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Mr. Maximilian Winters 
1410 Belleau Woods Court 
Wheaton, Illinois 60189 

Dear Mr. Winters: 

Re: August 28. 2016 FOIA Request 

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 fin ancial 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." SILCS 140/2(c-5). Consequently, certain unique identifiers have 
been redacted from the records being provided. 

Section 7(l)(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 JLCS 140/9, 1 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 lllinois Attorney General's Office, Public 
Access Bureau, 500 South Second Street, Springfield, lllinois 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. 

Fre om of Information Officer 
Vil ge of Bensenville 



Bensenville Crime Report 
Bensenville 

Case No. BV15011580 
Report No. BV15011580.1 

Report Date: 12/1512!>15 

345 E Green ST 
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suojeci. Criminal Abuse of long term care resident 

Case Report Status V • Verified Dale Entered 1211512015 2:23:00 PM 
Entered By 523 - Larson, Michael 

Date Verified 817/2016 8:56:35 PM 
Veril1ed By 559 • Laporte, Richard 

Date Approved 

Reporting Olf1cer 

523 - Larson, Michael 
Oco..irredOn 10/31/201511:00:00 PM 

(and Between) 

locat,on Approved By Assisted By 

JurisdiC1•on BV - Bensenville PD Connecting Cases 
Gnd 

Sedor 
Map 

Census/Geo 

Displ)Sition Inactive 
Clearance Reason 

Date ol Clearance 

Call Source Telephone - UOT 
Repo111ng Agency Bensenville 

D1vis1on Bensenville 
Notified 

Vehide At11vity 

Vehide Traveling 

Cross S1ree1 

Means 

O!her Means 

Mc1ive 
Other Motives 

Aepon Narrative On 1215151, Det. Michael Larson, met with the complainant, In the conference room of the PD. l!mll 

NetRMS_CRrtf 112f 

stated that he had fallen and broken bones In his back and that on Oct 1, 2015 he was admitted to the Bridgeway Christian 
Village located at St, Bensenville, IL for rehabilitation. 

l!mll stated that during his stay that staff 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 transported to Alexlan 
Brothers Behavioral Health In Hoffman Estates for Pychiatric Treatment was also admitted to Alexlan Brothers 
Hospital for chest pain while in the care of Behavorial Heatth. 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. 

I obtained forms for the release of l!mll medical records from all of the facilities and - completed the forms for the 
release of his medical records. 

I then met with the Director of the Brideeway Christian Village, Sitt Pfieffer. Pfieffer supplied me with all of --~~I 
records. Pfieffer went on to say that had caused alot of problems while he was the faciltlty. He stated that-had 
numerous episodes of becoming angry and throwing objects and being verbally abuie to stall. P:ieller also stated that the 
llllnois Department of Public Health had come into the facility and investigated Claim. Pfieffer also stated that the 
nurse who was In charge of - was Alejandro Leonardo and his phone number . 

I called Leonardo and when I identified myself the subject on the line hung up the phone. Subsequent phone calls to the 
number went unanswered. 

Records from the Brldgeway Christian Village show that -was admitted on Oct 1, 2015 and discharged Nov 1, 2015 to 
Alexian Brothers Behavorial Health. 

In reviewing the records I noted that there were several documented incidents where - became abusive to the staff; 

1. Oct 2, 2015 0808 hrs. Note by Nurse Jade Clark stating that-punched her in the left shoulder and became very 
combative and abusive while she was trying to reposition him In his chair. 
2. Oct 3, 2015 0735 hrs. -calls Sheriff's Office on.os ital because they would not let him goto 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. - calls 911 several times because he could not have anymore pain 
medication. 
6. Nov 1, 2015 1!m11 transferred to Alexian Brothers after becoming aggressive towards staff. 

I also observed a note by Dr. Ismael LeeChuydated 10/15/15at1617 hrs stating that-has a long history of psychiatric 
problems as he was the oldest of 14 chitdren 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~ with Susan Medina from the Illinois Department of Public Health. Medina stated that she was assigned to 
investigate llml claim that he was mistreated and Injected with unknown drugs after he made a report with her office. 
Medina stated that the case was unfounded and she did not find any evidence to support - allegations. 

On 01/05/161 received- Medical Records from Alexian Brothers Hospital in Elk Grove. 

Records state that-was admitted on Nov 12, 2015 from Behavorial Health due to Chest pains and that-had to 

Prin1ed For,------------
Prin1ed: September 9. 2016 2'40 PM 



Bensenville Crime Report 
Bensenville 

Case No. BV15011580 
Report No. BV15011580.1 

Report Date: 12/15/2015 

345 E Green ST 
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physically restrained while in their care. 1111111 was discharged on Nov 17,2015 and returned to Behavorial Health. 

On 03/17/161received1111111 Medical Records from Alexian Brothers Behavoria/ Health. 

Paae2of3 

Records from Behavorial Health state that Winters was admitted on 11/01/15 from Alexlan Brothers emergency room and 
discharged on 11/25/15. 

Records indicate that llal has a risk of self harm and harm to others due to dementia, psychosis, confusion, poor insight 
and p or judgement. There were incidents noted during his stay where Bill became abusive and aggressive towards staff. 

final diagnosis was bipolar disorder, mania with psychosis and dementia vascular with psychosis and behavoria1 
disturbance. 

Records also indicate that llal was under the care of Dr. Delos Santos while at behavorial health. I attempted several 
times to contact Dr. De Los Santos at his office and left messages with hls staff. Dr. De Los Santos would not return any of my 
phone calls . 

._.-then Informed me that I should speak with Dr. Royal Priest, who was his doctor at the Bridgeway Christian Village. 
ON 6116/16 at 1540 hrs I spoke with Or. Royal Priest. The Doctor informed me that llal has an extensive history of mental 
problems and that he was prescibed extensive doses of narcotics for pain by the physician that performed his SU..!i!!'l:l 
inquired about the incident on Oct 31, 2015 and Or. Royal Priest stated that he was contacted by the staff because- was 
becoming aggressive. Dr. Royal Priest stated that it was determined to have him transferred to Alexlan Brothers. Dr. Royal 
Priest stated that- was not injected with any drugs and that the order to do so would have had to be prescibed by him. 

I then infe>rmed ._.-of the interview of Or. Royal Priest and._.- became upset stating that the doctor was lying. I also 
informed Biii th:ifbr. De Los Santos would not return any of my phone calls. then advised me to contact nurse 
practitioner, Patricia Morgan, at Behavorial Health. I attempted several phone calls to her as well and Morgan would not return 
any of my phone calls. 

With subsequent phone calls to llal about the status of his case_!llml began to become more upset that the 
investigation was taking to long and not progressing. I explained to llal the complications in the investigation starting 
with there was no lab report showing which narcotics were in his system when he was transferred to Alexian Brothers . 
._.-also stated that a toxicology was not perlormed. I also explained that Or. De Los Santos or or. Morgan would not 
return my phone calls. 

I then received a phone call from llal stating that we should hire a forensic pyschologlst to prove that he was not insane. 
I advised him that we would not hire a forensic pyschologist for this investigation. I 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 thatllalwas Injected 
with a drug to cause him to become insane . ._.-became very irate and after yelling for quite a few minutes hung up on me. 

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

I then contacted - to explain that this case will be closed and._.- again became very Irate and agressive towards 
me. The phone call ended with ._.- 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 

OHensc Dcscnption 0565 - CRIMINAL ABUSE OR NEGLECT OF ELDERLY, DISABLED, OR LONG TERM CARE RESIDENT 
!BR Code Loca11on 233 - HOSPITAL 

JSR Group Offense Completed? No No Prem. Entered 

Cnme Aga:nst Oilense Sta1us 00 • Unfounded Entry Me1hod 

Using Ha1e/B 1as 88 - None (No Sias) Type Securi1y 

Cr,m1r.a! AC1iv1ty 

Weapons/Force 

Suspect S1: Village, Bridgeway Christian 

Su~peC! Number S1 
Name Village, Bridgeway Christian 

AKA 

Alen(s} 

Address 111 E Washington 
csz Bensenville, IL 60106 

NetRMS_CR rt1 v~ 

Domestic Violence No Too:s Used 

DOB 

Age 00 
se~ U • Unknown 

Race U - Unknown 
fthnicity U ~ Unknown 

"' W• 

Eye Color 

P1ace ot B<nh 

SSN 
OLN 

DLN Stale 

OLN Country 

OccupationtGraae 

Employer/School 

Employer Address 

Printed Septernbe• 9, 2016 · 2:40 PM 



Bensenville Crime Report 

Case No. BV15011580 
Report No. BV15011580.1 

Report Date: 12115/2015 

Horne Phone 630 787-4399 
Work Phone 

Email Address 

ScarsJMarlls1Tanoos 

Suspect MO 

OlherMO 

Athre 

Hab·tual Offender 
Siatus 

Suspect Notes 

Victim Code V1 
v1c1im Type I - Individual 

Name 
AKA 

Alerl(S) 

Addrl'ISS 

csz 

Home Phone 

WOTf< Phone 

Email Address 

At11re 

lniury 

Circumstances 

law Eilforefiffieiit 
OH1ce1 Killed or 
Assaulled 
lnformat•On 

Victim 0!1ender Rela1iansbios 

·-:rype· 
Assignmenl 

Activily 
0tt1er·oR·i·· 

Ott ender Re!aUonship 

V1ct1m Notes 

Ne1RMS_CA nt v2t 

Hair Color 

Hair Style 

Hair Length 

Faeia' Hair 
Comple>eion 

Build 

Teeth 

Bensenville 
345 E Green ST 
Bensenville, IL 60106 
630 350-3455 

Employer CSZ 

Res. County dupage 
Res Coun1ry 

Aesideni Staius R - Resident 

3 
Pa e3o!3 

Vict'm 01 0565 ·CRIMINAL ABUSE OR NEGLECT OF ELDERLY, DISABLED, OR 
LONG TERM CARE RESIDENT 

008 Place of Birth 

""' 68 SSN .,, M -Male OLN .... "'"' W·Whlte OLN State 

E1hniei1y N - Not of Hispanic Origin DLN Coumry 

HI. Occupat•on/Grade 

WI Employer/Schoor 

Eye Color Employer Address 

Hair Color Employer CSZ 

Facial Heir Res County du page 
Complexion Res. Country 

Resident Status R - Resident 
Tes11ly 

jUStiiiatire· HOiiiicide!. 
Circums1ances 

Printed: September 9. 2016- 2 40 PM 
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P!ovidcr N11n>c/()tganiloilio.Vlndividunl ~1: 

}-,'-\ c;- ~ . C- f»-<> 1' ~ 
Full Midrus of Providcr/Otpni.zll!ionllndividual 

City:\1ef'.:':seoyi \\,__ Sta<o: ~ \_ Zip Code: \o:J \ (:)\g 
Fad 
Tclcphono #: 

0 

for the following purpose: O Physician or H<Ollh ~ facitity )( Lee•I Purp=• o Pmonol Use o At lhc n:qu...i oflh• indMdml 

Olhc:r ao < S>··xv.., ~ r '"""'"'' -.::·-_'"'"' *'.;. 1.-.x•2"' '-..J ~J 
Fortrcalmontdalc(s)or,....icc \\IQ> I \ ..,+ -\,q NS'>\J N."- 1 Z.'J•S 

<;).. ~·" flcpinttioo D•t< or Expiralion J>vcnr. • 
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INPORMATION TO BE DISCLOSED: 
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llnlirc meclical rcconl 
0 Hisloiy Md Pbysicol 0 Consultation 0 Opemtivc Ropon 0 Discharge Suinmaiy 
Oalpltionl Senica: 
0 Emc111m<r Rcom 0 Pathology Rcpon(s) 0 Laboratol)' Rcsvlb 0 Radiology Result.< 0 Rehal>iliWion Soni= 

0 Olhcr: 

I uod<1$1111d lhll: 
• The laformatlon in my hcallll r<eotd m17 ln<1ode lnlftrmatioa rdatlnr to 1uoall7 traumlned diswe, •t<1•irod lmm•nodellcleaey 

syatlromo (AIDS), or ••ma• immunoddiclHC)' vino (RIV). II a1a11bo lndado lalorm1tion •l>ovt be•avlortl or mcalal kaltll 
servic:m. 1nd treatment far •leot.ol or drur; abase. 

• I hove the rigb.1 or....,. to inspect and obfa;n * copy of my p-t:ted hoahh infonn•lion. 
• 1 have a rieht to revoke this nulhoril.ztion al any time, If J revoke thi:1 avthoriation, I m\l!.t do so in wrhlnf:: to the Hc:ahh lnfn'1'h8Zion 

Manag""Cllt Dc:pllUD<zt 
• Rcvoca~on will ROI ~Y to inlOmwion th1t bas already boai rdcased in respoJISC to rhis aull>oril.11100. 
• Once !he •!Jove infonnation i• diRloscd, lhcre is the poten1ial tl>tll it may be rc-disclo•ed by lhc rccir>"'8L and dtcidorc ITlll)' not be protected by 

!he fcdcllll privtlC)' law roglllalions. 
• Fai1UR1 to providG all :required information w.ilJ not ,on~il\lto a proper n.utboriz;arion to disclose: protm:ed heaJtb ·inf'ormation and dult. therefor;. 

my RqUml "'1¥ not be bonon:d. 
Authorizing die ux or cliKIO$U~ of the infonn11io11 idaicifJOd •bove is ¥olunW')'. f need not sign thi9 fonn to msurc bi:alr.h ~: trcanncnt, 

rts. -- l'?f;-,/J /0/ (-~ 11/~ 
1 rcofpatiemorlcgalrcp ) ~,,L (WTrn;;;;s]pa1u,.) 

(If signed by • I cpl n:prcsenmlivc, indical< lhc rcl.Dtionshlp IO p.Wcnt or aulhoriry io act lot pati<Gt -,---------------' 
Peosleh11Ecs will comply with all faws 1111d n:sulations applicablo to releose prolc:etcd health infonnallon. 

f'ORFACIUIYllSF, Date....Wcd: Dat.comp/m4: MRI' 
When lfl>lic:oblc. di<: ;dentlty orlhc l.epl Rep-·· .... yorificd by di<: foll ..... , d- tmd <Ol&blish<4 lhll""""'lo'"""hlrlh,...,...or-..,-.-ohy,,... tbe,,..-,ohov• -•d "8'1 
ro)Rl)CDldi~e iii sulhorlzod «o ace on ~rorehe pAtii:nr: o Driw:r's Uccn:s; c Piaim: 10 c Legal CUlf'diM c court appoimc:d 1c1at aulldiln 

O ~..-ofAllOmC)' a Ex...,,.rofEs!>le O Olhor. ----------------
Pcrmv'DcpWBcnt crorulocina: die re~ 

Autborizalion to Disclose Prott:cted Health Information 

6000/GOOOIP! l'i!H :ll!l!Y 

Alexion BIOdlcn Mc</lclJ O:lll<T 
800 Blatcrficld Rood 
Slk Grove Vlllf6c. n. 60001-3391 
8'17·07·5500 
Fom. 1768001 (l/03) "'8< l of I 

8tTS9S6lt8 XVA nvsz:ot STOZ/OC/6T 
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BENSENVILLE POLICE DEPT 
MICHAEL LARSON 5pgs 
345 E GREEN ST 
BENSENVILLE, IL 60106-2511 

I 11111•I•111' •I•• 1 •11111111•1•I1I•1111 'I I''' 'I•''· I• 111•111•I1 11 • 

AITENTION 
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 1s reproduced by HealthPort, a health information management outsourcing service. Your healthcare provider conlracts 
with HealthPort to process authorized requests for copies of health records. 

Reproductions are made from tt1e medical facility's original records_ The confidentiality of lhese records is protected by federal and state 
laws and regulations, including the Health Insurance Portability and Accountability Act (HIPAA). 

If you requested items that are not maintained in the n1edica! record, your request for those items was forwarded lo the appropriate 
department and will be sent under separate cover. Likewise, information that you asked to have delivered to another address is sent 
separately. 

This package may or may not contain medical records, depending on \.\'hat was requested and how ii was processed. 

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

This information may or may not contain records regarding drug and/or alcohol use_Q[ treatment. Jf this record contains any such information. 
it has been disclosed to you from records whose confidentiality is protected by federal regulation 42 CFR Part 2, which prohibits you from 
making any further disclosure of it without the specific written consent of the person lo whom it pertains, or as otherwise permitted by such 
regulations. A general authorization for the release of health or other informalion is not sufficient for this purpose. Federal rules restrict any 
use of this information to criminally invesligate or prosecute any alcohol or drug abuse patient. 

II the enclosed record pertains to H!V/AJOS, it has been disclosed to you from records wtwse confidentiality is prolected by lederal and, 
perhaps, state law, which prohibits you from making any further disclosure ol such information without the specific consent of the person to 
whom such information pertains or as otherwise permitted by state law. A general authorization for this release of health or olher information 
is not sufficient tor this purpose. 

This is confidential and privileged inforrriation. If it contains me.n19.Lhe.al1h inforrTlifilQJJ, it is for professional use only. 



Health Port 
P 0. Box 409822 
Atlanta, GA 30384-9822 
Fed Tax ID 58 · 2659941 
(770) 754 . 6000 

Ship to: 
MICHAEL LARSON 
BENSENVILLE POLICE DEPT 
345 E GREEN ST 
BENSENVILLE, IL 60106-2511 

Records frorn: __ ] 
ALEXIAN BR0:3 FIEHAVIORAL HEALTH 
1650 IAOON U1:<E Bl.VD 
HOFFMAN ESTATES, IL 130169 

Date 

2/12/2016 

Request ID# 

0186285991 

Requested By: BENSENVILLE POLICE DEPT 

Patient Name: 
DOB: 042047 

HealthPor1 is the largest provider of release of information(ROI) services and technology. 
We ensure the compliant exchange of protected health information for over 10,000 
healthcare facilities nationwide. To learn more about our flexible ROI solutions, go to 
www.heallhport.com/facilityassist 
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0 
EMERGENCY DEPARTMENT SORT 

Date: llme cf arrival: b1JO Name: ...... 
ESI: 01 02 oa 04 05 Date of birth: 

Mode of arrival: D Walk-In 0 Wheelchair D Cart D Cenied '/JAmbulanC/i: tlG 

Reason for visit: tP rar/trJ.kn5 -lo (!)Sh!J11fl/tr Physician: 

Pertinent history: []None DUnknown DAslhma OCA IJ cardiac OCOPD OCVA CJ Diabetes 

OHTN D Psych DSeizures D VaUd DNR/Advanoe directive 0 Other. .. 

o NICDA y Allergies:_. dJt1 liJ;f-JJU- __ --· __ --·· ·-· 
11m1mlultt!FHJ 

--l1-fX-=-/l11(J litlt 
Responsiveness: o Ale!I o Vertial o Pain o lJnleapo,,...e 
Oriented to: D PelSOll D Place O lime 0 Situsllon 

Color. D Nortml O Pale o Cyanotic 0 Flushed D Jaundiced 
Temperature: ow.nn CJ Cool OHot 
Moisture: O Dty o Moist o DlephoJetic 

Isolation: 0 No 'ff 
0 Yes_..,.. Type: D Mask 0 Conlact 

O Negafiveairllow O ProlBdi\le 

Sort RN signature: _________ _ 

,__ _______ - - ----
-., - SAMC pneumonic:: (--- - - -1 

RESPIRATORY Effort: 0 Normal D Labored 
D Shallow O Slrldorous Dale: _____ Time: ____ _ 

Patient 

EMERGENCY DEPARTMENT SORT 

1111111111111111 
ED WHITE • C1>0<t 



UNIT/MR#: 
ACCOUNT 
ROOM#; 
SEX: MA 

General Adult HPl 

• Scribe Attestation 
**Yes 

Scribe Attestation: 

Signed 

St Alexius Medical Center 

PATIENT: 
ATTENDING: 
ADMIT DATE: 
oos:fili•lll 
Initialization Date; 11/11/15 0937 

Scribe documentation pmvided by, M""kenzie Cooper , acting as scribe for DEPT PHYSICIAN 
EMERGENCY on 11/11115 at 09:37. 

·General 
Medical screening In progress: Yes (1000) 
HPJ Narrative: 
68 Y/O M with h/o CHF, COPD, and mood disorder presents to ED via EMS from ABBHH for evaluation 
of an episode of CP which radiated to his left shoulder and has since resolved. Pt currently denies CP 
during exam. Pt Is a poor historian due to AMS, so history is limited. Pt is allergle to Amlodipine. 
stated complaint: CP 
Time Seen by Provider: 11/11/15 09:36 
Source• Patient, EMS, Other 
Mode of arrival: EMS 

• Related Data 
Home Medications 

Medication Instructions 
Acetaminoohen 650 mo PO 08HR PRN PRN 
Albuterol Sulfate 2.5 ma IH 06HR PRN PRN 
Asnlrln 325 mg PO DAILY 
Bvdureon Pen 0 SUB·O 070 
calcium Carbonate 500 mo PO o4HR PRN PRN 
Cholecalclferol 2.000 unit PO DAILY 
F1ut1casone1Salmeterol 500 m~ 1H 012HR &. PRN 
Falic Acid ltab PO DAILY 
Glucaoon 1 ma IM PRN.P PRN 
Glvcerin 1 sunn RECT PRN. P PRN 
Hvdromomhone HCI 2 mo PO Q4HWA 

Report# 1111.0081 Physician Documentation 

CC: 

Recorded 
11/11115 
11111/15 
11/11/15 
11/11/15 
11/11/15 
11 11/15 
11 11115 
11 11/15 
11/11/15 
llill/15 
11/11115 

Confirmed 
11/11/15 
11111/15 
11/11115 
11/11/15 
11/11/15 
11/11/15 
11/11115 
11/11/15 
11/11/15 
11111/15 
11/lltlS 

Page; 1 
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St Alexius Medical Center 

Unit/MR#:.l!l!l!.lilllii1i1111Jilllllii1111l\!lillil! 

Insulin Asoart 0 units PRN.P PRN 11111115 11 11/15 
Lactulose 10 om PO TIO 11111115 11 11/15 
Lamotrinine 300 ~n PO BID 11111/15 11 11115 
Levothvroxlne Sodium 100 m•n PO DAILY 11/11/15 11 11/15 
loratadlne 10 ~PO DAILY 11 11115 11 11 15 
Loven ox 40 mo 5UB-o DAILY 11 11/15 11 11 15 
Olanzanine 5 ma PO BID 11 11/15 11 11 15 
Oxvcodone 20 ma PO Q12HR PRN PRN 11 11 15 11/11/15 
Pantoprazole Sodium 40 ma PO DAILY 11 11 15 11/11/15 
Phenelzine Sulfate 15 mt:l PO DAILY 11 11 15 11111115 
Polvethvlene Glvcol 17 am PO DAILY 11/11 15 11/11/15 
Potassium 40 mea PO BID 11 11 15 11/11/15 
Pr.,,.aballn 150- PO BID 11 11 15 11 11115 
Senna 2 tab PO BID 11 11/15 11 11/15 
51..,ethlcone 80 mo PO 04HR PRN PRN 11/11/15 11 11/15 
Torsemlde 40 mo PO BID 11/11/15 11/11/15 

Allergies 

Reaction Status Date Time 

Revjew of Svstems 
All systems ED: reviewed and negative except as stated. 
Constitutional: Denies: fever 
Cardlovaseular: Reports: chest pain 

Past Medical Historv 

Verified 11 11 15 15:07 

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

• Past Medical History 
Attestation: Yes The following information was validated with the patient. 
PMFSH Narrative: 
PSYCH: ( +) mood disorder 
Source: Patient, EMS, Other (ABBHH) 
Medical history; States: CH F, COPD 

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

Report#: 1111-0061 Physician Documentation 

CC: 
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St Alexlus Medical Center 

Name: 

Unit/MR#4\lfllll!l!i!illl!J. A# :tlfl!aE!lil!Bil 

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

Pblff!!cal E9m 
CONSTITUTIONAL: Well-appearing; well-nourished; in no apparent distress. Nontoxic 
appearance; lethargic 
HEAD: Normocephalic; atraumatic 
EYES: PERRL; EOM intact 
ENT: normal nose; no rhinorrhea; normal pharynx with no tonsillar hypertrophy 
NECK: Supple; non-tender; no cervical lymphadenopathy 
CARD: Normal S1, 52; no murmurs, rubs, or gallops 
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 to palpation; distal pulses are normal; no 
edema 
SKIN: Normal for age and race; warm; dry; good turgor; no apparent lesions or exudate 
NEURO: lethargic. CN 2-12 grossly intact, motor/sensory grossly intact. 

Course 

- Consultations 
Consultant #1: MOHSIN,SAFDER 

Procedures 

- Pulse Oximetry lnterpretallon 
** EarJobe 

Pulse oximetry; 96 
Pulse Oxlmetry Interpretation: Normal 

Medical Decision Making 

- Medical Decision Making 
Medical decision making narrative: 
Tue patient has been in the hospital at central dupage for surgery, followed by •dmission at ASBHH. 
He has some findings on CT consistent with pneumonia, possible aspiration. He has been In the 
hospital, so is susceptible for Hospital acquired pneumonia and needs treatment for this, 

- Date Complexity 
Data Complexity: Lab Ordered, X-ray Ordered, EKG Ordered 
Data Complexity #2: Review and summary of old records and/or, obtaining hx from someone other 

Report#: 1111-0061 Physician Documentation Page: 3 
Dept; ER 

CC: 



St Alexius Medical Center 

Name :illilllllilillilillililll'll!llllil!llll 

Unit/MR#: illlll!llBAtliil!llll!lll!llll 

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

- Differential Diagnosis 
acs, pneumonia, pe 

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

- Lab Data 
Result diagrams: 

11/11/15 10:18 

''"''l" ~as 
.. , ........ )-%.t-<12.1 
~·" ·'"' 40.l • 

11/11/15 10: 18 

143 1107 I .. 1~.. (;i:ii~H 
4.2 ao l>7.f'I 

Hematology 

11/11/15 
10:18 

WBC 12.7 H 
RllC 4.57 
Hob 12.1 
Hc:t 40.1 
MCV 87.7 
MCH 26.5 L 
MCHC 30.2 L 
ROW 16.3 H 
Pit Count 235 
MPV 11.2 
Differential Method .AUTOMATED 
Immature Gran o/o D.2 
Neutroohils % 78.9 
Lvmnhocytes % 12.2 
Monocvtes % 6.6 
Eoslnoohils % 1.9 
Basoahils % 0.2 
Immature Gran # o.o 
NeutroDhlls # 10.0 H 
Lvmohocvtes # 1.5 
Monocvtes # 0.8 
Eosinophils # 0.2 
Basonhlls # o.o 

Report#: 1111·0061 Physician Documentation 

CC: 
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St AleXius Medical Center 

Name: l!illlllllllllllllml!lf 
Unit/MR#ili>'lllBll!ll A# :l:llllfillilll!l!'lll 

• Radiology Data 
CT chest without contrast 
IMPRESSION: 

Coagulation 

11/11/15 
10:18 

PT 14.1 
JNR 1.06 
APTT 43.4 H 
D-Dimer 2.38 H 

Chemistry 

11/11/15 
10:18 

Sodium 143 
Potassium 4.2 
Chloride 107 
Carbon Dioxide 30 
Anion G•" 6 
BUN 13 
Creatinine 1.7 H 
Estimated GFR 43 
BUNtCreatJnlne Ratio 8 
Glucose 131 H 
Calcium 8.9 
Magnesium 2.1 
Total Bilirubin 0.4 
AST 23 
ALT 18 
Total Alk Phosohatase 142 H 
Tro.,onln I <0.39 
B-Natr1uretlc Peotide 20 
Total Protein 7.3 ' 
Albumin 2.9 L 
Globulin 4.4 
Albumin/Globulin Ratio 0.7 L 

1. Cardiomegaly and coronary atherosclerosis. 
2. Degree of aneurysmal dilatation of ascending thoracic aorta. This 
measures up to slightly under 5 cm diameter. No definite or indirect 

Report#: 1111·0051 Physician Documentation 

CC: 
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St Alexius Medical Center 

Name:llillllll 

Unit/MR#:lllililllll! 

Portable AP chest 102 5 
IMPRESSION: 

A#lillllllllilJllJ 

1, Prominence of right mediastfnal margin as described, Recommend chest CT 
exam with IV contrast material, in particular to evaluate the proximal 
aorta, to exclude any possiblllty of aneurysm/dissection. This was 
communicated to ER physician Or, McSwane. 
2. Mild discoid left basilar atelectasls. 

evidence of a dissection flap, although evaluation is suboptimal without IV 
contrast material, · 
3. Patchy/nodular right lower lobe infiltrates. May represent pneumonia. 
Atypical pneumonia? Lesser amount of left basilar atelectasis. 
4. Gynecomastia. 

Nuclear medicine lung scan ventilation and perfusion 
History: Elevated d-dimer. 

1. Low probability mr pulmonary embolism. 

- EKG Data 
**EKG #1 

EKG reviewed and interpreted: 
11/11/15 14:18 
nsr 76; pr normal; qrs nromal; no acute sttwc 

11/11/15 15 :os 

Rhythm: Normal sinus rhythm 
Rate: 76 

Disposition 
Provider Attestation: I personally perfonmed 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, Pneumonia 

Condition: Stable 
Referrals: 
NONE,NONE [Primary Care Provider) -
Have the last set of vital signs been reYlewed?: yes 
Report#: 1111-0061 Physician Documentation Page: 6 
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St Alexlus Medical Center 

Unlt/MR#:li!llll!ill!Bll A#:B!llil!lll'lllllllll 

Time of Disposition: 15:06 

Electrmically Ent.r•d Jly: CHRISTOPHE MCSWANE MD 

<Electronically signed by CHRISTOPHE MCSWANE MD> 11111/15 1524 

MCSCH/ 1111-0061 

Report#: 1111-0051 Physician Documentation 
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St Alexius Medical Center 
1555 BARRINGTON RD 

HOFFMAN ESTATES IL 60169 
1-847 -643-2000 

JOB#: 317820 

DATE OF ADMISSION: 11/12/2015 

DATE OF DISCHARGE 

DISCHARGE DIAGNOSES: 

Signed 

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

PATIENT 
ATTENDIN ; SAFDER MOHSIN MD 
ADMIT DATE 11/12/15 
D06:1!11111111Rlli 

2. Thoracic aneurysm, no further workup per patient and his family and POA. 
3. Chronic obstructive pulmonary disease, advanced. 
4. History of sleep apnea, on CPAP. 
5. History Of hypertension. 
e. History of diabetes. 
7. History of chronic kidney disease. 
8. History of neuropathy. 
9. History of hypothyroidism. 
10. Chronic leg edema. 
11. History of back pain status pOGt kyphoplasty for ffacture 
12. Nonambulatory tor a prolonged period. 
13. Chronic pain medication use as per family. 

MEDICATIONS: See reconcile 

DIET: Weight reduction ADA diet. 

FOLLOWUP: Will be seen by the psychiatric services at the Behavioral Hospital and I Will assist with any medical 
needs. 

ADMITTING LABORATORY DATA: White count 12.7. hemoglobin 12.1, hematocrlt 40. Chemistries: Sodium 143, 
potassium 4.2, chlortde 107, bicarbonate 30, BUN 33, creatinine 1. 7. Troponln x3 less than 0.39. Stress echo, no 
Inducible ischemla, no suggestion of cardiac decompensation. CT scan of the chest revealed a thoracic aneurysm 
and also right lung infiltrate. A V/Q scan, low probabilny. 

HOSPITAL COURSE: Patient basically was admitted 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 also noted to have rlgl1!-slded pneumonia that was treated with broad-spectrum antibiotics. He 
improved quite a btt v.tllle he was here. I also have tapered off signWicant amount of his pain medication and cut 
down Lynea. Also, his psych meds were reduced secondary to severe lethargy. NON he Is looking and feeling a lot 
better. He is alert, able to communicate. He will be transferred back to lhe Behavioral Hospital for further 
management of his mood issues and then subsequently he will need to be placed et a location of his end family's 
Report #: 1116-0260 DISCHARGE SUM MARY Page: 1 
Additional copy Dept: MR 
CC: 

end copies to-



choice, Overall condition at the time of discharge from this f aci/i!y is significantly improved from the time of 
admission. 

PHYSICl\L EXAMINATION: 
VITAL SIGNS: Temperature 97 9, blood pressure 104/57 and 126/ __ , heart rate is in 70s, 02 sat 96% on room 
air. 
HEENT: Tongue is moist. 
HEART: S1, S2 well heard, 
LUNGS: Bilateral minimal wheeze. 
ABDOMEN: Obese, nontender. 
EXTREM /TIES: Chronic stasis changes. 

Overall, 40 minutes spent arranging his discharge, filling out the med rec end appropriate papers I also 
communicated all the hOspital details to the staff at the Behavioral Hospttal and the receiving psychiatrist. 
Addendum;11/17/15: finally they have bed availabe at abbhh, he will be transfered todey, BP eleveted $econdary to 
anxiety but coming do>m, practically off pain meds, will furthe wean him oft f possible at brhavioral 
hospital, bp meds Will be adjUsted as well. over all condition much improved from time of admission, 

Dictated By: SAFDER MOHSIN MD 

<Electronically signed by SAFDER MOHSIN MD> 11/18/15 0016 

DD: 11115115 1400 OT: 11115/15 2232 
MOHSA/ES 1116-0260 

Report#: 1116-0260DISCHARGE SUMMARY 
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UNIT/MR#: 
ACCOUNT 
ROOM#: 
SEX: M GE: 66 

J06#: 315779 

Ol\TE OF ADMISSION: 11111/2015 

CHIEF COMPLAINT: Chei;t pain. 

st Alexius Medical Center 
1555 BARRINGTON RD 

HOFFMAN ESTATES IL 60169 
1-647 -843--2000 

Signed 

HISTORY OF PRESENT ILLNESS: Taken from the nursing staff al Ale)(ian Behavioral, I have spoloen to the patient 
and I also spoke to the ER staff. In addrtion, I have been folloWing this patient at the Behavioral Hospital. The 
patient is a 69-year..old gentleman that was admitted on the November 1st to Alex Ian Brothers Behavioral Hospital for 
se.-ere mood and behavioral problems. The patient was transferred there from Bridgeway nursing facility. He was 
being managed by the psych services for ongoing behavioral problems, delirium, delu•ion and aggressive behavior. 
However, this morning, he com plained cA left-sided chest pain. At that time, he was transferred to the ER. He 
underwent extensive workup in the ER that included EKG, which was negative for any acute ST. T changes. Troponin 
was negative. O.dimer was mildly elevated; however, CT ocan or the chest, V/Q scan was negative for PE, 
reportedly, low probabil~y. He did have right-sided pneumonia that is being treated. In addition to that for this 
ongoing confusions, he underwent CT scan of the head that again was negative for any acute OJA bleed. He was 
given 2 doses of antibiotics, Zosyn and doxycycline following Which cultures were obtained and he was admitted 
When I sew him around noontime in the ER, he was sedated but easily arouseble. He was not having any acure 
pain. He did look confused, which has been the case since he has been at the Behavioral Hospltal. 

PAST MEDICAL HISTORY: 
1. Remarkable for congestive heart failure, ejection fraction unknown. 
2. History of chronic obstructive pulmonary disease, advanced. 
3. Reported history of sleep apnea, does not use CPAP. 
4. History cA hypertension. 
5 History elf diabetes with labile blood sugars. 
6. History of chronic kidney disease. 
7. History of neuropathy. 
8. History at hypothyroidism. 
9. History cA chronic leg edema. 
10. History of back pain status post recent Kyphoplasty for fractures 

PAST SURGICAL HISTORY: Kyphoplasty. 

MEDICATIONS: See reconcile. 

FAMILY HISTORY: Noncontributory. 

SOCIAL HISTORY: Prior to being transferTed to the Brldgeway nursing home, he lived at home with wife and he aloo 
has a couple of disabled children that live at heme. There is no current tobacco or alcohol use I have been informed. 
He does not work 
Report#: 1112·0330 HISTORY AND PHYSICAL 
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REVIEW OF SYSTEMS: HEENT: No headache, dizziness, blurring of vlSion. CARDIAC: He did complain of chest 
pain !his morning, not at this lime. He gels winded without ·much effort. RESP IRA TORY: Admits to cough, wheeze. 
GASTROINTESTINAL: Fair appetite. No vomrting, diarrhea, blood in the stool. MUSCULOSKELETAL: Back pain. 
He wears a brace. 
NEUROLOGJC: Tingling, numbness in the lower ex!remrties, which acoording to him is chronic. He cannot 
ambulate, mostly confined to a wneelctiair. CIRCULATORY: Chronic leg edema and stasis changes. ENDOCRINE. 
He is diabeVc and hypothyroid. 

PHYSICAL EXAMINATION: 
GENERAL: Alert, very argumentative, very focueed on his pain medicabons, particularly narcotics. 
VITAL SIGNS: Temperature 98.2; blood pressure 11Bn1, 147/72, 107157; heart rate is In the 70s •nd regular; 02 sat 
100% on room air. 
HEENT: Eyes are anicteric. 
NECK: Supple. Thyroid not enlarged. Carotids no bruits. 
HEART: 61, S2 well heard No S3 or S4. No murmurs. Rhythm is regular. 
LUNGS: Diminished oir entry bilateral mild wheeze. No rales. 
A6DOMEN: Obese. No organomegaly, no tencerness. Bowel sounds well heard. 
RECTAL: Decline lower extremttles, massive pedal edema bilaterally. Alm noted are multiple scabs, scaly skin. 
There is also noted extensive thickening of the skin involving hie feet and toes. Peripheral pulses, <lorsalis. pedis, 
posterior tibial are felt but feeble. 
JOINTS: Spine: No acute tenderness. He currently has a brace in place. 
NEUROLOGIC; Cranial nerves are grossly intact. Motor: He moves all extremities. Gait Unable to stand or walk 
Independently. 

lABORA TORY DAT A: White count 12. 7, hemoglobin 12. 1, hematocrit 40. 1. Chemistries: Sodium 143. potassium 
4.2, chloride 107, bicarbonate30, BUN 13, creatinine 1.7. Troponin less than 0.39. 

Chest x-ray: Prominence of mediestinal margin. No acute infiltrates. No evidence of CHF. CT scan of the chest: 
cardiomegaly. Also noted is aneurysmal dilatation of the ascending aolta measures up to under 5 cm in diameter. 
No suggestion of dissection. A V/Q scan reported low probability. CT scan of the head: No acute CVA or bleed. 

IMPRESSION: 
1. Chest pain, no acute cardiac injury noted so far. However. he does have multiple risk l•ctors for coronary artery 
disease. 
2. History m diabetes with labile blood sugars. He did have e low sugar reaction yesterday at the Behavioral 
Hospital. 
3. Advanced chronic obstructive pulmonary disease. 
4. History of sleep apnea. 
5. Hypertension, currently stable. 
6. Chronic kidney disea$, patient is aware of that. 
7. Diabetic neuropathy. 
8, Back pain, recent J<yphoplasty. 
9. Reported history of arrhythmia. The patient is una.vare of what arrhythmia he has had. 
10. Nonambulatory for qude mmetime. 
11. Morbid obesity. 
12. Mood disorder with severe behavioral issues. The patient has been constantly complaining about staff abusing 
him. He made the allegation at the nursing horne and he has been making this allegation on a daily basis at the 
Behavioral Hospital also which has beer oompletely untrue. 

PLAN I will admit him to the monitor fioor. I Will check serial EKG enzymes and if these are negative. I am going to 
schedule him for Lexiscen scan to rule out any inducible isohemia As regards to the pneumonia, I have started him 

Report#: 1112..0338 HISTORY AND PHYSICAL 
Additional copy 
CC: 

enc copies to-

Page:2 
Dept: MR 



St Alex1us Medical Center 
Name. 
Unit/MR 

on Zosyn, doxycycline and "111 also initiate DVT prophylaxis. Home meds were reviewed and adjusted. we v.111 
monitor his blood sugar and make further adJustmerrts. I have also requested psych services Dr. De Los Santos' 
group to follow him while he is here. If patent has any further cardiovascular symptoms or the stress test Is positive, 
I will have cardiology see him as well. I also advised the patient that we need to work on reducing his pain 
medications. He has been completely abscessed around round the clock use of Dilaudld, Lyrica and oxycodone, 
vmich oculd be contributing to some of his mood swings and sedation. I will also talk to his wife. 

Dictated By: SAFDER MOHSIN MD 

<Electronically signed by SAFDER MOHSIN MD> 11112115 2124 

DD: 11/11/152222DT:11/121150833 
MOHSAIES 1112-0338 
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UNIT/MR#: 
ACCOUNT 
ROOM#; F.308-B LOC: F.3N 
SEX M AGE:68 

st Alexius Meaical Center 
1555 BARRINGTON RD 

HOFFMAN ESTATES IL 60169 
1-847-843-2000 

Signed 

JOBll: 315920 

DATEOFCONSULTATION: 11/12115 

OONSUl TING PHYSICIAN: MONICA M ARGUMEDO MD 

PSYCHIATRIC CONSULTATION 

ATTENDING PHYSICIAN: Safder Mohsin, MD 

REASON FOR CONSUL TAT ION; The consult WO• ordered due to agitation. 

HISTORY OF PRESENT ILLNESS: This patient is a 68-year-old, married, Caucasian male who has o history of an 
L4 fracture, congestive heart failure, hypertension, diabetes mellitus. chronic kidney disease, hypothyroidism, obesity, 
obs!ruet/ve sleep apnea, atrial fibrillatiOn, chronic leg edema, COPD. and GERO who was originally admitted to 
Alexian Brothers Behavioral Health Hospital on 11/0112015 under the care of Dr. De Los Santos to address mood 
!ability, agitation, and behavioral disturbance at the nursing facil~y Where he had recently been residing. The 
patient's medications were in the proC06S of being adjusted. It looks like the patient was recently started on Zyprexa 
for some periods of severe agitation and psychotic behavior. The patient did develop some complaints Of chest pain 
and he seemed to be Increasingly confused, so he was tranelerred to St. Alexius Medical Center. In the emergency 
room his EKG was negative. His troponins were negative. He had a mlldly elevated 0-dimer, but his VO scans 
showed low probability of a PE. He aid have a chest x-ray which shov.ed some questionable right-sided pneumonia 
Which is currently being treatea. He did have a CAT scan of his head due to •ome increased confusion and that 
shows moderate diffuse atrophy but nothing acute. 

PAST PSYCHIATRIC HISTORY: The patient is most recently under the care of Dr. De Los Santos. He had been on 
a combination of Lamictal and Nardi!. The Nardi! is currentty not being t.iken He had previously reported a lifelong 
history of depression with a history of pievious lnpstent psychiatric hospitalization back In 1999 for transcranial 
magnetic stimulation. He has never attempted suicide. His current psychotropic regimen includes Lamictal 300 mg 
twioe a day. He had been having has Nardi! slowly tapered down. According to reviEW of reoords at the behavioral 
health hospttal, he continued to struggle With Jot of mood /ability and he would go from being very alert and oriented 
and able to engage to periods Where he was absolutely not lucid and seemed incoherent. 

PHYSICAL EXAMINATION: 
VITAL SIGNS: Currently reveal a temperature of 101. His blood pressure is 123171, his heart rate is 85, respiratory 
rate 20, and he Is saturating 93% on 3 llters of oxygen. 

SUBSTANCE ABUSE HISTORY: Per records is noncontributory. 

MEDICATIONS: Currently being taken include senna, My/icon. Sumex, Claritin, NovoLog, OxyContin, lyrica. 
Miralex. Novolog, lactu/ose, Lamictal 300 b.i.d, Syn1hroid, Tylenol, aspirin, Tums, vitamin 0, glucBQon, heparin, 
Report#; 1112-0840 CONSULTATION REPORT PBQe: 1 
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and Dilaudid 1 mg twice a day. 

ALLERGIES: --· 

PAST MEDICAL HISTORY: Again, significant for congestive heart failure, hypertension, chronic kidney disease. 
diabetes mellitus, hypothyroidism, obesity, obstructive sleep apnea, atrial fibrillation, COPD, GERO, kyphoplesty, and 
a history of L4 fracture. 

SCCIAL HISTORY: The patient apparently was bOrn in Texas but was raised primarily in Illinois by his parents. He 
has 3 years of college. He has a history of being self employed as a software engineer. He Is married. He 
apparently had been residing at home with his 1AAfe and some disabled children prior to admission to Bridgeway 
nursing facility. Per records, the patient has no history cf abuse in his life. Unable to e&:errain if t~ere is any family 
history of psychiatric illness. 

MENTAL STATUS EXAMINATION: Reveals a~ obese, 6S-year-old Caucasian male. He is lying in the hospital bed 
He is wearing a hosPital gown. He presents as somev.tlat disheveled. He is noted to be in bilateral wrist restraints. 
He does not make any eye contaot. The patient is taking, but he is incoherent. He seems confabulatory and quite 
confused. He is unable to answer questions appropriately. I am unable to assess his mood, affect, though process, 
thought content, or sulcldality or hom lcidality. He is alert and completely disoriented. 

DIAGNOSTIC IMPRESSION: 
AXIS I: Delirium related to underlying infection: rule out oognitiVe disorder; major depressive disorder. recurrent, 
se11ere without psychotic features per history, and unspecified anxiety disorder, 
AXIS II: Deferred. 
AXIS Ill: New diagnosis of pneumonia, history a congestive heart failure, hypertension, diabetes mellitus, chronic 
kidney disease, hypothyroidism, obesity, obstructive sleep apnea. atrial fibrillation. COPD, GERO. and L4 fracture. 

PLAN OF CARE AND RECOMMENDATIONS: This case was discussed with nursing staff and with Dr. De Los 
Santos. I will start ths patient on p.r.n. Zyprexa 5 mg IM or p.o. for agitation. The patient is likely delirious 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 Behavioral Health Hospital under the care or or. De Los Santos 
once he is deemed medically cleared. 

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

Dictated By: MARY DAVITT, APN 

Dimted By: MARYE DAVITT APN 

<Electronically signed by MARY E DAVITT APN> 11/13/15 1105 

<Electronically signed by MONICA ARGUMEDO MD> 12116/151245 

OD: 11/12/150937 OT: 111121151112 
DAVMA/ES 1112-0840 
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St Alexius Medical Center 
1555 BARRINGTON RD 

HOFFMAN ESTATES IL 60169 
1-847-843-2000 

DEPARTMENT OF CARDIOLOGY 

UNIT/MR# 
ACCOUNT. 
ROOM#: L : F.ER 
SEX: M AGE: SB 
FAXJI: 

1111-0132 NICIEKG (93005) 

EKG 

Signed 

EXAM DATE!TIME: Nov 11201509:31:51 
Test Reason: CHEST PAIN 
Blood Pressure: -r- mm HG 
Vent. Rate: 076 BPM Atrial Rate : 076 BPM 

P-R Int: 192 ms ORS Dur: 106 ms 
QT Int: 388 ms P-R· T AXes : 061 041 049 degrees 

QTc Int: 436 ms 

PATIENT: 
ATIENDING: 
ORDERING: DEPT P. EMERGENCY 

~~IT DATIEll!llll 

- Poor data qua/ily, interpretation may be adversely affected 
Normal sinus rhythm 
Normal ECG 
No previous ECGs available 
Confirmed by Wernick, Mark (12104) on 1111112015 10:31 :57 AM 

Referred By: DEPT EMERGENCY Confirmed By Mark Wernick 

Dictated Sy: MARK H WERNICK MD 

<Electronically signed by MARK H WERNICK MD 1n OV> 11111/15 1032 

DD: 111111150931 OT 11111/15 1032 
WERMA/ 1111-0047 
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UNIT/MR#: 
ACCOUNT#: 
ROOM#: F.308-B LOC: F.3N 
SEX: M AGE: 66 
FAXil: 

St Alex ius Medical Center 
1555 BARRINGTON RD 

HOFFMAN ESTATES IL 60169 
1-847-843-2000 

DEPAR.TTl'IENTOFCARDIOLOGY 

Signed 

1113-0238 NICISTECDOCPWC (93351) 

STRESS ECHOCARDIOGRAM REPORT 
DOBUTAMINE 

Account#: 
Accession#: 
HVWt: 72 in 291 lb 
Gender; M 
BP: 136/77 
Referring physician: Mohsin, Safder 
Ordering physician: Mohsin, Safder 
Performed by: Eric P Burseth. MO 
Sonographer: Guslevo Felix, Roes 
Nurse: Jodi D&apos;Ambtosia Beveny Wilk 
study Date: 11113/2015 

Ordering physician: Mohsin, Safder 
Referring physician: Mohsin, Safder 
Attending physician: Mohsin, Safder 

Reading physician: Eric P Burseth, MD 
Sonographer: Gustavo Felix, RDCS 
Nurse: Jodi D&apos;Ambrosla Beverly Wilk 

Reason for study: Chest pain. Chest pain. 

STUDY DATA: strei;sechocardiography. 20. Study status: Routine. Location: 
st. Alex/us Medical Center Patient status: Inpatient. Booy surface area: 
BSA: 2.65 m•2. Consent: The risks, benefits, and altematlvestothe procedure 
were explained to the patient and informed consent was obtained. location: 
Echo laboratory. Procedure: Initial setup. A baseline ECG was recorded. 
Intravenous access was obtained. Surface ECG leads and manual cuff blood 
pressure measuremenls were monitored. Transthoracic echocardiography. Image 
quality was adequate. The study was technically lfmlted due to PoOr acoustic 
IMndow availability. Dobutamine stress test. stress testing was performed, with 
Report#: 1113-0281 STRESS ECHOCARDIOGRAM 
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St Alexius Medical Center 
Name: 
UniUM 

dobutamine infusion from 5 to 20 mcg/kglmin by 5 mcg/kg/min increments. Patient 
was also given atn>pine 1 mg IVP in divided doses to try to attain taroet heart 
rate. The infusion was terminated due to maximal dose adminlslra!ion A 
pharmacologic approach was used because the patient was physically unable to 
exercise and because the patient failed to reach the target heart rate in a 
previous nondiagnostic exercise stress test. Exercise testing was performed 
Post-stress Images obtained within 90 seconds or peak stress. Transthoraeic 
stress echocardiography. Image quallly was adequate. The study was technically 
limtted due to poor aooustic window availabimy, Images were captured at 
baseline, low dose, peak dose. and recovery, Intravenous contrast (Definily) was 
administered. Study completion; All catheters inserted during the procedure 
were removed, The patient tolerated the procedure well. There were no 
com plicalions. 

CONCLUSIONS 

SUMMARY: 

1. Stress; The patient experienced no chest pain during stress. 
2. Stress ECG conclusions: Normal dobutamine stress EKG, however, the 

sensitivity is decreased since low maximal heart rate. OccaSional PVC 
Isolated PAC with aberrant conduction .. 

3. stress echo: There is no echocardiographic evidence for stress.Induced 
ischem;a to the level of stress attained. The sensitivity is decreased since 
low maximal heart rate and images were technically suboptimal ;n the 
parasternal views but normal increase In contractillty seen in the apical 
views which were of good quality. 

OBSERVATIONS 

BASELINE ECG: Nonspecific T wave changes. 
STRESS PROTOCOL: 

+ ...... •--•h• ••••• .n 't -••+ ••• •••-•••••+ 

!Stage !HR !BP (mmHg) 
+------------------·-t--'1- ----·----- --+ 
!Baseline 163 '136177 (97) I 
+------------..h••--+·-.tt---------· 
!Dobutam ine 5 ug!l(g/mm I I 
+----------------+ ...... +-----------+ 
!Dobutamine 10 uglkQ/mint ! 

!Dobutamine 15 uglk.g/minl I 
+--.. ·------------+--+---.. -----+ 
! Oobutamine 20 uglkglminl I 
""'----------------+--+---·-----+ 
IDobutamine 30 ug/iqjlmin! / 
+-----------------.--+---+-----------"' 
IDobutamine 40 uglkglmin! I 
+--••"'··--·· ------1----+---.------+ 

Report#: 111J-02S1 STRESS ECHOCARDIOGRAM 
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!Dobulamlne 50 ugll(g/min! 
+---..,...·-·-·-·---+·-+-----.. ---+ 
!Peakstress 1125!158!90 (113)! 

I Immediate post stress I ! 
+---------------+---+ ...... ----+ 
! Recovery; 1 min ! ! ! 
··--•"""" ........... -.d-t---+-H ........ --+ 
IRec<Nery; 2 min I I 
+------··-·-------+ ...... + --- ---------+ 
!Recovery; 3 min ! I 
+ ---------------1"----+ ----------+ 
!Recovery; 4 min ! I 
+---------·--------+---+----------+ 
IReC<Nery; 5 min ! I 
+.--------·.w----+--.+ ......... ____ .. 
!Recovery; 6 min I ! ! 
+--------·••••••H•+--+--.. ·-·-·••+ 
!Rec<Nery; ?'min I 1 ! 
+-----·------+--'t---------+ 
!Late recovery I ! ! 
+ -------------+---+----------+ 

STRESS RESULTS: MaXimal heart rate during stress was 125 bpm (82% or 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 is normal. There 
is a normal resting blood pressure with an appropriate respcnse to stress. The 
rate-prassure product for the peak heart rate and blood pressure was 19750 mm 
Hg/min. The paUent experienced no chest pain during stress. 
STRESS ECG: Normal dobutamine stress EKG, however, the sensitivity is decreased 
since low maximal heart rate. Occasional PVC Isolated PAC with aberrant 
conduction .. 
STRESS ECHO RESULTS: Left ventricular ejection fraction was normal at rest 
and with stress. Resting LVEF of 60%. There is no echocardiographic evidence for 
stress-induced ischemia to the level of stress attained. The sensitivity is 
decreased since low maximal heart rate and images were technically suboptimal in 
the parasternal views bl.II normal Increase in contraotlllty seen in the apical 
views which wera of good quality .. 

Eric P auraeth, MD 
11/131201517:39 

Die1llled By: ERIC P BURSETH MO 

<Electronically signed by ERIC P BURSETH MO in OV> 11/13/15 1739 

DO: 11113/15 1439 OT: 11/13115 1739 
SURER/ 1113·0281 
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Winters, Maximilian J (F001124293) - ll/13/2015 

l•~I 
St. Alexllls Medical Cen!flr 

1555 Barrington Rd 
. Hoffman Estates, IL 60169 

.---·-···--··---·--·-----·~--STRESS ECHOCAROiOGRAM REPORf·---------····---··-----·--·--·---
DOBUTAMINE 

Patient: Study Date: 
DOB: MRN: 
Account: HllWt: 
Access#: 

Ordering phy&lcian: Mohsin, Safder 
Referring physician: Mohsin, Safder 
Attending physician: Mohsin, Safder 
Reading physician: Eric P Burseth, MD 
sonographer: Gustavo Felix, ROOS 

11/13/2015 Gender: 
Age: 

72 in 291 lb BP: 

M 
68 
136 I 77 

Nurse: Jodi D'Ambrosia Beverly Wilk 
~eason IOr-Stuii¥;c1iestpjlrJShe~_a..!.'!:...-:-:=======:~:_-::-:=.::.:::~~~:.::.::==:.::.:::=:::::::::.=-_:::==.::=:::-_:-:=_--:::::_· 
STUDY DATA: Stress echocardiogrephy. 20. S!Udy status: Routine. Location: St. Alexlus Medical Center Patjsnt status· 
Inpatient. Bpdy surface are@: BSA: 2.65 m'. Consent: The risks, benefits, and ottematlves to the procedure were 
explained to the patient and infonned consent was obtained. Locetlon: Echo laboratory. Procedyre; Initial setup. A 
baseline ECG was recorded. Intravenous access was obtained. Surface ECG leads and manual cuff blood pressure 
measurements were monitored. Transthoracic echocardiography. Image qua!lty was adequate. The study was 
technically limited due to poor acoustic window avallabl!lty. Oobutamine stress test. Stress testing was perfonned, with 
dobutamlne infusion from 5 to 20 mcg/kglmin by 5 mc9/kglmln increments. PaHent was also given atropine 1 mg IVP in 
divided doses to try to attain target heart rate. The Infusion was terminated due lo maximal dose administration. A 
pharmacologic approach was used because the patient was physically unable to exercise and because the pafient failed 
to reach the target heart rate in a previous nondiagnostic exercise stress test. Exercise testing was performed. Post­
stress images obtained within 90 seconds of peak stress. Transthoracic stress echocardiography. Image quality was 
adequate. The study was technically limited due to poor acoustic window availabffity. Images were captured at baseline, 
low dose, peak dose, and recovery. Intravenous contrast (Oefinity) was administered. Sfydy com01sljpn: All catheters 
i_1!5_e.rted_durlng th<e.e_r.:_o~~~-r-'!.'!'~:.Tl!e...P.allentJ£i!!~d th_1!£.!~~dur~ell. Th~.~~~~!!!P.li~Ery!:,_, ___ ,, 

CONCLUSIONS 
SUMMARY: 
1. ~ The pa~ent experienced no chest pain during stress. 
2. Stress ECG conclusions: Normal dobutamine stress EKG, however, the sensitivity is decreased since low maximal 

heart rate. Occasional PVC Isolated PAC with aborranl conduction .. 
3. Stress echo: There Is no edlocardiographlc evidence for stress-induced lschemia to the level of stress attained. The 

sensitivity is decreased since low maximal heart rate and images Were technically suboptimal in the parasternal views 
but nonnal increase in contractility seen in the apical views which were of good quality. 

OBSERVATIONS 
BASELINE ECG: Nonspecific T wave changeo. 
STRESS PROTOCOL: 

Siege HR BP(mmHg) 
Baseline 63 136177 (97) 

Peak stress 125 158/90(113) 

STRESS RESULTS: Maximal heart rate during stress was 125 bpm (82% of maximal predicted heart rate). The maximal 
predicted heart rale was 152 bpm. The target heart re ta was not achieved The heart rate response to stress is normal. 
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There Is a normal resting blood pressure wilh an appropriate response to stress. The rate.,,ressure product for the peak 
heert rate and blood pressure was 19750 mm Hg/min. The patient experienced no chest pain during stress. 
STRESS ECG: Normal dobutamine stress EKG, however, the sensltiYity is decreased since low maximal heart rate. 
Occasional PVC Isolated PAC wtth aberrant conduction .. 
STRESS ECHO RESULTS: Lett ventricular ejecfion fraction was normal st rest and wtth stress. Resting LVEF of 60%. 
There is no echocardiographlc evidence for stress-induced ischemia lo the leyel of stress attained. The sensitivity is 
decreased since low maximal heart rate and images wen1 technlc:ally suboptimal in the parasternal views but normal 
increase in contrsetllity seen in the apical Views which were of good quafrty. 

Prepared and electronically signed by 
Eric P Burseth, MD 
11113/2015 17:39 
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Printed: ll/lB/15 000! 
ALEXIAN BROTHERS HOSPITAL NET~ORK 

Page; 1 

Alex1an Brothers lledical Center 
800 Bi..,.terfield Road 

Elk G:rcwe Village, Il 60007 
(et7) t37-5SDO Iab E>tt. 4555 

St. 4leEiU$ Kedical Center 
1£55 !ia.r;rington RO!>d 

lloff~"" Estates. ll 60169 
C S'7) 490-6934 

LABORATORY D!ILY SUMMARY REPORT 
NSJme; 

!cct#: 
DOB 
lac: 

Admit: 

J 
UnHI: fllll 

Age: 68 
llcoo.: F.308-B 

Statu..: DIS IN 

Attbnd: MOHSIN. SAFDER MD 
Pri111uy: NONE. NO~'E 

Sub•itting: MOHSIN. SAfDER MD 
Other: 

O:rdt:ring Facility: St Alexius Medical Center 

CC : EMERGENCY, DEPT P _ 
MCSVANE, Cl!RISTOPBE HD 
DE lOS SANTOS. RENATO MD 

Non St"ff Faz#: 

~'" HEMA TOI.CG! •..a-

Date ll/ll/15 
Ti1r1e lOlB Reference Units 

VBC I 12.7 Ii I I I I (4.5-ll.OJ K/~~3 
llllC I 4.57 I I I I [ 4. 20-6-10 M/uL 
KGB I 12.! I I I I (ll. 6-17. 6 g/dl 
llCT I 40.1 I I I I (34.1-50.9 Y. 
l!CV I 87.7 I I I I c eo _ 5-96. 2 u 
!!Cl! I 26.5 I. I I I I [27. 7-33.l pg 
lfCHC I 30.2 l I I I I (33.0-36.1 g/dl 
RDV I 16. 3 II I I I I (ll.0-15.9 " PI.ATElET I 235 I I I I (125-400) lC/!f1Jn3 
MPV I 11.2 I I I I (9.3-12 0) fl 
DIFF METHOD I (A) I I I I 

(A) AUTOKl.11;;D 

NEUTllOPHIIS ?. I 78. 9 I I I I " l YllPllOCVTI " I 12 .2 I I I I " llONOCYTE % I 6.6 I I I I Y. 
EOS!NOPHil % I 1 .9 I I I I " BASOPHII Y. I 0.2 I I I I Y. 
IG Y. I 0.2 I I I I Y. 
Nl!UTROPHIIS # I 10.0 B I I I I (l.B-9.0) l</Jt.143 
LYllPUOCVT.E # I 1. 5 I I I I (0 1-4.4) K/1U1<3 
MGNOCTTE # I 0.8 I I I I (0 1-l. 3) IC/lu1<3 
EOSINOPHII # I 0,2 I I I I (0.0-0.7) K/mmS 
BASOPllil 11 I 0.0 I I I I (0 0-0.2) K/J11Jt13 
IG # I 0.0 I I I I (0.0-0.l) K/Jfl.Jr.3 

Acct# Ioc: F.3N F.308-S 

•• CONTINUED ON NEXT PAGE •• 



Printed: 11/18/lS 0004 
ALEXIAN BROTHERS HOSPITAL NETVORK 

Page: 2 

.lileaian ~tbers llaclical Center 
BOO Bi....te:rfieJd Road 

Elk Grove Village, II 60007 
(847) (37-5500 lab Ext. 4555 

St . Al""ius lledical Ceute:r 
lSSS llar.ri,.gton Road 

Hoffman Estateo:. IL 60169 
(847) 490-6934 

LABORATORY DAILY SUMMARY REPORT 
Naae : 
Acct#: 

DOB: Sex: II 
location: F. 311 

....,. COAGIUATION •"*" 
Date ll/ll/15 
Tb110 1010 Reference Units 

ProTi~e 14.l I (12.2-15.1 S~CONDS 
l!IR l.06(B) I (0.80-1.20 

(E) INR Therapeutic Range: 
Normal : 2. 0 - 3. 0 
Nigh Intensity: 2.5 - 3.5 

PTT 43.4(C) B I I (24.G-36.9 SEC.ONDS 

(C) Heparin Therapeutic Range: 73.0 - 110.0 seconds 

DDIHE!l QUANT I 2.38(D) H I I (<O.SoJ 

(D) The STA liatest D-Di~er may be used as ~n aid in excl~ding 
PVT and PE vhen ~o~bined with clinical evaluation. Studies 
show levels< O.SO ug/ml (Flru) have a negati~e predictive 
value of 95-100%. levels 0.50 ug/ml (FEU) and greater have 
m~ny cau~es and are not ~pecif ic. 

-------ll/ll/15-----

u9/mlFEU 

Date 
Time 

11/12/15 
0517 2234 1018 Reference Units 

SODIUll 
POTASSIUM 
CHLORIDE 
C02 
WION GAP 
GIUCOSE 

(E) Impaired 100 - 125 mg/dL 
Diabetic >125 mg/dl 

BUN I 
CRE/i.TilllNE I 
BUN/CREA IU.TIOJ 

I 
I 
I 

I 
I 
I 

t~Iow. l*=Critical lov, H=High, H•:::Cri ti cal 

143 
4.2 
107 

30 
6 

131 (£) II 

lJ I 
i. 1 e I 

a I 
High. !)•Delta. 

•• CONTINUED ON NEXT PAGE ** 

(136-145) 
(3.5-5.l) 
(99-101) 
(21-:l2) 
(5-16) 
(70-99) 

I C7-23J 
J (0.6-l.3) 
I (7-23) 

A=Abnor""'l 

•111.01/l. 
""'ol/l 
111mol/l 
ii.111.ol/l 
111.mol/I. 
mg/dI 

Loe; F.311 F.308-E 



Printed: ll/18/15 0004. 
AlEXIAN BROTHERS HOSPITAL NET~ORK 

Alexi..., .Brotbe= )ledical C-te" 
800 Bie&terf ield llcad 

St. Alexi~ lledical Cent.or 
1555 Barrington ffgad 

HotfJ>A» Estel.,,,, It 60169 
(84 7) 490-6934 

Elk Grewe Village, It 60007 
(847) 437-5500 Iab £>rt. 4555 

Date 
Time 

ll/12/15 
0517 

LABORATORY DAILY SUMM/l.RY REPORT 
Saa: H 

Uuitl: location: F.3JI 

- Cl!El!IsrRY ...,_ ( ccmti,,ued) 

--------ll/ll/15----~--

2234 1010 Refet-ence Uni ts 

EGFll 43(F) 

(F') Reference Re.nge :in JF1L/min,.-:. 73 squa?"ed 

CAlCIUH 
PROTEIN TOT 
ALBUMIN 
GlOBUllll 
./v'G RATIO 
AST (SGOT) 
ilT (SGPT) 
AI.KP TOTAL 
EilI TOTAL 
MAGNESIUM 
TROPONill I 
BITT' 

(G) 

>60 ~ Nornal (Unle~s evidence of kidney damage e¥ists) 
59 - 30 = Chrohic Kidney Diseqse Stage 3 
29 - 15 = ChrOhic Kid~ey Disease Stege 4 
<15 • Chronic Kidney Difieilase Sta;e S 
If patient is African-Al'.eirica.n, nultiply resuJ.t by 1. 21. 

I I I e.9 I I (8.5-10.l) ftg/dl 
I I I 7.3 I I (6.4-8.2) g/cll. 
I I I 2.9 l I I (3.4-5.0) g/dL 
I I I 4.4 I I (1.4-4.8) g/dl 
I I I 0.7 L I I (10-1.9) g/cll 
I I I 23 I I (< 37) U/l 
I I I l8 I I (16-61) U/l 
I I I 142 & I I (45-117) O/L 
I I I 0.4 I I (<1.0) mg/dl 
I I I 2.1 I I (1. 8-2. 4) mg/ell 
I <0.39 I ( 0. 39 I <O. 39 I I (0.00-0.39 ng/Jll 
I I I 20(G) I I ( 7-6 7) 

Patients taking ijatrecor ~ay shov el~vated results. sines 
NatrecoT is a Natriuretic Peptide. 

TUE ClIHlCAL UTILITY OF SERIAL BNP l!EASUREHENTS HAS NOT BEEN 
EST4BlI51lED AND THE PRACTICE IS NOT SUPPORTED BY THE 
Alll!RICAN COll£GE OF CARDIOLOGISTS. 

BNP teating shoald .be used during th~ initial ~valuation cf 
a patient with po:saiblc heB.l'"t failuxe and to differentiate 
heart failure from other causes of dyspnea only vh8n the 
diagnosis is uneertaih. In addition, a p1"'e-dischar9ed BNP 
may be indicated for risk stratification to deter-~ine 
adequaoy of therapy to develop a management plan. 

pg"/11"1l 

Acct loc: F. 3N f. 308-ll 

** CONTINUED o» NEXT PAGE •• 



Prin<ed: ll/18/15 0004 'LEXI"' 
6 ..... , BROTHERS HOSPITAL NETWORK 

Pagllij: 4 

Alexian Brothers l!edical Cente" 
800 Biesterfield Road 

St. Ale:s:ius !ledica.l Centtn' 
1555 Barrin~ton JiDad 

Bofhaan Estates. Il 60169 
( 8(7) 490-6934 

Date 
Time 

Elk Greve> Village, IL 60007 
(847) 437-5500 lab Ext. 4555 

LABORATORY DAILY SUMMARY REPORT 
OOB: 

llnitl: 

- POINT OF CARE LAB TESIS .,,,_ 

----------------11117/15------------------

Sex: M 
.Location: F 3N 

1230 1215 1137 0641 Reference Units 

Gl UCO SE POCT 8S(H) 77( I) 69(J) L I 83(1() I (70-99) mg/dL 

Pate 
TiJne 

(H) ferf By: NATH. LISA 
(l) Perf By: NATH. LISA 
(J) Perf llv: MUNOZ. VA!IESSA 

Notified RN 
{K) Perf By: JORDAN, ROllENA 

-----------------11/lG/15--------~------
2112 1545 1142 0621 Reference Units 

GLUCOSE POCT 1D5(L) B I 159(11) B I 93(H) 112(0J B I (?0-99J 

{l) Perf Ey: ZUNIGA. JENNIFER 
(M) Per! By: D'ACQUISTO. lPRIANA 4 
(N) Perf By; MUNOZ, VANESSA 

l!ctified RN 
(0) Perf Ey: VElASOUEZ. PETER 

-------------------11/15115-------------------De.te 
Time 2043 1G39 1133 0659 Reference Unit~ 

GLUCOSE POCT llB(P) B I 115(0) II I 135(R) B I 112(5) B I (70-~~) 

(P) Perl Ev: AllIN. VlT1lBEN 
Notified RN 

(OJ Per! By: 4MIN, VITALBEN 
Notified RH 

(RJ Pert By: EUtLER, VERNA 
(5) Perf Ey: APOSTLE. SHANNON 

L=low. l•=Critical Lev. H•Hi9h. H~~critioal High, D=Delta, A=Abnor~al 

Acct# lllllllill!llllllJ!r 
** CONTINUED OH NEXT P4GE ..., 

Loe: F.3N F.308-B 



Printed: ll/lS/15 0004 
ALEXIAN BROTHERS HOSPITAL NETWORK 

Page: 5 

.UexiaD Brothers lledic..l Center 
800 Biesterf ield Road 

Elk Grove Village. IL 60007 
(8(7) 437-5500 Iab Ezt. (555 

St. .ll&>itius lledical Cent= 
1555 lla.rringtDI> Road 

Boffa&A Estates, Il 60169 
(847) 490-693( 

LABORATORY DAILY SUMMARY REPORT 

Ila,... 'I !cct#: Unit.#: 
OOB; j !lea<; M 

loeatian: F. 31! 

Date 
Tine 

.....- POINT OF CARE UB TESTS a.- (continued) 

----------------11/14/15------------------
2126 1628 1133 0613 Reference Units 

GLUCOSE POCT l37(T) 11 I ll4(U) D 94(V) lO'!ll) H I (10-99) 

Date 
Tiae 

{T) Per! By·. BRAVATA. SAMANTHA 
(U) Perl By: BRAVATA, SAMANTHA 
(V) Pert By; BULLER. VERNA 
(W) Perl By: JORDAN, ROWENA 

-----------------ll/13/15---------------
2134 1823 1609 1221 Reference Units 

GLUCOSE POCT H6(X) D I 65(Yl l I BO(Z) I 116(.Ul H I (70-99) 

(X) Perl By: AMIN. VITalBEN 
(Y) Per! By: SI. XIAO 
(Z) Fer! av: SI. XI&O 
(AA) Per! By: ROMERO-DIAZ, MAYIRA 

ll/13/15 -------------11/12/15-----------D.ate 
Tim.e 0525 2103 1633 1302 llelerence Units 

GLUCOSE POCT %(AB) I 121 (AC) B 

CAB) Perf By; VELASQUEZ, PETER 
(AC) Perl By: 51. XIAO 
(t.il) Pe~! By: BRAVAT4. SAMANTHA 
(AE) Pert By: CORONA. AK4NDA 

11112/15 11111/15 
0510 2054 

GLUCOSE FOCT lDl(AF) Q 97(AG) 

(AF) Perl By: VELASQUEZ, PETEil 
(4G) Per! By; AMIN. VITilBEN 

ffgtified RN 

93(AD) I 163(AEl H I (70-99) mg/d.I. 

Reference Units 

I < 70-99) mg/dl 

l=lo~, l•=Critical low. ffcijigh. H~~Critica1 High. D~Delta, A~Abnor~al 

Acctll ll\llllil!lllllll loc: F.311 F.308-B 

•• CONTINUED ON NEXT fAGE •• 



Printad: ll/16/15 0004 
ALEXIAN BROTHERS HOSPITAL NETWORK 

Page: 6 

Al•»<ian Brotha:n: lla:lie"1 Canter 
800 Bi.,,.terf ield Road 

Elk Grove Village. Il 60007 
(847) 437-5500 I.ab E:l!t. 4SSS 

St. Alexius Medical C9J1ter 
1555 Bar:ringtcn Road 

Uof!~an Estat...,, Il 601£9 
(647) 490-6934 

LABORATORY DAILY SUMMARY REPORT 
OOB: Sex: H 

location: f.3N 

llicrobiol<>!J"V Speciaem SUDDa.>:Y 

Col Date Ii..mi Sneeimen I Sgurce 
> 11/ll/15 1454 15:BC00282575 Bl<>e>d 
> ll/ll/15 1456 1S:BC002B2SSS Blood 

So De.st; M "O"-rg.,a.,n .. j.,s"'ms"--'---------­
Peripheral F <none> 
Peripheral F <none> 

L=lgw. l~·Critical Low. H=High, H•=Critical Righ, D;Delta. A=A.bnor~al 

Acot# &llll!l!lllJ Ioc: F.JN F.306-B 

•• CONTINUED ON NEY.T PAGE ** 



Printed: 11/18/15 OOOl 
ALEXI.AU BROTHERS HOSPITAL NET!.!ORl< 

Page: 7 

!lexian BrotbeH< llac!>cal Center 
800 Bi...,te~f ield Read 

Elk Grove Village, IL 60007 
(847) 437-5500 Lab Ext. 4555 

St. Alexius Medical Center 
1555 Barrington Road 

Hoffman £stat...,, II 60169 
(847) 490-6S34 

LABORATORY DAILY SUMMARY REPORT 

Spe~imen: 1S:BC002B2S7S 
Source/Description: Blood 

CULTURE. BLOOD (•a) 

CULTURE. BLOOD (•e) 

CULTURE. BLOOD (ae) 

CULTURE. BLOOD (•a) 

CllLTllRE. BLOOD (•a) 

Specimen: 15:BC002825BS 
Souroe/Das-c;ription: Blood 

CULTU!lE. IJlOOD {"'a) 

CULTUllE. W.OOD (•a) 

OOB: 

....,.. lllCROBIOLOG'f ....-

Collected ll/ll/15 
- Pa;riphera1 

Final 11/16/15 

5-; M 
Location: F. 3N 

No g~Pwth after 5 days ineubation. 

Preli•ino.x-y (changed) 
No grovth after 4 d~ys inc~bation. 
Culture will be held 1 lllO~e day. 

freliJOiJDary ( clla"""'1) 
No growth after 3 d~y& incubation. 
Culture ~ill be held 2 ~ore days. 

Preliidnarv (changed) 
No g•cwth after 2 days inc~baticn. 
Culture will be held 3 Jr.Ore d&ys. 

Preli=inary (changed) 
No grovth after 1 day cf incub~tion. 
Culture will be held 4 111.cre da.ys, 

Collected: 11/ll/15 
- Peri pb;;;:l 

Fi.ne.l ll/16/15 
No growth after S days incubation. 

Preliai~y (changed) 
No growth after 4 day~ incubation. 
Cultuz-e vill be held 1 ~ore day. 

Preli&inary (changed) 
No growth after 3 days incubation 
Cultu~c will be held 2 mere days. 

ijOTES; (•a) AlEXIAI! BROTliE!lS MED CTR 
TEST PERFORMED AT AlEXIAN BROTHERS MEDICAL CENTER 
600 ~- BIESTERFIELD ROAO. £1]( GROVE VILLAGE. IL 60007 

•• CONTlNUE!l ON NEXT PAGE ** 

loc: F.3N F 306-B 



hinted: 1l/lB/l5 °004 ALEXI.AN BROTHERS HOSPITAL NETWORK Pe.ge: B 

llexiOA Brotl>ers l!edical Ceote>:' 
800 Bie..terfield Road 

Elk 6%-ove Village. II 60007 
(8•7) 437-5500 lab Ezt. 4555 

St. Ale>rius l!edical Centex 
!SSS Barrington Road 

l!off""" Estates. II 60169 
(847) 490-6~34 

LABORATORY DAILY SUMMARY REPORT 
Name 
Acct# 

Speeimen: l5:BC0028259S 
Sou~scription: Slood 

CUITDR£. BLOOD C•b) 

CULTURE. BLOOD (•b) 

DOB: 

.._.. HICliOBIOIOGY ......., ( c=tinued) 

__ Collected: ll/ll-'15 
- Peripheral 

l'rclilliruu:'I' (eb.anged) 

S...: M 
location: F. 311 

No growth after 2 days inCldlatiOll. 
Culture w;ll be held 3 more days. 

Preliainary (o:hanged) 
No gro•th after 1 da,y of incubation. 
Culture vill be held 4 ~Ol."e day$. 

NOTES: ( •b) AlEXIAN BROTH£ RS MED CTR 
TEST PERFORMED AT JU.EXIAll BROTHERS M.EDICAl CENTER 
BOO V. BIESTERFIEID ROAD. ELK GROVE VIltAGE. Il 60007 

l=low, l•=Critical loY. H=High. H*=Critical High, D=Delte, AmAhnor~al 

*" END OF REPORT ** 

lgc: F.3!1 F.309-B 



UNIT/MR# 
ROOM#: • RAC2R14-A Sex:M 
LOC: F.ERHOLD 
OOJ! Age:66 
FA : 
DATE OF EXAM: 11/11115 

St Alexius Medical Center 
1555 BARRINGTON RD 

HOFFMAN ESTATES IL 50169 
1-847-843-2000 

DEPARTMENT OF DIAGNOSTIC IMAGING 

Signed 

PATIENT: 
ACCT#: 
ORDER G: CHRISTOPHE MCSWANE MD 
ATTENDING: SAFDER MOHSIN MD 
ADMIT DATE: 11/11115 

1111-0162/1000002134583 CT/HD (70450) ; 

CT breln without IV contrast. 

Indication: 
Altered mental statue 

Technique: Images are obtained of the brain without IV conlrast. 

Comparison: None. 

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

CT scan of the brain shows that there is no gross extra-axial fluid 
collection, midline shift, mass effect. acute intracranial hemorrhage or 
hydrocephalus. Ths visualized paranasal sinuses are clear bilaterally. No 
acute appearing calvarial fracture. 
Moderate diffuse atrophy. 

Impression: 
Motion artifact limits the diagnostic utility of the images. 
No grose acute intraeranial abnormality is seen as described. 

Report#: 1111-1066CAT SCAN 

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

end copies to-

Page: 1 
Dept: DI 



Dictated By: JEFFREY E CHUNG MD 

Signed By: <Electronically signed by JEFFREY E CHUNG MD In OV> 11111/15 1847 

00: 11111/151841 OT: 111111151841 
CHUJE/ 1111-1066 

Report#: 1111-1066CAT SCAN 

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

end copies to-

Page:2 
Dept: DI 



UNIT/MR# 
ROOM#: Sex: 
LOC: F.ER 
DOB [Age:66 
FAX#: 
DATE OF EJIAM: 11111115 

St Alexius Medical Center 
1555 BARRINGTON RO 

HOFFMAN ESTATES IL 6016S 
1-647 -843-2000 

DEPARTMIONT OF DIAGNOSTIC IMAGING 

Signed 

PATIENT 
ACCf#: 
ORDER! . 
ATTENDING: 
ADMIT DATE: 11/11/15 

1111-0140fl000002134211 CT/CXR (71250); 

CT chest without contrast 

Information: 68-year-old with chest pain. Preceding portable chest 
radiograph suggested right-sided mediastinal soft tissue prominence. 

TecMique: No IV contrast was administered; patient reportedly had evidence 
of a degree of renal insufficiency based on function tests. Axial images 
IMOre obt!'lined from level of thoracic inlet lhrough upper abdomen, final 
meter slice thickness. 

FINDINGS: The heart is moderately enlarged and there are left coronary 
artery celcifications. No slgnifioant atherosolerotic changes noted 
involving aorta with only minimal arch plaque there is, however. a degree 
of dilatation of the ascending thoracic aorta Which measures up to 4.B cm 
AP diameter. No definite findings to indirectly suggest presenoe of 
dissection (i.e., no displaced of any intimal calcification to suggest 
flap), although exam is limited for that evaluation. No evidence of 
medlastinal or hilar lymphadenopathy. 

There are patchy and nodular appearing airspace infiltrates within the 
right lower Jobe. Lesser amount Of left basilar atelectasis, less likely 
infiltrate. No evidence of pleural effusion. 

There is bilateral gynecomastia. Degenerative disc changes of spine. 

IMPRESSION: 
1. Cardiomegaly and coronary atherosclerosis. 
2. Degree of aneurysmal dilatation of asoendlng thoracic aorta. This 
measures up ID slightly under 5 cm diameter. No definite or indireci 
Report#: 1111·0612 CAT SCAN 

CC: CHRISTOPHE MCSWANE MD: NONE NONE 

end copies to-

P"Be: 1 
Dept: DI 



st Alexius Medical C 
Nam 
Unit/ 

evidence of a disrection flap, although evaluation is suboptimal without IV 
contrast material. 
3. Patohy/nodular right lower lobe infiltrates. May represent pneumonia. 
Atypical pneumonia1 Lesser amount of left basilar atelectasie. 
4. Gyneoomastla. 

Dictated By: JOHN F BOCHNIAK Mp 

Signed By: <Electronically signed by JOHN F BOCHNIAK MD in OV> 11/11/15 1326 

DD: 11111/151307 OT: 11/11/151307 
BOCJ01/ 1111·0612 

Report#: 1111-!l612 CAT SCAN 

CC CHRISTOPHE MCSWANE MD; NONE NONE 

end copies to-

Page: 2 
Dept: DI 



st AJexlus Medical Center 
1555 BARRINGTON RD 

HOFFMAN ESTATES IL 60169 
1-847-843-2000 

DEPARTMENT OF OJAGNOSTIC IMAGING 

UNIT/MR# 
ROOM#: Sex:M 
LOC: F.ER 

l?f,tL Age:68 

DATE OF EXAM: 11/11/15 

Signed 

1111-0050fl000002134212 NM/LUNGVP (78582) ; 

Nuclear medicine lung scan ventilation and perfusion 

History: Elevated d-dlmer. 

Technique: 

PATIENJ 
ACCT#I 
ORDERING: CHRISTOPHE MCSWANE MD 
ATTENDING: 
ADMIT DA.TE: 11/11/15 

Ventilation portion cf the lung scan was performed during Wllich 9. 70 mCi of 
xenon-133 xenon gas was inhaled. Images were obtained in the posterior 
projection. Rebreathing and "llshoul images were obtained. Then, the 
perfusion portion cf the lung scan was performed during which 3.50 mCi of 
Tc 99m MAA was administered intravenously. D to patient being ocmbative, 
only anterior and posterior perfusion views were obtained. 

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

Findings: 

On !IJe ventilation portion of the study, there is heterogeneous deposttion 
of radiotracer seen within the periphery of both lungs gymmetric washout 
v.as noted. 

On tile perfusion portion of the study, there is heterogeneous deposition of 
radiotracer seen within the penphery of both lungs corresponding to the 
abnormality visuelized on the ventilation portion of the study. No 
mismatehed defects were noted. There are no segmental ...,dge shaped defects 
that extend into the pleura. 

Impress/on: 
1. Low probabillty for pulmonary embolism 
Report#: 1111-0755 NUC MED 

CC·. CHRISTOPHE MCSWANE MD; NONE NONE 

end copies to-

Page: 1 
Dept: DI 



Dictated By: UMESH C AMIN MD 

Signed By: <Eleetronica!ly signed by UMESH c AMIN MD in OV> 11/11/15 1439 

DD: 11/11/151434 OT: 11111/151434 
AMIUM/ 1111-0755 

Report#: 1111°0755 NUC MED 

CC: CHRISTOPHE MCSWANE MD; NONE NONE 

end copies to-

Page:2 
Dept: DI 



St Alexius Medical Center 
1555 BARRINGTON RD 

HOFFMAN ESTATES IL 50169 
1-847-843-2000 

DEPARTMENT OF DJACNOSTIC IMAGING 

Signed 

1111·0052/IOOD002133S26 PORT/CXR1 (71010); 

Portable AP chest 1025 

Information: SS-year-old with chest pain 

COMPARISON 11/112015 (ABMC) 

PATIEN1i 
ACCT#' 
ORDER . 
ATTENDING: 
ADMIT DATE. 11/11/15 

FINDINGS; Cardiac monitor leads applied. Heart appears mildly enlarged. 
Normal pulmonary vascularity. Now noted is rounded prominenoe of the right 
mediastinal contour. This appeam to be present at the level of the 
proximal ascending thoracic aorta. Milder dlscoid atelectasls persists at 
the left lung base. 

IMPRESSION; 
1. Prominence of right med1astina1 mariiin as described. Recommend chest CT 
exam with IV cxmtrast material, in particular to evaluate the proximal 
aorta, to exclude any possibility of aneurysm/dissection. This was 
communicated to ER physician Dr. Mc:Swane. 
2. Mild dlscoid left basilar atelectasis. 

Dictated By: JOHN F BOCHNIAK MD 

Signed By: <Electronically signed by JOHN F BOCHNIAK MD in OV> 11/11/151145 

DD: 11/11/1:11133 OT: 11/11/151133 
BOCJ01/ 1111-0454 

Report#: 1111-0454 RADIOLOGY 

CC: CHRISTOPHE MCSWANE MD; NONE NONE 

end copies to-

Page: 1 
Dept: DJ 



a 

Repo~#: 1111-0454 RADIOLOGY 

CC: CHRISTOPHE MCSWANE MD; NONE NONE 

end copies to-

Page: 2 
Dept; DI 





Room:J.4 
Luc:Jl 

'(68 y•) 
t:'<i~ian 

Vent...r.iib: 
PR interval 
QRSdwatiuo 
QTIQTc 
P-R-Tne;s 

Tecilnician; KLW 
Test ind;CHESTPA!N 

STAT: Yes COMM!llff; 

76 BPM 
192 ms 
106 ms 

3881436 ms 
61 41 49 

11-l'.IOV-2015 119:31:51 ST. ALEXIUS MED. CTR.-ED ROUTINE RECORD 

••• Pom data quality .. intesprctatian may be adversely~ 
Normal 5jDU11o rhythm 
No11DJ1l ECG 
No previous ECG& 11'i'ailabh: 
Coalinncd by Wcrui<k, M'111c(l2104)ou l l/11120JS JO:JJ;S? AM 

Refom:dby. DEPTEMERGl!NCY Coullnned By. Mark Wernick 

1;mt~41' ·i,-f·~::1~~,~;·~1~~~:r~: 1;i·t1t~ -'.~~ t~ :~~;~~~;t1 ,~=~~:'.~~~; ~- :4~w~z~,-~:~~:lt~·r ;1~t: ~1 ~ ~~~~~~; ~tr t~~-~-~~1~I~~1 
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PS!tenli 'A.td> Ase(f/a: 61111 
Location: f.3N Motiu F.308·11 MRN Ht: 1.83 m 
Pl!Yald•ill SAfDER "lOHSIN Ad1111tD-: 11/12/15 ooe· (1112.e& cm) 
D.l ..... aS: CHEST PAlN-PNfUHONIA wti 13:Z.63 kg 

(132,.630 ~) 
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Ml•in•lna/...,.,_rw c.ns IP.•t Rj!J 
~O.Nll'J --o~- DOH Mute ......... Ordor ·- Tea.wt- Onl"< -lnpt lamotrlglne "30DMG PO Twit.I Deliv. 

v 
Home Lora'tadlne[i:lorltln 10 mg T6bJ 10MG PO Dally 

.. 

.. v . 
lnpt LoratAldlno(Qaritln 10 MG TAB] 10 MG PO Ewry Morning 

Uibel Comtnente"r POR .6.u.ERG!E.$ 

1n1>1 Plporai;llU.n/TN"ol>;a.ct~m[Zpsyn !.!75 G,.. 3.575 GM lV E•erv s /j~n; 
VIAi-] 

1jl.5 MLS/ttR. l)u111~on: ~ ~ 
\I fontlnue lllls mediadlon lw dal.tli!lo 

lnpt Daolycycline ln)[Vl°"'mycin lnJ 100 MG 100MG .. IV EV..ry 12 
VIAL) Hours 

100 M1SfHR ou,.UO<l: 1 HR 
L.tdNll Comm.enb1 •• ADMlNISTElt OVER 6.0 MJNllr'ES •.• v 

. COrilln111> il>ic-lcatlon fell' . -~ HOM& Lamolrl!llne[t.imlc:tl!l lOO mg T1;btetl 300MG PO Tw;..., Dollr 
c:ontlilU.. tills -<atlon lof .. . ....... 

Home- Fluace1aM,/Selmli~l[Ad""" ~00/® soo I PUFF IH eyery 12 
inCg/SD m.c".I 11\hl t!oW. v 

ln)>t Fl~\QSOOt/Sal~mJ[A!l,,.lr So0/50 Scio iii ivl)ca i>a)IV 
Mcx;tSO 1tCG INHJ 
~ ~nru.C#•.,1 o~ l.l(ii.AJ.ATi~(N 

'hle)tllfm~ ~r ~a.cit.I. Da\e/T~l!(C(I r11.~.•;i ~Jsn~ra: Date/nme: 

~ 111 lVth:r: )0 £ 
' -

Dladi•'JI• N..-se: oat./rllftel 

r 



Page: l 
~ate: 11/14/15 10·:13 
- ..... f3Nll.J,,ll 

011!<.h•rga Med.~~ R,4ieo~cl11Jitl.O.~ 
""1911:1.a~ 0"""8 

llltlll l!t. A!!;'!ll!l.f IM.!i!Qr;al Cent~• 
84:t~JDllO 

Petlenli 
Locatlalr. 
Ptrrllldan: 

< - F.309-B 
5'.PDl!A. MllHSlN Admit D•te• i 1{12/15 

DlagnalllJil Ol'Eltr PAIN-PNEUMONIA 

werse.Reec:llont/Alleralos; amlodiplne 

Hom.e Al.buoe(al ~b (0.083'!1.)tyento.Nn ljeb 
"(~.08.)111>) 2.,~ ll'illf.3 ml Al!IPI 
Pf'IN R,eaon,: Shortn ... Gf B111!'1h 

!opt AJbularOI Neb (i>.083~)[\IBntohn Neb 
(0.0S:i~) 2.5 M<;fJ ML AMP). 
PllH -eon: wheezing 

.e 
3ML 

2.SMI!!° 

Hom• Albllll!rlil/lf>l"ll'Cplum(Puoneb 3 ml Neb~] 3 ML 

· PllN --"' snaitllen or B1e1lh 

HQn:t.• 1;11~.sporin[LDVe~ ..o 'l'JJ/0,4 m.1 
Syringe] 

lnpt Hepem Sod(Hepartn s,ooo UNITS/io!L S!loo uR 
VIAL] 
........ Commenl:o: ... HIGH ALEA.T Ml!DlCATION ••• 

NE,. E'(ery 6 ,HG,vra 
eJN!¢•4 

lH · - EVery fi Houro 
osNceded 

Nell EY"ery 6 Hou'r'S 
IS Needed 

SQ baily 

Siib-Q ""8ry TWelVe 
Hourr(llA-'IP) 

fnpt 1'a'dent Medication Btn[Padent Madlallon 1 PO la Needed 
Ill• .] 
PRN Reao0111 PATIENT MEDICATION BIN 
La ... 1 C:oiluMnla: •• M&OIC.ATICN STORED IH PATI~NT BIN IN PYICIS 

"11)WER .. 

Date/nine: ~flil.dan Sll~:-U""1 

/14161-: 68 i4 
Ith 1.esm 

(18Z.8S an) 
wt. 132.Ukg 

(132.630 kg) 

""'"""'~•l.P.tl Cll•JOllallt, ""' -·· ""'" 

~ 



P-f 3 Dlschk.'li• MedlClll.lon lbii:Dnclllotlon 
P!IYBlcloft Onlere Dalal U/1'1/15 10.<13 

Uwi FJNTIU 

&t;. AJ<ii:lil• MOdJOlil c:etilcir 
847-&43•2000 

f,,~ ~11'.1' F.3Q8•' 
P,hrsiclo.~; SAFOER 110.HSIN /111.l'.!ll:t Dat'oi 11/12/lS 
111.0~~: CH~ fAlfi..PNEU.MO.N.IA 

amf«KJ!plne-

Dni - R.oute. 
l:i»ln• Aspln.nf"'5111r1n 3.25 (119 TAAlil.tJ 32SMG ·PO D,;lly 

lnpt Aspln,nW..!rtn ~~s MG 'l'M!l 3.ZS MG PO o,•!v 

Home Hydrwnorphone[Dllaudld 2 mg·Tab) 2 M!i ~o EY111'1'4 HO\J!'• 

tnpr, Hvcf'romorphofttlbiraudld. i MG TAB] i MG P.O "Jw4-bOiiy 
Lebd Comm.ent11: ••• ff)gh Alert Mtcllcatlon *** ~ 5>­

... °'ec:k OlsecntirtueUon Oote for Aenewat•• 
•• fall R.ISk POl!e:ntl&I *• 

WMG 

v<;ontln 10 MG tA!IJ 10MG 

PM Re~i •Pain, Moderate 4~6 Out of 10 

PO Every 12 
H~uls 

PO Eve.IV 12 
k~n1.rs a.s 
needed 

lofe/SS: 68M 
tll'l.83m 

(182.88 cm) 
wt•:. 132.63 11°0 

(Uz,~~llV) 

Atwui1n ,,....,,... <Gn.,1lla•t h/ 
corauit e--b 

v 

Label O:rmments: ···Do NOT CUT, BR.f.AK, CHEW ,CRUSti, OR 01s5ol.Vf v. 
TADLEJ$•'111• 
•• SUSTAINED lt!lEASE •• 
••fall Risk Potencial •'11-c 

Hl>me A<>eliirnlilophenfl'Vlenol 325 rhg Tsb) 650 MG 

PRll ReUon: •fain, Miid I ·3 out Of 10 

Po Every B Hou,. 

··-~ 

DNJT\ma: 

) 1) \\'l\~-.-.. 7 •r\ 



hs•.: 4 !)!~ ... ., M,.P«;!llllV11 lte.co.nc:i))lll;l"I! 
~ ll/i4/~5 iO:l·J 
Useri PJli'tUi\ 

P~voic;i"!I Oricro 

1111110 &to Al.mi~ ~lt/!J C:'1!1'1&! 
1147-114;3·~0 

Pailenl,l 
&.oallo~c 

Pl)Yllia,Q: 
Dle9nools: 

Room: F ,;ios.e 
SA.F'l>E'R MO~i'N ~ ~•-"' 1u1y~s 

CHl!Sf PAill·Plltll'MONiA 

AG- Reilctllins/ All ' ' lu': 

. Dt. 
Jnpt ~'1!1&•Phtrl!Tvltt1ot 325 MG TAI!) &50MG 

Aj:¢ 
Ml!l.1!• 
D~: 

PO E~flri! II Hour; 
a~ Need•d 

lnpt Lorn"""m Jrtl[Al1van lnJ 2 lo!G/ML o.s MG IVP &ery 4 HDllTS 

Home 

sYRINGEJ as 118tded 
PRN -en· For AllllletyfASltllllan 
.....,., C'o"""""""' .. !VP ~llUtle with ~uar llolume at Normal SOlln• 

Pl'C<leded by & FallC\ied with Sallllo Ru5tl Pe 
Pro!OCioJ It YI• ltep.a!ln Loci< or 1nco:(l1Plti.b.le rv 
Fluid••· 
··~11 .!l•lil! .. ""~1w·· 
··~Gtj.ATE'** 

eballn[Lyrlco 1fo mg Cilp) ISOMG PO l'Mcebally 

lnpt Pregablllln[Lyrico .<15 MG cAPJ 25 filG PO TINlce Dairy 
. Lebo! C011l-: ••• FAll. RISK POTl!llTtAI. *"* 

Home Ptienelzlne[llamu 15 mg T&b] 15 MG PO tw1ceoo11r 

Home Olaniaplne[ZYP""'• S mg Tablet) 5 MG PO EYery4 Hour:; 
Ao Needed 

PRN Reuon: AgltBUon 

Pete/Time: 

.. : 68!1 
~ 1,83m 

(J.~.88•'1') 
lilla. hl2.U 1<1,1 

(1'2.630 kg) 

Mhodl•ll~ c. .. ulieet '1117.I 
c:.-lt ...... 

../ 

.oatefJl_m~ .. 



Pe1e1 5 

-· 11/14/15 10:13 
Usen F3NTWl · · 

111111~1 

Dl$Chrl1f" l4edlc:atl°" 11........,.ii;niion 
Physlde.n Onlere 

St. Alealus Medlc&I C.:nlel 
1147-84'3·2.000 

Raoiii: F;;;oe-e 
Palla nu 
LaaitlDnl 
Ph)'eldan: 
lllajfl\i>sls: 

SAFDER MOHSIN Admll D.U.: 11/12,115 
CHEST PA!N-PHfllMCNIA 

arnlodlplne 

A~/Sew:' 69 M 
Hb 1.83.ril 

(182.Ncm) 
we;· 132 •. 63 kV 

(1,32;630 kg) 

Alle~_"'8/Prbn1 

Home 

Home 

lflpt 

Dru - ilOllle Pre 
Olonzzplnel:lyPREXA 10 rng l11a1] $MG IM !!Very 4 Hco"' 

>s Needed f>llN-· Asiltlll!on 

Ol1rlr.op1r>•[ZVPre>lll 5 mo Tab) SMG PO Twice Qallr 

OlonzliplnetZyPllEXA 10 MG VIAL] SMG IM Evil'! 6 H~i(rs 
a:sN~d 

PRN ~oo;i: Ag~ 
· i.!i.l>e.t ~@! MA'i(iMUM Glif.l(i/24 HOUR.~ - IP NOT tGLfiViTING 

ORALS 

Or tier 

l>ILUTE WITM 2.i ML ST~l\ll.E WA'l'n D SMG/ML v 
USE JMMfClATaY (WITHIN 1 "R) AFTV. 
llECONS11TUn'ON 

lnpt OlallZllPlne!Zyl'AEXA S MG'TABJ SMG PO E\lery 6 H_oiirs 
as Heeded 

1:1ome La~\llo•~[Lactul0$",e 10 ~/15 (nl $<>Jution] 10 GM 

'-~Pt la:c!>Jl~se(Chron.u,lec 30 M.~ uocj ·!OHL 

Hold tr mom th•.n 2 BM 

PO Th"'e "Om~:• 
Dai.~f 

PQ Three 'ilm~s 
Dally 

Dabru"time: 

C-.lt 

II 

""' Ml; 



Pll!IC) 6 
Date; 1Vl4/.1S 10:13 
U-: ~1.1.R 

D _'1(~_~.ru• lllled;c;4tJ!jM) ~l!Cll _ @II 

"lmi!:i.•9 Ofll!tn 

lllUJID R. Al81du• 114ed/czf Center 
94·1-Ma~aioo 

LOcDtlon• F.JN Room: P.308·8 
l'bpldan1 SAFDEll. MOHSIN Admk Dater 11/12/15 
D1a9nosts: CHEST P:\llN'NllUMON14 

er,nlodJ&itne 

lfom_e C.ii;i~.m Cart>briate -. _ms S-oo 111!1 
Ch•\lilil>l>l 
l'llH 118'1oon1 tfearlb•m 

lnpt Cotclum Qfi>onele[Tum1 Sbi>"MG 
CHEWfAllJ 
PIUt lleailon: STOMACH 

Do_ 

Hom• Po.ta.-Slum C~lande[!qor·COn M20 20 meq 40 MEQ 
Tab,.Ptt.SrJ 

0081 

PO -~.,,ry (ijouis 
J.s N_tede,d 

PO i:v<Jce Dojly 

l•J>t $odium Cl! orlde o.fqj, lock(Sodium IV 
0.lcnlde 0.9% Lack 10 ML sYluNGE) 

buratron: 
Label Co-: TO BE UTIUZED: FOR SAL.INE LOCK FWSH 

: f"OR llNE PA'181CV 
: M"l'Ell 1.AB OljAWS' 

Ooaelllslnl0llon1 PER FROTOCQL 

Hon>e De-(Gluca .. 15 9mt59 ml UquldJ 
l'M ._iml HVPoglycemi• 

Home 'Toiselll;de[Demadelr 20 mg Table!) 

lSGM 

<Ill MG 

PO Aslieeded 

PO n.,•ce Daw 

-------------.,--,~~ 

48ets- ea 
Ht: t.83 m 

(182:88 <m) 
Wt! U2.63kg 

(132.630 k~) 

"'""'':f!!n~· 
I 1) l"l I ',-- l D 



PaliGI 7 
.D•I~: 11/14/15 10:.U 
Uoeri F3NlUP. 

Dllli;h•tP" l(e(lcatlon llliCJtllclil.•:tfo"!I 
P~.·~ Otde,;s 

!Ii. Aje!(IU,I 14""~ Ct\'11.*f 
B47"'4!3•2pDO 

blient: 
locnlon: 11.oom: P.308_,, 

A1;¢ 

NllN: 
Ph\'lld•n: SAFCER MoHSIN Admit 08"': 1 i/I:l/1S DOB: 
DJaonH!o: CffeST P/\IN·PNEU,,(ONIA 

Dnlr! ODA RD~ ,.,... 
lnpJ To,.~ldO[Delll!idl!X 2o HG i'ABJ 4PMG fo lceDaliy 

lnpt GlycenniGl)'Celln Adult l SUl'P Slil'PJ 1sul'P RECT As NOeeed 
PRN Reeaon: Caru;tlpatlon 

H~me ,Slmelhicone[l'iyll<on 80 ms Ole-bl 80MG PO Ewiry ·4 Hours 
As Needed 

Fltl\I booo11: Ga•Poln 

lnSjl Stmethtcone{M)'l)~n BO MG CH,fWTAel BDMG PO El!ilry ~ .H~"'" 
As N.""100 

PR/ti ~.,;o:n,J ~sPa.in 

Home PolYeth~Jle Gt~ j:iSOli'u,.lax 17 gm 17GM PO l);Jlly 

.Plc!J 

lnp< Polyetlll'ien• GlyCOl 335D(Mlratax 17 (;M l7GM FO Dally 
PKT] 
Label.Ccun-: MIX IN BOZ WA'l"EA UITT!l DISSOLVED 

THIS MEOICATIONiH!NS Nll<:TAA OR HONOYiHICK 
UQUIOS 

!Opt Si>nnosldoS(Senok.ot B.6 MG'TABJ 17.2 MG PO Twice D'ally 

oatern"'e.: 

a,efieo<; 68 lit 
Ith l.B3 m 

(lSUSan) 
wt;, 132.&3 kp 

(132.630 kg.J 

./' 

TJl l\:f)..,- N 
' 

.~l!•~·-



P'aeel e 
IJDiao 11/11/15 ID:l3 
uw. F3NTW\ 

'lllocilWte MadlcrdlDn llec:onclllHlon 
Phrslcian Orel""' 

St. iueat ... Medic'11 cente<­
·M7·t43·.ZOOU 

Pm~ 

i.ocM'lil.ll Riljlm: f,30S·B 
rlltoJCIOli• \!WP!R MOHSIN Adlillt l>Jti1 11/12/IS 
1)1.'!f~.'¢ C,f!ES'f Mlf'·PNEUl>IONI."-

-Mlll'I: 
POD: 

Home 5ennoslaasfDocue1e'S'oc!lurnCS..il~ s· 
'llablet l e.ic!h ''m>l<t] 

2 'tiillU'l'S . ro 1'Wioe Pally 

1.IJPI Pa.~1.~prafl!i.e!ft.b.l>dnl~ 40 M,G.'T"llJ "-°MG 
!;i!liel ~ ... ~, •• Dp NOT «;;1!,US,H •• 

5US1'.AJl':IJ'J> ~ 

Homo 'ecenaade M1en11phere•(Bl'lf"""'" Pell a 
m!t/0.65 ml Peti.lnJaJ'.I 

2 r.IG 

PO Piilly 

PD DAILY@OS.Oj) 

SQ Fii' av 

Homo Ins'oll~ "5Jjilrt{Novolog ••• 1,000 uni~ SQ Be'°"' Meals 
Unit] 
~!: l\LP0.0 S.UllW<, DOSE, 

1s.o-u.o, 2 u.~. 
1)U·211),.4 UNITS, 
211·240,' lltil1'5. 
24l•Z70, 8 Ul)ll'TS, 
271·JOO, ID U)'/.f!S, 
GRE;A!!R Tlj4,~ ;)00, 1p UN)T$ Al'ID CA.U PRQVIO~ 
1,E5.S "l)'il\'fj 60 OR jlRl!A'l'J!Jl, Jl1~.N. ~QD, l'JOlll!Y PA.OVID!;~. 

ho~ '!'1!21t: ljoljfy Pl'OV{~ fc! ll\0011 sw•.r 1."!i• l;h•n 6D or~"" 
tfia.n :ieo 

"'·'""'""'' 

.• '11141}'$9"1 . liUl 
HI:, Ul3 rn 

(182.88 cm) 
Wt: 132.83 kg 

(132.830 k~l 



~· !i Pl..,,,.19e ro)l!iJ&;Dl.io11 Re.CRll!'i!!a#.o~ 
Phy~c;i •. Q Dr:!1•!1l D"'-'!I .l,lJ14/15.1D;ll 

"-' f3.N'IU!t· 

ll!l- ~l,OJ<juo M~dlqj ~r 
8470163-2000 

Padent. 
i.oeauon: F.3H Room: F.3DB·e .. ~. 

DOB: Phrelc:IDnJ 
Dlag-o: 

SAFOeR MOHSIN Admit Dabo1 ll/ll/lS 
011$1' PAIN•PNEUMON!A 

Home 

lnpt 

Mame 

lnPt 

amlodlplnt 

,.,.,,._, 8l00D SUGAR, DOSE, 
1S0·20D, 2 UNlT$, 
201·2!iD, 4 UHlTS, 
251·.300, 6 UNIT$, 
301 .. 3.so, B UNITS, 
351-400, lD UNJTS, 

o ... 

GREA l;ER )'HAii 400, f!!OTIFY PROVI.~l;I!; 

Route Fr 
SUB-Q. Before Heal 

ono et eeo~me 

I.SS 'tHAN i;o DR Gl\U.TER THAN 300, Ncit!FY PilOVli>ER; 
. Pro--..1 text• Notify povider for Blood Supor le5$ lhan 60 or greater 

thnn 400 

Giucii;an[ ucason I mg Vlllll 1 Mil IM As Ne""ed 
PIWRMoont Hypoglycemia 

Glucegon[Gluc:apon I MG \1141.} l MG IM As Needed 
PRN-11an: HYPD!ilyi:emla 

,Le110thyrQJllne[SY11tll1<>id JOO mcg Teb) IODMCG 

L01111tliv.OidneJSyritlil'O)d lOO MCG TAB) 100MCG PO D,Al.L~ODJOO 

v 

~Time: 

"8ef5e>" 68 M 
Ht: 1,SJ m 

(.182.S'S crn) 
wt• 132.63 kg 

(l32.63D log) 

Pat:e1rtme: 



P.a!l"I 10 
Dater 11/14/15 10:13 
II-: F3NTLLR • 

DIRJ!Of.B• N.od)catlon 118):.o"cilbtlhin 
PhYtlcl.o·n Ontere 

Patloni; 
LDAllOlll 
Physldan: 
Q~t: 

D 

St. t\I~• MO:dlcal c:en,ter 
147,~-2000 

f,3N Room; f,308·& MllN: 
S,AFDER MOHSIN Ad"'lt Da11e; 11/12/15 DOii: 

CHEST PAIN·PNEUMONIA 

lMG PO Dallv 

Aee/eit'tr. 6.8 M 
lit: Ulm 

(182 •. B.8 cilll 
Wt: 1,32.63 Jig 

(132.63~ kg) 

AbndlnG/M c:omuliont '11>1./ 
ciorsuft e-11>< 

lnpt Cholecalcfl'eroltllltimln 0 1,0iip UN:i'fti'iJ ::!jiilO UNJ1 PO Oa)IV 

Home ChO!emlciterol {\litamln 03)[\lltilmln D 
2,G'Oll unit tapsule] 

2000 UNITS PO belly 

Dlocha.,,.. 02 orders (if ApPllmbfe): 

02 Device {Clme J)evla); N/C Slmpfa Mask Ventlm119k lnoch Collar 

Bl·Pap __J __ WI.th G2 ~ f'lo C·Pap -- ~II!\ 02 Yo1 l'IO 

02 Flow Order (Enter Amounts): [Single Orf\el1 ___ U!ers/H)O.t!b0 or--~'°' 

[Day Tim• Orde<'] ___ utel'SiMlnute or· ___ ·% 

[Wilh ExortiOn Order] ___ lker.;!r.linU!le or ___ % 

[Night Time OrdorJ ___ ute,,./MlnU!le or ___ '!!. 

De&a/11me: 

•. 



,_, 11 

-· 11/14/15 10:13 
ii-= 1'3iiru.R 

llllJJlll 
Pa dent 

0181:1.!ll/'tle M~lcalio~ llacli\l1cl!l•Jl~ 
Physic!•" Orders 

. ~i Al.••!."" '4edlC£J °""""' 
647·8<1.3·2!>00 

t.oc:atlOM 
Pltyslda11: 

f,JN R.GOl)I: F.308-S 
SAFDElt MOHSIN A\111).il Dale: 1.1/1211.5 

Dias,......., CHEST PAiN.pjjE(#MONIA 

~ llcodl.onat Alletjjleai 

oam/Time: 

---.,..,...-,,. - w=:::;:o;: • 

Maf&fiiu 6BH 
till 1.B) rh 

1182.&S.emJ 
Wt< 132.63 ~f 

(132,6lG kg) 

' 



BENSENVILLE POLICE DEPT 
100 N CHURCH RD 
BENSENVILLE, IL 60106·2010 

000045 

98 pgs 

I• 11111•I''11111oI•''1111'1111•1111I1I•Iu1 lo I• I 1II•IH1•111 •I•" 

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 HeallhPort, a health information management outsourcing service. Your healthcare provider contracts 
with HealthPort to process authorized requests for copies of health records. 

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

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

This package may or may not contain medical records, depending on what was requested and how it 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 contain records regarding drug and/or alcohol use~me.nt. If this record contains any such information, 
it has been disclosed to you from records whose confidentiality is protected by federal regulation 42 CFA Part 2, which prohibits you from 
making any further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitled by such 
regulations. A general authorization for the release of health or other information is not sufficient for this purpose. Federal rules restricl any 
use of this information to criminally investigate or prosecute any alcohol or drug abuse patient. 

If the enclosed record pertains lo HIV/AIDS, it has been disclosed to you from records whose contidentialily is protected by federal and, 
perhaps, state law, which prohibits you from making any further disclosure of such information without the specific consent of the person to 
whom such information 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 it contains mental health jnformation, it is for professional use only. 



11712016 Progress Notes 

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

Bridgeway Senior Living, LLC 
Progress Notes 

Facility# 

Page# 1 

Resident Name 

Medical Record# 

Physician: Abdo, Wa'el 

Allergies: Amlodipine 

Location:. 

Gender: M 

Admission Date: 10123/2015 

Date of Birth.11!111111111 

Pharmacy: Senior Care Pharmacy 

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 DISORDER, UNSPECIFIED TYPE, MUSCLE WEAKNESS (GENERALIZED), 
MAJOR DEPRESSIVE DISORDER, SINGLE EPISODE, UNSPECIFIED, POST-TRAUMATIC STRESS 
DISORDER, UNSPECIFIED, ANXIETY DISORDER, UNSPECIFIED, OBESITY, UNSPECIFIED, TYPE 2 
DIABETES MELLITUS WITH DIABETIC POL YNEUROPATHY, OBSTRUCTIVE SLEEP 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 FOURTH 
LUMBAR VERTEBRA, SEQUELA, INCOMPLETE ROTATOR CUFF TEAR OR RUPTURE OF LEFT 
SHOULDER, NOT SPECIFIED AS TRAUMATIC, PERSONAL HISTORY OF (HEALED) TRAUMATIC 
FRACTURE 

11/1/2015 03:30 Type: Nursing Note 

Note Text: 
Note Text; Elfte an1bulance was called at 11 :30pm ETA 30min. resident started to becon1e aggressive again and 
escalated e.g. accusing staff of lying, not doing their job right and stealing his medications, ambulance arrived at 
12:20am but resident refused to go, threa (Oraft)tening to sue, requested for a copy of the petition, spent 1 hr. 
reading it and then he called 911 (police and paramedics arrived) resident is refusing to go but finally calm down 
and left per stretcher to ABMC ER at 1 :30am, son Joe was called and made aware at 1 :35am. At 6am. residents 
admission to Alexian Bros. Behavioral unit was confirmed . 

Transcriber: Alejandro S. Leonardo - RN 

101311291617:11 Type: Pfl)sieieft PFe§rnssNete 

Note Text: Incorrect Documentation -
Incorrect Documentation - Nate Text: ea!Jee' 13) 13t I Aaoe se\ere 19aiA JAtAc flocll aAEf my ri~At l(Ree Attfls ans lea A 
Aet ma .e ifle lcAee 
Incorrect Documentation -+;.µ.J 
Incorrect Documentation Acre fer sar slf> ll)13Ae13Jasti anei 13aiA fflSAS§ffiSAt ane' 8is19esitieA plaAi"§ 
Incorrect Documentation -13t FSEfl;lCSteB te Se sent Romo aA6 te talll ta Ais PJ8 as tAere is severe 13ain inthe al"ea of 
tAe f:1reeeelt1re. 
Incorrect Documentation - NS 'l'i'Os ea/,1ed, /eh Aste. 
Incorrect Documentation -
Incorrect Documentation· 131 stateel U:iat Ac ea fl Aet l:le A ere GA) FAere aA€1 fie \1aRts te 13e Aeme aAEi slee13 Aeffic ir:i 
flis la<y be) eRaif. he eemefttee le be eise"ef@e """ stetee lRet fle is lifte aAe •ill be able le tel•e ea Fe leF fliA1 self 
""" flas flel~ he alreaEI) "''""~ea. 
Incorrect Documentation -
Incorrect Documentation. I le alse, ffleRlienee tAat 11e s13el;e •1itA tJS ane Rotee ne r:ie•t Fees 
Incorrect Documentation - he st-ated t:Aat J::Je 'llill seek 8/\R at tl=ie ,\4/\Rl/\N JOY Rel'laBilitatieA eA A9BAda) freR1 Ais 
fteffie, 

Incorrect Documentation -
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Page# 2 

Admission Date: 10123/2015 Resident Name Location: -

Incorrect Documentation - pl v.as ea"eatee e1 er aAEl ever a§aiA re§areiA§ ltis ltealtlt sit"atieA a A el ii is ""safe le §6 
Aeffie. Pt states tl=tat Re t1Ae'CFstaAefs rish iAel1:1eliA§ elestR BAB so·, ere v1srseAiA§ ef Ais Aealtt:t v1Aieh Rel limiteel te 
BA)' 19aftlet1lar ef§aA er systefFI. 
Incorrect Documentation - ~1 slate a "I 11ill be RAe I lta• e llel~ aAe EleA'l "'"'Pf· I aFA iA tile jail." 
Incorrect Documentation - 19t state el la FA t:lt1FtiA§J iAtAe Baell eAd R l(Aee EleAies e/:iills fe\er, AB ee1.::1§A AB sel3. 
Incorrect Documentation -
Incorrect Documentation - tetal tiFRe sr:ieAt iAelt:1eiiA§ CA eet1AseliA§ OFld eeereliAatieA ef care 'Nitti ~JR ffia~Aager 
aBmissieA ffl8A8§CF BREI "eer Al:IFSC 
Incorrect Documentation -19t's seA BAB 19t 19iR9 self was 65 ffiiAs 
Incorrect Documentation - ff 4 4 ffiiRs 
Incorrect Documentation -
Incorrect Documentation - ff 

Strike Out Date: 10/31/2015 20:03 

Author: Paul R Priest - Doctor [ESOF) 

10/3012015 21 :00 Type: Physician Progress Note 

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

aiillilllilJ'here for sar s/p kyphoplasti and pain managment and disposition planing 
pt requested to be sent home and to talk to his NS as there is severe pain inthe area of the procedure. 
NS was called, left note. 

pt stated that he can not be here any more and he wants to be home and sleep home in his lazy boy chair. he 
demented to 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 NS and noted no new recs 
he stated that he will seek SAR at the MARIAN JOY Rehabilitation on monday from his home. 

pt was educated over and over again regarding his health situation and ii is unsafe to go home. Pt stated that he 
understands risk including death and severe worsening of his health which not limited to any particular organ or 
system. 
pt stated "I will be fine I have help and don't worry, I am in the jail." 
pt stated I am hurting inthe back and R knee denies chills fever, no cough no sob. 

pmh 
copd bipolar depression opioid dependence 

a/p 
back, knee pain 
debliity 
sip kyphoplasty 
worsening 
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Progress Notes 

Facility# 

User: Stan Sakinis Page # 3 

Resident Name i) Location: - Admission Date: 10/23/2015 

total time spent including on counseling and coordination of care with NR magnager admission manager and floor 
nurse 
pt's son and pt him self v.1as 55 mlns 
ff 44 mins 

Author: Paul R Priest- Doctor [ESOF] 

10/30/2015 20:19 Type: Nursing Note 

Note Text: 
Note Text : Resident's son came to visit when resient began shouting and swearing at his son to take him home. He 
demanded that his son take him home immediately. His son came to writer with resident screaming to be let to go 
home. Manager Rizza was contacted and Dr. Priest came to unit. Dr. Priest said he could go home but it would be 
against medical advice. Paperwork to leave Against Medical Advice was given to who did sign 
docun1ent. Family \Vas contacted, but asked that resident remain her as no one would be able to care for him. 

Resident took his night meds and began sleeping in his chair. Resident later awoke and began swearing at staff 
again to be sent home. Staff suggested he wait till the morning as resident's wife would have a difficult time if die 
late at night. 

Author: Patricia Murray - RN [ESOF] 

10/301201519:37 Type: Nursing Note 

Note Text: 
Note Text: Resident is alert oriented x3. At around 7:40pm Anxious and Agitated. Resident was screaming to the 
staff, refusing care and meds. Insisted to go' stated I want to go home and I don't want to stay here' Son was present 
and explained to the resident for safety purposes he cant go home. Resident insisted and very argumentative to the 
son. Or. Priest educated resident for safety and health its unsafe to go home with no help. Resident stated' I have 
help I called NCS agency and starting tomorrow their coming to my house for 12hrs a day to help me out, I pay them 
$25hr1 I Spoke to the wife and verbalized concerned and did not want resident to be home. MD stated· resident may 
leave against medical advise. Wife stated 'I don't want him to be home, I have our son here al home that is 
paralyzed and needed full time care and lam weak also' Wife stated I cant handle him with his condition, our house 
is not even 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 9:30pm resident calm down and took his meds. Ate his snacks. Called the wife 
and updated. Nurse on duty made aware to closely monitor resident. 

Author: Riza Hernandez - ADON [ESOF] 

10/30/2015 15:49 Type: Social Service Note 

Note Text: 
Note Text: Resident with anxiety calling out stating he wants to leave this facility. This writer met with resident and 
he states that he wants to go back home and do outpatient therapy at Marianjoy. Resident states that he will have 
his children help him at home and be at Marianjoy rehab center during day. Referral sent to Marian joy per residents 
request. Intake coordinator states that liason will review and let this writer know if he is accepted. Resident made 
aware that the transfer will not happen immediately as his records will need to be reviewed and Lia son at 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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Page# 4 

Resident Name fa Location: v Admission Date: 10/23/2015 

Note Text: Resident alert. oriented x 2-3. medicated with prn pain meds as ordered with relief stated. Was up in dining area till 
7 pm. C-Pap on. Call light within reach. Monitored closely. 

Author: Huda Kaleel - RN [ESOF) 

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," I can not breath, send me to the hospital", 142/84 97.6 94 20 SP0-84-94%RA, Accu check 
"Hi", 02-started at 3L/min, 911 was called at 12:18am and arrived 8min later, resident remains alert and verbally 
responsive when he left per stretcher to EMH, message left sons voice mail, and Dr. Felix Funch on call for IPC was 
called and made aware, (left a message on his voice mail) At 4:15am. EMH ER called and said resident is coming 
back, as all test are normal, and their impression was COPD exacerbation. Resident arrived per superior 
ambulance at Sam, very sleepy but easy to arose, alert and verbally responsive, 130/84 97.8 78 20 SP0-94%RA. 
Accu check-225mg/dl. 

Author: Alejandro S. Leonardo - RN [ESOFJ 

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

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

Pt was seen and examined 
HPI 68 yo wm 
with multiple 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 it was reported that his k level low 

In the hospital his diladdid was change to q 8 hr and q 8 hr prn 
and kc! was added 

PMH 
l 4 fx compression 
Debility 
DM 
OA 
depression 
chf 
co pd 

Surgical Hx 
kyphoplasty x2 

Social Hx 
former smoker 
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Resident Name 

+ etoh in the pass 

FamilyHx 
no hx of dementia 

ROS:all revieved and negative except in hpi 

MEDICATIONS: 
reviewed 
a pap 
oxy 20 er bid 
diazapam 1 O mg 
torosemid 
40 bid 

PE 
GEN: nad 
vs; 138168 p 72 r 18 
HEENT: aVnc pupils reactive 
LUNG: diminished bl now a few wet ralas 
CV: regular sem 216 with hoisystolic split 
ABD:distended, no bs + 
EXT:+ 3 edema+ 1 edema in ue 

Location: -

NEURO: speech and language preserved but confused at tin1es, R hand light tremor 
Psychiatric: mood and affect flat 
skin warm and dry there is redness in Je b/I 
msk; lrom ln ue L >R at shou!der 

LABS 
k 3.4 

AJP 
medical don1ain 
back pain due to L 4 fx 
sip kyphoplasy 
cotninue meds 
pVot 

depression 
severe 
requites MOA and lamictal 
cmp 

LE edema 
improved 
will continue cmp 

Facility# 

Page# 5 

Admission Date: 1012312015 
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Progress Notes 

Resident Name 

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

co pd 
resume advair 
duoneb pm 

OSA 
cpap every night 

cor pulmonaler 

daily weight 

hypogonadism 
pl will flu with his endo 

hypopituatirism 
primary most liki!ey due to no skin changes 

dm 
continue monitor 
diet diabetic 

obesity 
dietician consult 

blurred vision 
family to make ophthalomogy apt. 

social support 
good 
discuss with his drt al the table 

plis dnr 
discussed advance directive as pt stated above. 

Author: Paul R Priest- Doctor [ESOF] 

10128/2015 21 :39 Type: Nursing Note 

Note Text: 

Location: -

Facility# 

Page# 6 

Admission Date: 10123/2015 

Note Text: pt recd alert and verbal. pt tolerated all due medications . pt refused oxycolin as scheduled and 
perferred Dulidid 4mg po pm with good results. pt refused to eat dinner at BWSL and son brougth in fast food. pt 
consumed a large hotdog ,large fries with added salt and extra large chocolate shake. pt educated on diabetic 
teaching, diet, medication . pt and son verbalized understanding. will continue to be monitored. 
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Resident Name Location: - Admission Date: 10/23/2015 

Author: Mary Muhammad - LPN [ESOF] 

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

Note Text: 
Note Text is receiving skilled care related to: Management I Evaluation of Resident Care Plan, 
Observation I Assessment of Resident's Condition, Teaching I Training to Manage Resident's Treatment Regimen:, 
Diabetic Care (diet, foot care, etc.), PT, OT. 

Current Vital Signs 

T 98.1 - 10/28/2015 01 :28 Route: Tympanic 
P 67- 10/28/2015 01:28 Pulse Type: Regular 
R 20.0-10/28/2015 01:28 
BP 143171 - 10/28/2015 01 :28 Position Lying r/arm+ 

Pain is relayed as 5 on a scale of 0-1 O. legs/ shoulders 

AOL Status: 
Bed Mobility; Extensive Assistance~ Resident involved In activity, staff provide vveight-bearing support with Two+ 
persons physical assist 

Transfers: Extensive Assistance - Resident involved 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 activity, staff provide \'Veight-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 treatments are received: BiPap/CPap,. 

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

Skin is intact. 

There are no Gl issues at this time. Active. 

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

Maximilian is is alert. 

There are no mood probe I ms at this time. 
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Resident Name Location: ~ Admission Date: 1012312015 

Author: Alejandro S. Leonardo - RN [ESOF) 

1012712015 13:45 Type: Nursing Note 

Note Text: Labs received with no abnormalities. Placed in IPC book. Resident alert and verbally responsive with no distress. 
Sitting in wheelchair under supervision at nurses station. Extensive assts with ADLs. 

Author: Elissa Wilsey - Licensed Practical Nurse [ESOF] 

10126/201512:35 Type: Physician Progress Note 

Note Text: 
Note Text: GEROPSYCH 

PATIENT IS ON 
NARD IL 30MG QAM 
NARD IL 45MG OHS 
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. 

CPMFORNOW. 

MONITOR MOOD, BEHAVIOR, SLEEP AND APPETITE. 

Author: Ismael LeeChuy - Physician [ESOF] 

10/26/2015 07:30 Type: Nursing Note 

Note Text: Resident woke up at 2am and unable to gel back to 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 SP0-92%RA. 

Author: Alejandro S. Leonardo - RN (ESOF] 

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

Note Text: 
Note Text is receiving skilled care related to: Management I Evaluation of Resident Care Plan, 
Observation I Assessment of Resident's Condition, PT, OT. 

Current Vital Signs 
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Resident Name. Location: - Admission Date: 10/23/2015 

T 97.0 - 10/25/2015 20:29 Route: Tympanic 
P 76 - 10/25/2015 20:29 Pulse Type: Regular 
R 18.0-10/25/2015 20:29 
BP 134167 - 10/25/2015 20:29 Position: Sitting I/arm+ 

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

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

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

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

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

There are no cardiovasu!ar concerns at this time .. 

There are no respiratory concerns at this time. 

llililllil!thas unsteady gait, balance problems, ,no paralysis or weakness, , 

The following skin conditions exist: 

There are no GI issues at this time. Active . 

There are no urinary concerns at this time. fl.4aximilian is Continent of urine. 

is ls alert. 

There are no mood probelms at this time. 

Author: Miranda Ekenjock - Licensed Practical Nurse [ESOF] 

10125/2015 06:05 Type: Nursing Note 

Note Text: Observed to slept on and off thru the night,alert and verbally responsive, appears in control and No signs of 
aggressive behavior at this time, 153181 96.7 84 20 SP0-96%RA. 

Author: Alejandro S. Leonardo - RN [ESOF] 

1012412015 06:38 Type: Nursing Note 

Note Text: 



11712016 Progress Noles 

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

Bridgeway Senior Living, LLC 
Progress Notes 

Facility# 

Page# 10 

Resident Name: Location:· Admission Date; 10123/2015 

Note Text: Resident woke up at 2am screaming and yelling because he can not sleep anymore and on his request 
was transferred on his wheel chair and taken to the TV room wherein he stays the rest of the shift dozing on and off, 
very calm and quiet and appears in better control, 145/68 98.6 72 20 SP0-94%RA. 

Author: Alejandro S. Leonardo - RN [ESOF] 

10/23/2015 17:52 Type: Nursing Admission/Readmission Note 

Note Text: Resident admitted with Lumbago Sciatica weakness both extremities. Alert and oriented x 3. Lung sounds clear 
upon auscultation.Bowel sounds present in all four quadrants. All orders verified by Dr. Royal Priest 

Author: Joan B. Cadavez- RN [ESOF] 

10/23/2015 17:48 Type: Elopement Risk 
Note Text: c--a-s-a-d7m-.,,itt~e~d-o-n~1~0~12~3~/~2~0~1~5-,1~·s-c_u_rr_e_n~tl~y~in~ro_o_m--01~1~0~5-~1~a-n-d-,-sc_o_r~e~d~0~.0~.~A;--s-co-r~e~5,-,-or~g~r~e~a7te~r~ 

indica es 19 ns r elopement 

Author: Joan B. Cadavez - RN [ESOF] 

10/21/2015 19:29 Type: Nursing Note 

Note Text: Called CDH Hospital, resident was Admitted into unit B-436. Spoke to nurse Carla. Resident was ·admitted for BLE 
weakness. 

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

10/21/201516:28 Type: Social Service Note 

Note Text: 
Note Text: Resident anxious and was demanding to be sent to the hospital today. He was calling attending 
physician and hospital stating that he is not able to move his arms and legs and believes its secondary to his spine. 
Resident was assessed and was able to move arms and feel toes. Resident continued to insist on being 
discharged, attending physician was notified of residents request to be sent to hospital. Resident was sent to 
Central Dupage hospital. 

Author: Elizabeth Castenada - Social Worker [ESOF] 

10/21/201514:35 Type: Nursing Note 

Note Text: 
Note Text: Resident is alert oriented and responsive. MD seen the resident this early morning DIC to home. 
Resident complaint of numbness and tingling sensation. Assess the resident able to move the toes, bilateral legs 
cellulitis and edematous above 4. Resident request to go in the Central Du page Hospital. Report given to ER CDH. 
Advance ambulance transported the resident via stretcher. 

Author: Maria Manlapaz - Licensed Practical Nurse [ESOF] 

10/2112015 05:23 Type: Daily Skilled Note 

Note Text: -
Note Text is receiving skilled care related to: Management I Evaluation of Resident Care Plan, 
Observation ssessment of Resident's Condition, Teaching /Training to Manage Resident's Treatment Regimen:, 
Diabetic Care (diet, foot care, etc.), PT, OT. 

Current Vital Signs 
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Progress Notes 

Location: -

Pain is relayed as 6 on a scale of0-10. right leg 

AOL Status: 

Facflity # 

Page# 11 

Admission Date: 10/23/2015 

Bed Mobility: Extensive Assistance - Resident involved in activity, staff provide \Veight-bearing support with Two-T 
persons physical assisl 

Transfers: Extensive Assistance - Resident involved in activity, staff provide weight-bearing support with T1;vo+ 
persons physical assist 

Eating: Activity did not occur. with 

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

There are no cardiovasular concerns at this time .. 

There are no respiratory concerns at this time .. 

has unsteady gait, balance problem&, ,no paralysis or v.reakness, , 

The following skin conditions exist: 

There are no GI issues at this tin1e. Active. 

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

There are no mood probelms at this time. 

Author: Alejandro S. Leonardo - RN [ESOF) 

10/20/2015 23:37 Type: Order Note 

Note Text: Per Dr. Preist: 

Hydromorphine 2mg tablet prn every 6 hours to prn every 4 hours. 

Diazepam 10 mg tablet prn every 12 hours to prn every -4 hours. 

Author: Diane Murray - Licensed Practical Nurse [ESOFJ 
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Resident Name Location: ~ Admission Date: 10/23/2015 

Late Entry 
10/20/201519:04 Type: Physician Progress Note 

Note Text: 
Note Text: called by nurse superviser pt wants to leave ama 
HPI 

&llllll!lill~C!ll here for sar s/p kyphoplasti stated that he is not happy with services here and already set up all his 
servicesat'home on his own and wants to go home. He requested we rx as well and changes his pain meds to q 2 
hrs prn due to severe pain. 
Pt was explained the concerns regarding ama and increasing frequency of such potent opioid and it put him in 
risks. 

pt was agreed to stay over night after 45 mins of discussions, lo have sw arrange all 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 q 4 hrs prn as pt refused to have long acting oxycontine to be increased 
will keep diazepam at the same dose 

debility 
due to osteoporosis and 14 fx 
continue pVot 
may have services as out patient 
may have we and need to have home eval for we. safety. 

total time 56 mins 
counseling and education 47m ins 

ff 40 mins 

Author: Pau I 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 monitor 

Author: Elissa Wilsey - Licensed Practical Nurse [ESOF] 

10/20/2015 12:40 Type: Nursing Note 

Note Text: Patient sleeping in wheelchair in common area after recelving PRN dilauded. No distress. 

Author: Elissa Wilsey - Licensed Practical Nurse [ESOF] 

10/20/2015 09:30 Type: Nursing Note 
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Page# 13 

Resident Name Location: ~ Admission Date: 10/23/2015 

Note Text: 
Note Text· Administered Diazepam for anxiety· patient complaint to receiving meds. Verbally abusive with staff. 
V/S: 147 /63, PSS, R18, T98.2, 02 94% RIA. C/O 10/10 pain - stated, "I refuse to take anything other than dilauded." 
Agreed to attend therapy. Will continue to n1onitor. 

Author: Elissa Wilsey - Licensed Practical Nurse [ESOF] 

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

Note Text: 
Note Text: Patient extremely agitated complaining of 10110 general pain, yelling at staff stating, "I want my 
dilauded." Hydron1orphone administer€d at 0540 per night shift documentation and report. Explained to patient that 
medication is PRN every 6 hours, but is he due for Oxycontin 15mg ER tablet Patient stated, "nothing etse works 
except for hydromorphone, I donl want it.'' Refused all scheduled medication. Paged MO reporting 10/10 pain and 
refusal ofmeds. New order to increase Oxycontin lo 30n1g ER every 12 hours. Reported to patient increase of pain 
medication and he stated, "l don' want it." Noted refusal of medication. Attempted to use distraction and offer other 
means of pain management. Patient verbally aggressive stating, "you're al! liars." Refused vital signs. Allowing 
patient space to calm down, seated in front of nurses station, will continue to n1onitor. 

Author: Elissa Wilsey - Licensed Practical Nurse [ESOF] 

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 650mg. was Offered( Only pain 
medication available to give at the time), but he refused and keep on saying it is the wrong medications, resident 
then started calling 911 and and I talked to the village police 2x and Jet them know what was going on, and because 
he was calling non stop, the village sen1 3 officer to investigate, they arrived at 4:20am, and after interviewing the 
resident and the RN. they left at 4 :55arn. resident finally get tired and sleepy and slept lhru the night, wife was called 
and made aware, a message left to Dr. Priest. 

Author: Alejandro S. Leonardo - RN [ESOF] 

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

Note Text: 
Note Text: Received resident up in chair having recently returned fron1 a doctor appt. per am nurse Helen. Given 
card with doctors office from am nurse to call and confirm appt. as resident staled that office said he did not have 
appt. 

Called Endocrinologist office@ 630-532-5821; spoke to Marice! 
relative of resident stating that appt. would be rescheduled after 
facility. Marice lie stated that she explained this thoroughly t 

o stated that appt had been cancelled by a 
was finished with his rehab al the rehab 

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

Author: Patricia Murray - RN [ESOF] 

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

Note Text: . T 
Note Text :I I 11111 Is receiving skilled care related to: Management/ Evaluation of Resident Care Plan. 
Observation I Assessment of Resident's Condition, PT, OT. 
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Progress Notes 

Facility# 

Page# 14 

Resident Name 

Current Vital Signs 

T 97 .9 • 10/19/2015 21 :08 Route: Tympanic 
P 65 • 10119/2015 21 :08 Pulse Type: Regular 
R 18.0 -10/19/2015 21:08 

Location: -

BP 129176 • 10/1912015 21 :08 Position: Sitting r/arm+ 

Pain is relayed as 5 on a scale of0-10. shoulder.back and legs 

ADL Status: 

Admission Date: 10/23/2015 

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

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

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

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

There are no cardiovasu/ar concerns at this time. 

There are no respiratory concerns at this time .. 

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

Skin is intact. 

There are no GI issues at this time. Active. 

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

1s is alert. 

There are no mood probelms at this time. 

The following behaviors have been exhibiled; Verbal behaviors, 

Author: Patricia Murray· RN [ESOFJ 

10119/2015 23:03 Type: Nursing Note 

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 Diagnostics, spoke with Matt, informed x-ray will be done tonight. 

Author: Patricia Murray· RN [ESOFJ 



11712016 Progress Notes 

Bridgeway Senior Living, LLC 
Progress Notes 

Facility# Date; Jan 7, 2016 
Time: 10:43:41 CT 
User: Stan Sakinis Page# 15 

Resident Name: Location: - Admission Date: 10/23/2015 

10/1912015 14:10 Type: Nursing Note 

Note Text: Resident came back from a doctor's appoinlment to this unit alert and coherent.No apparent distress observed.No 
new skin issues observed. 

Author: Clodualdo P. Cadavez - RN [ESOF) 

10118/2015 10:26 Type: Daily Skilled Note 

Note Text: 
Note Text :I] is receiving ski lied care related to: Management f Evaluation of Resident Care Plan. 
Observation I Assessment of Resident's Condition, Therapy, PT, OT. 

Current Vital Signs 

T 97.6 - 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 rlarrn; 

Pain is relayed as 0 on a scale of0-10. 

ADL Status: 
Bed Mobility: Extensive Assistance - Resident involved in activity, staff provide weight-bearing support with Tv.10-+ 
persons physical assist 

Transfers: Extensive Assistance - Resident involved in activity, staff provide weight-bearing support with Tv,10-+ 
persons physical assist 

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

Toilet Use: Extensive 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 respiratory concerns al this time .. 

as unsteady gait, balance problems, ,no paralysis or vveakness , , 

Skin is intact. 

There are no GI issues at this time. Active. 

There are no urinary concerns at this time. r\1aximil1an is incontinent of urine. 

alert. 

There are no mood probe!rns at this lime. 



117/2016 

Date: Jan 7, 2016 

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

Progress Noles 

Bridgeway Senior Living, LLC 
Progress Notes 

Facility# 

Page# 16 

Resident Name· location: - Admission Date: 1012312015 

Author: Tamiwe Helen Sichinga - LPN [ESOF] 

10/171201515:18 Type: Physician Progress Note 

Note Text: 
Note Text: called by pt for the pain in the back 
slated that he had therapy sessions yesterday and noted that his pain was severe once he go1 back to the bed. 
noted thatthe pain was atthe 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 that it is the best for him as ii was given at the hospital. 
now pt was educated that this is no a hospital and due to his habitus and location he is in risk for apnea and death 
as we have no means to monitor him every 2 hs in nursing home and he has copd obesity and osa. 

pe nad sleepy 
close his et times 
crispy voice, obese in the we 
back there is no skin changes no local tenderness at the l/s area. no visual deformetis 

alp 
chornic pain syndrome 
opioid dependence 
will shortening to q 6 h 2 mg of hypdromoprphone monitor vs and spo2 
pt will see NS for evaluation of worsening his pain as it suppost to improve once kyphoplasy is completed. 
continue pt.at 
total time spen 55 mins 
ff49mins 
counseling and coordination of care 40 mins 

Author: Paul R Priest- Doctor [ESOF] 

10/1512015 20:59 Type: Physician Progress Note 

Note Text: 
Note Text: called by pt for excruciated pain inlhe knee and back 

~ere for sar s/p kyphopJasty 
~;e during pt/ot 

stated that he has oa and was give hydro morph on for the pain wi1h good result 

denies any new neurological signs or symprtoms 
noetd that his edema subside 
bnp 16 

pe nad inthe we working on lap tom 
bp 131178 t97.9 p 74 
heent at nc pupils reactive 



11712016 

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

Resident Name: 

lung now lr/r 
cv regular distant 
abd obese 

Progr·ess Notes 

Bridgeway Senior Living, LLC 
Progress Notes 

Location: -

mks; in TLSO ,no edema at the knees lrom vvlth mild crepitus 
skin significants erythema over the R shin 
+3 edema b/I 
neuro sensation preserve 
R side facial drop/asymelry 
mood okay affect anxious. 

bnp 16 

a//p 
pain syndrome 
complex due to dm and oa and recent 14 fx 
will ask for hydromorphone 2 mg prior pVot 
and may have ibuprofen 400 mg daily prn for severe knee pain 

ce\lulitis 
continue ab! 
diuretics 
and mupirocin 

Author: Paul R Priest - Doctor IESOF] 

10/15/2015 07:44 Type: Nursing Note 

Facility# 

Page# 17 

Admission Date: 10/2312015 

Note Text: Receieved call from Dr. Priest RE: Testosterone lnj. "Pharmacy will not deliver without a valid script. Endorsed to 7. 
3 nurse to notify Dr. Priest. Also endorsed that resident is requesting to see Or. Pries1 this a.m. 

Author: Patricia Martinez· Licensed Practical Nurse [ESOF] 

10/14/201516:29 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 room. 
Resident states that he feels more cornfortable in the chair and works best for him v.rhen getting up to transfer to 
wheelchair. 

Author: Elizabeth Castenada - Social Worker IESOF] 

10/1412015 15:39 Type: Social Service Note 

Note Text: 
Note Text: Care plan meeting held this date to discuss residents progress and goals in therapy as well as 
discharge planning. Resident is 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 that 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: Elizabeth Castenada - Social Worker [ESOF] 

10114/2015 13:44 Type: Nursing Note 

Note Text: 



11712016 Progress Noles 

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

Bridgeway Senior Living, LLC 
Progress Notes 

Facility# 

Page# 18 

Resident Name I Location: - Admission Date: 10/23/2015 

Note Text: Called Senior Care pharmacy regarding resident's testosterone injection. Regan stated that the 
pharmacy could not dispense the medication without a prescription. Called Or. Preist to request an script for this 
medication and doctor states he will write one when he comes to the facility today. Resident notified. 

Author: Sharelle Mershon - Assistant Director of Nursing (ESOF) 

10/1412015 06:55 Type: Infection Note 

Note Text: Dicloxacillin continuous for cellulitis 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 SP0-96%RA. 

Author: Alejandro S. Leonardo - RN [ESOF] 

10/14/2015 02:56 Type: Daily Skilled Note 

Note Text: 
Note Text is receiving skilled care related to: Management I Evaluation of Resident Care Plan, 
Observation I Assessment of Resident's Condition, Teaching /Training to Manage Resident's Treatment Regimen:, 
Diabetic Care (diet, foot care, etc.), PT, OT. 

Current Vital Signs 

T 98.1 - 10/14/2015 02 53 Route: Tympanic 
P 86 - 10/14/2015 02:53 Pulse Type: Regular 
R 20.0 -10/14/2015 02:53 
BP 140/78-10/14/2015 02:53 Position: Lying r/arm+ 

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

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

Transfers: Extensive Assistance - Resident involved 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 activity, 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 treatments are received: nebulizer 
treatments, BiPap/CPap,. 

Skin is intact. 



11712016 Progress Notes 

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

Bridgeway Senior Living, LLC 
Progress Notes 

Resident Name location:· 

There are no GI issues at this time Active . 

There are no urinary concerns at this tin1ej 

There are no mood probelms at this time. 

Author: Alejandro S. Leonardo - RN [ESOF] 

10113/2015 07:41 Type: Infection Note 

Note Text: 

Facility# 

Page# 19 

Admission Date: 10/23/2015 

Note Text: At 1am, resident woke up and then started to become verbally abusive e.g. screaming and threatening 
the CNA and yet he is saying he will talk to the head nurse tha1 the CNA is very abusive towards him, resident vJas 
up in the TV room until 3am, and although he calm down a little still with occasional screaming and yelling. finally 
settled and slept at4am, 138176 96.0 78 20 SP0-96%RA. 

Author: Alejandro S. Leonardo - RN [ESOF] 

10/12/201517:03 Type: Orders Note 

Note Text: 
Note Text: please do 
increase torosemide to 80 mg 
bydureon 2 mg wkly 
it is okay, for Pt to go to all outside apt with speciallist. 
restart testosteron 200 mcg It\~ every other week. 
pVoVst 
dietician consu It 
daily weight 
start on advair 500/50 bid 
mupirocin oitment daily to the le daily 
lamictal 300 mg bid 
change adderal to 6 am 
pt is DNR 
cbc c1np bnp 
vs. sp02 
duoneb prn q shift for whizing 

enodrse to RN PAT 

Author: Paul R Priest - Doctor (ESOF] 

10/12/2015 16:47 Type: Physician Progress Note 

Note Text: 
Note Text : CIC I have low T level with low cortisone as well. 
MD note 



1/7/2016 

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

Resident Name: 

Progress Notes 

Bridgeway Senior Living, LLC 
Progress Notes 

Location: -

Facility ti 

Page# 20 

Admission Date: 10/23/2015 

Ptw-examined 
HPI 8yowm 
with mu 1p e medical problems listed below, here for sar, he has complex problems and stated that some of his 
chronic medications were die while he was transfer from the hosptial 
he stated that he is depressed and takes lamiclal 300 mg bid deneis any si.hi 
stated that he takes byderoun for his DM 
lakes testosteron for his pituatry insuficiency 
takes advair for his copd and noted some doe 
take 80 mg oftorosen1ide for his chf and now he stated that he swollen up 
deneis any chills no fever, 
now cJo pf his back pain s/u kyphop!acty and knees pain chronic oa 

also, noted blurred vision which slowly getting worse, over the last few months hx of OM 

PMH 
L 4 fx compression 
Debility 
DM 
OA 
depression 
chi 
co pd 

Surgical Hx 
kyphoplasty x2 

Social Hx 
former smoker 
+ etoh in the pass 

FamilyHx 
no hx of dementia 

ROS:all revieved and negative except in hpi 

MEDICATIONS: 
reviewed 
apap 
oxy 20 er bid 
diazapam 10 mg 
to rose mid 
40 bid 

PE 
GEN: nad 
VS 129/6519.4 p 65 r 18 



11712016 

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

Progress Noles 

Bridgeway Senior Living, LLC 
Progress Notes 

Resident Name Location: -

HEENT: at/nc pupils reactive 
LUNG: diminished bl no vv a fevv wet ralas 
CV: regular sem 2/6 with l1oisystolic split 
ABD:dislended, no bs ; 
EXT: t 3 edema "" 2 edema in ue 
NEURO: speech and language preserved but confused at times, H hand light tremor 
Psychiatric: mood and affect flat 

Facility# 

Page# 21 

Admission Date: 10/23/2015 

skin there is extensive erythema onthe L st1in with some vesicular elements,pt has difficulties to pull pants up due to 
edema 
msk; lrom in ue L >R at shoulder 

LABS 
no hospital labs available 

AIP 
medical domain 
back pain due to L 4 fx 
sip kyphoplasy 
cotninue meds 
will as for ptiot 
local pain treatment 

depression 
severe 
requites MOA and la mi eta! 
will resume 

cellu!itis on top of chf exacerbationand le edema 
bl 
acute 
will continue dicloxacilin and topical mupirosic 

co pd 
resume advair 
duoneb prn 

hypogonadism 
will resume testosteron injection for his pVot session as well 
pt will f/u with his endo 
hypopituatirism 
primary most !ikiley due to no skin changes 
willask for adderall in 6 am 

dm 
will resume byderon accucheck qac and q hs 

obesity 



11712016 Progress Noles 

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

Bridgeway Senior Living, LLC 
Progress Notes 

facility# 

User: Stan Sakinis 
Resident Name: 

dietician consult 

blurred vision 
family to make ophthalomogy apt 

social support 
good 
discuss with his drt at the table 

pt is dnr 
discussed advance directive as pt stated above. 

endorsed to RN PAT 

Author: Paul R Priest- Doctor [ESOF) 

10/1112015 13:10 Type: Daily Skilled Note 

Current Vital Signs 

T 98.2 - 10/111201512:59 Route: Oral 
P 88 - 10/1112015 12:59 Pulse Type·. Regular 
R 20.0-10111/201512:59 
BP 130/80-10/11/2015 12:59 Position: Sitting I/arm+ 

Pain is relayed as 0 on a scale of0-10. 

ADL Status: 

Page#22 

Location: - Admission Date: 10/23/2015 

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

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

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

Toilet Use: Extensive 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 respiratory concerns at this lime ... 

has unsteady gait, balance probJerns, ,no paralysis or weakness, , 



11712016 

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

Progress Notes 

Bridgeway Senior Living, LLC 
Progress Notes 

Facility# 

Page# 23 

Resident Name: Location: - Admission Date: 1012312015 

There are no G! issues at this time, Active . 

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

is is alert. 

There are no mood probe!n1s at this lime. 

Author: Joan B. Cadavez - RN {ESOF] 

101101201515:01 Type: Daily Skilled Note 

Observation I Assessment Of Resident's Condition, 

Current Vital Signs 

T 98.3 -1011012015 10:31 Route: Tympanic 
P 83 - 1011012015 10:31 Pulse Type UTD - Unable lo Determine 
R 18.0 -10/1012015 10:31 
BP 145182 -101101201510:31 Position Sitting I/arm+ 

Pain is relayed as 8 on a scale of0-10. BLE 

ADL Status: 
Bed Mobility: Extensive Assistance - Resident involved in activity, staff provide weight-bearing support with One 
person physical assist 

Transfers: Extensive Assistance - Resident involved in activity, staff provide weight-bearing support with One 
person physical assist 

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

Toilet Use: Extensive Assistance - Resident involved in activity, staff provide weight-bearing support \'l'ith One 
person physical assist 

There are no cardiovasular concerns at this time. 

There are no respiratory concerns at this time .. 

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

Skin is intact. 
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Date; Jan 7, 2016 
Time: 10:43:41 CT 
User: Stan Sakinis 

Bridgeway Senior Living, LLC 
Progress Notes 

Facility# 

Page# 24 

Resident Name: Location: - Admission Date: 10/2312015 

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

There are no mood probelms at this time. 

Author: Hyanease Ruffin - Licensed Practical Nurse [ESOF] 

10110/201514:17 Type: Nursing Note 

Note Text: 
Note Text: Receied up in chair. A&O x3 breathing easy & unlabored no SOB. Good appetite. Continent of B&B. 
Meds taken as order PO ABT for BLE cellulitis no sis of adverse reaction BLE swollen & red warm to touch. VSS. Or. 
Priest paged for orders testosterone injection. Dr. Felix on-call MD call said no he can not give order for that 
n1edication & pt need lo follow up wilh endocrinologist educated pt to what Dr. Felix orders was. Pt is upset stating 
that Dr. Priest was to come in to see him today but has not showed up. Pt stated that if Dr. Priest doesn't come in 
today by 4prn to see him he will leave the facility. Nursing supervisor made aware & came to talk with pt. Pt is now 
calm. Sitting dining room n his personal lap top pc. Will continue 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 quiet and working on his computer in the TY room, at 12am, he 
started demanding for a Valium which he already received at 1 Opm, resident refused RN's explanation that he just 
received it at 10pm and he got angrier when the book was showed to her," It is all lies", screaming and yelling and 
was verbally and physically threatening to RN, resident able to calm down but remains very angry and refusing the 
RN to come closer, finally settled/ sleepy and was put back to bed at 1 :45am. Both legs remains very red and 
swollen, but warm to touch with(+) pedal pulses, Dicloxacillin continuous and tolerating it well. 140/78 98.0 78 20 
SP0-97%iRA. woke up at 5:30am, very restless and agitated, Valium 10mg. given with good results. 

Author: Alejandro S. Leonardo - RN [ESOF] 

10110/2015 03:18 Type: Daily Skilled Note 

Note Text: 
Note Text::? is receiving skilled care related to: Management I Evaluation of Resident Care PJan, 
Observation I Assessment of Resident's Condition, Teaching I Training to Manage Resident's Treatment Regimen:, 
Diabetic Care {diet, foot care, etc.), PT, OT. 

Current Vital Signs 

T 98.0 - 10/10/2015 02:19 Route: Tympanic 
P 78 -10/10/2015 02:19 Pulse Type: Regular 
R 20.0-10/10/2015 02:19 
BP 140!78 -10/1012015 02:19 Position. Sitting rlarm+ 



1/7/2016 Progress Notes 

Date: Jan 7, 2016 

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

B ridgeway Senior Living, LLC 
Progress Notes 

Facility# 

Page# 25 

Resident Name: Location: - Admission Date: 10/23/2015 

AOL Status: 
Bed Mobility: Extensive Assistance - Resident involved in activity, staff provide v.;eight-bearing support with Two+ 
persons physical assist 

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

There are no cardiovasular concerns at this tin1e .. 

There are no respiratory concerns at this time ... 

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

Skin is intact. 

There are no GI issues at this time. Active. 

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

._is is alert 

The following mood problems are exhib,ted: 

Author: Alejandro S. Leonardo - RN [ESOF] 

10/9/2015 16:17 Type: Social Service Note 

Note Text: 
Note Text: Resident very upset and demanding to see his doctor. Resident states he has a lot of questions he 
need to discuss with his doctor and demanding that the physician come to see him today. Charge nurse called and 
spoke with Dr. Haebich lo inform of residents request and he stated he is not able to come and see resident today. 
Resident 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 
still not satisfied and continues to be very upset and disruptive in nurses station. Attempting to calm resident down 
but not very successful. Nurse supervisor made aware of residents behavior and will speak with him. 

Author: Elizabeth Castenada - Social Worker [ESOF] 

10/9/201515:37 Type: Nursing Note 



11712016 

Date: Jan 7, 2016 

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

Resident Name· 

Pi ogress Notes 

Bridgeway Senior Living, LLC 
Progress Notes 

Location: -

Facility# 

Page# 26 

Admission Date: 10/23/2015 

Note Text: Resident was sitting in the dinning room all day with his lap top computer. Notice his lower extremities is edematous 
and red. Per NP resident has cellulitis in his lower extremities. Will monitor. 

Author: Maria Manlapaz - Licensed Practical Nurse [ESOF] 

10/9/201511:12 Type: Nursing Note 

Note Text: Caleed MD to verify order for Bydureon inj. and MD refused to give order.MD was made aware that resident wants 
to see him today but stated he cannot come and is uncertain what day he could see the resident. Resident was 
made aware. 

Author: Joan B. Cadavez - RN [ESOF] 

10/9/2015 07:30 Type: Infection Note 

Nole 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 stays working on his computer, Dicloxacillin continuous for cellulitis on both legs and tolerating it well, 
legs remains very red and swollen, 125/63 98.4 80 20 SP0-94 %RA. At 4am, resident finally get bored and was put 
back to bed on request. Slept for a couple of hours and woke up and was up on request at 6:45am. 

Author: Alejandro S. Leonardo - RN [ESOF] 

10/8/201511:20 Type: Infection Note 

Note Text: Afebrile with a Temp.of 98F.Redness,swelling and warmth sensation still noted on BLE.On Dicloxacil!in for cellulitis 
on BLE with no adverse reactions. 

Author: Clodualdo P. Cadavez - RN [ESOF] 

10/8/2015 07:28 Type: Infection Note 

Note Text: Observed to slept most of the night, Dicloxacillin continuous for cellulilis of both legs and tolerating it well without 
any side effects, both legs remains red and slightly swollen and warm to touch, v/s stable. 

Author: Alejandro S. Leonardo - RN [ESOF] 

1017/201512:50 Type: Daily Skilled Note 

Note Text: -
Note Text is receiving skilled care related to: Observation I Assessment of Resident's Condition, Use 
and Care of Braces, plints, Orthotics. Therapy, PT, OT. 

Current Vital Signs 

T98.4 -1017/2015 09:54 Route: Tympanic 
P 81 - 10/7/2015 09:54 Pulse Type: Regular 
R 20.0 - 1017/2015 09:54 
BP 134/70 - 1017/2015 09:54 Position: Sitting I/arm+ 

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

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



11712016 P1 ogress Notes 

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

Bridgeway Senior Living, LLC 
Progress Notes 

Facility# 

User: Stan Saklnis Page# 27 

Resident Name:£ Location: - Admission Date: 10/23/2015 

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

Eating: Independent - No tie Ip or staff oversight at a11y1 time. with Setup help only. 

Toilet Use: Extensive Assistance· Resident involved in activity, staff provide weight-bearing support \Vith Two-t 
persons physical assist 

There are no cardiovasular concerns at this time. 

There are no respiratory concerns at tt1is time .. The following respiratory treatments are received: BiPap/CPap,. 

has unsteady gait, balance problems, ,no paralysis or vveakness , , 

The fo!lowing shin conditions exist 

There are no GI issues at this time. Active . 

There are no urinary concerns at this time. f\~axirnilian is Continent of urine. 

fllllllll!lllllilllfll~11s is alert. Staff names and faces, 

There are no mood probelms at this time. 

Author: Clodualdo P. Cadavez. RN [ESOF] 

101712015 07:56 Type: Infection Note 

Note Text: 
Note Text : Woke up at 3am and unable to get back to sleep, was up in the TV request and just use his computer 
the rest of the night, Diclxacillin continuous for cellulitis of both legs and tolerating it well without any side effects, No 
clo made. 128f/7 98.0 78 20 SP0-97%. 

Author: Alejandro S. Leonardo· RN [ESOF] 

10/5/2015 16:25 Type: Social Service Note 

Note Text: 
Note Text: Initial Admit Note: 
Admitted this 68 year old married while mate on 10/1/15 from Central Dupage hospital with a diagnosis of left 
lumbago vJith sciatica. hypothyroidism, attention deficit disorder, major depressive disorder, anxiety disorder, PTSD. 
Resident is alert and oriented x3, BIMS score 15/15. He is able to verbalize needs and understands others. 
Resident was previously living with his v..rife in a house and has plans to return home once he completes his 
rehabilitation. Resident is hopeful that he will be walking again and return home with his wife. He appears calm and 
cooperative today. Resident has history of becoming agitated, resistive to care and physically aggressive towards 
staff. Referral made to psychiatry. Resident wishes to be full code. He does not have any existing advance 
directives and may consider doing a POA for healthcare. Social services will fo!!ow up and assist with POA 
completion. 
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Date: Jan 7, 2016 
Time: 10:43:41 CT 
User: Stan Sakinis 

Resident Name 

Progress Noles 

Bridgeway Senior Living, LLC 
Progress Notes 

Location: . 

Author: Elizabeth Castenada - Social Worker [ESOF] 

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

Note Text: 
Note Text: GEROPSYCH EVALUATION 

Facility# 

Page# 28 

Admission Date: 10/23/2015 

PATIENT IS A 68 YEAR OLD MALE ADMIITED 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 

LUMBAGO WITH SCIATICA 
HYPOTHYROID 
ADHD 
GERO 
CHF 
MORBID OBESITY 
OM 
METABOLIC SYNDROME 
MAJOR DEPRESSIVE DIS 
ANXIETY DISORDER 
POST TRAUMATIC STRESS DIS 
NARCISSISTIC PERSONALITY DIS 
OSA 
HTN 
VENTRICULAR FLUITER 
COPD 
LEFT SHOULDER ROTATOR CUFF TEAR 
CKD 
LUMBAR VERTEBRAL FX 
FALL 
CELLULITIS 

CURRENT MEDS 

.. NARDIL 30MG QAM 

.. NARDtL 45MG OHS 
""PRN VALIUM 10MG Q 12 HOURS 
DICLOXACILLIN 
VITO 
ASA 



1/712016 Pi ogress Notes 

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

Bridgeway Senior Living, LLC 
Progress Notes 

Facility# 

User; Stan Sakinis 

Resident Name: 

PREGABALIN 
PROTON IX 
OMEGA3 
LOVEN OX 
METANX 
INSULIN 
LORATADINE 
TORSEMIDE 
LEVOTHYROXINE 
SENNA 

SH/FH/PSYCH 

Page# 29 

Location: - Admission Date: 10/23/2015 

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 ANO 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 IS OBESE WM IN BODY BRACE. UNSHAVEN 
DISHEVELLED HAIR. GROOMING IS POOR. MILD TREMOR OF HANDS. POSTURE UPRIGHT IN BRACE IN W/C. 

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 
STH, 2015 AND PRESIDENTS OBAMA, BUSH AND CLINTON. ATTENTION WAS GOOD BUT EYE CONTACT WAS 
NOT ALWAYS GOOD; I.E. SCANNING THE ROOM THROUGHOUT THE INTERVIEW. 
MEMORY INTACT. 

MOOD WAS ANXIOUS AND DYSPHORIC. NOT PSYCHOTIC. 
JUDGMENT IS FAIR. INSIGHT IS FAIR. NO SI/HI. 

PATIENT WAS ALERT AND COOPERATIVE WITH INTERVIEW. 



117/2016 Progress Noles 

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

Bridgeway Senior Living, LLC 
Progress Notes 

Facility# 

User; Stan Sakinis Page# 30 
Resident Name Location: - Admission Date: 10/2312015 

REPORTEO 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 "I CAN BE" AND CRIES A BIT BUT 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 TO WHEATON TO LIVE WITH WIFE AND DISABLED SON. 

IMPRESSION 
1. MAJOR DEPRESSION 
2. PTSD PER HISTORY 
3. PERSONALITY DISORDER 
4. R/O ADJUSTMENT DISORDER 
5. RECENT CALL TO 911--WONDER IF PART OF A CONFUSION/DELIRIUM? 

SUGGEST 
1. CONTINUE CURRENT MEDICATION 
2. MONITOR MOOD, APPETITE, SLEEP, BEHAVIOR AND COGNITIVE FUNCTIONS 
3. STRONGLY ENCOURAGED TO FIND ANOTHER PSYCHOTHERAPIST 
4. CONT TO 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 behavior noted.Redness still apparent on BLE.On Dicloxacillin for BLE cellulitis 
with no adverse reactions.VIS checked BP-120174 mmHg,pulse-70 beats/min.,RR-20 cycles/min.,and Temp.97.3F. 

Author: Clodualdo P. Cadavez- RN [ESOF] 

10/512015 07:00 Type: Infection Note 

Note Text: 
Note Text: Resident was very anxious and needy early in shift but able to calm down once his needs are met e.g. 
took him to bathroom when requested and made him comfortable in bed, both lower legs remains red and slightly 
swollen but warm to touch with (+)pulses, Dicloxacillin continuous and tolerating it well without any side effects, No 
c/o made this shift 124168 97.9 68 18 SP0-95%RA, finally settled and slept at 2am until Sam, very compliant with 
meds.and care. encouraged to verbalized for his needs and concerns. 

Author: Alejandro S. Leonardo - RN [ESOF] 

10/41201510:29 Type: Daily Skilled Note 

Note Text: 
Note Text -is receiving ski:led care related to: Observation I Assessment of Resident's Condition, Use 
and Care of Braces, Splints, Orthotics, Therapy, PT, OT. 

Current Vital Signs 



1/712016 Pi ogress Notes 

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

Bridgeway Senior Living, LLC 
Progress Notes 

Facility# 

Page# 31 

Resident Name: Location: - Admission Date: 10/23/2015 

T 97.6 - 10/4/2015 09:12 Route: Tymparic 
P 68 - 1014/2015 09:12 Pulse Type: Regular 
R 20.0 · 10/4/2015 09:12 
BP 138174 -1014/2015 09:12 Position: Sitting I/arm+ 

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

AOL Status: 
Bed Mobility: Extensive Assistance - Resident involved in activity, staff provide weight-bearing support with Tv..'o.+ 
persons physical assist 

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

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

Toilet Use: Extensive Assistance - Resident involved in activity, staff provide weight·bearing suppori with Tv.ro-i 
persons physical assist 

There are no cardiovasular concerns at this time .. 

There are no respiratory concerns at this time .. The follov.ring respiratory treatments are received: BiPap/CPap,. 

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

The following skin conditions exist: 

There are no GI issues at this time. Active . 

There are no urinary concerns at this time.1 

-is is alert. Staff names and faces, 

There are no mood probe I ms at this time. 

Author: Clodualdo P. Cadavez- RN [ESOF] 

is Continent of urine. 

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

Note Text: 
Note Text: Observed to slept most of the night, woke up a couple of times but very calm 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 well without any side effects, 144165 96.8 60 20 SP0-94%RA. 

Author: Alejandro S. Leonardo - RN [ESOF] 



11712016 Progress Notes 

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

Bridgeway Senior Living, LLC 
Progress Notes 

Facility# 

Page II 32 

Resident Name. Location: 8 Admission Date: 1012312015 

1013/2015 09:21 Type: Social Service Note 

Note Text: 
Note Text : One on one with resident to discuss events of lasdl night Wl1en asked why he had called Sheriff and 
911 resident staled because no one would take him to bathroom. Writer reminded resident when staff had tried to 
help him he would not allow them to touch him. Resident denied this. Resident also stated it was because he did 
not receive therapy. Resident reminded when therapy came to assess for transfer he refused. Resident also denies 
this. Resident present with angry, agitated mood. Resident still had breakfast tray in front of him and when asked 
why he hadn~ eaten by writer resident raised voice to writer and told writer he did not want to eat and to take tray 
away. Resident than recheck by writer after tray was removed and resident was sleeping comfortably in bed. 
Nursing informed of conversation. 

Author: Maggie M Ku eking - Social Services jESOF] 

10/3/2015 08:05 Type: Nursing Note 

Note Text: 
Note Text: Resident came back from Alexian Bros.1vledical Center via stretcher with 2 paramedics.Resident is alert 
and verbally responsive.No complaints of dyspnea nor pain.No signs or symptoms of hypo or hyperglycemia.VIS 
taken BP-130/80 mmHg,pulse-76 beats/min .,RR-20 cycles/min.and Temp.97.8F.Skin check done with no new skin 
issues noted.Dr.Haebich notified. 

Author: Clodualdo P. Cadavez - RN IESOF] 

10/312015 07:35 Type: Nursing Note 

Note Text: 
Note Text: Resident woke up at 11 :50pm, calm, quiet and in control and compliant with v/s;109/76 97 .1 75 20 
SP0-96%RA, 15min. later he started screaming said he needs to go to the bathroom, it took 3-4min. to gather 5 
CNA that will help him but when CNAs arrived he does not want to be touch or be helped said "Nobody here knows 
what to do" then he said he needs a special bed, a big boy bed was offered but he refuses and just continue 
screaming, at 12:30am, Sheriffs office called but said he will not going to send anybody once the situation was 
explained to him and then Norcom Public safety called and then a few min. later Paramedics arrived escorted by 2 
Policeman, Paramedics was given report of what was going on and then spent lime interviewing the resident alone, 
resident left per stretcher to ABMC at 1 :05am, wile was called and was made aware of the situation, Lydia. RN/NP 
was notified and Rizza ADON was also made aware of the problem. At 3:45am, received a call from Ruth at ABMC 
and that resident is coming back, and DVT was RIO. At ?am, ER called and said that resident just left the premise. 

Author: Alejandro S. Leonardo - RN [ESOF] 

10121201518:08 Type: Nursing Note 

Note Text: 
Note Text: Resident seen sleeping in the chair. Therapist came lo do assessment on transfer. Refused to be 
transferred. Responded to pain stimuli.Refused to eat dinner. Family came and talked to nurse. Stated not to bother 
the resident when he is sleeping and to honor whatever is his decision about the care.Resident refused all his pm 
medications.MD made aware.Sleeping in the chair calmlyad not on any kind of distress. 

Author: Joan B. Cadavez - RN [ESOF] 

10121201517:13 Type: Nursing Note 

Note Text: Nurse Practitioner came and examined resident with orders for lab and antibiotics for both leg Cellulitis. All orders 
carried out. 



11712016 Progress Notes 

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

Bridgeway Senior Living, LLC 
Progress Notes 

Facility# 

Page# 33 

Resident Name: Location:. Admission Date: 1012312015 

Author: Joan B. Cadavez - RN IESOF] 

10/21201512:03 Type: Skin/Wound Note 

Note Text: 
Note Text: Admitted a 68 year old male wl dx of Chronic CHF. Paindlt trauma, Hypothyroidism, DM Insipid us. 
PTSD, Asthma, Atrial flutter, Gastro·esophageal Reflux disease. Resident is A&OX2·3 with periods of confusion, 
incontinent of bowel and bladder, ambulatory via w/c. Res at risk for skin breakdown r/t impaired mobility, 
incontinence of bowel and bladder. During skin assessment the following was observe :Res is Morbidly Obese. 
Bilateral lower extremeties very edematous, pitting edema +4, reddened, with hemosedirin, staining, warm touch, 
+CMS, able to wiggle toes. 

Author: Susan Echevarria - Wound Care Coordinator [ESOF] 

101212015 09:01 Type: Nursing Note 

Note Text: 
Note Text: Received resident sitting on the chair in his room, calmed and is able to answer questions coherently. 
Morning pills taken without any hesitation. Therapist made aware for assessment on transfer.Medications verified 
by Dr. Haebich, reminded on script for Lyrica. Resident refused to sign consent for Ha Idol. Resident wants all 
medications in a packet with names before giving it to him . Psyche personnel came and assess the resident. No 
combative behavior noted. Refused to eat breakfast.Kept comfortable in the chair. Urinal offered. 

Author: Joan B. Cadavez • RN IESOF) 

101212015 08:08 Type: Nursing Note 

Note Text: 
Note Text: Upon evening round CNA was noted trying to assist resident in repositioning in chair. When CNA 
touched residents arm. Resident balled up fist and swung at aid and punch landed on left shoulder. Writer tried to 
calm resident down. Resident became ver}.1 combative and verbally abusive. Resident screamed entire shift. 
Resident was accusing staff of lying and was noted becoming increasingly confused. Resident was not compliant 
with medications. Will continue to monitor and follow current plan of care. 

Author: Jade Clark - Licensed Practical Nurse IESOF) 

101212015 08:08 Type: Nursing Note 

Note Text: Resident refused TB testing endorsed to next shift to lry when combative behavior subsided. 

Author: Jade Clark - Licensed Practical Nurse [ESOF] 

101212015 04:30 Type: Elopement Risk 

Note Text: r=a~s~a"d~m~i~tte~d:;-::o~n~1~0~i1~/~2°0~1'5~.i~s~c~u~rr~e~n~tly-,-,,in~r~o~o~m:-:c1710~6~-~1-a~n~d:;-::-sc-o~r-e~d~4~.0~.-A;;-s~co~r~e~5~or-g~r~e~a7te~r~-

jndicates h19 ns or elopement. 

Author: Jade Clark - Licensed Practical Nurse iESOF) 

101112015 19:34 Type: Nursing Note 

Note Text: Received resident via stretcher. Escorted by 3 staff members. No signs of distress noted. Slightly lethargic when 
asked questions. 

Author: Jade Clark· Licensed Practical Nurse [ESOF] 
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ABBJ:f6 HCIS ~~Page: l "1 

Tra.nsfer Att•esar..ent D~te: 11/01/15 0$:03 

WINTERS ,MAXIM1LIAN 
Fae; AB Behavioral Health Hospital 
68 M Med 

Loe; 3 North 
Rec N :H000129172 

Bed; 3304 -1 

Attending:AQEEL A KHAN 
Reason: 

Transfer Asise5sment 
1-===F-4?""'~""'":=;~----------~--+-­;· ·,-;:: 

10/31/15 22:14 
Transfer Assessment 
Freq: 

Start' 10/31/15 20,49 
Status: Active 

Document TLP (Rec 10/31/15 22,35 TL llHINTlPC06) 
Transfer Assessment 

Transfer Assessment 
Date of Assessment 
Time of Assessment 
Transferred From 
Mode of Arrival 
Source of Information 

symptoms That Require Psy Adm 
Risk of Self-Harm and/or Harm to Othe s 

Quez:y Text:Risk of Self-Harn1 and/or arm 
to Others Due to Dementia, Psychosis, 
Confusicn, Poor Insight or Poor Judg nt 

Provide deLails regarding any boxes 
checked above 

~llllllYIH/ I 
llllflllUllllH ACCTl 1 

11/01/15 
03,15 
BRIDGEWAY SENIOR LIVING 
Ambulance 
Clinical Record 

Yes 

PER PETITION: ON OCTOBER 31, 
2015 CALLED 911 AT 
AROUND 2,3QAM TO THE BRIDGWA~ 

LIVING FACILITY. 

HIM AND HITTING HIM. HE WAS 
YELLING AT THE STAFF AND 
CALLING THE NURSING STAFF, 
BITCHES AND TO GET OUT OF HlS 
FUCKING ROOM. THE POLICE 
DEPARTMENT WANTED TO TAKE HlM 
TO THE POLICE DEPARTMENT FO~ 

ABUSING THE 911 SYSTEM AS HE 
HAS CALLED THE 911 SYSTEM MANY 
TIMES IN THE PAST. THEY 
ELECTED NOT TO DUE 

ACCUSED THE NURSING STAFF 
NOT GIVING HIM IS 

STATING HE WANTED TO BE 
DISCHARGED. 
THIS AFTERNOCN 
BECAME INCREASINGLY AGITATED 
AND HE COULD NOT BE REDIRECTED 

HE THREATENED THE STAFF BY 
, THROWING OBJECTS SUCH AS HIS 

Contiilqed- on Pag~ .2 ! 



~e.gei:_2 __ 

Loe: 3 North 
Rec Num:H0001291'12 Visit. 

BEDSIDE COMMODE, HIS CLOTHES 
AND SHOES. HE THREW HIS HARD 
PLASTIC BRACE FOR HTS BACK A~D 
HIS SMALL PERSONAL 
REFRIGERATOR TO THE GROUND B:JT 
THE STAFF CAUGHT THIS BEFORE 
IT FELL, HE THREW HIS 
PERSONAL CARE ITEMS AT THIS 
BEDSIDE ONTO THE GROUND. HE 
SAT IN HIS ROOM ALONE AND 

WANTED THE DOOR SHUT WHEN 
NURSING STAFF WOULD GO TO 
CHECK ON HIM HE WOULD YELL AT 

HIS UNDERWEAR WERE HALF O?F 
AND HE WAS SITTING LOWER IN 
THE WHEELCHAIR. 

THREW THIS ACROSS 
FLOOR. 

HIS MOOD DYSREGULATED WITH 
J,ows AtID HIGJIS AS JIE WOLD 
BECOME INCREASINGLY AGITATED 
AND THEN BEGIN TO WHIMPER AND 

HAS EXHIBIT BIZARRE 
BEHAVIORS TODAY THAl' ARE 
SHOWING AN INCREASE AND 
DECREASE IN HIS MOOD OVER THE 
PAST TWENTY FOUR HOURS. TODAY 

HAS SHOWN TO BE A 
DANGER TO HIMSELF AND OTHERS 
WITH THROWING OF OBJECTS, 
SCREAMING OUT OF JITS ROOM AND 
UPSETTING THE RESIDENTS WHO 
SHARE THE UNIT THAT HE RESIDES 
IN. SEVERAL OF THE RESIDENTS 
ARE AFRAID TO GO TO THEIR 
ROOMS AND ARE SITTING OUT OF 
THE RESIDENT'S EATING AREA. 
SOME RESIDENTS HAVE CLOSED 
THEIR DOORS. 

GAVE ORDERS FOR TO 
BE SENT TO THE EMERGENCY ROOM 
FOR AN EVALUATION DUE TO BEING 
A DANGER TO SELF AND TO 
OTHER~ ,_w_A_s __ _ 

Coiitin ed on Page 3 
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Health Hospital Loa:3 North Bed:3304-l 

Med .::;R:=e"'c-'N=+'H000129l 72 Viait:HOB0028B9312 
--- ------ ---INFO-RM3D THE DR. iiANTED TO ----

List of patient's current medication 

Mental Status 
Exam 

Grooming 
Hygien~ 

Motor Activity 
Attention I Concentration 
Alertness 
Orientation 
Speech Rhythm 
Speech Volume 
Affed 
Mood 
Thought. Process 
Thought Content 
Perceptual Disturbance 
Insight 
Intellectual Functioning 
Sleep 

Appetite 

Comment 
Mental Status Comment 

Mental Status Exam Cont'd 
Rapport with Clinician 
Motivation tor Treatment 

Diagnostic Impressions 
Provisional Diagnostic Impression 
AXIS I 

AXIS II 
AXIS III 

AXIS IV 
AXIS V Current 

Case Dispositicn 

SEND HIM THE EMERGENCY ROOM TO 
BE EVALUATED. 
BEGAN TO SCREAM THAT HE WAS 
NOT GOING TO GO TO THE 
HOSPITAL. 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 HIS ROOM AS HE 
REFUSED TO LET THEM. 
OXYCODONE HC I; HYOROMORPHONE 
HCI; TBSTONE CJK; ADDERALL 
JOMG; DIAZEPAM lOMGPROGABALI!l 
lSOMG 

Gown 
Gown 
Unable to Assess 
Unable to Assess 
Unable to Assess 
Unable to Assess 
Unable to Assess 
Unable to Assess 
Unable to Assess 
Unable to Assess 
Unable to Assess 
Unable to Assess 
Unable to Assess 
unable to Assess 
unable to Assess 
UNABLE TO ASSESS DUE TO 
CLINICAL CONDITJON. 
UNABLE TO ASSESS DUE TO 
CLINICA'.. CONDITION. 

UNABLE TO ASSESS DUE TO 
CLINICAL CONDITION. 

unable to Assess 
Unable to Assess 

F39 - U?lSPECIFIED MOOD 
AFFECTIVE) DISORDER 
DEFERRED 
SEE DIAGNOSIS PROVIDED FROM 
BRIDGEW/,Y 
Social Environment 
25 

r----~---------"• Contf;;Uff on Page 4 
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~--l.., _ _.r,___-~---- ___ -:j•'1•'--' __ _ 
HospitaJ Loc:3 North 

Level of Care Recommended 
Patient Accept/Decline 
Accepting MD 
Admit ting MD 

Med Rec Nwn:H000129172 

Inpatient service Selected by Physici n 
Inpatient Bed ~ 

Inpat:ient 
Accepted 
KHAN,AQEEL A 
KHAN,AQEEL A 
GERO 
3304-.l 

U er Kev 

Mnemonic ' N(!me _______ Provider Ty e 
---· -+----------~----::----i 

HAIDTLP J /Pearson,Terri L A_cq~~taf~ j 
' 

llllllilmHUlllllll =· 

Bed:3304-l 
Visit 



ALEXIAN BROTHERS BE AVIORAL HEALTH HOSPITAL 
INPATIENT PSYCH SOCIAL ASSESSMENT 

Patient Name: 

I. SYMPTOM CHECKLIST 

CURRENT PAST 

A. MOOD DISORDERS 0Pl denies 
0 !8l Dep18S$od mood 
0 D Dolly lrrililbllil}' 
0 !8l Lack ol 1-1/pleasure In octiv11ies 
0 181 Increase in appetite 
0 0 Loos o1 appetite 
0 0 Dilficully gleeplng 
0 0 P-oleeplng 
0 0 Increased need for aleep 
0 0 Decrened need for sleep 
0 !8l Reou .. snesa 
0 0 Inability to concentrate 
0 0 Difficulty making decisions 
0 181 Fallguelloss of energy 
D 0 Feelings of worthlessness 
0 0 Feelings of gull 
D 0 Feelings of hopelessness 
0 0 Recurrent thoughts of death 

Comments; denying current depressive sx. ••ms under 
control." reports that he was crying because ot lnterae pain 
and ''thye took that as a sign of mental problems.'' Wt "I 
have been depressed ell my lire." 

12S!Pt denies 
0 0 
D 0 
0 0 
0 0 
0 D 
0 0 
0 0 
0 0 
0 0 
0 D 
D 0 
0 0 
0 0 

Comm ems: 

Elevated mOOd 
Euphoric Mood 
Increase tn pleasurable activities 
Increased energy 
Rapid Mood Swings 
Racing UlOIJghts or ideas 
OIBlntctlblllty 
Agitation 
Grandloolty 
Hypsractlvity 
Hyper verbal speech 
imP<JISilllly 
Vioktnt Behavior 

B. RISK OF HARM 0Pt denies 
0 0 Suicidal ideation 
0 0 SUi<ide attempt 
D D Homicidal Ideation 
~ ~ Violence towards person 
l8l 181 Violence towards P"'PB"IY 
0 0 Seff Injury behavion; 

URRENT PAST 

C .. ANXIETY DISORDERS 0Pt denies 
0 0 Shortnessolbieath 
0 0 Dizziness 
0 0 Accelerated heart rote 
0 0 Chest pa;n 
0 0 Trernlllinglshaking 
0 0 Sweoting 
0 0 Feeling flushed 
0 0 Choking 
0 0 Nausea 
D 0 Abdominal Distross 
0 0 Feeling Unreal 
0 0 Numbness 
0 0 Tingling Sensations 
0 0 Fear of dying or going crazy 
0 0 Fear of poroons/places/objectslsituations 
0 0 Recurrentlpsrs1si..nt thoughlslbehavio"' 
D 0 Constant wonies 
D 0 Obsessive or intrusive thouQhts 
0 0 Compulsive behaviors/rituals 
0 0 Hoarding items or animals 
D 0 Phobias 
0 0 Feall' or embarras:smentlpublic speaking 

Comments: "not reafly." 

D. POST TRAUMATIC 
S RESS DISORDERS 0Pt denies 

D 0 Psychological abuse 
0 £8l Physical abuse 
0 0 Sexual abuse 
0 0 Dtstresaing memc>ries that reoccur/intrude 
0 0 Recummt dlstreoslng dreams 
0 0 Sense of reliving lraumatic events 
0 0 Periods of Vme you can'l romentber 
0 0 Intense tea.ctJons ID certain eventslannht. 
0 0 Avoidance of thoughts/feelings of trauma 
0 0 Detachment from loelings, psople, places 
0 0 Missing periods oftime 
0 0 Witnessing violence/crime 
0 0 Military related trauma 
0 0 War re-. trauma 

Comments: "my mother use to hir us all the tlme." do neglected 
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Comments: denring current.ar1d past si. per petition +outbursts· 
yemng, •triking out pt Is denying. "i was swinging the phone 
cord to keep them away from me when they attacked me." pt 
reports hlo "early in life" of arguing and getting physical with wife 

E. PSYCHOTIC 
DISORDERS !8Jpt denies 

0 D AudiWry hallucinations 
0 0 Visual hallucinations 
0 D Tactile hallucinations 
0 D Ollactoiy hallucinations 
0 0 Grandiose delusions 
0 0 Paranoid delusion& 
D 0 Persecutory delusions 

Comments: 

F .DEMENTIA/DELIRIUM ON/A 
D 0 Paranoia 
l8l 0 lnc,..so In forgetfulness 
0 0 Galt changes 
0 0 AOL.changes 
D 0 lncreas.e in e.omatic complaints 
l'8l 0 Agitation/Agg...,.sion 
l8l 0 Fluctuall0!1$ In mental status 
D 0 An•letv 
D D Non-responsiveness 
0 0 Elopement 
D 0 Disrobing 
0 0 Recent fall• 
D D Se•ually Inappropriate behavior 

Comments; moc&'"14/30 

11. SUBSTANCE ABUSE/ADDICTIVE BEHAVIORS 

G EA TING DISORDERS [8JPI denies 
0 D BingelngtcompuJslve overeaU11g 
0 0 Intentional vomiting 
0 D OluretJcsllautive misuoe 
0 0 E•ce<sive dieUng 
0 0 Excessive exercising 
0 0 Fear of weight gain 
0 0 Poor body image 

I Comments: 

HjCONDUCT DISORDERS [8JNIA 
0 D Poor anger management 
0 0 lmpulslvity 
0 0 Stealing 
0 0 L.ying 
0 D Uncooperativeness 
D D 0ertan1 behovloni 
0 0 Poor grades 
0 0 Cruelty to animals 
D D Firesetting 
0 0 Bullying 
D 0 lntimid•tion 
D 0 Thiutening 
0 0 Running away 
0 D Truancy 

Cornmenb: 

A Past Use i smoked som ast..never a reall Pt denies 

B. Current Use @Pt denies 

C. Is the patient experiencing any withdrawal symptom~ 0 YES® NO 

If yes, please describe _______ t8jN/A I 
' 

0 Has substance abuse (alcohol, drugs, nicotine) an r addictive behaviors interfered with work, school, family. 

or relationships? (If so, how?) ____ __.,=-'--"'~!!<2 

E. Has anyone ever told the patient they are conceme about his/her chemical use? IBJpt denies 

F How often do you have a drink containing alcohol? Never D Monthly or Less 02-4 times per month 02-3 

times per week 0 4 or more limes per week 0Pat nt Refused/Unable to Assess 
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AB Behavioral Health Hospital 
1650 MOO/~ LAKE BLVD 

HOFFMAl~.ESTATES IL 60169 

------- ..... ------ ···------·--·---------===-
PATIENT 
f,CCT#. 
A lT PH AOEEL A KHAN. MD 
ADMIT/SERVICE DATE 11101115 

Signed 

---------------------------------------·--·---··----

HISTORY AND PHYSICAL EXAMINATION 

Date of Adm iss1on 1111115 

HIST ORY 01- PRESEt"T ILLNESS: 

Chief complaint Severe moe>d and behavioral 1ssJes History of present illness taken from the patient and also the 
transtemng facility Mr 1s a 68 year old gentleman that appears to have numerous medical 
problems He basically was declining al hOme. He apparen11y had a tall sustarning compression fracture of his 
lumbar spine. He was seen at Central DuPage Hospital where he underwent spinal procedure, apparently 
kyphoplasly He was seen by tlie neurosurgeon there. Dr Dennis Ross. After the procedure. he was transferred to 
Brrdgeway Nursing Facility for rehab He states he t1as tJeen there for about ll1e last six to eigl1t weeks. The patient 
apparently has been havmg frequent negative interactions with the staff. He ended up calling the police for some 
reµorted abusive rssues. He d1d not go into any detarls. following which he was transferred out of there to the 
Emergency Room and then they transferred him here. He states he has been non-ambulatory for quite some time 
Even prior lo the spinal procedures, he was having gait and balance issues and he fell at home folla#ing which he 
ended up at the Central DuPage Hospital The patient also has had problems with chrome leg edema. peripheral 
vascular issues. and has been seen b different subspec1allsts. He again did not go into any details. 

PAST MEDICAL HISTORY. 

Past medical history remarkable tor a reported history ot CHF, apparently d1astollc dystunctlon. the details of the 
ejection fraction is unavailable, history of COPD, hr~iory of sleep apnea, history of hypertension, history of diabetes, 
history of gait and balance issues recurrent falls hio1ory of narcissist re personality disorder. hislory of chrooic kidney 
disease, history of anemia; hypothyroid on replacement; chronic back pain; obesity; type 2 diabetes •1~th neuropathy 
reported history of vent11cular arrhythmia. again no details available. 

PAST SURGICAL HISTORY. 

He has had kyphoplasty 

MEDICATIONS. 

See the med reconcile list. 

SOCIAL HIST ORY 

He &1ates prior to going into the nursing home he v,ias residing v,11th his v.iife and three children T1Jvo of his children 
have srgnificant d1sabllity 

FAMILY HISTORY. 
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Family history noncontributory 

ALLERGIES: 

Amlod1pine. 

REVIEW OF SYSTEMS 

HEENT No lleadaclie dizziness blurring of vision Cardiac He denies chest pain. palpitations, slmrtness of 
breath Respiratory No reported cougl1, cor1geslion, wheeze GI: Fair appetite No vomiting, diarrl1ea, blood in the 
stool Musculoskeletal: Back and bilateral leg pain He cannot ambulate independently GU: No bladder 
disturbance. No dysuria Circulatory. He has chronic erythema, dry skin, swellrng involving both the legs. 
Neurologic. Tingling and numbness 1n beth the legs 

PHYSICAi. EXAMINATION He is alert. anxious, very easily gets upset 02 sat 95% on room air 

Vital signs: Blood Pressure 125/63, Pulse m tile mid 60s. Respirations. Height 6'0", Weight 309.5 pounds, 
Temperature 97.0 

HEENT: Eyes are anicteric. Extraocular museles are intact 
Neck. Supple. Tt1yroid not enlarged. Carotids, no bruits. 
Heart: S1 S2 well l1eard No 83, 84. No murmurs 
Lungs Diminished air entry bila1erally Norales or wheeze 
At.<Jomen: Obese Nontender No organomegaly Bowel sounds are well heard 
Lymph Nodes: 
Extrerrnties: Lower extremities wiU1 3t edema. Severe scaling. Also noted are dry scabs and calluses i11volv1ng 
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. 

NEUROLOGIC SCREEr~. He is alert 
I CRANIAL NERVES· 
cranial Nerve 1: Olfactory 'Mth normal sense of smell. 
cranial Nerve 2: Optic With normal visual acuity. 
Cranial Nerves 3 4 & 6 Intact laleral and vertical gaze 
Cranial Nerve 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 

1i. MOTOR: He 1s diffusely weak both upper and lower extrem1t1es at 4/5 at the best 
iii. SENSORY. 
iv. COORDINATION Gait. he cannot ambulate v~thout assist 
v. REFLEXES Reflexes very sluggish, but symmetrical. 

LABORATORY DAT A: 

Lab data reviewed 

IMPRESSION/TREATMENT PLAN 

1 Mood disorder with behavioral problems Need further psych intervention 
2 History of recent back surgery He still has quite a brt Of back pain. 

Repo11#.1101-006:; HISTORY AND PHYSICAL 
Additional copy 
cc 

Page 2 
Dept MR 



3 History ot hypertension 
4 History of ctuonic obstructive pulmonary disease and sleep apnea. 
5 History of diabetes. 
6 History of chronic kidney disease. 
7 History of t1ypothyro1d. On replacement. 
8 Severe leg edema and peripheral vascula1 <:hanges tt1at appear ct1ro11ic. 
9 Reported low testosterone levels on re1~acement 
10 Reported history of congestive heart failure and diastolic dystunctron 
11. At risk for compf1cat1ons of rmmob1llty 
12. Musculoskeletat pain Curiently on stiff dose of pain meds, including Oxycodone, D:laud1d. and I yrica 

PLAN 

1 I have 1ev1ewed his labs and meds I will continue his medical meds 
2 Requested PT evaluation. 
3 Skincare will be done as needed 
4 Depending on his progress will make further recommendations 
5 The patient needs lo follow with his prrrnary M D. upon discharge along wrlt1 the subspec1alrsls 
6 Goab of l1eatmenl al lhis facilily were rev1eweo v~1h 1he patient 
7 He also 1s noted lo have a ventral hernia. which is easily reducible al this lirne 
8 Psych maniljJement per Dr. Khan and team. 

Thank you 

1101-028 

Dictated By: SAFDEI~ MOHSIN MD 11102115 1938 

cElec:1wnically signed by SAFDER MOHSIN MD> 11/02/15 1838 

DD 11/01/151139 DT 11/01/151252 
MOH SA/NJ K 1101-0063 
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UNIT/MR# HOOD129172 
ROOM# 3239 2 Sex:M 
LOC: H3E 
DOB Age68 

AB Behavioral Health Hospital 
1650 MOON LAKE BL VD 

HOFFMAN.ESTATES IL 60169 

PA TIEN 
ACCT# 
ATT PHY. AQEEL A KHAN. MD 
ADMIT/SERVICE DATE 11117115 

Initialization Date. 01/10/16 1159 

Draft 

------------------------------·-----· 

DiSCH/\RGE SUMMARY 

Admission Date 
Discharge Date: 

11/17115 
11125115 

REASON FOR ADMISSIOl>J ANO HISl ORY OF PRESENT ILLNESS: 

This is a 68 yea1 old, married, Caucasian male who came in initially 11/1115 through 11111115 before being 
transferred to St Alexi us Medical Center ro1 chest pain. He had come to us from Central DuPage Hospital. He had 
oren sent t11ere by the Bridgeway Senior Rehab Center when he wa.; having very aggressive agitated behavior. 
mood swings tearfuL accusing staff or m1streat1ng him, calling the police. and saying he was being abused. He got 
agitated and threw dinner across the room. He was screarrnng, he was tearful. and he was sent for evaluation here. 
When he 'Ment to S1 Alexius Medical Center 1·1e was clea1ed cardiac wise_ but they did rule him in with right upper 
lobe pneumonia Now. he is readmitted here for his stabilization 

His psyct1 eval was done by Dr. De Los Santos He states again the patient was 1rnt1ally admitted here for severe 
depression. agitation, and a risk to harm self and others. He was not able to function at his nursing home. He went 
to SAMC. was admitted. and then medically cleared. His j.18st psychiatric history is he l1as a history of depression 
and a diagncsis of dementia with severe anxiety and behavioral disturbance. He has a history of psychiatric 
hosp1talizat1on for transcranial magnetic slim ulallon. 

PERTINENT HISTORY AND PHYSICAL FINDINGS: 

Appearance He 1s wearing a hospital gown. He 1s distieveled \'Alh poor hygiene Fa11 eye contact. Motor: He 1s 
mostly bound Hie genatnc chair His behavior is aggressive. His orientation is to person 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 1s 
anxious and angry His thought process is circumstantial with no loosening of associations Thought content: He 
doos not appear to hallucinate He denies any delusions He denies any suicidal or homicidal ideations. but he has 
been aggressive, violent, and combative towards staff. His insight, Judgment, attentmn and concentration are all 
impaired He is very d1stracl!ble and not able lo do Serial i''s. His immediate memory. He is able to repeat three 
words, but cannot recall after three or rive minutes Recent memory He is not able to give a coherent account of 
why he ended up at the med1cal/surg1ca1 hospital and then came back to the Behavioral Health Hospital. Long tenm 
memory fair, but does not have full details of his past His intellectual capacity 1s impaired. There are periods of 
increased confusion and cogrntive decline. 

The patient will be admitted to 3 East where we will do psychiatnc med stabilization and evaluation. Dr Mohsin "111 
be consulted for medical management. The plan 1s to continue the patient's Lam1cta1 300 mg bid and the Zyprexa 
2.5 mg three times a day. While he was here previously. he had a trial of Nardil, but that tias now been successfully 
d1scont1nued. We will look at use of Nuedexta for the emotional !ability secondary to tile patient's underlying 
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neurolog1c cond1t1on of vascular demenha. Case management will be consulted for discharge planrung. 111e patient 
v,011 paOICJpate 1n all appropnale psychosocial and psyct1othe1apeulic programs. Objectives for discharge are there 
will be a sgnificant alleviation or resolution ol the patient's psychosis, behavioral disturbance agitation and 
aggression. the patten! will be at risk or harm to sell or others, and he will be calm, cooperative. and allovv treatment 
1n a less 1est11ct1ve environment. Aftercare 1s discha1ge back lo 13ridgeway or find alternative placement that can 
provide him supervision and monitoring for his healthcare needs in a therapeutic env11onment 

His H&P was done by Dr. Safder Mohsin He stales that the palrent's past medical hrstory rs s1gnif1cant tor 
hypertension. chronic ot>structrve pulmonary disease and sleep apnea, diabetes, chrome kidney disease, 
llypot11yro1dism on replacement. leg edema severe f1om penpl1eral vascular changes that appear chronic low 
testosle1one levels on replacement. congestive heart failure and diastolic dysfunction, musculoskeletal pain on stiff 
doses of pain n1edicat1ons, a remote his1ory of cerebrovascular incident 

HOSPITAL COURSE 

The patient came to 3 East He had labs drawn, CBC and chemistry, which were unremarkable He was oriented >2 
but not to his situation He was confused and forgetful He was refusing all groups When he would sit 1n the group 
room. he would JUS! sleep. He was aggressive with staff. hilling, yelling loudly, cursing. very easily agitated, angry, 
and delusional. He could escalate al the drop of a hat He was irritable, restless, isotat1ve His affect was labile and 
blunted He needed frequent redirection and he kepi perseveraling about going home I le also vras eating very 
poorly and refusing most meats, many days eating just breakfast. Dr De Los Santos drd start him on Nuedexta 
1rnt1ally one capsule daily and as the patent was ab'e lo toter ate that and became less emot1onally reaclive he 
increased him to a discharge dose of Nuedexla one capsule tv.oce a day for the p1>eudobulba1 affect seconda1y lo t11e 
underlying condition of the vascular dementia The patient s1ayed on !he Zyprexa 2 5 mg three times a day_ but Dr 
De Los Santos did gel rid of the pm dose because the patient really had not been using btrt two times during his 
hospital stay The Lamrctal 300 mg twice a day remained the same Wtth the med1cat1on changes and additions, 
ttiere was no EPS or any tard1ve dysk1nes1a. 

DISCHARGE DIAGNOSIS 
Axis I: MaJor Depression, Recurrent, Severe Without Psychosis 

Vascular Dementia Ser,ondary to the Underlying Cond11ion of Cerebrovascular Di•ease and 
Hypertension With Psycl1osis and Behavioral Disturbance 
Ax is 11 D'!ferred 
Axis Ill: No D'!lirium 
Ax rs IV: Relapse, severe 
Axis V 45/65 

CXlNDITION ON DISCHARGE AND AFTERCARE PLANS 

Tr1e patient remains or 1enled just x2 1101 to t1is situation. Minimal par1icipat1on in g1oups but t11e patient is calmer 
and more cooperative He 1s actually pleasant upon discharge and thanks the staff for putting lip with him His 
eating rs still very poor, mostly just breakfast He wanted to go home to live with hrs ex-wife and she said she cannot 
handle him_ so the patient wrll be going to new placement It will be to the Elm Brook Nursing Home. The treatments 
to be addressed 1n aftercare are med1cat1on management and rnoud stab1l1zat1on. He will follo;1 a cardiac diet 

Dictated by Janine Stewart, R. N. 

0109-081 

Dictated By: REl'-JATO DE LOS SANTOS MD 
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AB Behavioral Health Hospital 
1650 MOON LAKc BL VD 

l~OFFMMJ.ESTATES IL 60169 

-------·----··-----------·-- ·--::~=:-c;i 

PATIE 

IDENTIFYING DAT A: 

ACCT# 
ATT PHY. AOEEL A KHAN. MD 
ADMIT/SERVICE DATE 11117/15 

Signed 

PSYCHIATRIC EVALUATION 

Patient is a 68 year old Caucasian who was referred 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. Alexi us 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 hospitalization for transcranial magnetic stimulation. 

PAST MEDICAL HISTORY: 

History of L4 fracture, hypothyroidism, 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, 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 failure. and then became 

Report# 1118-0244 PSYCHIATRIC EVALUATION 
Addi1ional copy 
CC: 

Page 1 
Dept: MR 



Name: 
Unit/MR#· 

increasingly confused. EKG was negative. He had no evidence of pulmonary embolism. 
Questionable 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, pulse rate of 72, blood pressure of 133192, 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 be 
assessed as delirium then but that has medically cleared. The patient is not complaining of any 
chest pains. No respiratory distress. No abdominal pain. No physical complaints. 

Review of Systems & Active Medical Problems: 

Constitutional: Eyes: Ears/ Nosel Mouth/ Throat: Cardiovascular: Respiratory: 
Gastrointestinal: Genitourinary: Musculoskeletal: lntegumentary: 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 hospital gown, disheveled. 
Poor hygiene. Fair eye contact. 
B. Behavior/Motor: Motor Mostly bound to the geriatric chair. Behavior aggression. 
C. Orientation: Orientation to person 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: Circumstantial, but no loosening of association. 
G. Thought Content: Did not appear to hallucinate. Denies any delusions. 
H. Suicidal/AssaultiveNiolent Thought: Denies any suicidal or homicidal ideation, although he 
has been aggressive and violent; combative towards staff. 
I. Insight/Judgment: Impaired. 
J. Attention/Concentration: Impaired. Very distraclible. Not able to do Serials of 7s. 
K. Immediate 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 to behavioral health hospital. 
2. Long Term Memory: Fair. but not full details of his past 
Reµort # 1118-0244 PSYCHIATRIC EVALUATION 
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AB Behavioral Health Hospital 
Name 
Unit/MR#: 

L. Intellectual 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 I Major Depression, Recurrent, Severe, No Psychosis 

AXIS II 
AXIS Ill 

AXIS IV 
AXISV 

Vascular Dementia with Psychosis and Behavioral Disturbance 
Deferred 
No Delirium 
Recent Treatment of Pneumonia 
Relapse severe 
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 Lamicial 300 mg twice daily, 
which I will find the lowest possible dose. There has also been, in the past, trial of the Nardi!. 
which we have successfully discontinued. Then, will look into the use of the Nuedexta for the 
emotional !ability 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 or 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 environment. 

Aftercare 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 all support psychosocial and psychotherapeutic program. 
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ESTIMATED LENGTH OF STAY (ELOS): Seven to ten days. 

1118-166 

Dictated By: RENATO DE LOS SANTOS MD 11/271151528 

<Electronically signed by RENATO DE LOS SANTOS MD> 11/271151528 

DD 11118/15 1713 DT 11/18/15 2005 
DELRE1/HBH 1118-0244 
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AB Behavioral Health Hospital 
1650 MOON LAKE BL VD 

HOFFMAN. ESTATES IL 60169 

PAT JEN 
ACCT# 
ATT PH 
ADMIT/SERVICE DATE 

Signed 

----------------------------.--·~--~~ 

HISTORY AND PHYSICAL EXAMINATION UPDATE 

Date of Admission; 11/17/15 

HISTORY OF PRESENT ILLNESS: 

Chief complaint: Mood and behavioral issues. This an H&P Update. Patient was originally 
admttted here 1111 and transferred to the SL 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 particularty 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 1112115. 

MEDICATIONS: 

See reconcile. 

SOCIAL HISTORY: 

As per my H&P 11/2115. 

FAMILY HISTORY: 
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ALLERGIES: 

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. GI: Good 
appetite. No vomiting, diarrhea. No blood in the stool. 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 afternoon. 

Vital signs: Blood Pressure 110174, 110172, 128/84. Temperature: 97.2, 98.8, 97 6. 02 sat 93 to 
98 percent, reportedly on 2L. but patient does not wear any oxygen. 
HEENT: 
Neck: 
Heart: S1 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 1112115, 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 9 &10: 
Cranial Nerve 11: 
Cranial Nerve 12: 

ii. MOTOR: 
iii. SENSORY: 
iv. COORDINATION: 
REFLEXES: 

LABORATORY DAT A: 

Report# 1118-0257 HISTORY AND PHYSICAL UPDATE 
Addi1ional copy 
cc 
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Name: 
Unit/M 

IMPRESSIONrfREATMENT PLAN: 

1 . Mood disorder. with severe behavioral problems. This has been the case according to the wife 
who had multiple discussions with me while he was at lhe other hospital and according lo 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, stable 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 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. History 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. 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 glad about it as well. 
3. I will assist with his medical needs. According to the wife, he should be DNR, but I do not 
have the appropriate papers. 

1118-211 

Dictated By: SAFDER MOHSIN MD 11120/15 1444 

·0Electron1cally signed by SAFDER MOHSIN MD> 11120115 1444 

DD 11116115 2048 Dl 11/18/15 21:01 
MOHSNMP 1118 0257 

Reµor1 II 111&-0257 HISTORY Al~D PHYSICAL UPDATE 
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P...BBHH HCIS 

Fae: 
158 _'-] 

L~vel of Care Screening 

Loe : ~~ ::::-:.:. s:: 

Rec Num:H0L<1l.'.::S1_ 12 

Reason : ? L 'j 
~~--=-o-----~~-----·----·-----------

Level of Care Screenln 

12/02/15 00:12 
1.2'.;f; I <·t Cnr-=:: .'"ic1·FAr' ~,J 

Page: 1 

Dat.e: 12;1:-03::..5 o~~J~ 

Bed::;2J9-2 
Visit. 

Reg Date:11/l//_5 

F::ec._·: 3t:i:u~: :i.:.:.char9e 
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Staff Signature Date 
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User Key 
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D.tte: 11/~U/lS 

AB Behavioral Health Hospital 
1650 Moon Lake Blvd 
HoffmAD Estates. IL 60169 

Continued Care Instructions 

Acct Nwri: 

Med Rec Nwn1 

Locntion1 J NtH'lh 

ti:-iJT.tii:y Frov:lt;jer: 

------·------------

CONTINUED CA,RE INSTRUCTIONS 
AFTERCARE TREATMENT'IFOLLOW UP INSTRUCTIONS 

Treatment to be Addressed in Aftercare: 

Discharge Patient to: Acute Care Hospital 

Case Manager: Dale: Time: 

ADDITIONAU INFORMATION 

Psychiatric Discharge Diagnosis: Major Depressive Disorder 
Unspecified Anxiety Disorder : 

Diet: Diabetic 

Exercise: 

Medication Follow Up: . 
• Medications are listed on the Patient Discharge Mel:Jication List 
• Medication Doses may have changed, follow the inbtructions on the outpatient prescriptions . 
• Avoid alcohol, alcohol containing substances, and inood altering drugs if taking psychiatric medications. 

Medical Follow Up: 

I I/. I 
Discharge Date:__JL!pV 

By signing below, the patienUguardian attest they reviewed and agree to the C instructions and have received a copy. 
Bring these instructions to all physician <ind therapist visits as a treatment reference. 

Patient Signature: 4f- /t41Ad-A :> 1.-4-7i 
7 v /~ trJ Guardian/Significant Other Signature: ') ,..,,_. ~ 
IF FEELING SUICIOA~;R~MSYCHIATRIC EMERGENCY, 

CALL 911 OR GO TO THE NEAREST EMERGENCY ROOM 

DISCHARGE FORMS 
Discharge Forms - Please check applicable box 

~ed 
c Sent with patient transporter 

c Sent to PHP/IOP/Group Practice 

r. Patient refused transmittal 

= Patient will manage care plan 



AS Behavioral Health Hospital 
1650 MooD Lake Blvd 
Hoffman !states, IL 60169 

Date: ll/01/15 

Met Nwn: 

..:cid Rec: Nurn, ...... 
Uccation1 3 North 

Tlme::2. I ro 



.--~~~1'~~~~~~~~ 
Page: 2 ~ Patient Discharge Med Ust 
Doto: 11/11/15 20:54 
User: H3NGLFF 
Potlent: j 
Loution: K.3N 
Phy•ician: AQEEL A KHAN 

Adverst: Reactions/ Allergies: 
""'·'. ·'."':·'". 

Alexien &rothers Betiavloral Health Hospital 
847·882.·1600 

Room: 3304-J I 
Admit Date: 11/01/ s 

amlodlpine 

; 

~~----~--·-- ---------·-- -----~O!>~-·---~or!_ __ _ 
LactulosetL.actulos.e 10 gm/15 ml Solution] 10 GM ! SY MOUTH 

Indication: hepatic encephalopathy J 

I 
-----~~ ---J.-~------· 

motrigine[Larnictal 150 mg Tab] 300 M9 BY MOUTH 

Ave/Sex: 68 M 

Ht: 6 ft 
{JS2.88 cm) 

wt: 316 fb 7 oz 
(143.534 kg) 

Pre5crlption 
Frequency Given 

Three Ti:es Dany --T N-o-- -

Twice Daily No 
Bipolar -·------- - . --~-+' -----· -- ------- ·- -- I_ ---

oai1v + No Levothyroxine Sodiu'Tl[Synthrold l 00 rncg Tab) 100 M 
lndlc•tlon: Thyroid 

---- ·-·------- -----------
Non-Formulary Medication[Non·Formulary 

Medication 1 ea Ea] (,) 

--~YdJ.+i..~· OM fJR.M 
lanzopine[Zyprexa 10 mg Vial] 

BY MOUTH 

' 
SUB-Q Every 7 Days No 

Ao Needed For: Agitation/Psychosis 
1 

_j 
Olanzopine[Zypre•a S mg T;b) ___ - ------5-MG r----- BY Mouij:{--· -·Ev;,.Y4Hours as -

1

--No ___ _ 

-. --sC"'Gt. • -- Needed . 
Agitation/Psychosis __ _ -

- ----- BvMOUTH -- i,:;i;,;D.;i-1y _______ t_N(;" __ 
Psychosis 

xycodone HCl[o;:~~s:·v=~I 20 m-g Tablet~--- 20 MGi---= BY MOUTH ___ Twice Daily ___ - -1_ No -

Pantoprazole[Protonl< 40 mg Tab) 40 MG BY MOUTH Daily No 

~-·---~ ____ / __ --
J Phenelz-in_e Su~ate[Nardil 15 mg Tab] -----·-------1s_:+-·----B-Y-MOUTH At-Bedtime ------- j__:o __ _ 

Phenelzine Sulrate[Nardil 15 mg Tab] JS MG _s_Y_Mo_u_T_H ____ D~il: ____ . __ ---+· -~~-- __ 
j Polyethyiene Glycol 3350[Moralax 17 gm Powd.Pack)-i'i'GM-·-- BY MOUTH Daily No 

IndiQttlon~·-·Oe~ary Su~pl~:ent ·--~-- ·-- l-- ·-~~-----. ___ J _______ / 

Indication: acid refhJx 



Page: 3 

Date: 11/11/15 20:54 

User: 
Patient: 
Location: H.3N 
Physician: AQEEL A KHAN 

Patient Dlstharge Med List 
Alexian Brothers Be.,avioral Health Hospital 

847-882-1600 
----------~---"-"-"-~-:---:-; 

Acct: 
Room: 3304- l MRN: 

Admit Date: 11/01/ S DOB: 

Dru Dose Method 
Potas;.;;;,· Bicarbonate/Cit AC[ Potassium 25 Meq ___ 40 ME~----,B~V~M~O~U~TH~-
ablet Err 25 meq Tablet.Ettl · 

edema 

(182.88 cm) 
Wt: 316 lb 7 oz 

( 14:i.534 kg) 

frFquency 
Prescription 

Given 
Twice Daily No 

--- --- --------------------·--------+------/ 
Pregabalm[Lyrica 150 mg Cap) 150 MG. BY MOUTH Twice Daily No 

lru:llcatlon: Pain - Moderate 

nnosides/Docusate Soclium[Senna-Docusate 
Sodium Tab 1 each Tablet] 

Stool softner 

--- --- - r- - --·--·· --- • . ---- --·--·---------·--+---
2 TAB BY MOUTH Twice Dally 

---------------+- -------------·---- --=c 
4_0_M_G-1----BY MOUT_H _____ Twlce Dail_y_______ N-o-- ---Indication: Blood Pressure High __ 

----------------------
Jnfluenza Date: __________ P_n_e_,Jl __ m_o ___ co_c __ c_•_l_D_a __ t_e_: ___________ _ 

Stop taking any medication not listed above. Jf necessar ~, contact your primary physician with any 
questions. Update any reco,.ds with your p,.ovlder(s) an pharmacy. 
--- - --:-::-!...,-;--:-------- ___________ ,, ____________ , 
J have reviewed and understand my Discharge Medlcat:Jo. List: 

Patient/Significant Other: __________ __,If--____________ Date: ________ _ 

-RNSignature ~dy!/ w/ ~1~@ ~ / ------------------. ----~:: /i/11/1£ Time: '2/(@ 
***FINAL P~GE *** 



UNIT/MR#: 
ROOM#: 33 4-1 Sex:M 
LOC: H.3N 
DOBlll!lmll!li!lllge: 68 
Initial~ 11112/15 1056 

AB Behavioral Health Hospital 
1650 MOON ~KE BLVD 

HOFFMAN.EST/ TES IL 60169 

ATIENT: 
CCT#: 
TI PH : EEL A KHAN, MD 
OMIT/SERVICE DATE: 11101/15 

Sig ed 

-------------------+----------·--·--·---------

Date: 11111 /J 5 

Patient is discharged today because of chest pain. Dia nosis medical, chest pain and did the discharge order, 
transfer to St. Alexius Medical Center for further medi al evaluation. Final diagnosis bipolar disorder, mania 
with psychosis and dementia vascular with psychosis d behavioral disturbance. Renewing the medication 
reconciliation Zyprexa 5 mg twice a day and the Lami al 300 mg twice a day. Decreased the Nardil to 15 
mg twice a day with the intent to discontinue that med cation. I talked to Mary David the psychiatric nurse 
practitioner for further psychiatric management at St. exius Medical Center. 

1111-211 

Dictated By: RENATO DE LOS SANTOS MD 11127/15 526 

<Electronically signed by RENATO DE LOS SANTOS M > 11127/151526 

DD: 11/11115 2031 DT 11/12/15 1055 
DELRE1/LH 1112-0091 

Report#: 1112-0091 PROGRESS NOTE 
Additional copy 
CC: 
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UNIT/MR#: 
ROOM#: 3304·1 Sex:M 
LOC: H.3N 
DO~ge:68 
lnlti~: 11/11/15 0726 

Date: 11IIOil5 

AB Behavioral:Health Hospital 
1650 MOO LAKE BLVD 

HOFFMAN.ES ATES IL 60169 

PATIENT 
ACCT#: 
ATT PH : AN, MD 
ADMIT/SERVICE DATE: 11/01/15 

SI ned 

Blood sugar of I 15 this morning. No evidence of acu physical distress. There is no evidence of acute pain. 
However, the patient seems to be more confused and r Dr. Mohsin's assessment as of yesterday his 
medications have been reviewed. Blood sugar had be n mostly stable but he seems to be more confused 
today and the labs other than the blood sugar which as slightly elevated did not show any other 
abnormalities. I have given him a stat dose of the ola pine today and have started him on olanzapine 5 mg 
twice a day. I have decreased the phenelzine to 45 m which I will decrease further to a total of30 mg per 
day with the plan to discontinue this medication, · aining the Lamictal as the antidepressant medication 
and minimizing the use of other psychotropic medical n. However, the patient is at this time very psychotic, 
agitated, hyperverbal, and very labile and unpredictab . Will contact medical to review the medical status of 
this patient given his increased confusional state. 

I 110-044 

i 

Dictated By: RENATO DE LOS SANTOS MD 11/27/1511525 

<Electronically signed by RENATO DE LOS SANTOS Mp> 11/27/151525 

DD: 11/10/151245 DT: 11/111150722 
DELRE1/BAB 1111-0060 

Report #: 1111-0060 PROGRESS NOTE 
Additional copy 
CC: 

' 
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UNIT/MR#: 
ROOM#: 33 
LOC: H.3N 
DOB£ ".ge:68 
Initialization Date: 11/09/15 2252 

Date: 11/9/J 5 

AB Behavioral !Health Hospital 
1650 MOON' LAKE BLVD 

HOFFMAN, ES ATES IL 60169 

PATIENT: 
ACCT#. 
ATTPH : N, MD 
ADMIT/SERVICE DATE: 11/01115 

SI ned 

Patient is alert, oriented to person and place, but not t 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 w· . Patient has been very disorganized. One ofhis recent 
episodes prior to hospitalization was the periods of a tation, paranoia, and calling 911. Historically, the 
patient has major depressive or unipolar disorder, and trials of different medications have been tried with no 
positive response until the combination of Lamictal Nardil. However, in the past few months prior to 
admission, questionable CV A I TIA or cerebral vascu · events contributed by the patient's multiple medical 
problems, which seems to be contributing to a possibl cerebrovascular event with recent anesthesia from 
back surgery have caused a dementing disease. 

The neuropsychological testing did show the apprecia ion of the risk factors, which are mostly 
cerebrovascular in nature, and combinations ofhisto of congestive heart failure, diastolic dysftmclion, 
ejection fraction problems, COPD, hypertension, hist ry of diabetes, recent recurrent fulls, chronic kidney 
disease, anemia, hypothyroidism on replacement, chr ·c 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 sever stat doses of Ativan, because of the agitation. But 
because of the psychotic, manic-like nature of the s ptoms, I opted_ the use of the Zyprexa. Indication, 
benefits, side-effects reviewed with the wife. The wifc, who is Power of Attorney, gave consent. Nurse, 
Marta, witnessed the consent. I'm starting the patient on the Zyprexa 5 mg twice a day with a backup 5 mg 
po or IM every four hours pm for agitation and psyc sis. With !he wife's consent, I am also tapering down 
the Nardi! from 60 mg down to 45 mg. Using the L 'eta! as a mood stabilizing antidepressant medication 
primarily. Because of the many contraindications of u ing monuamine oxidase inhibitor, it will give us more 
psychopharmacologic flexibility for prescription that ould be most appropriate for this patient's clinical state 
at this time. 

1109-123 
i 
I 

Dictated By: RENATO DE LOS SANTOS MD 11127/15t524 

<Electronically signed by RENATO DE LOS SANTOS Mr> 11/27/15 1524 

Report#: 1109-0270 PROGRESS NOTE 
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Admission Date: 
Discharge Date: 

AB Behavioral Health Hospital 
1650 MOON LAKE BLVD 

HOFFMAN.ESTAl ES IL 60169 

11/1/15 
11/11/15 

PATIENT 
ACCT# 
ATTPH LAKHAN.MD 
ADMIT /SERVICE DATE 11/01/15 

Draft 

DISCHARGE SUMMARY 

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 hitting him. He was swearing, 
calling names, and throwing things. He is obese and unkempt He presents wilh 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. Aner surgery, and medical stabilization, he was 
transferred to the Bridgeway Senior living facility for rehab. The nursing facility notes him to be 
aggressive and agitated wrth 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 elicited. No history of hypomanic or manic episodes. 

Past psychiatric history: The patient has taken multiple psychotropic meds in the past. He denies 
any history of suicide attempts. He states he was admitted lo a psychiatric facility in 1999. for 
transcranial magnetic stimulation. 

PERTINENT HISTORY ANO PHYSICAL FINDINGS: 

His appearance. he looks his stated age. His behavior and motor. he was calm and cooperative 

Report# 0109-0123 DISCHARGE SUMMARY 
Draft copy 
cc 

Page. 1 
Dept: MR 



AB Behavio1al Health Hos 
Name: 
llnit/M if: 

with the exam, and made good eye contact. His orientation was to lime, person and place. His 
speech was spontaneous 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 overt delusions. The patient denies suicidal or homicidal ideations. 
His insight and judgment are limited. His attention and concentration is intact, as he was able to 
maintain attention during the exam. His immediate, recent, and long-term memory were all intact, 
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 Ill nursing. 

Dr. Safder Mohsin will be consulted for medical management. We will adjust the patient's 
psychotropic meds as tolerated and indicated. The patient came into the hospital on Valium 1 o 
mg twice a day, Lamictal 300 mg twice a day, Nardi! 30 mg in the morning and 45 mg at night 

Objectives 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, at risk for 
complications of immobility and musculoskeletal pain, on stiff doses of pain meds, oxycodone, 
Dilaudid, and Lyrica. 

HOSPITAL COURSE 

TJ1e patient came to 3 East. He had Jabs dral.Nll. Tl1ey 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 to 50% 
of his meals, and some days he wouldn't eat at all. He was alert and oriented x 2 to 3, but not to 
his situation. He was forgetful He was quite agitated. He was resistive lo ADLs. He would be 
kicking and hitting at staff. He was psychotic, 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 
lo 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, he started the patient on Zypre)(a 5 mg twice a day, with p.r.n. doses of 5 rrg every 4 
hours. and his intent was to wean down the Nardi!. and eventually discontinue. so the Nardil has 
been weaned down from 30 mg in the morning and 45 mg at night to 15 mg in the morning and 15 
mg at night 

\Miile the patient was in the hospital for his disruptiveness and his agitation, he received three 
Repol1 Ii 0109-0123 DISCHARGE SUMMARY Page 2 
Draft copy Depl: MR 
cc 



Name· 
Unit/MR1 

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 consult with Theresa Campbell. Her impression was that 

as cognitive impairment of a quality and severity that is approaching, but in her 
opinion 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. 

has psychiatric factors that affect his ability to reliably reflect on his limitations. 

would benefit 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 cognitive deficiency, he should utilize his POA, when facing major 
decisions. His psychiatric care should continue under Dr. De Los Santos. 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 also benefit from having his finances managed for him. He should 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 I Bipolar Disorder, Mania With Psychosis 

Dementia, Vascular 
Secondary lo the Underlying Condition of Cerebrovascular Disease 
and Hypertension With Psychosis and Behavioral Disturbance 

AXIS 11 Deferred 
AXIS Ill No Delirium, But The Patient With Chest Pain, Admitted to Acute Facility. 

St. Alexius Medical Center 
AXIS IV 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 complained of chest pain to the left side of his chest with radiation to his left arm. His vital 
signs were stable. 91 heart rate, 121172, and sat of 90. and the patient afebrile. It was decided 
that 9-1-1 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# 0109-0123 DISCHARGE SUMMARY 
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LiNITIMRMHi I i 
ROOM# 3304-1 Sex:M 
LOG~ 
DOB~Age68 
lnilialization Dale. 11101115 1625 

IDENTIFYING DATA: 

AB Behavioral Health Hospital 
1650 MOON LAKE BLVD 

HOFFMAN. EST AT ES IL 60169 

PATIENT 
ACCT# 
A TT PHY AOEEL A KHAf{ MD 
ADMIT/SERVICE DATE 11101115 

Signed 

PSYCHIATRIC EVALUATION 

The patient is a 68 year old married Caucasian male who was admitted 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 admilted to Central DuPage Hospital. After surgery and medical 
stabilization he was transferred to Bridgeway Senior Living Facility for rehabilttation. The nursing 
facility noted him to be aggressive and agitated with mood swings, tearful and accusing staff of 
mistreating him. Yesterday, he was agitated to 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 
getting his pain medication and as a result, he was in pain the pain control was inadequate. His 
sleep tends vary. His appetrte is good. He denies suicidal or homicidal ideations. He denies 
thoughts of wanting to harm others. He denies hallucinatory eKperiences and no delusional 
thinking was expressed or elicited No history of hypomanic or manic episodes. 

PAST PSYCHIATRIC HISTORY: 

Tl1e patient has taken multiple psychotropic medications in the past. He denies any history of 
suicide attempts. He says that he was admitted to a psychiatric facility in 1999 for transcranial 
magnetic stimulation. 

PAST MEDICAL HISTORY: 

History of L4 fracture. hypothyroidism. congestive heart failure, gastroesophageal reflux disease, 

Report# 1101-0098 PSYCHIATRIC EVALUATIOl>J 
Add1t1onal copy 
cc 
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AB Behavioral Health Hospital 
Name 
Unit/MR# 

history of diabetes rnellilus type 2, obesity, obstructive sleep apnea, hypertension, atrial 
fibrillalion. COPS, chronic kidney disease. 

SOCIAL HISTORY: 

The patient was born in Texas. but raised in Illinois since he v...as 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, street drugs or alcohol. He was 
married 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/AssaultiveNiolent Thought: The patient denies suicidal or homicidal ideations. 
I. lnsight!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 HPI and past 
psychiatric history 
1. Recent Memory: Intact as patient was able to give accurate details of HPI and past psychiatric 
history. 
2. Long Term Memory: Intact as patient was able to give accurate details of HPI and past 
psychiatric history. 
L. Intellectual Capacity: Estimated to be average. 

ASSETSISTRENGTHS: 

Current therapeutic environment. 

WEAKNESSESILIABILITIES: 

Poor coping skills. 

PROVISIONAL DIAGNOSIS: 
AXIS I Major Depressive Disorder, Recurrent, Severe Without Psychotic Features 

Unspecified Anxiety Disorder 
AXIS II Deferred 
Reprn1 # 1101-0098 PSYCHIATRIC EVALUATION 
Add1t ional copy 
cc 
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AXIS Ill 
AXIS IV 
AXIS V 

No Acute Medical Problems 
Severe 
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): 5 to 7 days 

1001-078 

Dictated By: ZAFEER H BERKI MD 11/0111t! 2215 
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DD. 111011151437 [)l · 11101/15 1624 
BERZAIKNP 1101 0098 

Report# 1101-0098 PSYCHIATRIC EVALUATION 
Add111onal copy 
cc 

Page:3 
Dept: MR 



AB Behavioral Health Hospital 
Name: 
Unit/MR#: 

Dictated By: RENATO DE LOS SANTOS MD 

DD 01/081161856 DT 01109116 1629 
DEi RE1/MRR 0109-0123 

Re1>0r1 # 0109-0123 OISOiARGE SUMMARY 
Draft oopy 
cc 

Paye 4 
Dep1: MR 



DD 11/09/151532 OT: 11/09/152239 
DELRE11HBH 1109-0270 

Report# 1109-0270 PROGRESS NOTE 
Additional copy 
CC: 

Page: 2 
Dept MR 



G. How many drinks containing alcohol do you have a typical day when you are drinking? [8JNIA 0 1-2 03-4 
05-6 07-8 010 or more 0Patient Refused/Una le to Assess 

H. How often do you have six or more drinks on one o casion? [8JNever 0Less than monthly 0Monthly 

0Weekly 0Daily or almost daily 0Patient Refus d/Unable to Assess 

I For patients 1 B years of age or older: 0 NIA 

During the past 30 days, has the patient smoke cigarettes, cigars, or pipes daily on average:[] 4 or less 

(<114 pack) 0Five or more (>1/4pack)12'.(!Pati t did not use any forms of tobacco 0Palient refused to 

provide information 0Patient unable lo provide information due to clinical condition 

I 
; 

NCE ABUSE, AND ADDICTIVE BEHAVIORS; 
ent and response lo treatment) somo brothers and 

si 

IV. PERSONAL AND SOCIAL HISTORY: 

A Residential status (Include who the patient is living ith, in what type of environment, and if this is a stable living 

arrangement) after fall prior was living with wife and oldest son (he is 

re 

B. Are there any transportation issues that might affec discharge aftercare planning? -----"®'"""-P!-'""'de"'n"'i""'es 

C Milrtary history [8JPI denies 

D Are there any financial concerns me Pt denies 

E. Legal problems pending or in the past (Probation, c urt dates, charges) reports hlo suing partner form 

from him c lied 911 several limes to re ort abuse remote st o arr st for "smokin 

pgt" 0Pt denies 

F. DCF S involvement at present or in the past ---+--''-"'-P_,t_,.de=rn.,.·e .,s 

G. s a victim or a perpetrator reports that his mother hit 

H. Any exceptional events (trauma, illness, divorce, ad ption. deaths, etc.) born in TX. oldest of 14 siblings, 

and divorced and remarried hi 

Pt denies 

I. Social behaviors (include# of friends, regularity of s cial contact) __ few friends. stopped be,ng social after 

the money was stolen 

' 
_::.:__..:,.:.:.::::::::.:::_.::.::.:'.:=:~::..:.:..:::_::::__.::::=-==::.::',__~~+-=====------------·---------J. What does the patient do for social activity? tim1· with family 

'. A\u~11 B1~1llw1'!- lltl111'i<•1"I Hr1d1h Hn~11i1>1l 
jh'.11M,.-.111.ak~ tlhl 

'l"•llinM b1;o1,-,._ tl (>Vi<>'J 

Inpatient Psychosocial Assessment 
form #6010-082 12/10 

11111111111111 11111111 
ASMT 

ll/Ol/15 

M ~,J.Qti'.L k , HD 

18 -.1 B0001'2il 72 lil.FG 

~111111111111111 """'' 
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K What does the patient do for regular physical activit ? i was trying to learn to walk 

L. What hobbies does the patient have? nothin ri ht now 

M. What does the patient do to relax? TM 

N. Family relationships (amount and quality of contact, describe relationships with immediate family members). 

See Genogram (Attachment A) for additional infonn lion. 

relationship w~h children and 7 grandchildren 

wife-married x 4 7 years-good. reports close 

0. Does patient have a support network (either family r friends) that can help with needs outside hospital-with 

meds., appointments. etc __ f,..a!.!.!m""il!L--'-.-1.!.-'-"'"'-"""! 

P Are there any physical, educational, spiritual, and/o cultural belief/value needs impacting trea:ment here? 

0 YES 0 NO If so. how would patient like us t address that need? concurrent medical ON/A 

Q What is patient's religious affiliation, if any? __ c,,,h_,,n"1· rtia,,,,n,.___ Do your spiritual beliefs cause you any conflicts or 

problems that might impact your treatment? D YE 1X1 NO 

If yes, explain _____ ['.g)N/A 

R Previous treatment (including commumty resource one previous inpt tx "i got anxious 

reports 

Pt denies 

s dr leechuy per bridgeway 0Pt 

denies 

T. Current stressors_-"'""-""""""~======+"'-"a,.cc,.,u,,,s,,,e,,d_.s,,,ta.,ff,,_,o.,f_.a"'b"'u"'si,..11.,_,,==='-'-"=-===== 

difficul to redirect. er t: "i wanted to leave . .we had a 

to fde a civil suit and 

that why i am here .. its all lies." 

V. DEVELOPMENTAL INFORMATION (Child/adoles ent patients only) IXJNIA 0See Attachment B 

VI. EMPLOYMENT/SCHOOL STATUS: 
A What is your employment status (full-time, part-tim , unemployed, retired. seasonal) unemploY§d 

B Has patient worked in the last 5 years? 0 YES 

If patient is still not working, why not? ner ON/A 

C Any vocational training (Please describe) ___ _..,.__,,= ...... == 

Inpatient Psychosocial Assessment 
Fo1m #60 I 0-082 1211 0 

Ill Ii 11111111111111111 Page 4 of6 
ASMT 



v 

VII. TREATMENT POTENTIAL 

A. Describe patient strengths and 

B. Describe patient limitations i don't know 

C. Patient's perceptions of the benefits/function of the roblem behavior pt is denying need for tx 

D. PatienVfamily expectation of treatment to leave 

VIII. DIAGNOSTIC PROBLEM AREAS: 

Additional assessments needed: _..:;m:.::o.,ca~.,.gd=s.___ 

Genogram: See Attachment A 

IX. Integrated Assessment Summary (Include inform lion from all available assessments) 

68 y/o male to abmc er via ambualnce on petlion form ridgeway senior living for eval and Ix of increased sx and 
safety concerns. staff reports that pt called police and cused staff of abusing/hitting him. he was swearing, 
calling names and throwing things. he was medically cl ared and transitioned to abbhh on petition for continued 
care. this is 2"" inpt Ix and pt has+ current oupt psy viders at bridgeway. (dr leechuy). pt is 
a&ox3/obese/unkempt presents with decreased affec fair eye contact, normal rate and volume of speaking 
voice. strenghts-current tx envirooment. signed roi for ·re. weakness-d/c'd from assisted living ama. denying 
need for tx and focused on die. concurrent medical-fall ·sk, htn, ckd, dm, sleep apnea, hypothyrodism, chronic 
pain. sip fx back. dx ptsd-mom htt and neglected him. mited contact wilh family of origin. sx incl:Jde-labile mood, 
reports any sleep or appetite disruption is rlt pain. mini izing current depression, refused gds, c/o tired, admits to 
h/o depression his "whole life:' reports that he was cryi g prior to admission "because of intense pain and they 
were nol giving me my pills." per med rec +outbursts- lling, swearing, threatening, throwing things, pt is denying 
outbursts. pt has called police on several occassions to eport abuse. denying current and past si. 
based on an analysis of all available data pt's care plan ·u address 
dm 
fall risk 
pain 
risk of skin breakdown 

-··-. Ak1i1111 Brn1li•'I' lrhl'l\'kl!lll tlrs.ldi Hn~plh•I 
Ii•~' M.-J>11 l..:ol" H ... d 
I t.•lli~aJi l~1.11o;.'I.- ll (Jt•h•9 

Inpatient Psychosocial Assessment 
Form #6010-082 12/10 

Ill lllllllllllll llllll 
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Date: 11/2115 Time: 1215 Informant: med ree!p! 

Signature _____ __,_F--1-J_,_ ___ _J--._--....f>.,.:::::)..<'.~r"~ 

Date: ____ _ Time: ____ _ lnforman: ____ _ 

Signature: _____________ -!------



UNIT/MR#: H000129172 
ROOM#: 3304-1 Sex:M 
LOC: H.3N 
DO i'\ge:68 
Initialization Date: 11/09/15 1741 

AB Behavioral Health Hospital 
1650 MOO LAKE BLVD 

HOFFMAN,E TATES IL 60169 

PATIENT 
ACCT 
A TT PH : EEL A KHAN, MD 
ADMIT/SERVICE DATE: 11/01/15 

SI ned 

------------------!---------------·--

Date: 11 /9/15 

Subjective: Mood-wise, he still has quite a bit of labili 
emotional and cl)'ing. The pain, according to him, is a 
been mostly good. 

. At times, he is aggressive, paranoid. At times, 
uately controlled. He does not ambulate. Intake has 

Vital signs: Temperature 97.8, Blood pressure 143/63, Heart rnte in the 70s. 

HEENT: Tongue is moist. 
Heart: SI, S2 well heard. 
Lungs: Clear. 
Abdomen: Obese, nontender. 
Lower Extremities: Chronic massive edema and chroni skin changes. 
Spine: No acute tenderness. 

IMPRESSION/SUMM A TM ENT PLAN: 

Diagnosis: 

I. Back pain, currently on stiff doses of opiates. 
2. History ofCOPD, stable. 
3. Chronic leg edema with no acute changes. 
4. Reported chronic kidney disease. 
5. Mood disorder with emotional instability. 

Plan: 

I. I have reviewed his meds, progress, available labs. II continue to assist with ms medical needs. 
2. Psych management per Dr. Khan and team. 
3. Multiple blood sugars since he has been here have be n stable. 

l !09-089 

Dictated By: SAFDER MOHSIN MD 11/20/15 1443 
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UNIT/MR#: H000129172 
ROOM#: 3304-1 Sex:M 

LOC: H.3N._11f., 
DOB. m ge:68 
Initialization Date: 11/09115 0738 

Date: 11/8/15 

AB Behavioral Health Hospital 
1650 MOO LAKE BLVD 

HOFFMAN,E ATES IL60169 

PATIENT 
ACCT#: 
ATT PHY: AQEEL A KHAN, MD 
ADMIT/SERVICE DATE: 11/01/15 

SI ned 

This is a 68 year old white male who is followed up a 3 North on November 8<h. Discussed with nursing 
staff regarding his progress. He was admitted on No ember I st. He still has been having labile mood swings, 
escalates easily, irritable, needed Ativan IM to calm d wn, has been having irritable and angry attack, 
demanding, take his medication. 

Mental status examination: He is awake, alert, and o iented. Affect labile. Insight impaired. Judgment 
impaired. 

Diagnosis: Mood Disorder 
Rule Out Bipolar Affective Disorder 

Plan: Continue his current treatment. Continue supp rtive therapy. Continue internal milieu therapy. 

1108-134 

Dictated By; AQEEL A KHAN MD 11109/151949 

<Electronically signed by AOEEL A KHAN MD> 11/09/1 1949 

DD: 11/09/15 0015 OT: 11/09/15 0734 
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UNIT/MR#: H000129172 
ROOM#: 3304-1 Sex:M 
LOC: H.3N 
DOB ge:68 
Initialization Date· 11/08/15 1422 

AB Behavioraf Health Hospital 
1650 MOO tli LAKE 8 l VD 

HOFFMAN.ESTATES IL 60169 

PATIENT· 
ACCT# 
ATT PHY: AOEEL A KHAN, MD 
ADMIT/SERVICE DATE: 11101115 

Si ned 

,---------

-----------------+---------------

Date: I l/7/15 

This is a 68 year old while male who is followed up at 3N on November 71h. Discussed with nursing staff 
regarding his progress. He was admitted for mood dis rder. He has been impulsive, demanding. lfhis 
demands are not fulfilled immedia1ely then he starts to become loud. At this lime he is watching TV but later 
one became agitated and needed pm medication. He t es medication. He has no acute medical problems. 

Mental status exam: He is awake, alert and oriented. ffect blunted. Insight and judgment impaired. 

Assessment: Mood Disorder 

Plan: Continue current treatment. Continue supportiv therapy. Continue interval milieu therapy. 

l 107-160 

Dictated By: AQEEL A KHAN MD 11/08/15 1956 
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UNIT/MR#: H000129172 
ROOM#: 3304-1 Sex:M 
LDC: H.3N 
DO ge:68 
Initialization Date: 11/07/15 1137 

Date: I l /6115 

AB Behaviora Health Hospital 
1650 MOO LAKE BLVD 

HOFFMAN,E TATES ll 60169 

PA TIEN 
ACCT 
ATT PHY: AQE LA HAN, MD 
ADMIT/SERVICE DATE: 11/01/15 

SI ned 

Blood sugar 89 to 156. The patient is alert, oriented t person, place and situation but does have periods of 
confusion. The patient cannot be prescribed Nuedext at this time for the emotional !ability because of the 
prescription of the Nardi! and Lamictal high dose of 0 mg total dose per day and the patient did get a stat 
dose of lorazepam yesterday. No stat dose of any me ication today. The patient seems calmed down and no 
evidence of increased confusion today. We will plant discharge the patient tomorrow. Vital signs within 
normal limits. No evidence of systemic infection and · take averaging about 75%. 

1106-202 

Dictated Sy: RENATO DE LOS SANTOS MD 11/27/15 1523 

<Electronically signed by RENATO DE LOS SANTOS M > 11127/15 1523 
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UNIT/MR#: H000129172 
ROOM#: 3304-1 Sex:M 
LOC: H.3N 
DO Age:68 
Initialization Date: 11/05/15 2129 

Date: 1115/15 

AB Behavioral/Health Hospital 
1650 MOO:Jr LAKE BLVD 

HOFFMAN,E J ATES IL 60169 

PATIEN · 
ACCT# 
ATI PHY AOEEL A KHAN, MD 
ADMIT/SERVICE DATE 11/01/15 

SI ned 

l enacted the power of attorney. At this time, he has periods of confusion and periods oflucid moments. I 
reviewed the current clinical status and treatment stat s with case management siting the significant medical 
history of this patient including the diagnosis of cong ive heart failure, diastolic dysfunction and severe 
COPD, hypertension and anemia, and ventricular arrh lunia all significant contributors to the possible 
cerebrovascular insult in the fonn of transient ischemi attack or anoxia to the brain. Given his forgetfulness, 
repeating himself and periods of confusion, I suspect he patient to have vascular dementing disease. He does 
have a significant history of bipolar disorder accord' to the family; but, the patient denies any history of 
mania. Most of the medications that I have reviewed, rovided by the fumily, includes medications pointing to 
a unipolar disorder, which is major depression on the dil, which is a rnonoamine oxidate inhibitor which 
has been augmented with Adderall as a stinmlant and he Lamictal as a mood stabilizer medication, but used 
for its antidepressant property. The Lamiclal was re rtedly used at 300 mg twice a day which is a 
significantly high dose. We are going to confer with t e pharmacy, because if there is any maneuver to deal 
with his agitation and irritability other than the prescr lion for Nuedexta for the emotional !ability secondary 
to underlying neurologic condition what I suspect to e a dementing disease, l would maintain Lamictal 300 
mg twice a day and keep the nardil at 60 mg every da . I do not see any need for the Adderall prescription at 
this time, but will reevaluate that. In the terms of the · ory of positive response, I requested for 
neuropsychologica! testing from Dr. Campbell. The r port indicated cognitive impairment. 
Neuropsychological testing revealed intact basic audi ry attention capacity, intact problem solving ability, 
although the potential to demonstrate deficient reaso ing skills which has been displaced and there is 
significant impairment of the executive dysfunction in the area of mental flexibility, abstraction ability and 
conceptualization and planning skills. The memory sk tis are quite variable, but in clinical presentation there 
have been significant periods of confusion and memo impairment. The diagnosis: Implications of the testing 
at this time is indicating that he may not be meeting c ·1eria for dementia and that there are multiple medical 
risk factors for cerebrovascular disease which is the ost likely cause of his acute cognitive decline and I will 
have to assess, based on my clinical assessment, if th patient has a vascular dementing disease in early stage 
at this time and that would be a comorbidity to the jor depressive disorder, recurrent type. So that should 
be managed accordingly as two comorbid major psyc iatric conditions as well with significant multiple 
medical problems contributing to the tluctuaHon of hi memal state. So I will start the patient on the 
Nucdexta at this time. 

1105-150 
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UNJT/MR 
ROOM#: 3304·1 Sex: 
LOC: H.3N 
008:04/2011947 Age:68 
lnitializati1m Date: 11/05/15 1432 

AB Behavioral /Health Hospital 
1650 MOON LAKE BLVD 

HOFFMAN.ES ATES JL 60169 

PATIENT 
CCT#: 
TT PHY: , MD 
OMIT/SERVICE DATE: 11/01/15 

-------------------+---------------------------

Date: I l /5115 

Subjective: Very irritable, full of complaints. States st ff abused him last night and they roughed him up. He 
wants a list of people that he has that need to be fired ght away. Also, states his sleep has been very 
disturbed. Food intake most of the time has been mod rate. He carmot ambulate without assist. Pain is well 
controlled on current medications. 

Vital signs: Temperature 96.9. Blood pressure 137/59. 02 sat 95% on room air. 

Heart: SI, S2 is well heard. 
Lungs: Clear. No rales or wheeze. 
Abdomen: Obese, nontender. 
Lower extremities: Chronic stasis changes. No acute o en areas. He does have multiple scabs. 
Spine: No acute tenderness. He has a brace in place. 

IMPRESSION/SUMMARYffREATMENT PLAN: 

Diagnosis: 

I. Mood disorder with severe behavioral changes need further stabilization. 
2. Back surgery, pain adequately controlled on current eds. 
3. History ofCOPD, sleep apnea. Stable on current ds. 
4. Chronic leg edema. Some of it could be related to or mobility and medications. Pregabalin may be 
playing a role as well. 
5. Hypothyroid on replacement. 
6. Reported history of chronic kidney disease. 

Plan: 

I . I have reviewed his meds, blood sugars, progress. 
2. I have reassured the patient that the staff here is to h Ip make him feel weU. 
needs and will monitor from medical standpoint. 
3. Psych recommendations per Dr. Khan, Dr. De Los S ntos and team. 

1105-108 
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AB Behavioral Health Hospital 
Name 
Unit/MR# 
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UNIT/MR 
ROOM#: 3 04-1 Sex:M 
LOC: H.3N 
DO~ge:68 
lnilia~ 11/03/151956 

AB BehavioraljHealth Hospital 
1650 MOON LAKE BLVD 

HOFFMAN.ES ATES IL 60169 

PATIENT: 
ACCT#: 
ATI PHY: AOEEL A KHAN, MD 
ADMIT/SERVICE DATE: 11/01115 

Si ned 

------------------!---------- ~----~-----· 

Date: 11/3115 

Patient is alert, oriented to person, place, and situatio . No evidence of confusion. The blood sugar ranged 
from I 05 to 152. Otherwise, vital signs unremarkable. No evidence of systemic infection. No respiratory 
distress. No hypotension. The patient ate 50% of br • ast, 75% lunch, and he was articulate, appropriate 
with his interaction. There is no evidence of confusio He did give the social worker verbal consent to have 
the daughter be the designated Power of Altomey for health. Will cJ#tlfe Valium JO mg twice a day pm, 
which has not been used since the time of admission. ill discontinue this order. I did talk to the patient 
regarding access to subacute skilled rehab given his ltiple falls. The combination ofLamictal and 300 mg 
twice a day and the Nardi! has been giving him the be t response. I will keep the Nardil at a lower dose of a 
total of 60 mg per day in combination with the Lamie . He denies any manic episode, contrary to report of 
the family. There is no evidence of psychosis at this t · . Will confer with case management to finalize the 
discharge plan in four to six days. 

ll03-!68 

Dictated By: RENA TO DE LOS SANTOS MD 11/05/15 417 

<Electronically signed by RENATO DE LOS SANTOS M > 11/051151417 
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UNIT/MR 
ROOM#: 3 04-1 Sex:M 
LOC; H.3N 
DO~ge:60 

· lnitia~ 11/02/15 2154 

AB Behavioral Health Hospital 
1650 MOO LAKE BLVD 

HOFFMAN.ES ATES IL 60169 

PATIEN · 
ACCT#: 
A TT PHY: AOEEL A KHAN, MD 
ADMIT/SERVICE DATE: 11/01/15 

SI ned 

-----------------+--------------~---·-· 

Date: 11/02115 

Blood sugar today ranged from l 03 to I 5 I. Vital sign 140/68 blood pressure, pulse rate of72, afebrile. No 
respiratory distress. Intake, no breakfust, but had 50% lunch. The patient did not present with any acute 
physical distress. No evidence of delirium. No acute p · . He seemed calmer today. The patient was not given 
any stat dose of any psychotropic medication. The pm Valium was not given today. The patient is taking 
Phenelzine, which is Nardi!, and antidepressant medic lion; a total of75 mg. Will confer as an antidepressant 
medication. Will confer with pharmacy regarding the osing of this medica1ion, maximum dose. There is no 
evidence of adverse reaction at this time. The Lamicta a1 300 mg twice a day. No evidence of seizures. The 
medical evaluation by Dr. Mohsin. Appreciated histo of congestive heart failure. Apparently diastolic 
dysfunction. The details of ejection fraction is unavail le at the time of examination. History of COPD. 
History of sleep apnea, history of hypertension, histo of gait imbalance issues, recurrent falls. The patient 
apparently has been falling for the last three years. His ory of narcissistic personality disorder, history of 
chronic kidney disease. History of questionable bipol disorder. Obesity, diabetes mellitus type 2 with 
neuropathy. History of ventricular arrhythmia. At the · of medical examination there was no evidence of 
delirium. There is reported low testosterone levels, on replacement. Severe leg edema and peripheral vascular 
changes that appear chronic, at risk of complications r immobility. Report history of congestive heart failure 
and diastolic dysfunction, as I mentioned. The initial p ychiatric evaluation was done by Dr. Berki, and 
patient came from Central DuPage Hospital. Patient g ve a history of depression on and off. In July he 
fractured L4, and was admitted to the hospital. After gery and medical stabilization, he was transferred to 
Bridgeway Senior Living Facility for rehabilitation. P ient has been aggressive and combative recently, which 
escalated. Patient claimed that he was not given his p medication. There is questionable history of bipolar 
disorder, prior psychiatric hospitalization. It was also eported he was admitted to a psychiatric facility in 
1999 for his transcranial magnetic stimulation. The pa ient 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 a pears to 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 do5e oflhe Nardi!, if in fact, the patient s a Bipolar Disorder, per family's report. 

1102-220 
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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) 
ACTION COD£ REASQN CODE 

A. Acli•ie - Cs.e in cu1Ten1 Treatment Pian 
B. Monitnr - Initiate ['!Ian if conditi.on chmi;te~ 

C Refer - lDciude ~ommendations in Contlnue-d Cate Plan 
D. Defer- Problem is. Mable or non·priorit) 

I • Priority trealntCO( focus • address now 
2. Condition currently stable 
> Patient unready to pursue or declines str:1ces 
4. Other problcrm cum:nrly mwe pressing 
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ALEXIAN BROTHERS BEHAVIORAL HEALTH HOSPITAL 
INPATIENT INTEGRATED PROBLEM SUMMARY ANO MASTER TREATMENT PLAN OF CARE 

• Note: Upon Discharge, all problems/interventions are considered closed. 
Problems Identified from Assessment Review 

(Include PatienVCaretaker's words/ideas about problem areas) 
ACTIO!'\ COOt' REASON CODE 

A. Acth·e - l"sc 1n current Treatment Plllrl 
B. Monitor - initiate pl:an if condition cbanees 

C. Refer - ioclude recommendations Jn Continued Care Plan 
D Defer - Problem is stable or non-pncinty 

l Priority tn:atmmt focus ·address nov.· 
l. Condi.tion currently stable 
3. ?at1cmt unready to pursue or dee: lines scrvice5 
4. Olhcr problems currently more pcc!ising 

1 sym~oms:~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
I LongTermGoal:~~~~-~~-~~~~~~~~~~~~~~~~~~~~~~~~~~-

ipecific Short Term Goals/Objectives: (See Individualized Intervention List for Objective-Specific Interventions) 

1. ~~~~~~~~~~~~~~~~~---~-~~-~--~~-~~~~--~ 
12 

........... --.1.~.i---..... 1 •- ---

... ~·1'4.:-1,,.. ""• f ,_,_, ... _ , ... ,, I 
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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. 

EVIDENCE TO SUBSTANTIATE DIAGNOSIS: 

To substantiate the treatmenffocus, 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. ~11\'r"'~e: 

I Psychiatric Diagnoses: MOO poauliiril @t.t w1i'bi%\1'"1ili?li"? ~ 1 
I Primary 
1 Treatment 

I Focus 
MedicalDiagnoses: ttrN, ~nJ?D, Dm, ~rov\ttl-~ MleM<-1 ~-t?:a'~ , U.w~ 

TREATMENT TEAM MEMBERS: 
The following represents specific staff responsible 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 
Psychiatrist 

ease Ma11qer 

CM Initiating Care Plan 

Nurse 

Mental Health Counselor 

Expressive Therapist 

'Therapist 

'Physlcal Therapist 

'Medical Physician I RNP 
! 

*Dietitian 

! *Chaplain 
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ALEXIAN BROTHERS BEHAVIORAL HEALTH HOSPITAL 
INPATIENT INTEGRATED PROBLEM SUMMARY AND MASTER TREATMENT PLAN OF CARE 

• . ·-·-· -i::::-·· ·--··-·>::!-' -·· r::::·--·-···--·····-· --····-··- --- --··----·-- -·----· 
I Olscipllne ! Printed Name I Signature i Initials Date I Time 

Guest i ! I I 
Guest I I 

! 

Guest 

I I Guest I : Guest i I 
Gue&t I 
Guest I I ! l I 
Guest ! I \ ! I I 

1·- I I i ! i Guest I j 
Guest I I I 

I I ' 

I Guest ! I -1 i 
i ' \ r.G.uest. - ---

I I -I Guest { 

! 
I I I I 

1 Guest I I I 
[Guest I ! \ i \ 
!Guest 1 I I 

I have participated in and reviewed this treatment plan of care. It has been explained to me in a language that I understand. 

~-
Patient Signature 

•- --~-·--····----··---., .. .......... _, .... , .... ~ 
1\, ................. " N,, ... , 
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AB Behavioral ffe•lth Hoepjtal 
1650 Moon Lake Blvd 
Hort~ Estates, IL 60169 

Continued Care Instructions 

...... t11111llllllli!!lllililllllllllllllllll!!l!llli11 
Location1 3 84&t 

Prilfll.ry P:rovide:r• KHAN,AQEEL J. 

CONTINUED C RE INSTRUCTIONS 
AFTERCARE TREATMEN /FOLLOW UP INSTRUCTIONS 

Treatment to be Addressed In Aftercare: Medication m agment, mood stabilization. 

Discharge Patient to: Home/Self Care 

Pl will return home with family once die from hospital and n will go to Elmbrook NH (on Friday 11/27)- 127 West 
Diversy Ave., Elmhurst, IL 60126 (630-530-5225/F: 630-5 -7775) Pt will be under the care of DL De Los Santos at NH. 

Case Manager: Neelu Nehls MA LCPC 

Psychiatric Discharge Diagnosis: Major Depressive Di rder,Recurrent,in Partial Remission. 
Dementia in OTH Diseases Classd Elswhr w Behavioral di turbance. 

Diet: Other 
Cardiac diet 

Exercise; 
as tolerated 

Medication Follow Up; 
• Medications are listed on the Patient Discharge M ication Lisi. 
• Medication Doses may have changed. follow the in !ructions on the outpatient prescriptions . 
• Avoid alcohol, alcohol containing substances, and ood altering drugs if taking psychiatric medications. 

Medical Follow Up: 
follow up with primary care physician 

Discharge Date: it/zs/µ Time:1.21£ RN Signa 

By signing below, the patlenUguardian attest they reviewe 
Bring these instructions to all physician 

Patient Slgnature: _ _,(t'-L.-JW>IJi....,..=.=l '-':;_Jtl"-"'SY'1"""-0'---

~~~l~~ 
and agree to the DIC instrudions and have received a copy. 

therapist visits as a treatment reference. 

Guardian/Significant Other Signatur•=-------+----

IF FEELING SUICIDAL OR EXPERIE~CING A PSYCHIATRIC EMERGENCY, 
CALL 911 OR GO TO THE Nj:AREST EMERGENCY ROOM 

DISCHA E FORMS 
Discharge Fonns - Please check applicable box 

.a yixed 
jp'Sent with patient transporter 

::i Sent to PHP/IOP/Group Practice 

o Patient ref used transmittal 



AJJ B~b.a.vioral He1.lth Hoepitsl 
1650 Hoon La..ke 8lvd 

Hofflnan E•tatea, XL 60169 

o Patient will manage care plan 

D•t•1 ll/l?/lS 

Acct NUS11 

w~ Rec 11~1 

»a.mc1 

!.oc•tio~1 3 iaet 

l'chna.ry Provider1 KWIN, l>QEi:L A 

\\/!)~, w . ;s 
Date:~ (5Time:t.;;;; / f ' 



.--~~~~~~~--'~·~~~-;-~~--~--'fll!!'--~~~~~~-. 
Pa~e: 1 Pat;ent DJ arge Med list 
Date: 11/25/15 15:34 Alexlan Brothers lie vloral Health Hospital 
Uaer. MRAIZ 847·d82·1600 
Patient: [­

Location: H.3E 
Physician: AQFEL A KHAN 

Adven•e Rea<tJons/Alle !es: 

Acct: 
Room: 3239-2 NRN: 
Admit Date: 11/17/l DOB: 

amlod1pine 

Dnio _________________ D_o_s_e_-<----~et .. od --· 
AcetamlnoPhen[Tylenol 325 mg Tab] 650 MG BY MOUTH 

As Needed for: Pain, Mlfd 

Albuterol Sulfate/lpratropium[Duoneb 3Mf Nebule 3 
ml Neb] 

As Needed For: Shortness Of ereath/Whee2in9 

3 Ml BY INHALER 

Asplrln[Aspirln 325 mg Tab) 
• 

----------l---
325 MG BY MOUTH 

IndicatJon: antrcoagtJlant 

Q Calcium Carbonate[Tums Chew Tab 500 mg 

Chewtab] 
As Needed For: Gi Upset 

• Cholecalclferol (Vitamin 03)[Vitamln D-3 2,000 unit 
Tablet] 

Indication: Vjtamin Supplement 

500 MG BY MOUTH 

2000 UNI BY MOUTH 

---------- -------- ---· 

------"------) 

(182.88 cm) 
Wt: 274 lb 6.4 oz 

(124.466 kg) 

P,.,scrlptlon 
Frequency Given 

EVERY 8 HOURS AS -T-No 
NEE OED 

Every 6 Hours as 

Needed 
r-.--

Dail-y ----1,, ~ 
Every 4 Ho.:;;:s·.-.---b­

Neeaed / 

Dally No 

Dextromethorphan HBr/Quinidine{Nuedexta l each l EACH BY MOUTH Twice Daily Yes 
Cap). 

Indication: Mood Stabilization 

• Fluticasone/Salmeterol{Advalr 250Mcg/50Mcg I INH 
Dlskus 1 inh Dlsk.W.Dev] 

Indication: copd 

Folic Acid[Folic Acid l mg Tab) I MG 
lridicatlon: Vitamin Supplement 

lnsulln Aspart.[Novolog Sliding Scale 1 unit Vial) 0 UNIT 
IndicaUon: DM 
Protocol: 

Blood Glucose 150-180mg/dl, 2 units subcutaneously, 
Blood Glucose 181-2JOmg/dl, 4 units subcutaneously, 

Blood Glucose 2l 1-240mg/dl, 6 units subcutaneously, 
Blood GJucose 241-270 mg/di, 8 units subcutaneouslyJ 

Blood Glucose 271 ~300mg/dl, 10 units subcutaneous! 
elood Glucose >300 mg/di (Days), 10 un~s subcutane 
Blood Glucose <60 mg/di,, Call Physician 

BY INHALER Every 12 Hours Yes 

___ '9A-9PJ ___ IN_o __ _ 
Dally tr BY MOUTH 

SUB-Q I .. 
I 
I 

usly, Ca 



• 

• 

~~~~~~~~~'---~~~~~~~__.,,.,"'---~~~-~~~~ 
P~:;c: ~ Patient Dlsc~arge Med Ust 
Date: ll/25/15 15:34 Alexlan Brothers Beh+vloral Health Hospll:lll 
U•er: 847·8B2·1600 
Patient: 
lOC.ltlon: Room: 3239-2 
Phvstclan: AQEEL A KHAN Admit Date: 11/17 I l DOB: 

Adverse Reactions/ Allergles: 

Dose Method 
Lamotngine[l.amictal 150 mg Tab] 300 MG BY MOUTH 

Indication: Bipolar 

----------------·----
Levothyroxlne Sodium(Synthrold 100 mcg Tab] 100 MCG BY MOUTH 

J11dlcation: Thyroid 

Loratadine[Oaritin 10 mg Tab] 10 MG BY MOUTH 

Indication: Antihistamine 

. J. . -, ,: 

ge/Sex: 68 M 
Ht: 6 It 

(182.88 cm) 
Wt: 274 II> 6.4 oz 

(124.466 kg) 

Frequency 
Twice Daily 

Prescription 
Given -----,---

. Yes 

Daily Yes 

Daily No 

• Olanzaplne[Zyprexa 2.5 mg Tab) 2.5 MG BY MOUTH Three Times Daily Yes 
Indication: Bipolar 

Pantoprazole[Protonix 40 mg Tab] 
. -----·---,.--!---· ----·--··---·--------t-----

40 MG BY MOUTH Oaily No 
• Indication: acid reflux 

-----···----- ·-------------
Polyethylene Glycol 3350[Miralax 17 gm Powd.Pack] 

-----··--- ------1 
Daily BY MOUTH 17 GM No 

Indication: Dietary Supplement 

• Potassium Chloride(K·Dur 20 meq Tab] 40 MEQ BY MOUTH Twice Daily Yes 
lndk:ation: Vitamin Supplement 

" Pregabalin(Lyrica 25 mg Cap) 25 MG BY MOUTH Twice Dally Yes 

Indication: Pain ~ Moderate 

Torsemide[Demadex 20 mg Tab] 40 MG BY MOUTH 

Indication: Blood Pressure High 

----·--------------- -------·-+-----· ----
Inftuenza~O"a~t~e~: _______ _______ __,P_,n,,eu=;:o=co=cca=::.l_,.O~a::I::•:..• --~~-·--- ~----------------

1~---- --·-----------~---·----~ Stop t•klng env medication not listed •bove. Jf neces&ary, contact your primary physician with any 
questions. Update any reoords with your provider(s) and harmacy. 

-------·-·--
I have reviewed and understand my Discharge Medication st: 

Patient/Significant Other: _ 11tNJh/t '/p J1q . ; _ 

RN Sigoature: ~ ,~'"J14JJ.fQ1\, ki\l 

Date: 

Date: _ll:]_~:\S __ Time: 1S ~O 
----·-------

••• FINAL PA E *** 



DISCHARGE SUMMARY 

Admission Dale 
Discharge Date. 

AB Behavioral Health Hospital 
1650 MOON LAKE BL VD 

HOFFMAN.ESTATES IL 60169 

11/17/15 
11125/15 

PATIENT. 
ACCT# 
ATT PH 
ADMIT/SERVICE DATE 

Draft 

REASON FOR ADMISSION AND HISTORY OF PRESENT ILLNESS: 

This 1s a 68 year old, married, Caucasian ma~ who came in initially 11/1115 through 11/11115 before being 
b'ansfened to St Alexius Medical Center for chest pain. He had come to us from Cent1al DuPage Hospital. He had 
been sent there by the Bridgeway Senior Rehab Center when he was having very aggr~ve agitated behavior. 
mOOd swings, teartul. accusing staff of mistreat1~ him, calling the police. and sayi.ng 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 went la St Alexius Medical Center he was cleared cardiac wise out tr1ey did rule hirn in wilh right upper 
lobe pneumonia. Now. he is readmttted here for his stabilization 

His psych eval was done by Dr. De Los Santos He states again tt1e patient was 1nit1ally admitted here for severe 
depression. agitation, and a risk to harm self and others. He WdS nol able to function at his nursing home. He wenl 
to SAMC. was admitted. and then medically cleared. His past psychiatric history is he has a history of depr.,ssion 
and a diagnosis of dementia with severe anxiety and behavioral disturbance. He has a history of psychiatric 
hosp1talization tor transcranial magnetic sltmulation. 

PERTINENT HISTORY AND PHYSICAL FINDINGS. 

Appearance. He 1s wearing a hospital gown. He is disheveled with poor hygiene Fair eye contact Motor; He 1s 
mostly bound the gerratr1c chair His behavior is aggressive. His orientation is to person 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 loosening of associations Thought content He 
does not appear to hallucinate He denies any delusions. He denies any suicidal or homicidal ideations. but he has 
been aggressive, violent. and combative towards staff. His insight, Judgment, attention. and concentration are all 
impaired. He is very dis1ractible and not able to do Serial Ts. His immediate memory. He is able to repeat three 
words, but cannot recall after three or five minutes Recent memory. He is not able to give a coherent account of 
why he ended up at the med1cal/surg1cal hosprtal and then came back to the Behavioral Health Hospital. Long term 
memory fa1r. but does not have full details of t1is past His intellectual capacity 1s impaired. There are periods of 
increased oonfus1on and cognitive decline. 

The patient will be admitted to 3 East where we will do psychiatric ma:! stabilization and evaluation. Dr Mohsin will 
be consulted for medical management. The plan 1s to continue the patient's Lam1cta1 300 mg bid and the Zyprexa 
2 5 mg ttuee times a day. While he was tie1e previously. he had a trial of Mardi!. but that has now been successfully 
discontinued. w., will look al use of Muedexta IOI the emotional !ability secondary to the patient's underlying 

Report# 0110-0044 DISCHARGE SUMMARY 
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neurolog1c cond1l1on of vascular dementia. Case management will tJe consulled for d1scr1arge planning. The patient 
\\111 part1apale 1n all approprrate psychosoaal and psychotherapeutic programs. ObJeclives for discharge are there 
11;11 be a significant alleviation or resolution of the patient's psychosis, behavioral disturbance agitation and 
aggression, the patient will be at risk of harm to self or others, and he will be calm, cooperative, and allow treatment 
1n a less restrictive environment /l,ftercare is discharge back lo Bridgewoy 01 find alternative placement that can 
provide him supeNision and monitoring for his healthca1e needs in a therapeutic environment 

His H&P "tas done by Dr Safder Mohsin. He stales that the patient's past medical history is s1gnif1cant for 
hypertension. chronic Obstructive pulmonary disease and sleep apnea, diabetes, chronic ~dney disease, 
hypothyroidism on replacement, leg edema severe from peripheral vascular changes ttial appear chronic low 
testosterone levels on replacement. congestive heart failure and diastolic dysfunction musculoskeletal pain on stiff 
doses of pain medications, a remote history of cerebrovascular incident 

HOSPITAL COURSE 

The patient came to 3 East He had labs drawn, CBC and chemistry, vAlich were unremarkable He was oriented x2 
but not to his situation He was confused and forgetful He was refusing all groups When he would sit rn the group 
room, he would jusl sleep He was aggressive with stall. l11tting, yelling loudly, cursing, very easily agitated, angry, 
and delusional. He could escalate al lhe drop of a hal He was irritable, restless, isolative His affect \'taS labile and 
blunted He needed frequent red11ection and l1e kept persevera1ing about going home He also was eating very 
poorly and refusing most meals, many days eating iust breakfast. Dr. De Los Santos drd start him on Nuedexta 
1rnl1ally one capsule daily and as the patient was able lo tole1ate tt1at and became less emotionally reactive he 
increased him to a discharge dose of Nuedexta one capsule twice a day for the pseudobulbar affect secondary to the 
underlying condition of the vascular dementia The patient stayed on the Zyprexa 2.5 mg three times a day. but Dr 
De Los Santos did gel rid 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 remained the same. Wrth the rned1cat1on changes and addi11ons, 
there was no EPS or any tard1ve dysk1nes1a. 

DISCHARGE DIAGNOSIS 
Axis I: MaJor Depression, Recurrent, Severe Without Psychosis 

Vascular Dementia Secondary lo the Underlying Condition of Cerel>rovascular Disease and 
Hypertension With Psychosis and Behavioral Dsturbance 
AXIS 11 Deferred 
Axis Ill: No Delirium 
Axis IV: Relapse, severe 
Axis V 45/65 

CONDITION ON DISCHARGE AND AFTERCARE PLANS 

T11e patient remains oriented just x2 not to his situation Mirnrnal par1icipatiun in groups bul tile patient 1s calmer 
and more cooperative He is actually pleasant upon discharge and thanks the staff for putting up wrth him His 
eatmg 1s still very poor, mostly iust breakfast He wanted lo go home to live with his ex-Wile and She said She cannot 
handle him, so the patient will be going to new placement It will be to the Elm Brook Nursing Home. The treatments 
to be addressed in aftercare are medication management and mood stab1l1zalion. He will follow a cardiac diet 

Dictated by Janine stewart, R.N. 

0109-081 

Dictated By: RENATO DE LOS SANTOS MD 
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i.fr·JliiMRib 
ROOM#. 32392 Sex:M 
LOG~ 
DOB~Age68 
lnitializatmn Date 11/18115 2025 

IDENTIFYING DATA: 

AB Behavioral Health Hospital 
1650 MOON LAKE BL VD 

HOFFMAN.ESTATES IL60169 

PATIENT: 
ACCT# 
A TT PHY. A EEL A KHAN, MD 
ADMIT/SERVICE DATE 11/17/15 

Signed 

PSYCHIATRIC EVALUATION 

Patient ts a 68 year old Caucasian who was referred back from St. Alexi us 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 selr and others. Not able to function at the nursing home, 
but because of chest pain, he was referred to St Alexi us 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 hospitalization for transcranial magnetic stimulation. 

PAST ti/IEDICAL HISTORY: 

History of L4 Fracture, hypothyroidism, 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, 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 failure, and then became 

Report# 1118-0244 PSYCHIATRIC EVALUATION 
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increasingly confused. EKG was negative. He had no evidence or pulmonary embolism. 
Questionable 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 a febrile. 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, but 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 pains. No respiratory distress. No abdominal pain. No physical complaints. 

Review of Systems & Active Medical Problems: 

Constitutional: Eyes: Ears/ Nose/ Mouth/ Throat: Cardiovascular: Respiratory: 
Gastrointestinal: Genitourinary; Musculoskeletal: lntegumentary: 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 hospital gown, disheveled. 
Poor hygiene. Fair eye contact. 
B. Behavior/Motor: Motor Mostly bound to the geriatric chair. Behavior aggression. 
C. Orientation: Orientation to person 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: Circumstantial, but no loosening of association. 
G. Thought Content: Did not appear to hallucinate. Denies any delusions. 
H. Suicidat/AssaultiveNiolent Thought: Denies any suicidal or homicidal ideation, although he 
has been aggressive and violent: combative towards staff. 
I. Insight/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 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 to behavioral health hospital. 
2. Long Term Memory: Fair. but not full details of his past 

Report# 1118-0244 PSYCHIATRIC EVALUATION 
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L. Intellectual 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 I Major Depression, Recurrent, Severe, No Psychosis 

AXIS II 
AXIS Ill 

AXIS IV 
AXISV 

Vascular Dementia with Psychosis and Behavioral Disturbance 
Deferred 
No Delirium 
Recent Treatment of Pneumonia 
Relapse severe 
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 Ale><ian 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 I will find the lowest possible dose. There has also been, in the past. trial of the Nardi!, 
which we have successfully discontinued. Then, will look into the use of the Nuede>da for the 
emotional !ability 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 
treatment in a less restrictive environment. 

Aftercare 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 all support psychosocial and psychotherapeutic program. 

Reµol1 # 1118-0244 PSYCHIATRIC EVALUATION 
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ESTIMATED LENGTH OF STAY fELOS): Seven to ten days. 

1118-166 

Dictated By: RENA l 0 D!:: LOS SANTOS MD 11127115 1528 

<Electronicall\• sigrled by RENATO DE LOS SANTOS MD> 111271151528 

DD 111181151713 DT 11118115 2005 
DE'LRE1/HBH 1118-0244 
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Date of Admission; 

AB Behavioral Health Hospital 
1650 MOON LAKE BLVD 

HOFFMAN ESTATES IL60169 

PA TIEN 
ACCT# 
A TT PHY. AOEEL A KHAN. MD 
ADMIT/SERVICE DATE 11/17/15 

Signed 

HISTORY AND PHYSICAL EXAMINATION UPDATE 

11/17/15 

HISTORY OF PRESENT ILLNESS: 

Chief complaint: Mood 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 l\IEDICAL HISTORY: 

See my H&P 11 /2/15 and also my H&P from St. Alexius Hospital. 

PAST SURGICAL HISTORY: 

See my H&P 1112115. 

MEDICATIONS: 

See reconcile. 

SOCIAL HISTORY: 

As per my H&P 11 /2/15. 

FAMILY HISTORY: 
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ALLERGIES: 

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. GI: Good 
appetite. No vomiting, diarrhea. No blood in the stool. 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 afternoon. 

Vital signs: Blood Pressure 110174, 110/72. 128/84, Temperature: 97.2, 98.8, 97.6. 02 sat 93 to 
98 percent, reportedly on 2L. but patient does not wear any oxygen. 
HEENT 
Neck: 
Heart: S1 and 82 well heard. No murmurs. 
Lungs: Bilateral minimal wheeze. No rates. 
Abdomen: Obese. Non-tender. Bovvel sounds well heard. 
Lymph Nodes: 
Extremities: Chronic stasis changes. 
Skin: 
Joints: 

NEUROLOGIC SCREEN: As per my H&P 1112115, 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 9 &10: 
Cranial Nerve 11: 
Cranial Nerve 12: 

ii. MOTOR: 
iii. SENSORY: 
iv. COORDINATION: 
REFLEXES: 

LABORATORY DATA: 
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IMPRESSIONITREA TMENT PLAN: 

1. Mood disorder, with severe behavioral problems. This has been the case according to the wife 
who had mulliple discussions with me while he was al the other hospital and according lo 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, stable 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 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. History 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. 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 glad about it as well. 
3. I will assist with his medical needs. According to the wife, he should be DNR, but I do not 
have the appropriate papers. 

1118-211 

Dictated By: SAFDER MOHSIN MD 11/20/15 1444 

-<Electronically Signed by SAFDER MOHSIN MD> 11120/15 1444 

DD 11118/15 2048 01 11/18/15 2151 
MOHSA/MP 1118-0257 
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ABBUH HCIS u JPaQG: 1 
Transfar Asaeesment Data: 11/11/15 14119 

Hospital Loc:3 East Bed:3239-2 

Reaaon:F:23 
Transfer Asselisment 

··,·,··' 

Transfer Asses5ment 
Freq: 

Med Rec Num 
A KHAN 

Vi.Si I:: H08002 900234 
Reg Dat•t:ll/17/15 

Start: 11/13/15 2l :20 
Status: Active 

Document AS (Rec: 11/17/15 14,00 AS BHlNTlPCOS) 
Transfer Assessment 

Transfer Assessment 
Date of Assessment 
Transferred From 
Mode of Arrival 
source of Information 

Symptoms That Require Psy Adm 
unable to Care for self 
Riak 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 4 s current medication 
Mental Status 

Exam 
Grooming 
Hygiene 
Facial Expression 
Motor Activity 
Attention I Concentration 
Alertness 
Orientation 
Speech Rate 
Speech Rhythm 

Speech Volume 
Affect. 
Mood 
Thought P::-oceas 

11/17/15 
SAMC 
Ambulance 
Patient 
Clinical Record 

Yes 
Yes 

PER PET! TION: lN AN INTERVIEW 
IN HIS ROOM AT ST. ALEXIUS 
MEDICAL CENTER, OT CONTINUES 
TO BE SEVERLY CONFUSED AND 
AGGITATED. HE IS DELUSIONAL. 
KEEPS TALKING WITH NO ONE IN 
ROOM. HE NEEDS INPATIENT PSYCH 
ADMIT, HE IS UNABEL TO CARE 
FOR HIMSELF. 
SEE ATTACHED MED LIST 

Gown 
Gown 
Stares 
Restless 
Poor 
Unremarkable 
Disoriented to Person 
Stressed 
Garbled 
Soft 
Unable to Assess 
Unable to Aseees 
Confused 
Digressive 
Flight of Ideas 
Rambling 

Thought COiltent Delusion.ai.l 
Perceptual Disturbance None 
Judgment Poor 

t-~~~~,...,-~-.,,-~~~~~~~~~~--::---:--,~~,--~~~-::--r~~~~.-,--~~~-----~--~~~~-1 

Continued on Page 2 



6B M 
!nsight 

Health Hospital Loe: 3 

Med Rec ='------------==-==-== 

Intellectual Functioning 
Sleep 
Appetite 

Mental Status Exam Cont'd 
Rapport with Clinician 
Motivation for Treatment 

Diagnostic Impressions 
ProvisionaJ Diagnostic Impression 

AXIS l 
AXIS 11 
AXIS II I 

AXIS IV 

AXIS V Current 
Case Disposition 

Case Disposition 
Level of Care Recommended 
Patient Accept/Decline 
Service Type~Primary 
Accepting MD 
Admitting MD 
Inpatient Service Selected by Physician 
Inpatient Bed # 

Bed.:3239-:1 

Visit.: HOS002900234 
--~~--- ----------------

Average 
UNKNOWN AT TIME OF ADMISSION 
UNKNOWN Al' TIME OF ADMISSION 

Unable to Assess 
Unable lo Assess 

F23 - BRIEF PSYCHOTIC DISORDER 
DEFERRED 
OBESITY, KIDNEY DISEASE, COPD, 
GERD, DIABETES MELLITUS, 
HY PERTE:'IS ION 

Primary Support Group 
Social Environment 
25 

Inpatient 
Accepted 
Geriatric 
KHAN,AQEEL A 
KHAN, AQEEL A 

GERO 
3239-2 

[ Monog;=an;i Mnemonic 
!_&__~.~.~l~T~l9~4~~~~ 

ProviderT-ej 
Access Staff 



Date: 11125115 

AB Behavioral Health Hospital 
1650 MOON LAKE BLVD 

HOFFMAN.ESTATES IL 60169 

PATIENT: 
ACCT#: 
ATT PHY: AQEEL A KHAN, MD 
ADMIT/SERVICE DATE: 11/17115 

Signed 

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 wilh 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, Nuedexta I 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 pS)'Chosis and 
behavioral disturbance; pseudobulbar affect secondary to underlying neu:rologic conditions of the vascular 
demenlia. 

1125-079 

Dictated By: RENATO OE LOS SANTOS MD 11127115 1532 

<Electronically signed by RENATO OE LOS SANTOS MD> 111271151532 

DD: 11/251151507 DT: 11/25/151631 
DELRE1/KNP 1125-0147 
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AB Behavioral Health Hospital 
1650 MOON LAKE BLVD 

HOFFMAN, EST ATES IL 60169 

UNIT/MR# 
ROOM#: 3239-2 Sex:M 
LOC: H.3E 
DOB e:68 
Initialization Date: 11125115 1713 

PATIENT: 
ACCT#: 
ATT PHY: AQEEL A KHAN, MD 
ADMIT/SERVICE DATE: 11/17/15 

Signod 

Date: l l /25/l 5 

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 pm 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 l48/86, 02 sat 96 percent on room air. 

HEENT: Tongue is moist. 
Heart: SI, S2 are well heard. 
Lungs: Clear bilaterally with minimal wheeze, no rales. 
Abdomen: Soft and nontender. 
Extremities: Again, chronic changes that appear to be improving. 

IMPRESSION/SUMMARY ff REA TMENT PLAN: 

Diagnosis: 

I. Mood disorder, with behavioral issues, improved. 
2. Chronic opiate use that also seems to have resolved. 
3. Diabetes, stable on sliding scale. 
4. Chronic stasis dermatitis, appears to be improving. 
5. History of recent pneumonia that is resolved. 
6. Hypothyroid, on replacement. 
7. Sleep apnea, stable on CPAP. 

Plan: 

l. I have reviewed his medications. 
2. Patient is apparently going to go and spend a couple of days with the family and will move into a nursing 
home on Friday. 
3. 1 gave him scripts for a week. 
Report#: 1125-0156 PROGRESS NOTE Page: 1 
Additional copy Depl: MR 
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AB Behavioral Health Hos ital 
Name 
Unit/M 

4. He will follow with his regular providers once he gets into the nursing home. 
5. Psych recommendations per Dr. De Los Santos. 

I 125-096 

Dictated By: SAFDER MOHSIN MD 11/29/152230 

<Electronically signed by SAFDER MOHSIN MD> 11/29/15 2230 

DD: 11/25/151611 OT: 11/25/151713 
MOHSA/MP 1125-0156 
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.ge:68 
11124115 1647 

AB Behavioral Health Hospital 
1650 MOON LAKE SLVD 

HOFFMAN, ESTA TES IL 60169 j 

PATIENT: 
ACCT#: 
ATT PHY AOE LA KHAN, MD 
ADMIT/SERVICE DATE: 11/17/15 

Signed 

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

Date: I 1!24/15 

J had a phone conference with the ex-wife, case manager, patient, and myself. Patient is agreeinf: to go 
home. The ex-wife agreed to spend two days for Thanksgiving with the family and then go to subacute 
skilled rehab. Patient requires assistance with activities of daily living and they will hire a caregh•er and 
patient has mood disorder, chronic pain, off opioids, doing well, diabetes, off medication and only on sliding 
scale, chronic stasis dermatitis, peripheral vascular disease, history ofrecent pneumonia with no further 
respiratory symptoms, and patient is physically better, mood wise bettet, calmer, less agitated, 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 one capsule twice a day starting tomorrow 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 ofEPS or tardive dyskinesia. We'll finalize the 
discharge order tomorrow morning when we have every1hing in place. 

1124-093 

Dictated By: RENATO DE LOS SANTOS MD 111271151531 

<Electronically signed by RENATO DE LOS SANTOS MD> 11127/151531 

DD: 11/241151418 DT: 111241151647 
OELRE1/MP 1124-0163 
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Date: l l/24/15 

AB Behavioral Health Hos~ital 
1650 MOON LAKE BLVD : 

HOFFMAN, ESTATES IL 60169 : 

PATIENT: 
ACCT#: 
ATT PHY: AQEE A KHAN, MD 
AOMITISERVICS DATE: 11/17/15 

Signed 

Subjective: Mood-wise he is better. He still argues, but not as much as before. Pain-wise he is remarkably 
stabilized. He is offDilaudid. Not using oxycodone either. No reportqd 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 127175. 02 sat 96% on room air. 

Accu-Cheks: I 03, I08, 135. 

HEENT: Tongue is moisr. 
Heart: SI, S2 is well heard. 
Lungs: Bilateral minimal wheeze. Norales. 
Abdomen: Soft and nontender. 
Extremities: Chronic stasis changes. 

IMPRESSION/SUMMARYffREATMENT PLAN: 

Diagnosis: 

I. Mood disorder with behavioral issues, improved. 
2. Chronic pain, off opiates and doing well. 
3. Diabetes, offBydureon and doing well on sliding scale. 
4. Chronic stasis demiatitis, peripheral vascular disease. 
5. History of recent pneumonia with no further respiratory symptoms. 
6. Hypothyroid on replacement. 
7. Thoracic aneurysm, no further workup or investigations per patient's request and family. 
8. SleepapneaonCPAP. 

Plan: 

I. I have reviewed his meds, progress. 
2. I have encouraged hlm to participate in activities. 
3. Patient is stable from medical standpoint for discharge 10 nursing hoine. 
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1124-087 

Dictated By: SAFDER MOHSIN MD 11129/15 2230 

<Electronically signed by SAFDER MOHSIN MD> 11/29/15 2230 

DD; 11/24/151330 DT: 11/24/151355 
MOHSAILH 1124--0114 
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Date: I 1/23/15 

AB Behavioral Health Hospltal 
1650 MOON LAKE BLVD 

HOFFMAN, ESTATES IL 60169 

PATIENT: 
ACCT#: 
ATT PHY: AQEEL A KHAN, MO 
ADMIT/SERVICE DATE: 11117/15 

Signed 

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 arid 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 to take care of him and 
nobody can take care ofhirn at home. He needs a structured, supervised1 therapeutic environment. He has 
very labile mood and we just started him on the Nuedexta 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 Nardi! and he does 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 thli Zyprexa which has been given to 
him that he is able to tolerate. I 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 Ativao if necessary. He does fluctuate in 
terms of his alertness 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. I did talk to th<: case 
manager so that hopefully the ex-wire can keep reminding him that he mieds to be transitioned to subacute 
rehab, that his expectation to spend time with the family for Thanksgivulg 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 I 00% and then 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 OE LOS SANTOS MD 11127115 1530 

<Electronically signed by RENATO DE LOS SANTOS MO> 11/27115 1530 
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DD: 11/23/151635 OT: 11/24/15 0651 
DELRE1/8A8 1124-0029 
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Date; 11122/15 

AB Behavioral Health Hospital 
1650 MOON LAKE BLVD 

HOFFMAN.ESTATES IL 60169 

PATIENT: 
ACCT#: 
ATT PHY: AQEEL'A KHAN, MD 
ADMIT/SERVICE DATE: 11/17/15 

Signed 

Subjective; He was seen this morning. His mood is much helter. Pain wise he is remarkably stable and bas 
not complained of any pain. He has been practically olfthe 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. 02 sat 95% on room air. 

HEENT: Tongue is moisl. 
Heart: S l, S2 is well heard. 
Lungs; Bilateral minimal wheeze. No rales. 
Abdomen: Obese, non-tender. 
Extremities: Severe chronic changes. No new lesions. 

IMPRESSION/SUMMARY/fREATMENT PLAN: 

Diagnosis: 

J. Mood disorder with behavioral changes, have remarkably improved. 
2. Chronic pain. L'sed to be on heavy doses of opiates. Currently he is off and still doing well. 
3. History of recent back surgery. 
4. History ofCOPD, sleep apnea, advanced, uses oxygen as needed. 
5. History of hypertension mostly stable. 
6. Diabetes, currently on sliding scale. His Jong-acting Bydureon has been held secondary to low sugar 
reactions. 

Plan: 

1. 1 have reviewed his meds, progress, labs. 
2. He is stable from medical standpoint to be discharged to the nursing ,home. 
3. Wife who is the POA wants conservative care and she fully understands that given his multiple comorbidity 
his overall prognosis is poor. 

Report#: 1123·0005 PROGRESS NOTE 
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AB Behavioral Health Hospital 
Name: 
Unit/MR# 

1122-076 

Dictated By: SAFDER MOHSIN MD 11/29/15 2230 

<Electronically signed by SAFDER MOHSIN MD> 11/29/15 2230 

DD. 11/22/15 2247 DT 11123115 0436 
MOHSNMT 1123-0005 
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UNIT/MR# 
ROOM#: 3239-2 Sex:M 
LOC:~ 
DOB~ge:68 

PSYCHIATRY Progress Note 

AB Behavioral Health Hosdital 
1650 MOON LAKE BL VO "I 

HOFFMAN.ESTATES IL 60169 

PATIENT: 
ACCT#. 
A TI PHY: AQEEl A KHAN, MO 
ADMIT/SERVICE DATE: 11/17115 

Signed 

INTERVAL HISTORY: Record reviewed and patient discussed with staff. StatTrepor1s 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. 

-----·~---- ------
T em Pulse Resp BP Pulse Ox 
9 7 .6 F _ 63 ---====:::::::=1,,_,a~~=-----+--=1'"'5"'si_c7=-3 __ 
11/21/1_5 16:4.!._ .. c1=1~/2~1~/~15~16"_:~4~1~1~l~./=;21=l/~1~5~1~6~:4~1~-~1~1/~2~1~/.1c.c5c_1~6~-:4~Jc-. 

--~ 

24 Hour Range 

[:;~:;:r·~~PF-97.6·~-~~-~57~ r ~J-~.l--~~~~~i~~-:73· ~~~~e8 OxJ 

I&O/Weight Detailed - 3 days 

--~·--
_ .... 
11/iri/i s----- -

11/21/15 
07:59 07:59 ------- - ------- ~-··--

Intake: ------------·- ----- ···- . ·- -----~ ----
Milk t~P - 360 
Juice ------ 240 -- ·-· -- - ' ··-· - 4_~ 

Other: -- . -- -- ------------+--
____ ... - -- ---

120 Intake. Or:al Amount -- ;!_'!_O 
. -- -- ------

% B~~akfast Eaten 0% 
Breakfast Comment -- ~--refused to _eaLb.rE!cikfits_t_J_ 
% Lunch Eaten 0% 
Lunch Comment - -- [Pt._refu_sed to eat lunch.L ... 
% Dinner Eaten 0% 
Dinner Comment ot refused 
Total, Intake Amount ----- 240 

Report#: 1121-0189 Psychiatry Progress Note 
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_, ____ 
;11t refused 
I 

;voaurt 

50% ---
0% ------

0 

-----=·=· =---=-·--_· _)~5~~] 
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AB Behavioral Health Hos ital 
Name 
Unit/MR#: 

-------·--,.....__ ______ _ 
.~V~o~ld~in~g~~M=e=th'-"o=d,__ _____ -+-=D_,_,ia,_.p"'e"-r ___ ---· ' Toilet 
Urine Color --···-··--+----··--------_____ _.'._' Y,_,e"'ll"'o.:..:w ___________ ....--; 
~#_o=f_T~i~m=e=s~U""'r_,,ln""a,_,_te~d=-----<--------------~2'-l+----· _____ _ __ =i:] 
Number of Bowel Move,,_m"'e,,_,n_,_,ts=-+---·-------------- 1 1 ! 
Stool Color Brown Brown ------=~--··-_-_·-_-__ -_-_--=--; 

Stool A earance Soft Soft ~ ~~"'--'~~~~----~-"~~----------·· 
Stool Size Large Moderate 

'--C""o"'m'"'""m"'e""'n"-t ___________ ···-····· .. -- ·--·-------------· t used the toilet to passed bowel_ 

Active medications 

Acetaminophen (Tylenol) 650 mg PO Q8HPRN PRN 
PRN Reason: PAIN, MILD 
Stop: 01/16/16 19:28 

Albuterol/Ipratropium (Duoneb 3ml 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 

Bacitracln (Bacitracin Oint) 0 appl TOP DAILY SCH 
Stop: 01/17/16 08:59 
Last Admln: 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 (Ceftln) 500 mg PO Q12H9 SCH 
Stop: 11/25/15 09:01 
Last Admin: 11/21/15 20:08 Dose: 500 mg 

Cholecalclferol (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/Quinidlne (Nuedexta) 1 each PO QPM SCH 
Stop: 01/19/16 17:59 
Last Admin: 11/21/15 17:20 Dose: 1 each 

Doxycycline Hyclate (Vibramycln) 100 mg PO Q12H9 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: 11/21/15 20:08 Dose: 40 mg 

Folic Acid (Follc Acid) 1 mg PO QAM SCH 
Stop: 01/17/16 08:59 
Last Admin: 11/21/1508:15 Dose: 1 mg 

Glucagon (Glucagon) 1 mg IM PRN PRN 
PRN Reason: HYPOGLYCEMIA 
Stop: 01/16/16 17:43 

Glucose (Glutose-15 Tube) 0 gm PO PRN PRN 
PRN Reason: HYPOGLYCEMIA 
Stop: 01/16/16 17:40 

Report#: 1121-0189 Psychiatry Progress Note 
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Glycerin (Glycerin Supp) 1 supp RECT QDAYPRN PRN 
PRN Reason: CONSTIPATION 
Stop: 01/16/16 16:52 

Insulin Aspart (Novolog Sliding Scale) 0 unit SUB-Q AC SCH 
Stop: 01/17/16 07:29 
Last Admln: 11/21/15 17:20 Dose: Not Given 

Lactulose (Chronulac) 20 gm PO TIO SCH 
Stop: 01/16/16 17:59 
Last Admin: 11/21/15 17:24 Dose: 20 gm 

Lamotrlgine (Lamictal) 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 (Claritln) 10 mg PO QAM SCH 
Stop: 01/17/16 08:59 
Last Admin: 11/21/15 08:15 Dose: 10 mg 

Olanzapine (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 

Oxycodone HCI (Oxycontin XI) 10 mg PO Q12HPRN PRN 
PRN Reason: PAIN, MODERATE 
Stop: 12/17/15 17:50 
Last Admln: 11/21/15 01:48 Dose: 10 mg 

Pantoprazole Sodium (Protonlx} 40 mg PO QDAY@0630 SCH 
Stop: 01/17/16 06:29 
Last Admin: 11/21/15 05:56 Dose: 40 mg 

Polyethylene Glycol {Mlralax) 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 BIO SCH 
Stop: 01/16/16 17:59 
Last Admln: 11/21/15 17:20 Dose: 40 meq 

Pregaballn (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 

J 

Fluticasone/Salmeterol (Advair 250mcg/50mcg Dlskus) O inh IH Ql2H9 SCH 
Stop: 01/16/16 20:59 
Last Admin: 11/21/15 20:09 Dose: 1 inh 

Simethicone (Mylicon) 80 mg PO Q4H PRN 
PRN Reason: Gas pains 
Stop: 01/16/16 16:52 

Torsemlde (Demadex) 40 mg PO BIO SCH 
Stop: 01/16/16 17:59 
Last Admin: 11/21/15 17:20 Dose; 40 mg 
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J 

MENTAL STATUS EXAM: The patient appeared staled age. Patienj was calm and cooperative with 
exam. Fair eye contact. Speech was non-spontaneous and soft. Patient l:lescribed mood as being alrigh1. 
Affect was constricted. No thoughts of wanting to harm selfi'others. Palient was not hallucinating. No overt 
delusions. Thought process was confused. Patient was alert and oriented x 3. Memory, a1tention and 
concentration, insight, and judgment is fair. · 

DIAGNOSIS 
(I) Minor/Major Neurocognitivc disorder, due to multiple etiologies, with behavioral disturbance 
(2) Depression 

PLAN 
Continue and adjust psychotropic medications as tolerated and indicated. Monitor for safety and compliance. 
Medical management per internist. 

ELOS: 5-7 days. 

Etectronlcally Entered By: ZAFEER H BERK! MD 11122/15 1916 

<Electronically signed by ZAFEER H BERK! MD> 11/221151916 

BERZN 1121-0189 

Report#: 1121-0189 Psychiatry Progress Note 
Additional copy 
CC: 

Page:4 
Dept MR 



Date: 11120/15 

AB Behavioral Health Hos~ital 
1650 MOON LAKE BLVD 

HOFFMAN, ESTATES IL 60169: 

PATIENT 
ACCT#: 
ATT PHY: AOEl£L A KHAN, MD 
ADMIT/SERVICE DATE: 11117/15 

Signed 

..----

Blood sugar 147. Patient did not present with any acute pain. No physical complaints. Patient had an outburst 
of crying, saying chat he wants to 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. I talked to the case manager, who reported the wifo 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 Nardi!. We'll determine the prescription 
of the Zyprexa on a scheduled basis for mood stabilization or !ability of mood, if we have to prescribe that 
medication. Try the patient on the Nuedexta for the emotional lability ~econdary to the underlying neurologic 
condition, which is the vascular dementia. Anticipating discharge next week. 

1120-155 

Dictated By: RENATO OE LOS SANTOS MD t1/27/151530 

<Electronically signed by RENATO DE LOS SANTOS MD> 111271151530 

DD: 111201151545 OT: 11120/151633 
DELRE11HBH 1120-0221 
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AB Behavioral Health Hospital 
1650 MOON LAKE BLVD ; 

HOFFMAN,ESTATES IL 60169 

PATIENT: 
ACCT 
AIT P · KHAN, MD 
ADMIT/SERVICE DATE: 11/17115 

Signed 

Date: l J/19/l 5 

The patient was given a stat dose of medication later yesterday because he staned to become agitated and 
restless. He became very irrational, loud, hostile. The patient did not present with any delirium post medical 
examination. The patient has advanced COPD and chronic kidney disease, severe chronic leg edema, 
hypergonadism, neuropathy, thoracic aneurysm. 

Vital signs: Blood pressure within normal limits, afebrile. No respiratory distress. The patient has very poor 
appetite today and refused breakfast and lwich. The blood sugar was 162. The patient is on backup 
olanzapine 5 mg p.o. JM every 6 hours p.r.n. and Lamictal 300 mg twic¢ a day. I did not see any evidence of 
vegetative symptoms of depression post discontinuation of the nardil. The patient's Lamictal will be 
maintained and I will evaluate the appropriateness of translating the p.r.n. Zyprexa as an antimank medication 
because he appears loud and hyperverbal, then has racing thoughts and then become very illogical and 
agitated. 1 wiJl also monitor with Dr. Mohsin the medical status. We have not given any stat doses of the 
Zyprexa at this time. One other option that we may have as a mood stabilizer 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. 

1119-172 

Dictated By: RENA TO DE LOS SANTOS MD 11/27/15 1529 

<Electronically signed by RENATO DE LOS SANTOS MO> 11127/15 1529 

DD: 11/19115 1557 OT: 11119115 1903 
DELRE1/KNP 1119-0219 
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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 PatienVCaretaker's words/ideas about problem areas) 
ACTIO~ CODE Rt:ASO!\ CODE 

A. Acuvc - List in cuncnt T realm.en( Plan l. Priority treatment focus - address now 
0. Monitor - hulistc p!an if condition ~hoansl)S 2. Condition currmtly )!JI.bit' 

C. Rcfcr-Jncludc recommcndatiom ln Conunucd Care Plan 3. Patient unready to pursue or di::clin~ $C'Nlce'S 

D. Defer- Problem is :.table or non-prioriry 4. Otht:r pcoblems currmtly more pressing 

2. K 11,\1 to J&. '{):\;;; oy, CM u. WI.*'\ c u.>·-'\ -t" • 

! Problem #2:.n==.._,_,__,~"""-~---:0-:-------------------------
Symptoms: 

Symptoms:~ '-:/O U'i!AV- u; )(,&YJ VXHM 
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""''-"'"'"'"' Dl'(V I Mt:K:S t:IEHAVIORAL 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 PatienUCaretaker's words/ideas about problem areas) 
AQl()I\ coot REASON COQE 

A. .. "\r::tjvC' · Lsc in current Treatmcnc Plan 
B Monitor - lnuaate plan if condition changes 
C Refer - Include recomm.cndat1ons in Continued Lace !"I.an 

I. Prionty ireatmen1 focus • addrtS$ now 

l. Condition currently stable 

' 

i Symptoms: l.&).AJ U ~ SQ..\v.,'fG!'dflnti ' '{)t 6\A. 2 k \)"l.. 
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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 ' 

I 
I 

(Include Patient/Caretaker's words/ideas about problem areas) 
AC!JOt; CME R.t;ASOS CODE 

A. Active. Use ln current Treatment Plan 
B. Mannur - Jnili•tc pl~u if coodition ch~,:cs 
C. Refer - Include recommendations in Com1nued Care Plan 

l. Prionty lreatrnen1 focus · address nO\.\' 
2 C ondinun c11rr~t!y !I.ta bk 
3 _ Paticnl unready to pu!"$uc or dec!inei !>en.ices 

4. Other problems curreotJy more pressing 

'O 

~ 
,!; 

~ 

1 tfi ~ r'7/'J 
I ::::S:;:=.;;; -;;;;; A ~ u~ ; r 

. ~c Short Tenn Goals/Objectives: (See Individualized lrffervention List for Objective-Specific Interventions) 

11.~ 
\_:'71~ ~M';?t~~,(v ~ r ····--- -
'·Problem #3:-----------------------------------1 Symptoms: __________________________________ _ 

i Long Term Goal:--------------------------------­
Specific Short Term Goals/Objectives: (See Individualized Intervention List for Objective-Specific Interventions) 

1. --------------------------------------
j 2. 
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npatient Integrated Problem Summary/Master Treatment 
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'""'""'""''"'"" oKU 1 rtt:K:S BEHAVIORAL HEAL TH HOSPITAL 
INPATIENT INTEGRATED PROBLEM SUMMARY ANO MASTER TREATMENT PLAN OF CARE 

• Note: Upon Discharge. all problems/interventions are considered closed. 

EVIDENCE TO SUBSTANTIATE DIAGNOSIS: 

' To substantiate the treatment focus, the following data sources were consulted: Psychiatric Evaluation, History and Physical Exam: Nursing Assessment. - --~ I ilJl'lllo 
Psychosocial Assessment, Laboratory findings (if applicable), and reports from sending facility/agency, · II( 

Psychiatric Diagnoses: ·~ aus;u X<>Ul d v fAtti!.·VJ « , 
Primary I 
Treatment 
Focus Medical Diagnoses: 00 Buq/)<£7Uc; 1 e#F 

I 

TREATMENT TEAM MEMBERS: 

The following represents specific staff responsible 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 
Psychiatrist 

Case Manager 

CM Initiating Care Plan 

NUl'$U 

Mental Health Counselor 

I Expressive Therapist 

! --nferllpTiff·-

•Physical Therapist -of'! 
•Medical Physician I RNP 

't •oietitiari - -
1 

i 
[~ha plain i 

~ ... ~ ... --....... ".,... .... -..... ,. .. _. .,. .. ,,, .. ,....1~•·""" f ....... ~,, -~""' " ... , .• 

atient Integrated Problem Summary/Master Treatment 
11 Of Care 
n#60!0-081 2/15 
rt copy - Patient copy 

1111111111111111 
1X 

~ ?T 17-i ({ 11 "i'ls-\ 14."J'o 

.1. age .J u.1. '+ 

r 

c 

L 

~ 

'-" 



ALEXIAN BROTHERS BEHAVIORAL HEALTH HOSPITAL 
INPATIENT INTEGRATED PROBLEM SUMMARY AND MASTER TREATMENT PLAN OF CARE 

• Not .. - Uoon Discharoe. all oroblemslinterventions are considered closed - ----· 
Dlaclpline Printed Name Signature Initials Date 

Guest I 
' 

Guest ! 

Guest 
' Guest I 

Guest ! I 
Guest i I 
Guest I 
Guest 

I Guest 

Guest 

Guest I 
Guest 

Guest 

Guest I 
Guest 

Guest 

Guest i i - -·- "'. ·----

I have participated in and reviewed this treatment plan of care. It has been explained to me in a language that I understand. 

~;:(/CJ~!~ 

' 
................. -..... "'_..._.... 
,., •.• ,.,;...,,i .... m •. 1 

1·-~-tl'"''"" 

•patient Integrated Problem Summary/Master T reatrnent 
Ian Of Care 
>rm# 6010-081 2;15 
""' copy - Patient copy 
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Date Jnfomurfon Needed: 
ASAP 

Date of Birth: 

1 hereby authorize lexian Brothers Behavioral Health Hos 'tal to release the pr tected tiealth infonnation indicated below on the 
above named indivi ual 10: (facility name) 

Department Attention Detective Michael Larson 
iz.ationllndividuaJ 

345 E Green 
Full address of Pro ider/Organizationlfndividual 

City: Bensenville State; Illinois Zip Code:,6~0o-1~0~6,,,_-­
For the foJJowing P. rpose: _ Physician or HeaJth Care Facility X Legal Puiposes 

Other ___ ~·------------------
For treatment date(, or service November 1 thro h November 26, 2015 

INFORMATION 0 BE DISCLOSED: All categories below plus docto(s notes 

Fax# @fill_ J.~3~5=5~-0,_,8~55._ ____ _ 
Telepho e #: @=J~3~5~5-3~45~5~-----

- Perso Use X <\t the request of the individual 

0 Abstract Chart (includes Fac.e Sheet, Discharge Summary, History & Physical, Consultation epqrts. Operative Reports, diagnostic tests) 
[J Entire medical record · 
0 J·li$)ty and - sical Con sultation D Operative Report 0 Di charge Summary 
Outpatient Scrvic 
0 Enjergency R m 0 Pathology Repon(s) 0 Laboratory Results 0 R io!ogy Results 0 Rehabilitation Services 

a 0t'1er: Allot. r records ~ithout limitation inciudi'lg doctor's notes through February , 2016 
I ------

J unders;tand that: 
Thf informat. n in my health record atay include information relating to 1cxua1Jy trans ftfed disease, acquired immunodc(iciency 
sy~drome (Al S), or human immunodeficiency vlnJJ (HIV). It may also include inform tion about behavioral or mental health 
serjvices, and . eatment for alcohol or drag abuse. 
I have the righ of access to inspect and obtain a copy of my protected health infonnation. 
I !+ve a right~ revoke this authorization al any time. If I revoke this authorization, I must do o in writing to the_ Health lnfonnation 
Management · epartment. 
Refocation wi I not apply lo infozmation thal has already been released in response lo this aut ori,zation. 

1 , Once the abov information is disclosed, there is the potential that i1 may be re·discJosed by e recipienl, and therefore may not be protected by 
·' ; ! thel federal pri_ ~cy Jaw regulations. 

Fru]ure to prov de aU required information will not constitute a proper authorization to disclos pr~tected health infonnation and that,, therefore, 
m>j request ~ not be honored 
Au,thorizing th use or disclosure of the information identified above is voluntary. I need no! i~ this form to ensure health care treatment, 
,, ., ... . ,, '" --~- " 

• < 0210112015 
., •f • , .t~ l , r ! (Date) {Wi s.Signature) (Date) 

(If signed by a legaJ representative, indicate the relationship to patient or authorily to act for patien 
Fees/charges wiJJ c ply with all laws and regulations applicable to release protected health info ation. 

! 
i 

FOR F ACJLTTY USE Date recei'Ved; Date completed: MR#· 
When applltable. the 1 entity .of the Legal Representative w.as verified by the following documentation .anctcs bJished tha'~t -in-,fti7's~lhe-r ""-"~;.,,-.~,,.h,-.above named legal 
represe~rive is autf:lo · to aet on behalf of the patient; _ Driver's License Picrure JD _ Legal gua i~ _ Cour1 appointed legal guardian 
_ Poweriof Atlomey _ Executo1 of Es rare _ Olher: ---------
Pcrson'De nmem lclin the re uest 

Authorization to Disclose Protected Health Information 
i 

·~· 
Alexian Bro1hers Mt:dical Center 
800 Biest1>~field Road 
Elk Grove "village, IL 6o007·3397 
847437-5500 


