copd
Folic Acid{Folic Acid 1 mg Tab) 1 MG "BY MOUTH Dalty TN T
‘¢ tndication:  Vitamin Supplement
Insulln Aspart.[Novalog Sliding Scale 1 unit vial] O UNIT | SUB-Q “Three Times Daily Yes
Indication: DM
Protocol:
Blood Glucocse 150-180mg/dt, 2 units subcutanegusty,
Blood Glucose 181-210mg/dt, 4 units subcutanecusly,
Blood Glucose 211-240mg/dl, 6 units subcutaneously,
Biood Ghicose 241-270 mg/d!, 8 units subcutanecusly,
Blood Glucose 271-300mng/d!, 10 units subcutaneousty,
Blood Glucose >300 mg/di (Days}, 10 units subcutanepusty, Ca
Blood Glucose <60 mg/dl, , Call Physician
o Lo




~ N

Pege: 2, Petlent Dlscimrge #ed Lst
Date: 11/25/15 15:34 £lexian Brothers Behgviors! Heslth Hogpita)
User: MRALZ - 847-882-1600 -
Patient: Acc 68 M
fLocation: HM.3 Reom: 3239-2 MARN 6 ft
Physiciant  AQEEL A KHAN Admit Date: i/17/1% DOB:§ {182.88 cm)
Wit: 274 12 6.4 oz
{124.466 ko)
Adverse Reactlans/Allergles: amiodipine
Prescription
Drug - Dose | Method ___Frequency Given
o |Lemotrigine(tamictal 150 mg Tab) 300 MG BY MOUTH Twice Dafly | Yes
Indication:  Bipoler
Levothyroxine Sodium{Synthroid 100 mcg Tab) 100 MCG BY MOUTH Daily Yes
° | Indlcation: Thyroid
Loratadine[Claritin 10 mg Tab] 10 MG BY MOUTH Dally - No
Indication:  Antihistamine
o |tanzapine{ Zyprexa 2.5 mg Tab) 2.5MG BY MOUTH Three Times Dally Yes
Indication: Bipolar
Pantoprazole[Protonix 40 mg Tab) - 40 MG BY MOUTH Daily Ho T
" | Indication: acid reflux
Polyethylene Glycol 3350(Miralax 17 gm Powd.Pack) 17GM |  BY MOUTH Daily T No
Indication: Dietary Supplement
« [Potassium Chioride[K-Dur 20 meg Tab} 40 MEQ BY MOUTH Twice Daily Yes
Indication:  Vitamin Supplement
v !ngabalin{{.yrica 25 mg Cap) 25 MG 1 BY MOUTH Twice Dally Yes
Indication: Fain - Moderate
. fc]rsemide[bemadex 20 mg Tab] 40 MG BY MOUTH Twice Daily Yes
Indication: Blood Pressure High
_"Inﬂ;e;"n Date: Pneunbacoceal Date: ___"
Stop taking sny medication not listed sbove. 1f necessary, [contact your primary physician with any
questions. Update any recards with your provider{s) and gharmacy.

1 have reviewed and understand my Discharge Medication
Date:

Patient/Significant Other: . ﬂﬂﬂ&fé f@ !k’?’ﬂ H I o
RN Signature: _W\ ’ i pate: |1~ ¢5H, Time: Y40

- *%1 FINAL PA<1£ wee
J

|




AB Behavioral Health Hospital
1650 MOON LAKE BLVD
HOFFMAN ESTATES iL 60169

PATIENT. |
ACCT#
ATT PH
ADMIT/SERVICE DATE: 11/17/15

&

_ ge 68
n Date: 0171016 115¢

Draft

DISCHARGE SUMMARY
Admission Dale 11417M5
Brscharge Date. 11125115

REASQON FOR ADMISSION AND HISTORY OF PRESENT ILL NESS:

This is & 68 year old, married, Caucasian male who came in initially 117145 through 11711715 before being
transferred to St Alexius Medical Center for chest pain. He had come to us from Central DuPage Hospital. He had
been sent there by the Bridgeway Senior Rehab Center wwherr he veas having very aggressive agitated behavior,
mood swings, tearful, accusing staff of mistreating him, calling the police, and saying he was being abused. He got
agiteled and threw dinner acress the room. He was screaming, he was learful, and he was sent for evaluation here.
When he went la 5t Alexius Medical Center_ he was cleared cardiac wise bt they did rule him in with right upper

lobe pneumonia. Now, he is readmitted here for his stabilization

His psych eval wes done by Or. De Los Sanlos  He slales again lhe patient was iniially admitted here for severe
depression, agitation, and a risk to harm self and others. He was nol able to function al his nursing home. He went
o BAMC, was admitted, and then medically cleared. His past psychiatric history is he has a history of depression
and a diagnosis of dementia with severe anxiety and behavioral disturbance. He has a history of psychiatric

hospitalization for transcranial magnetic stimulation.
PERTINENT HISTORY AND PHYSICAL FINDINGS:

Appearance. He is weanng a hospital gown. He is disheveled with poor hygiene. Fair eye contact. Motor., Hess
mostly bound the genatrnc cheir. His behavior is aggressive.  His orientation is to person and place, not fully {o
situation. His speech is nof aphasic. He is able to respond coherently. His mood is labile and agitated. His affect is
anxious and angry. His thought process is circumstantial with no loosening of associations  Thought content: He
does not appear to hallucinate  He denies any delusions. He denies any suicidal or homicidal idestions, but he has
been aggressive, viclent, and combative towards slaff. His insight, judgment, attention, and congentration are all
impaired. He is very diglractible and nol able to do Serial 7's. His immediate memory. He is able {o repeat three
words, but cannot recall after three or five minuies Recent memory. He is not able to give a coherent account of
why he ended up at the medical/surgical hospitat and then came back to the Behavioral Health Hospital. Long term
mermory fair, but does not have full detads of his past. His intellectual capacily is impaired. There are periods of

increased confusion and cognitive decline,

The patient witl be admitted to 3 East where we will do psychiatric med stabidization and evaluation. Dr Mohsin wall
be consulted for medicat management. The plan is to continue the patient's Lamictal 300 mg bid and the Zyprexa
2.5 mg tivee times a day. While he was here previcusly, he had & lial of Nardil, but that has now been successfully
discentinued. We will look at use of Nuedexta for the emolional labitity secondary to the patient's underlying

Report # 0110-0044 DISCHARGE SUMMARY Page. 1
Dept: MR

Draft copy
CcC



AB Behavioral Healthh Hospital

Name 3
Unit/MR#, & : :
neurcloglc condition of vascular dementia. Case management will be consulled for discharge planning. The patient
will partictpate in all appropriale psychosonia! and psychotherapeulic programs, Obyectives for discharge are there
will be & significant alleviation or resolution of the patient's psychosis, behavioral disturbance agitation and
aggression, the patient will be al risk of harm 1o self or others, and he will be calm, cooperative, and ailow treatment
in a less restriciive environmeni.  Aflercare is discharge back to Bridgeway of find alternative placement thal can
provide him supervision and monitoring for his healihcare needs in a therapeutic environment.

His H&P was done by Dr. Safder Mohsin, He stales that the patient's past medical hustory is significant tor
hyperension, chronic obstructive pulmonary disease and sleep apnea, diabetes, chronic kdney disease,
hypothyroidism en replacement, leg edema severe from peripheral vascular changes thal appear chronic low
testosterone levels on replacement, congestive hearl failure and diastolic dysfunction. musculoskeietal pain an sliff

doses of pain medications, a rempie history of cerebravascular incident

HOSPITAL COURSE.

The patient came to 3 East  He had labs drawn, CBC and chemistry, which were unremarkable He was oriented x2
but not te his situation He was confused and forgetful  He was refusing all groups  When he would sit in the group
room, he would just sleep. He was aggressive with slall, utling, velhing loudly, cursing, very easily agilated, angry,
and delusional. He could escalate at the drop of a hat  1e wes irnitable, restless, isolative His affect was latile and
blunted He needed frequent redirection and he kept perseveraling aboul going home. He also was eating very
pootly and refusing maost meals, many days eating just breakfast. Dr. De Los Santos did start him on Nuedexta
ilially one capsule daily and as the patient wes able to tolezate ihat and became tess emotionally reaclive he
increased him 1o a discharge dose of Nuedexia cne capsule iwice a day for the pseudobulbar alfect secondary io the
underlying condition of the vascular dementia The patient stayed on the Zyprexa 2.5 mg three times a day, but Dr
De Los Sardos did get rid of the pro dose because the patient really had not been using but two times during his
hospifal stay. The Lamictal 300 mg twice a day remained the same. With the medication changes and additions,

there was no EPS or any tardive dyskmnesia.

DISCHARGE DIAGNOSIS:
Axis | Maijor Depression, Recurrent, Severe Yithout Psychos!s
Vascular Dementia Secondary (o the Underlying Condition of Cerebrovascular Disease and
Hypertension With Psychosis and Behavioral Dislurbance
Axis i Deterred
Axis HI; No Delirium
Axis V. Relapse, severe
Axis V- 45765

CONDITICN ON DISCHARGE AND AFTERCARE PLANS

The patient remains oriented just x2 not to his situation. Minunat parlicipation in groups but the patient is calmer
and more cooperative  He is actually pleasant upon discharge and thanks the staff for putlting up with him  His
eating is sbll very poor, mostly just breakfast. He wanted to go home to live with his ex-wife and she said she cannot
nandle him, so the patient will be going to new placement. | will be 1o the Elm Brook Nursing Heme, The treatments
0 be addressed in allercare are medicalion management and mood siabiization. He will follow a cardiac diet

Dictated by Janine Stewart, R.N.

0105-081

Dictated By: RENATO DE LOS SANTOS MD

Repoil # 0110-0044 DISCHARGE SUMMARY Page. 2
Dept MR
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AB Behavioral Heaith Hospital
Name
Unit/M

DB, 01/09/16 1401 DT. 01/10/18 1123
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AB Behavioral Health Hospital
1650 MOON LAKE BLVD
HOFFMAN,ESTATES it 60169

PATIEN
ACCT#
ATT PHY: N, MD
ADMIT/SERVICE DATE 1111745

UNIT/VMR#

A/ Age B8
Date 11/18/15 2025

Signed

PSYCHIATRIC EVALUATION

IDENTIFYING DATA:

Patient 1s a 68 year old Caucasian who was refermred hack from St. Alexius Medical Center for
admission to Alexian Brothers Behavioral Health Hospital.

CHIEF COMPLAINT:
Combative.

HISTORY OF PRESENT ILLNESS:

The patient was inilially admitted to Alexian Brothers Behavioral Health Hospital for severe
depression, agitation, and risk to harm self and others. Not able to function al the nursing home,
but because of chest pain, he was referred to St. Alexius Medical Center emergency room,

admitted, and then medically cleared.

PAST PSYCHIATRIC HISTORY:

History of depression and diagnosis of dementia with severe anxiety and behavioral disturbance.
The patient had history of psychiatric hospitaiization for transcranial magnetic stimulation.

PAST MEDICAL HISTORY:

History of L4 fracture, hypothyreidism, congestive heart failure, recent chest pain, history of
diabetes with labile blood pressures, sleep apnea, hypertension, chronic kidney disease, diabetic
neuropathy, back pain with recent kyphoplasty, reporied history of arrhylhmia. Non-ambulatory for

quite some time. Morbid abesity.

The patient's CT scan of the head showed no evidence of acute findings indicative of any
hydrocephalus or intracranial hemorrhage. There is consults done at the hospital indicated the
patient had exacerbation of the cardiac problems, congestive heart failure, and then became
Report # 1118-0244 PSYCHIATRIC EVALUATION Page: 1
Additionat copy Cept: MR
CC:



AB Behayjoral Heaith Hospital

increasingly confused, EKG was negalive. He had no evidence of pulmonary embolism.
Questionable right-sided pneumonia, which he was treated. CT scan of the head due {o some

increased confusion that shows moderate diffuse atrophy, but nothing acute.
The patient is allergic to Amlodipine. There is no alcohol or drug history.

He was afebrile. Temperature of 97.2, pulse rate of 72, blood pressure of 133/92, respiratory rate
of 20, and oxygen saturation of 98%. He had scabs and abrasions over his legs, bul no edema.
Patient was recently treated for pneumonia and increased confusion, which seems to be
assessed as delirium then but that has medically cleared. The patient is not complaining of any
chest paing. No respiratory distress. No abdominal pain. No physical complaints.

Review of Systems & Active Medical Problems:

Constitutional: Eyes: Ears/ Nose/ Mouth/ Throat: Cardiovascular: Respiratory:
Gastrointestinal: Genitouripary: Musculoskeletal: Integumentary: Neurological:

Endocrine: Hematologic/ Lymphatic: Aliergies!/ immune:

SOCIAL HISTORY:

Patient worked as a software engineer, and has recently been placed at nursing home, at
Bridgeway facility. The recent return to Alexian Brothers Behavioral Health Hospital from St.

Alexius Medical Center didn't show any evidence of delirium.

FAMILY HISTORY:

History of depression and anxiety with his siblings, and currently with situation.

MENTAL STATUS EXAM:
A. Appearance: Patient is a 68 year old Caucasian male wearing hospital gown, disheveled.

Poor hygiene. Fair eye contact.

B. Behavior/Motor: Motor Mostly bound to the geriatric chair. Behavior aggression.

C. Orientation: Crientation to person and place, not fully the situation. Nat time.

D. Speech: Not aphasic. Patient is able to respond coherently.

E. Mood/Affect: Affect anxious, angry. Mood labile, agitated.

F. Thought Process: Circumstantial, but no loosening of association.

G. Thought Content: Did not appear to hallucinate, Denies any delusions.

H. Suicidal/Assaultive/Violent Thought: Denies any suicidal or homicida! ideation, although he
has been aggressive and violent. combative towards staff.

l. Insight/Judgment: Impaired.
J. Attention/Concentration: mpaired. Very distractible. Not able to do Serials of 7s.

K. lnmediate Memory: Able to repeat three words, but cannot recall after 3 or 5 minutes.

1. Recent Memory: Not able to give coherent account of why he ended up at the medical

surgical hospital, and then coming back toc behavioral heaith hospital.

2. Long Term Memory: Fair, but not full details of his past.

Report # 1118-0244 PSYCHIATRIC EVALUATION Page 2
Dept: MR
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AB Behavioral Health Hospital

L. inteliectual Capacity: Impaired. Periods of increased confusion and cognitive decline.

ASSETS/STRENGTHS:

Access to care. Presence of Power of Attorney.
WEAKNESSES/LIABILITIES:

Impaired coping skills. Cognitive decline.

PROVISIONAL DIAGNOSIS:

AXIS | Major Depression, Recurrent, Severe, No Psychosis

Vascular Dementia with Psychosis and Behavioral Disturbance
AXIS It Deferred
AXIS i No Delirium

Recent Treatment of Pneumonia
AXIS IV Relapse severe
AXISV 10

SYMPTOMS REQUIRING THIS LEVEL OF CARE:

His aggressive behavior, increased periods of confusion, not able to function in a less restrictive
environment, and not able to care for seif. Patient is a risk io harm others.

INITIAL TREATMENT PLAN:

Admit the patient to Alexian Brothers Behavioral Heaith Hospital. Dr. Mohsin for medical
management. Patient will continue to take the prn Zyprexa and the Lamictal 300 mg twice daily,
which | will find the lowest possible dose. There has aiso been, in the past, trial of the Nardil.
which we have successfuily discontinued. Then, will look into the use of the Nuedexta for the
emotional lability secondary to the underlying neurologic condition of the vascular dementia. Will
adjust the dose of the Zyprexa. Instead of doing the prn dose, we'll look into a low-scheduled
dose of the medication as we gradually decrease the Lamictal. Case management for discharge
planning. Participation in all appropriate psychosocial and psychotherapeutic program.

OBJECTIVES FOR DISCHARGE AND AFTERCARE PLAN:

Significant alleviation or resolution of the psychosis, behavioral disturbance, agitation,
aggression. Patient will not be a risk to harm self and others. Calm, cooperative, and allow

freatment in a less restrictive environment.

ARlercare is discharge to Bridgeway or find alternative placement that will provide him supervision,
monitoring of his healthcare needs in a therapeutic environment. Continue medical and
psychiatric services, and ali support psychosocial and psychotherapeutic program.

Report # 11180244 PSYCHIATRIC EVALUATION Page 3
Additioral copy Dept: MR
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Dictated By: RENATO DE LOS SANTOS MD 11/27/15 1528
<Fleclronically signed by RENATO DE LOS SANTOS MD> 11/27/15 1528

DD 11418151713 DT 11/18/15 2005
DELRE1/HBH 1118-0244
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AB Behavioral Health Hospital
1650 MOON LAKE BLYD
HOFFMAN ESTATES IL 60169

ATT PHY, AQEEL A KHAN, MD
ADMIT/SERVICE DATE: 1117/15

Initialization Date: 11/18/15 2151

Signed

HISTORY AND PHYSICAL EXAMINATION UPDATE

Date of Admission: 1147115

HISTORY OF PRESENT ILLNESS:

Chief complaint: Maood and behavioral issues. This an H&P Update. Patient was originally
admitted here 11/1 and transferred to the St. Alexius Medical Center for chest pain. His cardiac
workup there was negative for any inducible ischemia; however, he was noted to have right sided
pneumonia and has been treated for that. Besides that, his other multiple other medical issues
remained stable. His back pain particularly has been very stable and he's practically off of the
narcotics. The main problem while he was there continued to be mood and behavioral issues,
unpredictable anger. Psych services were monitoring and after he was medically stabilized, he's

being transferred back here,

PAST MEDICAL HISTORY:

See my H&P 11/2/15 and also my H&P from 5L Alexius Hospital.
PAST SURGICAL HISTORY:

See my H&P 11/2/15.

MEDICATIONS:

See reconcile.

SOCIAL HISTORY:

As per my H&P 11/2/15.

FAMILY HISTORY:

Repor # 11180267 RISTORY AND PHYSICAL UPDATE Page. 1
Dept: MR

Additional copy
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AB Belavioral

Name
Unit/MR#;

ALLERGIES:
Amlodipine.

REVIEW OF SYSTEMS:

HEENT: No headache, dizziness, blurring of vision. Cardiac: He denies any further chest pains.
He does gel winded easily. Respiratory: No cough, congestion, discolored secretions. Gl Good
appetite. No vomiting, diarrthea. No blood in the stool. Musculoskeletal: Minimal back
discomfort. Does not appear to be in any distress. He is non-ambulatory. GU: No dysuria,
incentinence. Circulatory: Chronic leg edema and stasis changes. Neurologic: Tingling,
numbness, generalized leg weakness. Non-ambuiatory.

PHYSICAL EXAMINATION: He's resting comfortably. He's quite friendly this afternoon.

Vital signs: Blood Pressure 110/74, 110/72, 128/84, Temperature: 97 .2, 98 8, 87 6, 02 sat 83 to
98 percent, reportedly on 2L, but patient does not wear any oxygen.
HEENT:

Neck:

Heart: 51 and S2 well heard. No murmurs.

Lungs: Bilateral minimal wheeze, No rales,

Abdomen: Obese. Non-tender. Bowel sounds well heard.

Lymph Nodes:

Extremities: Chronic stasis changes.

Skin:

Joints;

NEUROLOGIC SCREEN: As per my H&P 11/2/15, no new changes.

i. CRANIAL NERVES:
Cranial Nerve 1:
Cranial Nerve 2!
Cranial Nerves 3,4 & 6:
Cranial Nerve 5;
Cranial Nerve 7:
Cranial Nerve 8:
Cranial Nerves 8 &10;
Cranial Nerve 11;
Cranial Nerve 12;

ii. MOTOR:

jii. SENSORY:

iv. COORDINATION:

REFLEXES:

LABORATORY DATA:

Report # 1118-0257 HISTORY AND PHYSICAL UPDATE Peage: 2
Additional copy Dept: MR

cC:



AR Behavioral Heallh Hospital

IMPRESSION/TREATMENT PLAN:

1. Mood disorder, with severe hehavioral problems. This has been the case according to the wife
who had mulitiple discussions with me while he was at the other haspital and according to her, he

has been like this over a number of years.
2. History of back surgery, excessive opiate use over a number of years; however, he has been

successfully weaned off of the Dilaudid without any problems.

3. Advanced COPD, sleep apnea, on nebulizers and a CPAP.

4. History of hypertension, stabie readings.

5. Diabetes, no further hypoglycemic episodes. He's been off bydureon, currently only on sliding
scale,

6. History of chronic Kidney disease.

7. History of hypothyroid, on replacement.
8. History of severe chronic ieg edema, peripheral vascular disease with no further workup

requested by patient and the family. They do understand that this is fikely to get worse even

resulting in amputations.

9. History of hypergonadism.
10. History of neuropathy. He's been non-ambulatory for at least some years.

11. Thoracic aneurysm. Palient and wife decline any further interventions. They do understand
that this could result in a life threatening emergency.

PLAN:

1. I have reviewed his medications, progress.
2. We'll continue to arrange his medications as needed. Patient is very happy that he is off the

narcotics to a great extent and also wife is very giad about it as well.
3. 1 will assist with his medical needs. According to the wife, he should be DNR, but | do not

have the appropriate papers.

1118-211

Dictated By: SAFDER MOHSIN MD 11/20/13 1444

<Electronically signed by SAFDER MOHSIN MDD 11/20/15 1444

DD 1118/15 2048 D1 11/18/15 2151
MOHSAIMP 1118-0257
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Transfer Asgsensmpant Date: 11/31%/15 :4:19

Med Rec Num

enaing: AQEEL A KHAN
Reason:F23

Loc:3 East

Beacl:3239-2
Vieit::HOBO0Z2900234
Reg Date:11/17/15

Transfer Assessment S—

11/17/15 13:57

Transfer Assessment

Freq:

Document A8 (Rec:

Transfer Assessment

Transfer Assessment

Date of Rssessment
Transferred From
Mode of Arrival
Source of Information

11/17/15 14:00

Symptomas That RegQuire Psy Adm
Unable to Care for self
Risk of Self-Harm and/or Harm to Others
Query Text:Risk of Self-Harm and/or Harm
to Others Due to Dementia, Psychosis,
Confusion, Poor Insight or Poor Judgment
Provide details regarding any boxes
checked above

List of patient's current medication
Mental Status

Exam

Grooming

Hygiene

Facial Expression

Motor Activity

Attention / Concentration
Alertness

Orientation

Speech Rate

Speech Rhythm

Speech Volume

11/13/18 21:20
Active

Start:
Status:

AS  BHINT1PCOS)

11/17/15

SAMC

Ambulance
Patient
Clinical Record

Yeg
Yes

PER PETITION: 1N AN INTERVIEW
IN HIS ROOM AT ST. ALEXIUS
MEDICAL CENTER, QT CONTINUES
TO BE SEVERLY CONFUSED AND
AGGITATED. HE 18 DELUSIONAL.
KEEPS TALKING WITH NO ONE IN
ROOM. HE NEEDS INPATIENT PSYCH
ADMIT, HE IS UNARBEL TO CARE
FOR HIMSELF,

S5EE ATTACHED MED LIST

Gown
Gown

Stares

Reatless

Poox
Unremarkable
Digoriented to Person
Stressed
Garbled

Soft

Unakle to Assess

Affect

Mcod Unable to Assess

Thought Process Confused
Digresaive
Flight of Ideas
Rambling

Thought Content Delusional

Perceptual Disturbance None

Judgment Poor

Continued on Page 2 |




Bed:3239-2
_ Visit:H08002900234

Insight
Intellectual Functioning Average

Sleep UNKNOWN AT TIME OF ADMISSION
Appetite UNKNOWN AT TIME OF ADMISSION

Mental Status Exam Cont'd
Rapport with Clinician
Motivation for Treatment
Diagnostic Impressions
Provisional Diagnostic Impression

Unapble to Agsess
Unable Lo Assess

F23 - BRIEF PSYCHOTIC DISORDER

AXIS 1

AXIS 1T DEFERRED

AXIS I11I CBESITY, KIDNEY DISEASE, COFD,
GERD, DIABETES MELLITUS,
HYPERTENSION

AXIS TV Frimary Supporl Group
Social Environment

25

AXIS V Curxent

Case Disposition
Case Disposition

Level of Care Recommended Inpatient
Patient Accept/Decline Accepted
Geriatric

Service Type-Primary
KHAN, AQEEL A

hAccepting MD
Admitting MD KHAN, AQEEL A
Inpatient Service Selected by Physician GERO
Inpatient Bed # 3239-2
i e UserKey ﬁf e
| Monogram | Mnemonic | Name Provider TypeJ
| AS ASMITLI94 | Smith, Ashley | Access Staff
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AB Behavioral Health Hospital
1650 MOON LAKE BLVD
HOFFMAN,ESTATES IL 60169

ge:68 ADMIT/SERVICE DATE: 11/17/15
1/25/16 1631

Signed

Date: 11/25/15

The patient is discharged today, temporarily to home for a couple of days before he goes to subacute skilled
rehab. The patient promised today that he will comply with the agreement. He was also praising the staff for
having dealt with his very difficult episodes, tantrums because of his severe frustration, He has no physical
complaints at this time. He is looking forward to being with family. He will continue to comply with the
medication. I completed the medical reconciliation with prescription orders of the Zyprexa 2.5 mg three times
a day, Nuedexia ! capsule twice a day, Lamictal 300 mg twice a day. No evidence of delirium. Denies
suicidal or homicidal ideation. He is calm, pleasant and cooperative.

Final diagnosis: Major depression, recurrent, severe without psychosis; vascular dementia with psychosis and
behavioral disturbance; pseudobulbar affect secondary to underlying neurologic conditions of the vascular

dementia.

1125-079

Dictated By: RENATO DE LOS SANTOS MD 11/27/15 1532
<Electronically signed by RENATO DE LOS SANTOS MD> 11/27/15 1532

DD: 112515 1507 DT: 11/25/15 1631
DELRE1/KNP 11250147

Report # 1125-0147 PROGRESS NOTE Page: 1
Dept: MR

Additional copy
cC:
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AB Behavioral Health Hospital
1650 MOON LAKE BLVD
HOFFMAN, ESTATES IL 60169

UNIT/MR#E
ROOM#: 32398-2 Sex:M
LOC: |

DOB 68 ADMIT/SERVICE DATE: 1117/156
Initialization Date: 11/25/15 1713

Signed

Date: 11/25/15

Subjective: He looks and feels a lot better. Very cooperative. Tolerating medications. He has not asked for
pain medications for a number of days. He's been off Dilaudid for a while and prn OxyContin also is never
used. Blood sugars are stable on sliding scale. His bydureon has been on hold. No respiratory issues either.

On examination, resting comfortably.

Vital signs: Temperature 98.0, blood pressure 148/86, 02 sat 96 percent on room air.

HEENT: Tongue i moist.
Heart; $1, 52 are well heard.
Lungs: Clear bilaterally with minimal wheeze, no rales.

Abdomen: Seft and nontender.
Extremities: Again, chronic changes that appear to be improving.

IMPRESSION/SUMMARY/TREATMENT PLAN:

Diagnosis:

Mood disorder, with behavioral issues, improved.
Chronic opiate use that also seems 10 have resolved.
Diabetes, stable on sliding scale.

Chronic stasis dermatitis, appears to be improving.
History of recent pncumonia that is resolved.
Hypothyroid, on replacement.

Sleep apnea, stable on CPAP.

Plan:

1. 1 have reviewed his medications.

2. Patient is apparently going to go and spend a coupie of days with the family and will move into a nursing

home on Friday.

3. | gave him scripts for a week.

Report #: 1125-0156 PROGRESS NOTE Page: 1
Depi: MR

Additional copy
CcC:




4. He will follow with his regular providers once he gets into the nursing home.
5. Psych recommendations per Dr. De Los Santos.

1125-096

Dictated By: SAFDER MOHSIN MD 11/29/15 2230
<tlectronically signed by SAFDER MOHSIN MD> 11/29/15 2230

DE: 11/25/15 1611 DT: 11/28M51713
MOHSA/MP 1125-0158

Page: 2

Reporl # 1125-0156 PROGRESS NOTE
Dept: MR
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cC:
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AB Behavioral Health Hospital
1650 MOON LAKE BLVD
HOFFMAN ESTATES IL 60169 |

PATIENT
. ACCT# K ;

: ATT PHY: AQEEL A KHAN, MD
DOBS ge.68 ADMITISERVICE DATE: 1117115
tnitialization Date: 11/24/15 1647

' Signed

Date: 11724/15

} had a phone conference with the ex-wife, case manager, paticnt, and myself. Patient is agreeing (o go
home. The ex-wife agreed to spend two days for Thanksgiving with the family and then go 1o subacute
skilled rehab. Patient requires assistance with activitics of daily hiving and they will hire a caregiver and
patient has mood disorder, chronic pain, off opioids, deing well, diabetes, off medication and only on sliding
scale, chronic stasis dermatitis, peripheral vascular disease, history of recent pneumonia with no further
respiratory symptoms, and patient is physically better, mood wise bettet, calmer, less agilated, cooperative,
coherent, not confused, and blood sugar ranged from 103 to 118, and doing very well with the Nuedexta one
capsule q day, which I will be increasing to ene capsule twice a day starting lomorrow and anticipating
discharge temporarily to home and then to subacute skilled rehab, and continuing the Lamictal 300 mg twice
a day and the Zyprexa 2.5 mg three times a day. No evidence of EPS or wardive dyskinesia. We'll finalize the

discharge order tomorrow morning when we have everything in place.

1124-093

Dictated By: RENATO DE LOS SANTOS MD 11/27/15 1531
<Electronically signed by RENATO DE LOS SANTOS MD> 11/27/15 1531

DD: 11724715 1418 DT: 11/24/15 1647
DELRE1/MP 1124-0163

Repori #: 1124-0163 PROGRESS NOTE Page: 1
Additional copy Dept: MR
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AB Behavioral Health Hosq’ital
1650 MOON LAKE BLVD |
HOFFMAN ESTATES il 60162 :

UNITIMR#}

ACCT#S
ATT PHY: AQEEL A KHAN, MD

ex.

Age.68 ADMIT/SERVICH DATE: 11/17/15
e: 11/24/15 1356
Signed

Date: 11/24/15

Subjective: Mood-wise he is better. He still argues, but not as much ag before. Pain-wise he is remarkably
stabilized. He is off Dilaudid. Not using oxycadone either. No reporigd pain. No distress noted by the staff

during care. No further fever or other lung issues. His COPD is stable; Intake is moderate.
Vital signs: Temperature 96.5. Blood pressure 127/75. 02 sat 96% on room air.
Accu-Cheks: 103, 108, 135.

HEENT: Tongue is moist.

Heart: S1, 82 is well heard.

Lungs: Bilateral minimal wheeze. No rales.
Abdomen: Soft and nontender.
Extremities: Chronic stasis changes.

IMPRESSION/SUMMARY/TREATMENT PLAN:

Diagnosis:

Moaod disorder with behavioral issues, improved.

Chronic pain, off opiates and doing well.

Diabetes, off Bydureon and doing well on sliding scale.

Chronic stasis dermatitis, peripheral vascular disease.

History of recent pneumonia with no further respiratory symptons.

Hypothyroid on replacement.

Thoracic ancurysm, no further workup or investigations per patient’s request and family.

Sleep apnea on CPAP,

90 N O Lh b b fo

Plan:

1. I have reviewed his meds, progress.
2. I have encouraged him to participate in activities. .
3. Patient is stable from medical standpoint for discharge to nursing home.

Report #: 1124-0114 PROGRESS NOTE
Additional copy
cC:

Page: 1
Dept: MR
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Dictated By: SAFDER MOHSIN MD 11/28/15 2230
<Electronically signed by SAFDER MOHSIN MD> 11/28/15 2230

DD; 11/24/15 1330 DT: 11/24/15 13565
MOHSAH 1124-0114
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AB Behavioral Health Hospital
1650 MOON LAKE BLVD
HOFFMAN,ESTATES IL 80169 |

ADMIT/SERVICE DATE: 11/17/15

Age:6B
Date: 11/24715 D659

Initiatization

Signed

Date: 11/23/15

The Legacy liaison did evaluate the patient today and the patient was belligerent and they are not going to
accept him at this time, Patient is very labile. Patient is easily agitated and then escalates to be very angry. He
has difficulty with his frustration. He wants to go home. He believes that he can spent Thanksgiving with his
ex-wife and his children but case manager has talked to the ex-wife who is not able fo take care of him and
nobody can take care of him at home. He needs a structured, supervised, therapeutic environment. He has
very labile mood and we just started him on the Nuedexda which we will have to maximize for the affective
instability. We did the testing. Assessment: He does have a diagnosis of dementia. We have been successful
in taking him off the Nardil and he doces not show any vegetative symptoms of depression. He is on Lamictal,
significantly high dose 300 mg twice a day, and we have as a backup thé Zyprexa which has been given to
him that he is able 10 tolerate. | am going to keep the backup Zyprexa 5.mg q.6h p.r.n. and then start him on
scheduled Zyprexa 2.5 mg three times a day and use stat doses of Ativan if necessary, He does fluctuate in
terms of his aleriness and his awareness. He is not aphasic but he is forgetful and he is perseverative in his
request to leave and be with family and then will beg to spend Thanksgiving there, 1 did talk to the case
ranager so that hopefully the ex-wife can keep reminding him that he néeds 1o be transitioned to subacute
rehab, that his expectation to spend time with the family for Thanksgivinig is not going to happen.

His vital signs: Blood pressure 153/87, pulse rate of 59 to 63, afebrile. No respiratory distress. Intake very
erratic. He can eat 75 to 100% and 1hen he can refuse his meals as well when he gets agitated. Today he had
breakfast, no lunch, and will encourage pushing oral fluids. No evidence of delirium at this time. Estimated

length of stay 5 to 7 days.

1123-216

Dictated By: RENATO DE LOS SANTOS MD 11/27/15 1530
<Electronically signed by RENATO DE LOS SANTOS MD> 11/27/15 1530
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AB Behavioral Health Hospital

1650 MOON LAKE BLVD
HOFFMAN ESTATES IL 60169

ATT PHY: AQEEL A KHAN, MO
ADMIT/SERVICE DATE: 11/17/15

Signed

Date; 11/22/15

Subjective: He was scen this morning. His mood is much better. Pain wise he is remarkably stable and has
not complained of any pain. He has been practically off the Dilaudid and also not using the Norco. No major
breathing issues. Intake is moderate. On examination, alert, sitting comfortably,

Vital signs: Temperature 98.5. Blood pressure 150/84. Heart rate is in the 70s. 92 sat 95% on room air.

HEENT: Tongue is moist.

Heart: S1, 82 is well heard.

Lungs: Bilateral minimal wheeze. No rales.
Abdomen: Obese, non-tender.

Extremities: Severe chronic changes. No new lesions.

IMPRESSION/SUMMARY/TREATMENT PLAN:

Diagnosis:

1. Mood disorder with behavioral changes, have remarkably improved.

2. Chronic pain. Used to be on heavy doses of opiates. Currently he is off and still doing well.

3. History of recent back surgery.

4. History of COPD, sleep apnea, advanced, uses oxygen as needed.

5. History of hypertension mostly stable.

6. Diabetes, currently on sliding scale. His long-acting Bydureon has been held secondary to low sugar

reactions.

Plan;

1. I have reviewed his meds, progress, labs.
2. He is siable from medical standpoint to be discharged (o the nursing home.
3. Wife who is the POA wants conservative care and she fully understands that given his multiple comorbidity

his everall prognosis is poor.
Report # $123-0005 PROGRESS NOTE Page: 1
Dept: MR

Additional copy
cc.



AB Behaviorai Health Hospital

Name
Unit/MR #

1122-076

Dictated By: SAFDER MOHSIN MD 11/29/15 2230
<Electronically signed by SAFDER MOHSIN MD> 14/26715 2230

DD 11422115 2247 DT 11/23/15 0436
MOHSA/MT 1123-6005
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AB Behavioral Health Hos;fital
1650 MOON LAKE BLVD
HOFFMAN,ESTATES il 60169 |

ACCTHE
ATT PHY: AQEEL A KHAN, MD
ADMIT/SERVICE DATE: 11/17/16

Signed

PSYCHIATRY Proqress Note

INTERVAL HISTORY: Record reviewed and patient discussed with staff. Staff reports that patient's
behavior is generally appropriate. Occasional irritability. No physical aggression. Patient reports feeling

"alright.” Sleep is good and appetite fluctuates.

No med AEs.
Temp Pulse | Resp {Bp | Pulse Ox
97.6 F 53 18 155773 97
11/21715 16.41 | 11/31/i5 16:41 | 11721715 16:41 | 11/21/15 1641 | 11/21/15 16:41 |

24 Hour Range

Period Temp | Pulse i Resp | BPSys/Dias ] Pulse Ox]
Last 24 Hr | 97.6 F-07.6F | 63-74 | 18-18 | 122-155/69-73 | 97-98 |

180/Weight Detailed - 3 days

] o 11/20/15 | 11/21/15
_ 07:59 N o 07:59
Intake: SR o
Milk 120 360
Juice B e 240 o ... 480 ]
Other: = . . 3 o ,

- Intake, Oral Amount 2480 i20
% Breakfast Eaten L 0% |- e 50%
Breakfast Comment [Pt, refused to eat breakfast.] | : . _
% Lunch Eaten 0% | . L 0%

. _Lunch Comment . | [Pt. refused to eat lunch.] | pt refused
% Dinner Eaten ) 0% |1 o i . R5%

_.Dinner Comment pt refused [Yogurt -

Total, Intake Amount . 240 | ; 120 |

Report #: 1121-0189 Psychiatry Progress Note ' Page: 1

Dept: MR

Additional copy
cC:
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AB Behavioral Heaith Hospital

[ Volding Method Diaper [ Toilet
Urine Celor _ i Yellow ;
# of Times Urinated 2 : 2 |
Number of Bowe] Movements . 1 1!
Stool Color Brown Brown !
Stool Appearance Soft Soft i
Stool Size Large Moderate !
Comment 3 _ |_pt used the toilet to passed bowel |
Active medications
Acetaminophen {Tylenol) 650 mg PO QBHPRN PRN
PRN Reason: PAIN, MILD
Stop: 01/16/16 19:28
Albuterol/Ipratropium {Duoneb 3mi Nebule) 3 ml NEB Q6HPRN PRN
PRN Reason: SHORTNESS OF BREATH/ WHEEZING
Stop: 01/16/16 17:35
Aspirin (Aspirin) 325 mg PO QAM SCH
Stop: 01/17/16 08:59
Last Admin: 11/21/15 08:13 Dose: 325 mg
Bacitracin (Bacitracin Qint) 0 appl! TOP DAILY SCH
Stop: 01/17/16 08:59
tast Admin: 11/21/15 08:14 Dose: 1 appl
Calcium Carbonate {(Tums Chew Tab} 500 mg PO Q4HPRN PRN
PRN Reason: HEARTBURN
Stop: 01/16/16 16:52
Cefuroxime Axetil {Ceftin) 500 mg PO Q12HS9 S5CH
Stop: 11/25/15 09:01
Last Admin; 11/21/15 20:08 Dose: 500 mg
Cholecalciferot (Vitamin D) 2,000 unit PO QAM SCH
Stop: 01/17/16 08:59
Last Admin; 11/21/15 08:16 Dose: 2,000 unit
Dextromethorphan/Quinidine (Nuedexta} 1 each PO QPM SCH
Stop: 01/19/16 17:59
Last Admin: 11/21/15 17:20 Dose: 1 each
Doxycycline Hyclate (Vibramycin) 100 mg PO Q12HS SCH
Stop: 11/25/15 09:01
Last Admin: 11/21/15 20:08 Dose: 100 mg
Enoxaparin Sodium (Lovenox} 40 mg SUB-Q QHS SCH
Stop: 01/17/16 08:59
Last Admin: 11/23/15 20:08 Dose:; 40 mg
Folic Acid (Folic Acid) 1 mg PO QAM SCH
Stop: 01/17/16 08:5%
Last Admin: 11/21/15 08:15 Dose: 1 mg
Glucagon (Glucagon) 1 mg IM PRN PRN
PRN Reasocn: HYPOGLYCEMIA
Stop: 01/16/16 17:43
Glucose (Glutose-15 Tube) © gm PO PRN PRN
PRN Reason: HYPOGLYCEMIA
Stop: 01/16/16 17:40
Report # 1121-0189 Psychiatry Progress Note Page: 2
Dept: MR

Additional copy
CC:




AB Behavi
Name: g
Unit/MR# At

Glycerin (Glycerin Supp) 1 supp RECT QDAYPRN PRN

PRN Reason: CONSTIPATION

Stop: 01/16/16 16:52
Insulin Aspart {(Novolog Siiding Scale) 0 unit SUB-Q AC SCH

Stop: 01/17/16 07:29

Last Admin: 11/21/15 17:20 Dose: Not Given
Lactulose (Chronulac) 20 gm PO TID SCH

Stop: 01/16/16 17:59

Last Admin: 11/21/15 17:24 Dose; 20 gm
Lamotrigine (Lamictaf) 300 mg PO BID SCH

Stop: 01/16/16 17:59

Last Admin: 11/21/15 17:20 Dose: 300 mg
Levothyroxine Sodium {Synthrold) 100 mcg PO DAILY@0600 SCH

Stop: 01/17/16 05:59

Last Admin: 11/21/15 05:56 Dose: 100 mcg
Loratadine (Claritin) 10 mg PO QAM SCH

Stop: 01/17/16 08:5%

tast Admin: 11/21/15 08:15 Dose: 10 mg
Qlanzapine (Zyprexa) 5 mg IM Q6HPRN PRN

PRN Reason: AGITATION

Stop: 01/16/16 17:50

Last Admin: 11/18/15 19:15 Dose: S mg
Cxycodone HCI {Oxycontin Xi) 10 mg PO Q12ZHPRN PRN

PRN Reason: PAIN, MODERATE

Stop: 12/17/15 17:50

Last Admin: 11/21/15 01:48 Dose: 10 mg
Pantoprazole Sodium (Protenix) 40 mg PO QDAY@0630 SCH

Stop: 01/17/16 06:29

Last Admin: 11/21/15 035:56 Dose: 40 mg
Polyethylene Glycol (Miralax} 17 gm PO QAM SCH

Stop: 01/17/16 08:59

Last Admin; 11/21/15 08:16 Dose: 17 gm
Potassium Chloride {K-Dur) 40 meq PO BID SCH

Stop: 01/16/16 17:59

Last Admin: 11/21/15 17:20 Dose: 40 meq
Pregabalin (Lyrica) 25 mg PO BID SCH

Stop: 12/17/15 17:59

Last Admin: 11/21/15 17:20 Dose: 25 mg
Saccharomyces Boulardii (Florastor) 250 mg PO BID SCH

Stop: 01/16/16 17:59

Last Admin: 11/21/15 17:20 Dose: 250 mg
Fluticasone/Salmetercl (Advair 250mcg/50meg Diskus) @ inh IH Q12H9 SCH

Stop: 01/16/16 20:59

Last Admin: 11/21/15 20:09 Dose: 1 inh
Simethicone (Myiicon) 80 mg PO Q4H PRN

PRN Reason: Gas pains

Stop: 01/16/16 16:52
Torsemide (Demadex} 40 mg PO BID SCH

Stop: 01/16/16 17:59

tast Admin: 11/21/15 17:20 Dose: 40 mg

Report #. 1121-0189 Psychiatry Progress Note Page: 3
Additional copy Dept: MR
cC



MENTAL STATUS EXAM: The paticnt appeared stated age. Patien{ was calm and cooperative with
exam. Fair eye contact. Speech was non-spontaneous and sofi. Patient described mood as being alright.
Affect was constricted. No thoughts of wanting to harm sell/others. Patient was not hallucinating. No overt
delusions. Thought process was confused. Patient was alert and oriented x 3. Menory, aitention and

concentration, insight, and judgment is fair.

DIAGNOSIS
(1) Minor/Major Neurocognitive disorder, due to multiple etiologies, with behavioral disturbance

{2) Depression

PLAN
Continue and adjust psychotropic medications as folerated and indicated. Monitor for safety and compliance.

Medical management per internist.

ELOS: 5-7 days.

Electronically Entered By: ZAFEER H BERKI MD 11/22/15 1916
<Electronically signed by ZAFEER H BERK! MD> 11/22/15 1216

BERZA/ 1121-0188

Report #: 1121-0189 Psychiatry Progress Note Page: 4
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AB Behavioral Health Hospital
1650 MOON LAKE BLVD
HOFFMAN,ESTATES IL 60169 :

39-2 Sex:M

ATT PHY: AQEEL A KHAN, MD
Inge.68 ADMIT/SERVICE DATE: 11/17/15

te: 11/20/15 1641

Signed

Date: 11/20/15

Blood sngar 147. Patient did not present with any acute pain. No physical complaints. Patient had an outburst
of ¢crying, saying that he wants 1o go home, Patient has been maintained on the Lamictal 300 mg twice a day,
and then the backup Zyprexa. Patient is diagnosed with history of major depression, according to the wife, He
was never diagnosed to have any bipolar disorder. Patient was talking about his son, who has Asperger’s,
who has studied successfully to get two masters, and then has had this outburst of crying. Patient is more
alert, more aware, Less lethargic and perseverating on wanting to go home and be with the family for the
weekend. | talked to the case manager, who reported the wile does not want him home; that he needs to be
transitioned to subacute skilled rehab, which is what we are going to do at this time. He does have a
comorbid diagnosis of Vascular Dementia. Patient has been off the Nardil. We’ll determine the prescription
of the Zyprexa on a scheduled basis for mood stabilization or Jability of mood, if we have to prescribe that
medication, Try the patient on the Nuedexta for the emotional lability decondary to the underlying neurologic
condition, which is the vascular dementia. Anticipating discharge next week,

1120-155

Dictated By: RENATO OE LOS SANTOS MD 11/27/15 1530
<Electronically signed by RENATO DE LOS SANTGS MD> 11/27/15 1530

DD: 11720/15 1545 DT 11/20/15 1633
DELREY/HBH 1120-0221

Page: 1
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AB Behavioral Health Hosplital
1650 MOON LAKE BLVD
HOFFMAN,ESTATES IL 60169

ROOM# 3439-2 Sex:M

ADMIT/SERVICE DATE 11117115

Initialization Date: 11!19/15 1903
Sipned

Date: 11/19/15

The patient was given a stai dose of medication later yesterday because he started to become agitated and
restless. He became very irrational, loud, hostile. The patient did not present with any delirium post medical
examipation. The patient has advanced COPD and chronic kidney disease, severe chronic leg edemna,

hypergonadism, neuropathy, thoracic aneurysm.

Vital signs: Blood pressure within normal limits, afebrile. No respiratory distress. The patient has very poor
appetite today and r¢fused breakfast and lunch. The blood sugar was 162. The patient is on backup
olanzapine 5 mg p.o. IM every 6 hours p.r.n. and Lamictal 300 mg twice a day. | did not see any evidence of
vegetative symptoms of depression post discontinuation of the nardil. The patient’s Lamictal will be
maintained and 1 will evaluate the appropriateness of translating the p.r.n. Zyprexa as an antimanic medication
because he appears loud and hyperverbal, then has racing thoughts and then becorne very illogical and
agitated. I will also monitor with Dr. Mohsin the medical status. We havie not given any stat doses of the
Zyprexa at this timg, One other option that we may have as a mood stahilizer given that he has had more
depressive episodes in the past would be Abilify as well. The estimated length of stay is five to seven days.

There is no evidence of delirium at this time.
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Dictated By: RENATO DE LOS SANTOS MD 11/27/16 1528
<Electronically signed by RENATO DE LOS SANTOS MD> 11/27/15 1529
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ALEXIAN BROTHERS BEHAVIORAL HEALTH HOSPITAL et
INPATIENT INTEGRATED PROBLEM SUMMARY AND MASTER TREATMENT PLAN OF CARE -
e Note: Upon Discharge, all problems/interventions are considered cicsed.
Problems identified from Assessment Review e 1 _Date
(include Patient/Caretaker's words/ideas about problem areas) 2 » & a - .
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ALEAIAN DRU I HEKRS BEHAVIORAL HEALTH HOSPITAL .
INPATIENT INTEGRATED PROBLEM SUMMARY AND MASTER TREATMENT PLAN OF CARE
« Note: Upon Discharge, all probiemsfinterventions are considered closed,

% Problems Identified from Assessment Review T ? C e |
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ALEXIAN BROTHERS BEHAVIORAL HEALTH HOSPITAL
INPATIENT INTEGRATED PROBLEM SUMMARY AND MASTER TREATMENT PLAN OF CARE

Note: Upon Discharge, ali problems/interventions are considered closed.

Problems ldentified from Assessment Review

{(include PatienyCaretaker's words/ideas about probiem areas)
ACTION CODE REASON CODE

A. Active - Use in cument Treaiment Plan 1. Prorty treatren focus - address now

B. Momitor ~ Initiate plag if condition changes 2. Conditiem enrrently stshle

€. Refer - Include recommendations in Continued Care Plan 3. Patient unready to pursue or declines services
2. Defet - Problem is stable or non-prionty 4. Other probiems currently more pressing

Date Initiated
Action Code

Reason Code

| _Date |

Continued
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Achieved
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MmLCAIMN BIU I FIERS BEHAVIORAL HEALTH HOSPITAL

INPATIENT INTEGRATED PROBLEM SUMMARY AND MASTER TREATMENT PLAN OF CARE

L]

EVIDENCE TO SUBSTANTIATE DIAGNGSIS:

Note: Upon Discharge, all problems/interventions are considered closed.

To substantiate the treatment focus, the following data sources were consulted: Psychiatric Evaluation, History and Physical Exam, Nursing Assessment,
Psychosocial Assessment, Laboratory findings {if applicable), and reports from sending facility/agency,

Psychiatric Diagnoses: MDD TEwhing Aot & P, if:t«swfdv Demiéantia
Primary
Treatment ! .
Focus %Medical Diagnoses: LA/ y ([ hewrngng , CHI
TREATMENT TEAM MEMBERS: .

&

|
%
1\

The following represents specific staff respansible for ensuring compliance with the patient's individualized Plan of Care. Disciplines listed on specific Treatment
Plan interventions refer to the assigned team member listed. NOTE: disciplines marked with an * are oniy identified if actively involved in the plan of care.

f Discipline I ~ Printed Name | Sighatyré -~ initjals | Date | Time g
Psychiatrist 1 W{?/ L& J 2! A }’ / ,/W’ ~ l "%?é/ ]/ e j
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ALEXIAN BROTHERS BEHAVIORAL HEALTH HOSPITAL
INPATIENT INTEGRATED PROBLEM SUMMARY AND MASTER TREATMENT PLAN OF CARE

e Note: Upon Discharge, all problems/interventions are considered closed.

Disciptine ji

Printed Name

Signature

| initiais

Date

Time
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Guest

]

Guest

Guest

A —

1

Guast

L

Guest

Guest

Guest

N

Guest

Guagt

Guest

Guest

Guest

Guest

Guest

Guest

| Guest

f have pariicipated in and reviewad this treatment péan of care. It has been explained to me in a language thaf | understand.
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a ent Signature
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Parent / Guardian Signature

Date/Time
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Date Information Needed:
ASAP

Date of Bitth:

1 hereby anthorize Mplexian Brothers Behavigral Health Hospital to release the pr{nec'ted health information indicated below on the
above named indivigiual to: {Tacility name) :

Bensénw’i!e Police Depariment Aﬂentién Detective Michael Larson
Provider Name/Organization/Individual

345 E Green Strelet

Full address of Pm\{ider/()rganizaxionﬂndividual
1 Fax# | (890 ) 3550865
City: Bensenville * State: illinois Zip Code:_60108 Telephope #: (- ) 355-3455
For the following p_zkrposc: _ Physician or Health Care Facility X Legal Purposes Pam+ Use X At the request of the individual
Other

For treatment date(sp or service November 1 through November 26, 2015

Expiration Date or Expiration Event: March 31, 201§ : :
{If no prior notice of pevocation is reeeived, or expiration eventiexpiration date indicated, this authorizatipn wHI expire 90 days from the date signed below.)

INFORMATION TO BE DISCLOSED: All categories betow plus doctor's notes
@ Abstract Chart)(includes Face Sheet, Discharge Summary, History & Physicsl, Consultahon R

eporis, Operative Reports, diagriostic tests)

) 0  Entire medicaljrecord .
; f  History and Plfysical Con sultation 0 Operative Report [ Digcharge Summary
‘ Qutpatient Services: )

0 Emtrgency Robm 0 Pathology Repon(s) @ Laboratory Results 0 Radiology Results 0 Rehabilitation Services

F records withoult limitation including doctor's notes through February i, 2016

] lmderspand that: -
Thie informatipn in my heailth record may include information relating to sexusjly transiitted disease, acquired immunodeficiency
ation about behavieral or mental health

sylpdrome (AIDS), or humsan immunodeficieacy virus (HIV). It may also include inform
services, and treztment for alcohol or drug abuse.

v 1 hslwe the righg of access to inspect and oblain a copy of my protected health information.

+  I'have aright tp revoke this authorization at any time. If T revoke this authorization, 1 raust do

Menagement Beparttnent.

ko in writing fo the Health Information

2. . 4+ Relocation will not apply lo infommation that has already been released in response to this authorization.
~.r 4+ Onge the above information is disclosed, there is the potential that it may be re-disclosed by the recipient, end therefore may not be protected by

BN the, federal priviacy law regulations.
. Faﬂure to provjde all required informeation will not conslltule a proper autherization to disclose protected heaith information and that, therefore,

:equest may not be honored :

. . rizing th use or disclosure of the information identified above is voluntary. T need not ¢ign this form to ensure health care treatment,
for benefi
02/01/2015
nl oF (Date) {Witress:Signature) {Date)

)

i (if signed by 2 legaljrepresentative, indicate the relationship to patient or authority to act for patien
Fees/ch iarges will camply with all laws and regulations applicable (o release protected health inforgation.

MR

!
FOR FACILITY USE]  Date received: Date completed:
When appt‘u:abi:, the iflentity of the Legal Representative was verified by the Following documentation and estgblished that in his/her vapacity, the above named legal
_. Cow appointed tepal guasdian

rized to act on behaif of the patient: _ DriversLicense Picture D _ Legal goagdian

re;vresemmve is putho
Powerjof Atlomey | . Executor of Estate  _ Other:
1 PersonDepanment copmpleting the request:
Authqnzatmn to Disclose Protected Health Information

3301

Alexian Brothers Medical Center
800 Bieste-field Road

Elk Grove Village, IL 600073397
T Wedial Cen bt 847-437-5500




