510 auljuOdy MMM

2vZE-2L6 (807) xed

S60€-2L6 (80%) “Aneydhsy

292€246 (807)

869€-E7156 VD '@sOr ues

v Buipjing 'peoy 80D §5/§

ouj .Q:O\_mu _mu__ums_ 9lusuewiad mv_.._.._..

Kizeryohsy jo uswpedag
IBM}IOAN [BIDOS [EDIUND) PBSUBIIT
*MSD™ ‘81sanpp euuoq

©IININVINYId dISIVA 78

B10-syusueussadiasiey mmm

vy /-29€ (80Y) ysiueds

16L-29€ (80Y) :221npy/s1ddy
L611-61156 WD '850( ues

WZ [RIIPBIN 321D [eUORRUIRI| 097
-duj ‘dnouin) |[EDIpSIA BlusUBWISd BY]

aonoely Ajiwey pue aupIpalA O EmEtma.mQ

“Q’IN ‘ued] eipuexajy ‘d

©JININVINYId dISIVI 7

B10"sjusueuLIadiasiey mmm
z uondo ‘zvy9-2.6 (80Y) siuewiuioddy
80Z€-ZL6 (80Y) :|1BIN @10A¢Z—
L611-61156 7D '8s0f ueg N
gz [e2IpBIN ‘821D [eUOnEWSIY| 097
>u| ‘dnoury |edipa|p 8lusuewWIdd 3Y ]

3DIAIBS BUDIP3A |eloineysg

20110814 AjlLie4 pue aupIPaA JO juswypedaq
LZS9LASd# @suad1] eluiojije)

‘a'yd ‘o7 yueyhpy

@™ IAMIRINIAINT I MICIWYN 7008




At the bottom of this page are reminders for some preventive Servivo.

ot i indocs . sama u.a<m::<m e she iser P te’s current electronic records. If you have
hotiom of Iis.page are remin i / based on Kaiser Permanen tele rds.
0®q wﬁ ﬁwm wm Kaiser Permanente’s current electronic records. If <o=m:mum .W//@\\m Ol ot bR ot setnl acord. 0u e
ﬁ/@\% mm oing health problems or are at high .:mx for certain a_wmw%:. MS 2y et more roqUont preventive Sorvioes sad dheuns ooqmc: s
s wzz%:mma more frequert preventive senvces and should sorulty KAISER PERMANENTE® physician. If an appointment is necessary, please schedule it.

ici i is necessary, please schedule it.
(AISER _umW_S}Zm.Z._.M@ physician. If an appointment is n

11244330 DEFaRIa OLGA &

APPT TIME @ 08:45 AM  FAC/DEFT: STR/MED
AFFT WITH : F & TRAN M.p.
REG DATE : T07/03/00

8 AM STRLOS

FURCHASER - LI eTaTa b pmpataly

EXCEFTION

REG FEE - 3

AMT FAID @ 5.«

ADVANCE DIRECTWE REVIEW
!

MED/FED FHY: TRAND TR OTHER FCOFs
CAanN Moy
10703708 08:456  TRANAF 1 MED STR e
FREVENTIVE SERVICES LAasT 0]
Review FAF TEST
Feview BREAST Exam
Current TETANUS
! Current FNEUMO VACCINE
Current CHOLESTEROL SCREEN
Current INFLUENZS VACTINE
Currant MAMMOGRAFHY
Return appointment: _____days  weeks “Mi months

days . weeks months

Return appointment: ___
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At the bottom of this page are reminders for some preventive services
based on Kaiser Permanente’s current electronic records. If you have
on-going health problems or are at high risk for certain diseases, you
may need more frequent preventive services and should consult your

P_Mmm —umm_s>2m2._|m® physician. If an appointment is necessary, please schedule it.
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KAISER PERMANENTE®

At the bottom of this page are reminders for some preventive services
based on Kaiser Permanente’s current electronic records. If you have
on-going health problems or are at high risk for certain diseases, you
may need more frequent preventive services and should consult your
physician. If an appointment is necessary, please schedule it.

Return appointment:

days____weeks  months



08, At the bottom of this page are reminders for some preventive services e g At.the bottom of this page are reminders for some preventive services
@/@\\\ based on Kaiser Permanente’s current electronic records. If you have @3\%\» . based on Kaiser Permanente’s-current electronic records. If you have
2 on-going health problems or are at high risk for certain diseases, you S on-going health problems or are at high risk for certain diseases, you
may need more frequent preventive services and should consult your may need more frequent preventive services and should consult you
KAISER PERMANENTE ® KAISER PERMANENTE e your

physician. If an appointment is necessary, please schedule it. physician. If an appointment is necessary, please schedule it.
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0@, At the bottom of this page are reminders for some preventive services
@ﬁ§ based on Kaiser Permanente’s current electronic records. If you have
N2 on-going health problems or are at high risk for certain diseases, you

may need more frequent preventive services and should consult your

i KAISER PERMANENTE® physician. If an appointment is necessary, please schedule it.

Return appointment: days weeks ____months
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“aiser Foundation Hospitals

.he Permanente Medic;l&fo p, Inc. : | // ; (7/ 9/33 @

-~
Location: 7 ~

REQUEST FOR ACCESS TO OR COPIES OF MEDICAL RECORDS AT AREA

1. This request is made pursuant to California statute, Health and Safety Code sections 123100-123149. Under these
sections | understand that the health care provider (hospital or medical group) is entitled to “paymentof reasonable clerical
costs incurred in locating and making the records available” before access to the records is permitted. If copies are
requested, | acknowledge that the law requires me to pay reasonable clerical costs and permits copying fees of 25¢ per
page (50¢ per page if copies from microfilm records). For copies of X-rays or tracings, fees are based upon actual costs
incurred. '

2. lunderstandthat the provider has 5 working days, after this request and payment of clerical costs, in which to produce
the requested medical records for examination. If | have requested copies, the provider has 15 days, after receiving this
request and payment of clerical costs and copying fees, during which to assemble the records and make the copies.

3.l understand that the health care provider is authorized by law to determine if a summary is to be prepared in response |
tothis requestinstead of providing original records for examination or copying. Ifthe health care provider decides to furnish |
a summary instead of allowing access to the original record, it will be available within 10 days of this request and payment |
of the appropriate fee, or within 30 days if the record is of extraordinary length or if | was discharged from a health care l |
facility within the last 10 days. The fee will be based upon actual time spent by our personnel in preparing the summary. j ’
i
|

4. I'further understand that records of mental health care, or alcohol or drug abuse treatment may not be disclosed to me
directly if the health care provider determines that to do so would present a risk of significant adverse or detrimental
consequences. | understand | then may designate a physician, licensed psychologist or clinical social worker to review
the record on my behalf. '

5. lunderstand thatif | am a parent making a request regarding records of a minor, I will not be shown entries for health care :
to which, by law, the minor may consent without parental involvement. b

6. lunderstand thatif | ama minor, | will be given access only to those portions of my record describing health care for which
I may consent, under applicable law, without involvement of parents.

7. The undersigned patieht or patient’s legal representative, hereby requests access to the Medical R cc;zjs of:

£ Gt DFE Fan (Ata 0[/6-;/4 ,ﬁ?n// &Z/cm Q/)‘MY@,Z\? It [J Minor !

1 /l
8. The record being requested is: [ Medical Office (Outpatient) % Hospital (Inpatient) [/<Mental Health
Other
for the period '5[/0 7Z 2002 to oc 7L Qo0 2 . *or

for the particular injury, iliness or episode described as:

9. The physician | usually see is:

0. lamrequesting: [ ] access to the record indicated above ! .
: gg copies madeif the record indicated above / - Z /
for the purpose of: CovRT 7[/5/ 3 L , (}LQ o
OPTIONAL - / A . . ’
” ey el fefrae "Tiospe

v T

; ,{) o - _ — PATIENT'S SIGNATURE
JA - - ;\ Amount $ _/ g | gjlw,fl
DATE OF REQUEST DEPOSIT RECEIVED { \ ’

P/Z /.l/lqﬁ;’/,\ PAT'ENT'S?PHESENT?S/E &%}ATUR%
‘ //{/\' V[//é’ /Z/\
IDENTIFICATION OF REQUESTER (DRIVER'S LICENSE, CREDIT CARD)
(

RELATIONSHIP TO PATIENT (PARENT, GUARDIAN OR CONSERVATOR)

equester: [_] Reviewed Record [ ] Received Copies . !
[ Received Summary [(JOther /7105 (7]*/4/\/ ' :

NDAYTIME PHONF #

BT A Ww—m HOS~ZL2-0S & D o




v\q KAISER
2 permiAnENTE®

r\/i?'t?@&mi\f DEPARTMENT PHYSICIAM RECO RD

{

DATE PMD: /- - :
5?[ /é ’ M(/\Cum,{)z;w&,d SUOLGE g Y
RO MO, | " | L MISE REVIEWED' | CIPS REVIEWED C : FEDORT A ?: A
i VITAL SIGNS | | MEDICATIONS . ALLERGIES {14 ™ o
ROOU FAE VITAL SIGNS: TIME TAKEN: CSZ?/ 1 1 (3 ‘;ﬁ e ].\}:&T AREA
i el ) F i pr U2 ae 106
PROVIDER EXAM TIE BP a3 HR AR
: : T_ 4 SAD, RA/D, . Umin Wi Kg
DISCHARGE TIME MEDICATIONS P T
. i None o
THAT £ = ) ’ ' . ‘ '
%Eé\ l]‘\’fg—": é] (7: g ALLERGIES: T NKDA ‘ o L] INDUSTRIAL
I D
Mistory obiained from: | Old chart reviewed ZPatient Family . Interpreter .. Cther:

Prable 1o obiain complate hx dus o

CHIEF COMPLAINT:  A[ )

HPLCODING: |1 Levels 1-3: 1-3elaments 1! Level 4,51 4 or more elements or status of 3 multiple chronic conditions
N . Al J et ool 2% VT S

Y. 2 Jeo s ‘ I R L), J ~ode o
- v ]

—~ . i .
C'_/'/N/ C b~ (J «fl"‘\ N !’(/ O G S o "} S ymime / LAY /L‘/

St VN O AP

ﬂ)’,«"\(‘»V\ E »(’4—[ F oo~ WS L_"Lf Is..’ . «'F—'\/

fé‘) A A Lo J ~ l‘/‘—;/ (o s Fon s e

INSTRUCTHONE (PMH, FAM HX, SOC HX, and ROS sections): Slash = Not Present, Circle = Present
h’”i\ﬂé-%/:,;é_‘,"l\llo serious iliness  PIH, FAM HX, SOC HX CODING: | 11 Level 4: 1 out of 3 (PMH, Far Hx or Soc Hx) 7 Level 5: 2 out of 3 (PMH, Fam Hx and/or Soc Hx

immune Status:  Anemia HIV  Chemo Steroids Splenectomy Leukemia CA
Cardiac HX: A-fib  GHF CAD CABG MI PTCA 'Cardiac cath Pacemaker Cardiac FF: Smoker HTN DM Fam.HX CAD Hypercholesterolemia
Fulmonary H}:  Asthma COPD  Steroids v

& Disease: PUD GERD  Liver/Biliary/Pancreatic disease  I1BD Gl Bleed  Diverticuli ”’TJ“- o bl Bs..ef s [P i

Renal Dissase:  Renal insuff Dialysis Renal transplant ~ Urolithiasis € e 2

YN H: G___P __ TAB___SAB__ IMP_____ HXSTD HXIUD HX Ectopic Preg. Tubal Ligation HX Endometriosis C-Section
Surgical HX: Appy—- Chplecyst  SBO AAA Hysterectomy Hemia

Mauro Hi: CVA TIA Seizures  HA  Dementia  Alzheimers Parkinsons Psych Hi: Anxiely  Depression

FAMILY H3:  None Diabetes Hypertension Heartdiséase CA  Other:
SOCIAL M Tobacco

ETOH__ Drugs . Livesalone/w________ S M D W Domestic violence  Homeless  Care facility:
Occupation: _ Other:
AEVIEW OF 8Y3TEMS: . [ o ; S
. | Al sther systems negative AOS COLRHE |1 Level1:0sys _ Level 243: pp  ~Level 4: 2-9sys ' Lavel 5: 10+ sys
[Even  Chitls Wi Toss— - Weakress —Fatigie  Diaphoresis- MUSZ:  Bone orjoint pain -~ Back/Neck problems — Trauma  Arthritis
Acuity change  Fholophobia  Pain  Diplopia NEURO: Syncope  Focal weakness  HA™  Seizure  Dizziness

Fearing loss Earache Nasal drainage Sore throat Hoarseness Decreased LOC  Dementla  Numbness

OB Cewgh  Sputum  Wheezing  Siridor  Hemoptysis PSYCH: Prior psych hx  Depression  Anxiety  Memory  Suicidal
Plauritic Pain DOoE IWTEG. Skinlesidns.  Pash  Bruising '
oy Gliest Pain  Palpitations  PND  Orthopnea  DOE HEME/AYMPH  Bruising  Adenopathy  Anemia  Edesma
o Auckz _Yomiting  Offrhea Pain Mefema ENDO: Polyaia”  Polytipsia  Heat/cold intolerance
Hematochazia  Constipation  Gallstones  Anorexia AL BRI AMUNG: Urura|1q Hayfever
o Eysuria Urgenmoy Frequumcy - Noestmia Hematuria

~Bteeding  Dissharge  “TTERIng -




HYSICAL EXAMINATION/INSTRUCTIONS FOR PE: o = Normal exam finding, 0 = preador description of dbnorr@g‘ow(ﬁevm,‘{[ fw?niga O8RS
= CODING: D HCFA req. elements ] Level 1: 1-5 elements in 1+ sys L\ Lovel 2-5: 6 slements in 1+ sys gy .
Level 4: 2+ elements from 6 sys or 12+ elements from 2+ sys [ bsved 5: 24 alements from 9 sys ? 3 3 ’i 3: *}

e e

NST: I Vials (See MSE) [AWDWN ['Well hydrated [ NG Tesp. distress  —: ApBears well J Do, AME Vi

=s: [ ] PERRL, Irises nl L1 Lids, Conjunctiva / Cornea / Ant, chamber nl - |} Discs & fundinl * . EOMI

(] Hearing grossly intact [ Ext. Fars, Nose nl "~ Nasal mucosani (! TMs, Canalnl | Lips, Teeth, Gums ol =Oropharynx ni

ck: [ Supple/No masses / No C-spine tenderness / FROM wio pain L Thyroid nl

Sp: Ejfﬂesp effortnl = Palpationnl Pﬂercusslon nl
[Clear to auscultation fi'/EB/S equal  _: No pleural rub

est: <Breasts> [ lInspection ] Palpation nl

[ Hegular rhythm 2T No murmur, rub or gallop - No carotid bruits . No abcorinal bruits . Palpationnl Mo J¥D - Capillary r&fill nl
<Pulses> L Femoral nl [ Dorsalis pedis i 1. No peripheral edema . Postibiainl - All equal bitaterally
&ABi'b B Nondistended/BS nl / Soft/No masses or tenderness / No Jua)dmc or rebound / No palpable pulsatile mass . +tWer, Splaen il 7 No hemia
<Fs€ctal> [ Tone ni/No masses or tendermness | Stool hemocult neg. . Cuality control done
Aiiale GU> {1 Prostate nl [ Penis nl 1! Scrotal contents nl/Testicular position and size nl/No tenderness or masses
/ <Fernale GU> [J Ext. genitalianl ) Cervix nl/0s closed/No CMT FUrethranl U Uterus nl © 7 No vaginal aiachargs
/ P . :
/ L No adnexal tenderness or mass " Rectovaginal confirmatory
/  <Urinary> ["] No bladder distension or tenderness  *_+ No GVAT
<Back> L No vertebral tenderness  “.1 FROM w/o pain  <Pelvie> . | Stable, nontendsr
<Ext> CJRUEN 1D LUE nl TJRLEnl THLLEnl i Inspection/Palpation: No Cyanusis/No Edema/No calf swelling/tenderness
L] Gait & station nl 1_) Digits, Mailsnl ~ +» Neg. straight leg raise
gro: [ ON I-Xllintact [ Sensation i [Z] DTRs/ Babinskinl %7 Motor _» Speechnl - Follows commands

rkh: L3A80x3 [ Judgement/insight nl - 1] Mood/affectnl 1 Memory nl . No suicidal ideation
n\ [4"No rash/No lesions [ Palpation nl

nph\modes: Adenopathy:  ["1No cervical [ No axillary {1 Noinguinal i Other:

= e A

Do VoS L i) Rl o

9)\4 r,«~
; ﬂ} ( v‘ Kl/ ﬂ\"",_( J ,{:L\)\ . _)/\_)_,.1,,_ / _Z{,_VQ/‘_ LD //, e - : :
T T \‘;;)Fl/ ] , o : ;
COMPLETE FOR INDUSTRIAL PATIENTS ONLY
1. Dateofinjury: _/ /2. Datelastworked: ____ /| ____
3. Are your findings and diagnosis consistent with history of injury or ciset of illness?
iYes i No I "No. explain: - i
ONSULTANT Tims Called:
4. Is there any othar surrent condition that will impede or delay padent's racovery?
~ Yes T Ro i *ves! explain:
SCHARGE DIAGNOSIS:
NG e Lo 5y Logd g o ! L ,, 50 ncw;mtlonu liness, spsaify etivlogic agsnt and duration of & AOOSUTET
f"ZaL_wL
8. Wers chernical or toxic cornpounds involvsd'? fas ho
7. Raturn to work without rastriction on /[ {dlane)
Remain offworlcuntl ____/__ /_ {(date)
Medified duty az of /4. il
sy N ernall  Fesc sand o D . -
T . R I/ Follow-up raque _ e
POSITION:FFome  _iAdmit Rm.#.____  Transferto ____ :
Deceased ) LWBS T AMA | Notified GMF/__ Aw_ﬁlw-l__A__'; -
NDITION UPON LEAVING E.0.: T o
mproved I -8table i Guarded




{ Team Assigned —

{8, aiser
% eermanentee

MSE TIME: 1@7’"' e 52
MEDICAL SCREENING EXAMINATION 5(; S’éfu

z

wy

U Industrial -~ [JNeeds Chart

| MSE PRIORITY: g 3 4

[J Clinical presentation does not suggest an Emergency
' Medical condition exists per Standardized Procedure

D Othe er-Hospital , [ SNF
~— Yoy
dalat _‘Q«L,L 11 \ le )

€

V pd
0000 @ (

L e

T

Duration of Symptoms: 3 Le C(G -L—

Distress: [INone E}‘INIIId O Moderate (] Severe
Health History: @Demes (J Asthma/COPD  [J Smoking [ Diabetes
[J Hypertension [ Seizures [ Cardiac - [J CVA [ Psych.
D.V./Abuse: [JY CON COJUNK [ Other:
Informant: &elf (J Parent [J Paramedic [ Other:
Language: EéEngﬂsh [ Other/Translator:

0

Cardiac ‘(“/l Pain Seale 61 . .[A-Calm and Cooperative Field Care ° :

PulsﬁRéﬂa [ trreg Locatlon“ r,\,d(/)\t,r £ { | O Risk to self/others [ C-spine O] Backboard 3 _§

CJ Ghest Pain (0-10) | Radiating: (- O Y [OJ Altered Thought Process [ Splint O ey -

[ Chest Pressure [Jstabbing [ Burning [ ETOH/substance abuse J 0. - "":;x_)__ =

(] Chest Tightness _ [J Throbbing /;%'gharp mIE ] Other: _ ] Meds A o=

= Other: o= ([ Cramping Guarding Neuro ' o OJ Rhythm - :

Resplratory‘ ven and Unlabored | [ congtant [ Intermittent S—Alert/age appropriate U Disoriented| [ other: =

JcTa Dyspneic/SOB [ Other: » Loss of Consciousness Nurse Action @ MISE ©—

O Cough. J Productive GI [ Pt.Denies Symptoms One O Yes duration | () pressing  [J Splint =

[J Wheezing [ PF A [ Nausea O Vomiting x Pupil Size (R) —__mm (L) ——mm| [ [ Sling N

[ Grackles L) Rhonchi Oc GJascow Coma Scale [(J NPO Instructions Given z

[ Retracting [ Nasal Flaring onstipatiop [ Juarthea,X E l7§ Verbal X" | O i it =

[ Orthopneic E'Other(/i\} /)IH Jule 3 gpimanms y Origt; > li(esp.'Precautnons Initiated E

O Security Standby P

(1 Other: GU L Pt.Denies Symptoms }‘g ggfnech g Fn%rggfggriate . g [JFSBS ] EKG =

‘Skin Signs  BkWarm and Dry [J Dysuria ] Hematuria None 1 “locrt\)énprehensmle 2 - =

0 Hot U Flushed Ewl;requg y/Urg?g;y \)D Retention | yygtor Q [J Chest Pain Pratocol (optional o=

J warm (] Pale kLSS Obeys Command ' 6 Abnormal Flexion 3 ¢
[J Cool [ Dusky O Discha?ge [ Vaginal Bleeding | Fiscon wisdranal 4 Fiagod o 7 ggﬁ#;;f;gﬁgg;&gg%igﬁ e \

L Cold L] Diaphoretic P CJother: — Weight Bearing (J Ottawa protocol (optional) =

[J Hives (] Rash ! : ETFull  Partial CJ None [ Unsteady] [J X-Ray per protocol (optional) =

L] Other: Musc/Skel. &-MAE (1 CMS intact Bilateral Grasps [ Other: o=

Mucous membranes: [Sffioist [ Dry | peformity: Right: T Strong [ Weak L Absent | T e =

[ Other: : [ Other: Left: [J Strong [JWeak (] Absent | 0S: . SO S

INJURY/LACERATION Notes:—%  “lvgccl &y ( C 6( Yol \./ y i =

LABEL AND SHADE AREAS INVOLVED A - Abrasions fC A Bov,g ) —— =

B = Burns el A !/-?c/_.y.f G ( FLEY 1L MV §—§

E = Ecchymosis  »eovmmemmgm s o o e e e - =

FB = Foreign Body 1““TC 4\-“ el Sermenlin L—/j b5 LA e 2

H = Hematoma MO fe i/)..»-)’\ ; =

L = Laceration ) s =

/) P = Pain =

PW = Punct. Wound =

' R = Reddened . : @ —E

RIGHT J LEFT LEFT RIGHT \‘ ' S = Swelling Disposition from MSE: [ LWBS I Clinic: Time =

é + = Pulse Present irE D. Waiting Room [ E.D. Rm.# 2=

\ l)(\ -- = Pulse Absent | Provider: S : ] . =

U“ 3 ! Uws U\M“ =1 ROM F(N/MD SIGNATURE, Y v a—é

=g ROM )
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KAISER
PERMANENTE®
BLGEL A FLODORYAEZ R
MEDICAL SCREENING EXAMINATION NURSE’S NOTES IEHUANT T ay 4y g
' T emNT AREA o o
Page 1 _of " EXAM ROOM INITIAL SJGNATUHE INITIAL] SIGNATURE _
e O RGe, [
Visual Acuity: 0S: 0D: ou:
02 I/min. [J cannula [ mask [ safety ‘
Cardiac Rhythm ____ T N
TME | B | P |R | T PAIN | GCS [Pulse Ox PROGRESS NOTES
VRS 7~ - P (3‘ .
IS Il avhanl (T e | amadated T prb e
L] Jabd li—"2 %l[) a0 - Lgﬂ(
» B u Lh) &’tl,w\/ — N0
. 3 ;«_ =
IS i N hut d e D OIS Al
22251579 69 g0 B m{ LU m e mwaﬁ/i/ Iy
B I'aE & manaa Aummu/n/&,ﬁ :
N D = Clehd. ol Uit e
- | _-2/%’3 T ( LS I (@Bar gty —Poc
“;%("3 || 713 (?0 (ﬂ&/\Jb’\ LIQWLi (///C 4/67)(<l
|I—{ %Lu\b /)//"; P%ﬁ C\/ﬂ’((( 5&3«\—4”\ ¢>,
|| >‘> L BANLD ZJ‘L( fuii o ¢ Dc A
) | | 1273 ;772(/»/4./‘/, ;7“)/// ZM C%//d /)/uc//f
o _ , : : ]I .\.{ %c (_,éuL“e«(,(y’i/\ =B /{ e
= LI VAR Moy 2rad> ups ———2cC
| |
Sﬁ’,“,,? TR ';ﬁ‘EENTER(Q\LUE'EU'gﬁE RN Ao TIME MEDICATIONS DOSE [ROUTE| SITE |RN INIT
P i i } po", < .
) S - LT e, a,/\-cu‘(/cfl Elpaghb ] e C
T , ; o
/
,r/
" //
//‘
/'/
TIME| TYPE | AMOUNT TIME| TYPE | AMOUNT
¢ 5
E ] 5
2 5]
] o DT 0.5 cc IM
TQTP':(_ TOTAL Lot # Exp. Date _
DISCHARGE DISPOSITION Time: _ < SCC
ﬁmbulate CJwre (] Gurney JEMS CJ Gurney Van Disposition Assessment: ;’/ /& (-5\ .f{n,f-gmﬁiv

Ul Carried  {ZFome [JSNFECF  [JTX (JAdmitted Rm #
_/"ﬁﬁ/SO verbalizes understanding of D/C Instructions __ Y £’ (initials)
: Patient belunyings: [ with pauent L wiih family meinber

‘[ Other:




= [} )
i, Kaiser

PERMANENTE 0

. EMERGENCY DEPARTMENT = |
PHYSICIAN ORDERS

HULE,
outpatient

0ld Charts: inpatient

0, _U/min via

| 0,8ATonRAOr

L

|V Solution Rate DATE:

Saline Lock

posturalvs Cle— Y,  OF

EKGRate - Rhythm:[J NSR

ST/T abnis: [] None

Ectopy: [ None

Lo T

[ No change comparedto____/_____ EKG
Other Findings :

Panel 1 (@SEPand) 1o i SN | 310

Panel 2 (Biliary/Abd Pain)

Panel 3 (Chest Pain/MI)

Panel 4 (Bleeder)

Panel 5 (Thrombolytic) N

Panel 6 (AB/Ectopic),

Panel 7 (Lumbar Puncture)

Fever Panel

CXR PA/Lat

(] Discharge from ED with instructions

Critical Care Time:

minutes

STAFF SIGNATURE INITIAL INITIAL ORDER TIME
/_M— A s

sTaFesGNAGRE

INlTl/}"

]

N709A4A 00 (AN O_NA4\

NDICTRIRIITIAM. WHITE — MENICA! RECORMN s NPARNALOV — RIIQINECS MAEEICE ¢« WHITE —« EN



EMERGENVCY S.ERVICES PATIENT INSTRUCTION/DISCHARGE
/ISIT VERIFICATION

CJANDUSTRIAL ] NON-INDUSTRIAL 5
[0 was seen at this office on g |e &
[ Has been given telephone advice on o ’i Q
[ Has been ill and unable to work from through E, g :
[0 states has been ill and unable to work from through 'g . ’n‘_ e
O Diagnosis > E|Z T
[0 can return to full duties with NO RESTRICTIONS on 2L\ 8
' OR E2lo |
O can participate in a modified work programstarting . and continuing to g = '2 z
(Please note: if modified work is not available, this patient is then unable to work for this time period.) o S ] 3
[J RESTRICTIONS: _________ Hours perday ___ Hours per week o 3 « :
BASED ON AN 8-HOUR DAY EMPLOYEE CAN: g £ T
d/ hours at a time total hours [ no restrictions o g ED
Sit —_— hoursatatime total hours [ no restrictions ERS f; =
Drive - hoursatatime __ total hours [ no restrictions T g F 3 %
LIFT/CARRY: (Occasionally = up to '/ workday. Frequently = up to %s workday) ’ . g = 2 3 © I
0-10Ibs [ not at al O occasionally [J frequently [ no restrictions o E o ZD 2 5
11-25 Ibs [ not atal [ occasionally [ trequently O no restrictions S oy %D 3 o)
26-40 Ibs 3 not at an O occasionally . ] frequently [ no restrictions S & % j 2 35
EMPLOYEE IS ABLE TO: E2 z ElE o
Bend [ not at all O occasionally ] frequently O no restrictions { <& ED Q
Squat [ not at all a occasionally [ trequently [ no restrictions 5 § E = @
Kneel : [ not at all ] accaslonally [ frequently [ no restrictions ,g Tl ED é
Climb O not at all [ occasionally [J trequently [ no restrictions X = E e
Reach above shoulders [ not at all [ occasionally [ trequently [ no restrictions 2 g z GD 3
Perform repetitive hand motions O not at al O occasionally [ trequently [ no restrictions o 2| E @D 2
ASSISTIVE DEVICES? (i.e., cast, brace, crutches) Nl : 2
RESTRICTIONS: (Interpersonal relations, stress, hearing or vision) o 2 '6 &D 2
OTHER: ERAE
TREATMENT STATUS: >~ 8|5 i
[ Medication effects which could impair peric ﬁ E I3 ED g
O Physical therapy required. Frequency: _0:) g 5 5 ~ o
O R luation on: : —o|la <D &
SIGNATURE AND TITLE LOCATION DATE
DISCHARGE INSTRUCTIONS
[J Make appointmenttobe seen ____ days/weeks with
[0 You have been referred to your primary physician for an urgent recheck in 24-48 hours. The appointment office will call-you
between 7 - 9 a.m. the morning of your appointment. .
g ot your appoir . Return if symptoms worsen.
O Qa_ll_ yourphysicianin________ days for-follow-up on your condition. A '
i Boehd e P e ) T i ‘ '
R P ir / o ) e . ¢ e rr
7 g 7
] s Er = i
" N - - e 4 8 . =
2
If you are unable to obtain the recoqwhiended=fqllow-up treatment, return to the Emergency Department. o
o - : =
Dx: d A 3
PHYSICIAN SIGNAIUF{E | rd TIME
* S
€ [ Vaginal bleeding [J Chest pain/angina sheet
(] Eye sheet.~ (] Spains/strains sheet [J UTI sheet
[ Head stieet [J Back/neck strain sheet O G.1. sheet
] Other
I acknowledge receiving and understanding these instructions:
EAT}ENT'S S’l_G'NAT_}JRE FE DATE TIME
i PLEASE BRING THIS SLIP WITH YOU ON RETURN VISIT.
THE PERMANENTE MEDICAL GROUP, INC.
PLEASE PRINT, TYPE, OR STAMP NAME 250 INTERNATIONAL CIRCLE, SAN JOSE, CALIFORNIA 95119-1197 = (408) 972-7777
NAME ADDRESS, CITY DATE :
SPECIFY MAJOR DRUG ALLERGIES TO BE ENTERED INTO PHARMACY SYSTEM AND CIPS
i
E PLEASE v/ BOX(ES) THAT APPLY(IES): [JIND [0 7PL [JLABEL IN SPANISH [J LARGE FONT Qty Refill
1 Unless checked, authorization is given to include this Rx in all approved refill programs. [J
. : ! i .o o~ Lo LT R =
' 5
SIG: ]
2 Unless checked, authorization is given to include this Rx in all approved refill programs. (] —
(@]
3
o
SIG:
3 Unless checked, authorization is given to include this Rx in all approved refill programs. [
SIG:
J COVERING M.D./D.O.
—— S L H B P — T NFA
CAL. LIC.+# - DEA # RESQURCE #
- NUMBI UNLESS CHECKED . D DISPENSE NEAREST STANDARD SIZE
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Hospital POCT
250 Hospital Parkway
San Jose, CA 95119 -

Dr. Philip Engleman, MD, Director

.o

DLGA A FTEDORYAKA
02709771

Ordering Provider: > _ .
| SAmv IPRA
Emergency Room: Iy
| (N5

IMPRINT AREA

ate and Time Stamped

]'REFERENCE RANGE

PT. RESULT . ,
o w.  (Circlethe result) RANGE

' LEUKO Neg, Trace Small ModLarge NEGATIVE
NITRITE _Negative  Positive. NEGATIVE
UROBILI 02124 8 <2.0
PROTEIN /Negy Trate 30+ 100+ 300+ 2000 NEGATIVE
pH- "~%0 665 G.0{66) 7.0 7.5 8.0 86 45 -8.0
BLOOD Neg. Tr. Mod. @émo Tr. Small. Mod. ©  NEGATIVE "

- Large
'Sp.GRAV _ 1.0+:_ 00 05 10(15°20 25 30 1.005-.030.
"KETONES  ,Negs Trace Small: Mod: Large - NEGATIVE
'BILIRUBIN ~<>Reg. Small Mod Large NEGATIVE -
" GLUCOSE »Nﬁ:g/loo 250 500 1000 >2000- NEGATIVE -
LOT # : _EXP DATE:
) 0‘——7\16 Q'_ _Z_L/_O_(%_L-L
TESTER’S

| NAME: ggﬁ g

{ Negative

CPATIENT
RESULT:
| conTROL
| RESULT:

I LOT #:

- EXP DATE:

| TESTER’S
4-NAME:

Initials ||

L[] Patient Bar Appears  _ ..
‘|| Patient Bar Weak

Lot # L 1Ko

~HL«Dt#:

I"EXP DATE:

| PATIENT
" RESULT:

. REFERENCE RANGE: .

NEGATIVE.. ..

pH:

CONTROL
RESULT:

o

Tester's
Name:

- Patient

Result:

REF. RANGE:
65-110 mg/dl (fasting)
60-159 mg/d! (random)




EMERGENCY DEPARTMENT PATIENT CONSENT IMPRINT AREA / AREA DE IMPRESION
DEPARTAMENTO DE EMERGENCIA :
CONSENTIMIENTO DEL PACIENTE : gLuA & FEDORY £ & LR A
VALUABLES CHECKED / OBJETOS DE VALOR PARA GUARDAR K " e

§ b

- - [ L

O vesssi [ no oA L
MARITAL STATUS / ESTADO CIVIL

[ SINGLE/ [ mARRIED/ i wiDOWED/ [ DIVORCED/
~ SOLTERO CASADO VIUDO DIVORCIADO R
DATE: . SSKN NON-MEMBER:
WHO BROUGHT PATIENT IN? / ;QUIEN TRAJO AL PACIENTE? -
¢ (FECHA) : (Ne DEL SEGURO SOCIAL DEL NO MIEMBRO)

PATIENT'S HOME MAILING ADDRESS (MUST HAVE PROOF, PLEASE CHECK BELOW) /
DOMICILIO DEL PACIENTE (DEBE TENER COMPROBANTE, VERIFIQUE A CONTINUACION) »

>

NEAREST RELATIVE OR FRIEND / PARIENTE MAS CERCANO O AMIGO - /

CITY /CIUDAD /

g . . s - . ,‘_': .}
Aldicer Do eV el
STATE/ESTADO /ZlP/CODlGO POSTAL

ADDRESS (NO., STREET) OF NEAREST RELATIVE OR FRIEND/ | PHONE / TELEFONO

DIRECCION (NO., CALLE) DEL PARIENTE MAS CERCANO _
[.; CADRIVER'S LICENSE #:

.2 (N2 DE LICENCIA DE MANEJAR DE CALIFORNIA)
) f _
CITY/CIUDAD STATE/ ESTADO i OTHER: r-\ . /
(OTRO) { i ) )
DAYTIME TEL NO. / TELEk\o/h(o/}E;Ey%K HOME TEL NO./ TELEFONO EN CASA
> ( ) .

; - GUARANTOR' s MPt\b YER/ wﬁLEADOH DEL GARANTE
DO YOU WISH TO STATE A RELIGION? / ; DESEA DEGILARAR SU RELIGION?

5

wi RO EUSINESS Hd E/T FONO EN EL TRABAJO
il YES/SI:

AECEPTIONIST/STAEF SIG\JATURE WMA DE LA RECEPCIONISTA GUAHANWEMPLOYEH' S ADDRESS / DIRECCION DEL EMPLEADOR DEL GARANTE

i M\/\ ﬁ cnvys«ﬁxrs, ZIP CODE / CIUDAD, ESTADO, CODIGO POSTAL
: yd

—
Patient Consent:

ED Treatment Release: | consent to an examination, treatment, and other procedures that may be performed by emergency department
physicians, nurses, and other staff to care for my current medical problem. | understand that | may undergo laboratory tests, X-ray exams,
injections, and removal of tissue as part of my visit. )

Patient Valuables/Property: | am aware that the hospital has a safe for valuables and secure storage for other personal belongings.

| understand that the emergency depariment physicians, nurses, staff, and hospital are not responsible for the loss of valuables and personal
belongings that | have chosen to keep in my possession during my stay in the Emergency Depariment.

Assignment of Benefits: PATIENT COVERED BY ANOTHER HEALTH PLAN.

| am assigning benefits to Kaiser Permanente for the services provided. | also authorize release of information concerning all claims pertinent to
this treatment and permit a copy of this authorization to be used in lieu of the original. This authorization will be valid for this visit to the Emergency
Depariment.

Viedicare Patients: Patient’s Certification, Authorization to Release Information, and Payment Request. | certify that the information given by me
in applying for payment under Title XVIIl of the Social Security Act is correct. | authorize any holder of medical or other information about me to
release to the Social Security Administration and/or the Medicare program or its intermediaries or carriers any information needed for this or
related Medicare claim. | request that payment of authorized benefits be made on my behalf.

“ have read and understand the information concerning consent to treatment, securing my valuables and personal property, release of information
to ancthar health plan, and release of information and payment request for Medicare patients.” .

antiniente del paciente:

Permiss parm ratamients en 2l Depariarnants de amergencian
que puedan sar realizados por lcs médicos, las enfermesias y otros
Entisnide gua, como parte de mi visita, es posible que me Iugan ol
tejidos.

: Doy mi consentimisnio para un examan, tratamiento y otios procedimisnios
parsonal del departamanto de emergencia para mi problema médico actual.
ruahas de laboratorin, me toinen radiografias, den inyeccionas y me extirper

ara

10 30N

culos de valor y un lugar
smergsncia, asl como no.‘uual:
nmigo durants mi esiadia an &l

STO POR OTRO |

0% S21VICIOE Lie

H‘ﬂllO que s

I (‘1@

fento, a ponsr mis
informascion v ia s




084 ‘ | .
"p F; ‘nh L?; Ph {)n " . ‘ .
IKAISER %WE %ehgiin;% Medicine Depl. E:j’ /f;? P f) ) p Lo v
#*CONFIDENTIAL** SEP 11 2002 (R ED e,
BONOT COPY WITHOUT ) o icrusiona Cr.
SPECIAL RELEASE %0 joce CA 95119

BEHAVIORAL MEDICINE CONSULTATION/ASSESSMENT
Referred by __ PCP (if different)
Reason for referral O Depression 0 Stress 0 Anxiety [ Fam/Marital prob. [ Coping with illness O Sleep problem
Q Job stress U Pain (1 ETOH/Substance abuse [ Noncompliance O Grief [ Other
O Initial appt. U Same-day appt. O TAV
Q F/U appt: Pt reports doing BETTER/WORSE/SAME. Compllance with treatment plan: FULL/PARTIAL/NONE
Language Interpreter offered declined provided by
ID/PP/CONCERNS (include relevant precipitants, medical, psychol., or predisposing hx., progress since last visit)

[ e ‘//’"&"L-w Ultreno.. . .--/@’.C-;a"( hore fe v o f @l i€l od et 7[»/ -
U\n,—g ft(" N lhl’% AN J/'.’ILQ'(-T("'C‘*/I ,/(/—l‘ 2 ’ S (711'5" <;‘| {/ (i\@w'u’ ( M{j)wct Seiny JA'"/T L&» ‘L 5 F—
l*f'L-b)VHLTvx) Lt x /b'\Csz - l‘f‘&ft’."! (If)ér'\zr\u'r'-‘i - ”‘“\HQ Sl %iw U W RN 5 ‘)*/L(ﬂ "’!L/ §.
»k,) JNI gy U{u’f /}:ZLi *\/ ol (,/ hﬂm 14 f /7 3/ Y PN (uui/: o k, s --f»'t,f:u,
S : ) {L. CA h,Q '/, j L /gu‘;’hw‘_, fi’l&t/h; / Cv-/'/\',wuf:=x£‘.~, ILJ{ / /\‘f} /-\’47 L Clice,,
cawmele d oo ppogsiin o Lo z]:;w»{ S VAV BN AW P < S AR T f@,c,
PERTINENT PSYC wyel Py b sl ’/ I T TN ¢ 11 NN R I (<29
PERTINENT MED HX (Kcﬂtvwi\.\v tbwnactn by o [, Atz et w, ,mf | f/sr o v;§/
PERTINENT MEDS Vo€ o, g (\;’K BRI i \ 5l J@ 3y /é i
FUNCTIONAL STATUS Work/SchoolUnterpersénal a WNL R‘Ilmpalred ),/l fw( fu <y - (,—',;,; (7€
Nutrition /7y i nelile” Exercise L Social suppoxft (,‘_ .
COPING Worst ll_2_3__4__5__6_7___8__9__10 Best / per pt. report Aol ¢yt érf o ' o
Ll { LELALT She Aaci 7o v

MENTAL STATUS Attitude, behavéor mood, affect speech, thought content/processing, memory, _]udgment msxght/ P ey ?
O WNL O WNL except for e

Q Suicidal ideation/plan/intent @_Hormcldal ideation/plan/intent. ‘F-Bast hx of suicide attempts (means: )
HABITS ETOH |- ! /2 G (Q',/*—J; Street drugs - «(j-r_ ' Nicotine __- &= Caffeine “C5—

DIAGNOSTIC II[VIPRESSION > 7 Gy
Fl— { !)Z/
]

. T
'Jc o wGci, e / e L /' ‘ / o (Wit - - N
Discussed Treatant Options(/' Y’} N Rlsks/benetjts of* Jreatment dlscusse(:{ Y ;’ N Obtained informed consent i/Y '/"‘ N
INTERVENTION/PLAN .~ : e A
\){“?\-l—\ ¥} \:@IL ( l;.f\."\--;"\'t‘\ 3) e / L/l%\-
L i \ .~7' - b P - .
L ! Chaot] - (NEFHNS Hr( Pl
— (-.H.':-i/v‘ fﬂx \.[‘ (i .'"/i('; l( /'vv ) ( ﬁ[/ 153 ’\f“ . o ot o8 l.ﬂ.;‘ , o [/“L.' . [\([,/ 'I'Z\Lv /\*
2T B T 11 [Sopen ulailCi,e b Opata o 3 ek e
v Ul .] J 7 J
DISPOSITION O TAV (Best # ) QRTC _  weeks/months
;@ RTCPRN 4 BM group Refen ed to psychiatry dept for SAVI
/0 Chem.dep. . B Hea th ed. CI Other t

SIGNATURE _

, Ph.D. DATE -




0 1902

PLEASE IMPRINT OR PRINT

@ KAISER
E\\‘ ’@; PERMANENTE e

0
E

PROGRESS NOTES - INTERNAL M

TELEPHONE , PROVIDER
DATE/TIME , PC
Allergies: _ 352 \ j @/ DA WEIth

S — g@ o ,z;
Height: Vitais: BP Te mp Pulse Resp
0, Sat . AT GROuE
PEFR

- HISTO RY

1 Ghlef Complalnt/Hlstorv of Presentlllness (Locat/on Quality, Tlm/ng, Severity, Duration, Context Modnfy/ng Factors 4. Medications: v
Associated signs/symptoms) (1-3 Focused/Expanded, 4+ Detailed/Gomprehensive) OR Status of 3 Chronic / Inactive [ Agree with CIPS
Conditions (3+ Detalled/ComprehenS/ve) 0] See visit

// A / // ,/4 /- [’.;/‘ /,V . _’(}%j/ / /{/L /’%/’%M,‘__ é& / [ Refer to chart chronic med list
7
7/ / e / ,/ iy /( Sl /

L/ (( - . 7 i e
‘v -. 7 / (,/ /‘)’// /I—/ / /‘/l’é‘/ «;I/té/é 2 -&,.’ /Z(; B 7 ey ¢ /
7- —— /4% L'/g,,%?,// ’ i * e ///) e (( /ﬂ’zﬂ—w—/ ‘

oS ik o e
Ho S / (Z V@Z j/ % & / / L {/}744)_4{ "

% ,S / Z
[ CIPS Reviewed  Interval changes and additions noted
2. Rey| jmw_yslems Check for negative or nnrma)/—\ le Abnormals _——Lomments / Elaboration:
T Constntutlonzﬂ (J Resp OJ C/\LD__G.L/E] Neurology @sﬂl ROS: 1 prob pertinent, 2-9 exterided,
7~Skin (0 G/U [ Endocrine  [J Domestic violence | 10+ complete
[J Ears, nose, mouth, throat [J Heme/lymph O All other systems neg
O Allergy/immunology [J Musculoskeletal [J See HPI
3. Past, Family, Social History: Marital status,employment, alcohol, tobacco, family.
[ SESS/CIPS Reviewed [ SESS updated [J See HPI
Interpreter Used? [ Yes [J No Language:

(Checkmg the box |nd|cates that the exam was performed and within normal limits - circle abnormals.)
Exclude items in brackets from element count.

Constitutional Pertinent Findings ~*

Appearance: 17{ NAD [J Well developed [J Ill-appearing [J. Cachectic
- 1. Eyes
(J Conjunctivas / lids [J Pupils/ irises (reaction, size & symmetry)
[0 Ophthal exam disks/post segments  [(J Visual fields]
2. ENMT (Ear, Nose, Mouth & Throat)
O Hearing OJ Lips, teeth and gums  [J Otoscopic exam
] Oropharynx (O] EACs, tympanic
[ Nasal mucosa / septum / turbinates £ External ears, nose membranes
3. Neck [ Masses, appearance, Ssymmetry 0J Thyroid
4. Respiratory © Lungs ' e Chest
J-f’ﬁespiratory effort O Percussion
=1 Auscultation/breath sounds 1 Palpation
5. Cardiovascilar ‘ s
O ML [ JvP] [ Pedal pulses S
Df_,A’L’iscultation of heart [ Abdominalaorta T Extremity edema/VV .
&7 Carotid arterizs __ Femoral arteries
6. Breasts -

— . B N L . M an. T S m A s 1



TIENT NAME DATE MR# PHYSICIAN

1ecking the box indicates that the exam was performed and within normal limits - circle abnormals.)
ide items in brackets from element count.

. Gastrointestinal Pertine ding
[J Abdominal exam (tenderness/masses) [(J Guaiac] (J Anus/perineum )
[C1Bowel sounds] (J Hernia (sphincter tone, masses,

(3 Liver/spleen hemorrhoids)

(] Obtain stool sample (if indicated) [0 Deferred] [ Pt. refused]
. Genitourinary i

Male: Female:
O Scrotum [ Testes] (J External genitalia (I Urethra
[ Penis [ Epididymis] O Uterus (J Bladder

(O Digital rectal of prostate [ Pt. refused [ Adnexa/parametria [ Cervix

Lymphatic System Palpation of lymph nodes in two or more areas:
[J Neck (O Axillae [J Groin. [ Other:

. Musculoskeletal '
O Inspection/palpation of digits and nails [ Gait and station [] Neuro/vascular intact ' [J Erythema
[J Exam of joints/bones/muscles (1 or more areas) (] Effusion
] Head and neck [ Palpation [J ROM  [J Stability [J Strength/tone . O Tender
[J Spine/ribs/pelvis [ Palpation [ ROM (3 Stabilty (3 Strength/tone J FROM .
OJ Rt. Upper Ext. [ Palpation [0 ROM [J Stability [ Strength/tone [ Deformity
[ Lft. Upper Ext. [ Paipation O ROM  [J Stability [ Strength/tone . O Warmth

[J Rt. Lower Ext. ] Palpation . [J ROM [ Stability [ Strength/tone
[ Lft. Lower Ext. [ Palpation [J ROM [ Stability -[J Strength/tone

. Skin [J Inspect skin and subcutaneous tissue OJ Palpation
[0 Good turgor] [ No rash]
Neurologic _— T
/E] Cranial nerves "D Sensation .7 Deep tendon reflexes
1O Mator] [ cerebellar]
Psychiatric / (ZL-' Ny
grg) Mood/ affect (depressed, anxious) [ Recent/remote memory }/7/@’/4’/ v b
Orientation; time, place, person J Judgement and insight

ob-foc (1-5 bullets), Exp Prob-Foc (6-12 bullets), Detailed (2+ bullets from 6 area/sys or 12+ bullets from 2+ area/sys)
7mprehen31ve (pen‘orm all e/ements and document 2+ bullets from 9+ area/sys)

ASSESSMENT AND PLAN

[J Ed materials given/discussed

O F-sig

‘ _ Data reviewed/ordered
/ ) ' (labs, x-rays, tests):
/%L o - O Mammo

o _ ’ U] Lipids
i 3 ¢BC
)// //71,,/\/ _ : - O Lytes
’ ) , O Lt
[J HGBalc
[ Fructose
(7] FBS

Referral to:
O pT

Iv .“",:‘ "‘”") / & 9, 4
s l ' ”% / J . Il t oo

P

. o gl New Meds:

/ ”) ) e / Lo Lo Bz ¢ A J P '%:)
}.~ i -

y
.f/' // / — //l\ /" R

f / [ & eyl - /f\f" -
- S /‘ - i K
C: prn weeks/months tav weeks/months ADMITTED OTHER:
pent approximately (%) /(minutes) in counseling and/or coordination of care during this encounter, which included discussion of the following:

tai visittime;

MPLETED BY N v ' BATE - '
L o ) / V.D/B.O/NP /PA. | ’/~—¥/



‘70 ’r‘(AlSER ' URGENT CARE CLINIC . R Ao oy et
’/ ' LA f,;’ Pl S S
Z PERMANENTEs __ PHYSICIAN RECORD = 7‘ ~

DATE PMD: ' 355 '

) /C‘ /f¢ [ & ¥ ) /(/(,f{/# /72’ ¢4/ 7‘ ]
ROOM N@T % ' MSE REVIEWED CIPS REVIEWED
7] Vital Signs [} Medications [] Allergies ,,Dt’%%) .

ROOM Tl E, VITAL SIGNS: ' TIME TAKEN: )

li\f\‘\_, a(‘ F’/ > "7 ///)/HR /(f s RR /i’

’j“ PRov‘lDER EXAMTIME 7
. i
T___/_/— ' sA0,

DISCHARGE TIME . MEDICATIONS: . B
i}j?ﬂone &/K K
OLD CHART ORDERED ALLERGIES: ~“NKDA (*\
"I'YES [T NO _ ' (
—~  |1EMs i AMBULANCE REQUEST PASSES PRUDENT LAYPERSONTEST [1YES [[INO i INDUSTRIAL o™
CHIEF COMPLAINT: 7(4/:%4 (/_L/ /C«,fc/% . /»-m{m e ( o gi/k /wuouf( .Vf’NT’AI-':tRPRETER
7 7
HPI and PHYSICAL EXAMINATION: X (_;f/ si,,vcj - el T u:./cubﬁb-{/g\

j ‘»’r}‘f— (:}\ I i(’.}(&..ﬂv [\ \?( f ( 14 ’f 2 », r‘ ’ o »
Gad I et e 7L (e ,\ﬂ \}r ol Mo~ O

T T = -
Spd ‘/’z/ o - J

o/ Ll [3 o TIME PHYSICIAN’S ORDERS / NOTES TIME | INT.
COMPLETE FOR INDUSTRIAL PATIENTS ONLY e
1. Date of injury: /| 2.Date lastworked: -/ /-
3. Are your findings and diagnosis consistent with history of injury or onset of illness?

...... 1Yes 71 No If"No," explain:

4. Is there any other current condition that will impede or delay patient's recovery? !

s o NURSE SIGNATURE
.l Yes i.i No If*Yes explain: SIGNATU

5. If occupational illness, specify etiologic agent and duration of exposure: ____ | i1 Copy / V-mail / fax to Dk,

T
[”1 Referral / Follow-up request to

6. Were chemical or toxic compounds involved? [[] Yes [} No 1 g
i. | Discharge medications -
7. Work status: .} Fulldutyasof (date) o
) Modified dutyasof ______ (date) 3} Offworkuntl________(date)
DISPOSITION:  [siHome [iAdmit:Rm.#__ " Transferto
CONSULTANT Time Called: .} Deceased [JLWBS CTAMA CNotified CMR/
1 CONDITION ON DISCHARGE: [} lmproved/:' Stable [] Guarded [} Critical
D‘SQHARGE QlAGNOSlS 0 %/ CHARTWAS DICTATED / COMPUTERIZED
LT /{ N ' HART complete:
) U.C.C. PROVIDER SlGNATURE' o
= ///7 ma:._\'

COMORBID CONDITIONS: . P 4‘/"\}&—&“:\/
(Circle) CA "CAD CHF COPD CVA oUW ESRL HIN £ ’»—H N

07649-003 (3-02) DISTRIBUTION: WHITE = MEDICAL RECORD * CANARY = BUSINESS OFFICE - PINK = UGG
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Kaiser Foundation Hospitals
ZZ The Permanente Medical Group, Inc.
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) )

Please read and sign the following necessary permits, releases and agreements so that we ma

by your physician.

1.

THE UNDERSIGNED CERTIFIES THAT SHE/HE HAS READ AND UNDERSTOOD THE FOREGOING, HAS RECEIVED A COPY

MEDICAL AND SURGICAL TREATMENT PERMIT: Permission is hereby givenforany medical treatment including
any X-ray examinations and injections as may be deemed advisable or necessary by the attending physicians and/
or his associates, assistants of his choice, including medical students and physician residents, and personnel
assigned by the Hospital.

RELEASE OF INFORMATION: The hospital is authorized to furnish from patient’s record requested information or
excerpts to any insurer of patient. Inaccordance with Califomia state law, the hospital is authorized to release patient's
name, sex, city of residence, and a statement of general condition to persons who inquire, including representatives
of the media unless otherwise requested. Callers wiil not be told of any admission to the hospital for treatment of
alcohol ordrug abuse, or for psychiatric care. Pursuant to the federal medical device requirements, | authorize release
of my social security number for the purposes of filing a report to the manufacturer, if | am provided a device specified
by the regulations. (21 C.F.R. Section 821.20)

FINANCIAL AGREEMENT: In consideration of hospital and medical services rendered to the patient, the
undersigned, whether she/he signs as patient, parent, spouse or personal representative of patient, agrees to pay
any and all non-covered charges for such services upon presentation of a statement of charges. Should the account
be referred for collection, the undersigned hereby agrees to payreasonable collection costs, including attorney’s fees,
together with interest at the legal rate. ' '

ASSIGNMENT OF BENEFITS: PATIENTS COVERED BY ANOTHER HEALTH PLAN.
I am assigning benefits to KFHP for the service provided. | also authorize release of information concerning all claims
pertinent to this treatment and permit a copy of this authorization to be used in lieu of the original.

This authorization will be valid for up to one (1) year from the date of signature.

MEDICARE PATIENTS: Patient's Certification, Authorization to Release Information, and Payment Request.

I certify that the information given by me in applying for payment under Title XVilI of the Social Security Act is correct.
I authorize any holder of medical or other information about me to release to the Social Security Administration and/
or the Medicare program or its intermediaries or carriers any information needed for this or related Medicare claim.
I request that payment of authorized benefit be made on my behalf. | have received the informatjﬂ@b “An Important
Message from Medicare.” B

J

THEREOF, ACCEPTS AND AGREES TO ABIDE BY ITS TERMS. i

DATE HOUR SIGNATURE OF PATIENT  7d v - ‘ -
F ) A 7 . J K (. A el
{0 / / (,/5 / ne -/ C e 3[;,‘,,.,_“_,;(2,*-..&«., Bt

y proceed with the care and treatment ordere

WITNESS/ T A ) SIGNATURE OF PATIEI‘7€PAF5ENT OR REPRESENTATIVE
: y . ‘
SE :

TIENT DID.NOT SIGN R
REASON PATIERT DID NOT -S.G,

RELATIONSHIP TO FATIENT

-\

IF MEDICARE PATIENT is unable to sign: In order to process a Medicare Claim, the signature below, on behalf of the patient, pertains

ONLY to the Patient's Certification, Authorization to Release Information and Payment Request, specified as Paragraph 5, above.-

DATE

“JHoUR T T T[SIGNATURE O ADMITTING DESIGNEE v [nTLE
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ST

Requested By:

created by Alex Tran on 09/04/2002

Person requesting consult (if dlfferent from sender); Alex Tran

Send Copy of Request to:

Provider Mnemonic: TRANAP

Requestor's Department: MED

Provider ID: 13531

Requestor's Phone Number: 84406006

Facility; STR

Title: MD-

Requested For:

Patient's MR Number:

11244330 (format - 8 digits)

Patient's Last Name:

Defaria*

Patient's First Name:

Olga*

Patient's Gender:

Patient's Age:

Patient's Phone Number: (optional)

Request Details:

Reason for Referral:
EATING DISORDER*

(pleasé click on the arrow to the right of the field to select a reason for referral)

CRES Reason Description: EATING.DISORDER

. 'CRES Reason Code: 009

History/Other Comments: 7+ years bulimia. Please counsel regarding good
nutritional fundamentals. Thank you.

Patient Insists

*

Type of Injury (if applicable):

For Receiving Departments only:

Triage Dlsposmon DTC N60. PLEASE CALL.

Other Comments:

Edit History: 5-09/05/2002 06:38 PM-Debra Potosky; 4-09/04/2002 06:12 PM-Alex Tran; 3- 09/04/2002
06:09 PM-Alex Tran; 2- 09/04/2002 06:09 PM-AIex Tran; 1-09/04/2002 06:09 PM-Alex Tran

Provider's Fmdmgs

g

CRES o ,

Receiver] . it
Bouked . Hinii
Type aopt ...

Tst lmterspnr x/ 7
No:esponso — jm -
2nd lettar I san =71
File




/"""’ —
e
—9 %0 |AISER PERMANENTE® PLEASE IMPRINT OR PRINT
%“"l,é Kaiser Foundation Hospllals i OT SERVICE | uinRnek L arin
SN 74 The Permanente Medical Group, Inc. |
JSTT—N;RAE_—_' - T PAE
T BRTHONE | HEAT T URANGE GLAIN NUBSE:
MO. paY YEAR
I e C e =
MEDICAL RECORD NUNBER = £ R UL

AUTHORIZATION FOR USE OR DISCLOSURE

OF PATIENT TREATMENT INFORMATION
MEDICAL, PSYCHIATRIC, DRUG/ALCOHOL, AND/OR BLOOD TEST

|sEx | COVERAGF {GROUPNUMBEF! TGN

53 CROEAF

J

.| hereby authorize

[ Se oLndex =
| S | S WY 72 &
NANIE OF SENDING PERSON, AGENCY, OR INSTITUTION

|

ADDRESS

STATE

/4’7’//@

o wd ez [)£

to release to

NAME OF RECEIVING PERSON, AGENGY, OR INSTITUTION 7

mnee's'/ Q) FlLR BROE:
Cr?

WA

c

ShHnr JolL
Y STATE

records and information pertaining to
Ol on Defaea (lgn Mc)%f)

NAME OF PATIENT (UST OTHER NAMES USED)

{-é zﬁj[ 2320
MEDICAL RECOR NUMBER

R —————

>5/%92>]

ADDRESS

/

147 R e WS L clocy o) sam T0SE (A 15123

PHOJIE NUMBER

DURATION: This authorization shall become effective immediately and shell remain in effect until — 2 iTQZQ}_ or for one year

from the date of signature. This consent is also subject to revocation by the undersigned at any time between now and the
release of information by the sending person, agency, or institution.

RESTRICTIONS: | understand that the requester may not further use or disclose the medical information unless another authorization is

obtained from me or unless such use or disclosure is specifically required or permitted by law.

ATIENT COPY: Please take a copy of this form after signing.
| X" MEDICAL INFORMATION:

This authorization is limited to the following medical recards and type of information: —

I Yes, | have taken my signed copy of this form.

5_)_[_0/»4,4 r@ [Foslens

The requester may use
ol

he medical rezrds and type of information authorized only for the following purposes: — - — —-— -———

—_— R

Date: /L m Signature:

If signed by other than patient, indicate relationship:

L YGCHIATRIC INFORMATION:
is authorization is limited to

the following medical recordé and‘types of information:

2l preonds

The requester may use the edic
T % h

records Zdtype of information authorized only for the following

PUIPOSES: — . e —

o

.['Date:,/szz‘ 5 az Signature:_&/ ' v

If signed by other than patient, Indicate relationship:
DRUG/ALCOHOL INFORMATION:

This authorization is limited to the following medical records and type of information:

The requester may use the medical records and type of information authorized only for the following purposes: . ———————

Date: _ . . Signature:
If signed by other than patient, indicate relationship: — ——

RESULTS OF A BLOOD TEST TO DETECT THE PRESENCE OF HIV:

This authorization is limited o the release of HIV test results. The requester may use this information only for the following purposes

F s TP R,




Location:

REQUEST FOR ACCESS TO OR COPIES OF MEDICAL RECORDS -

[y EI 1 /\ . ,‘ \

°® | 4
g‘"’é PERMANENTE )e Farra, ﬁ/ﬁfé/

Kaiser Foundation Hospitals
The Permanente Medic

SW'MC. // ; 9[ (7/33@

1.

This request is made pursuant to California statute, Health and Safety Code sections 123100-123149. Under these
sections | understand that the health care provider (hospital or medical group) is entitled to “payment of reasonable clerical
costs incurred in locating and making the records available" before access to the records is permitted. If copies are
requested, | acknowledge that the law requires me to pay reasonable clerical costs and permits copying fees of 25¢ per
page (50¢ per page if copies from microfilm records). For copies of X-rays or tracings, fees are based upon actual costs
incurred.

I understand that the provider has 5 working days, after this request and payment of clerical costs, in which to produce
the requested medical records for examination. If | have requested copies, the provider has 15 days, after receiving this
request and payment of clerical costs and copying fegs, during which to ag’ssembl_e the records and make the copies.

i S e L st S sttt w2 o e S

' l.'understa'rid that the health care provider is authorized by I-a;zv to determine if a summary is to be prepared in response

tothis requestinstead of providing original records for examination or copying. If the health care provider decides to furish
a summary instead of allowing access to the original record, it will be available within 10 days of this request and payment
of the appropriate fee, or within 30 days if the record is of extraordinary length or if | was discharged from a health care
facility within the last 10 days. The fee will be based upon actual time spent by our personnel in preparing the summary.

I further understand that records of mental health care, or aleohol or drug abuse treatment may not be disciosed to me
directly if the health Gare provider determines that to do so would present a risk of significant adverse or detrimental
consequences. | understand | then may designate a physician, licensed psychologist or clinical social worker to review
the record on my behalf.

| understand thatiflam a parent making a request regarding records of a minor, | will not be shown entries for health care
to which, by law, the minor may consent without parental involvement.

| understand that if | am a minor, | will be given access only to those portions of my record describing health care for which
| may consent, under applicable law, without involvement of parents.

The undersigned patient or patient's legal representative, hereby requests access 10 the Medical Rgc;,%zis of:
Addl

0 9/ﬁ_ﬁfﬂyz,/¢ fﬂétl /)194 ,Ef?nlfxfz,g / 0[/4,4 Kéﬁeﬁy@ t [ Minor
The record being requested is: [/ Medical Office (Outpatient) - M Hospital (Inpatient) [ZARMental Health

Other ' _
for the period j[,-&’f Zoo=2 to o C 7" 200 2 or

for the particular injury, iliness or episode described as:

The physician | usually see is:

| am requesting: [] access to the record indicated above ’QL
X copies made of the record indicated above K / #
CoURr ren S

for the purpose of: /.
(OPTIONAL) Nye (5( éﬁz ;# ze 7 77/ @/ﬂ >

i
) = PATIENT'S SIGNATURE
JA-G-02  amams L3 1o o)

DATE OF REQUEST DE POSIT)E)\CEIVED

PIZ {:ﬂj PATIENT"S/H;PRESENWES%TJATURFC
&

Requester: [} Reviewed Record ] Received Copies

— s - e
IDENTIFICATION OF REQUESTER (DRIVER'S LICENSE, CREDIT CARD) y/A\' VL/’L / .
RELATIONSHIP TO PATIENT (PAREN?AHD‘AN OR CONSERVATOR)

() Received Summary [ Other .. /7/05 % v

DAYTIME PHONE #
Amniint § e e - ~ M A SN




. B X

KAISER PERWMENTE

Department of Psychlatry
Santa Teresa

IOP Discharge Summary

Name_ (704 g zﬁa/auu\q  MRE /2 YL 330  Date yr-/3-02

Admission gate to Ut/ p2, Discharge Date

The pafient’s discharge plans are:
Q return visit with | in outpatient clinic
O medication visit on with /ﬂ# Js cenrend. -L?/ ,;lﬂjw;/
Q Post IOP Group

’ U referral to CDRP/CDS with CC to program

U continue in treatment with an outside therapist

Q outside treatment with

Q IOP Case Management by

U residential treatment program

Q refused to participate in discharge planmng (please comment below)
a reﬂlsed further participation in IOP (please comment below)
fo’ﬁﬁ to return phone calls from staff

Q other

Current medications ﬂﬂ'&’t 8C 29y 2
7 o =0

PR g

Additional comments ﬂ d’le /V»éj /\ijvv‘w tﬂ* / W

Discharge diagnosis:

AxisT_ A7, 32 7’)’)00W sl >
Axis I K / W anm (,W )

Axis III
)y 7 -
Signature //;/ M 7%

IOP Disc: 5/98




Intensive OQutpatient Program / Chemical Dependency Services

Detlaria, Olaa LS UL

Patient Name \_) Medical Record Number

is being referred to the CDS group within adult IOP.

IOP Clinician Signature g}’\u«-\/ ww;&/lu,sw/ o] 1oy
Dornbim D73 plume. 3 Wi o Oed d ks
MLLQ-M AN X - %M\W\ /Q/{«L./
hos a probdin ehdlling ohohe uthe

CDS/10P FEEDBACK

The above patient was seen and evaluated in IOP/CDS group

Dates

It is recommended that:

Q) patient continue in IOP / CDS group.
| patient continue only in IOP group

U cDS Clinician will set up CDS intake -
D other

CDS Clinician Signature ‘ / | vf.wf}"l.,;,\ ‘
Date

1I0P/CDS
6/98
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é\ﬁ@ s  Address g(Q'{q‘é\\u\omw Wy, 1
PERMANENTE e - \
- Phone ?D(ol% roxbﬁ -DE/'QM\ « ® [@0\_
Northern California Age ,
| . e NeUURED
INTENSIVE OUTPATIENT PROGRAM ‘ IMPRINT AREA
INTAKE/DlAGNOSTIC SUMMARY Date: wliyoy

Identifying Data and Chief Complamt (age, marltal/relatlonshlp status ethnicity, gender, occupatlon

referral source) 2 | -0 . A s~ Lo g’\;) WABAM Y @A =
o o L C—WLW-;L,M a»“—b/ /Lu';\"- Mwﬁﬂ/&w (aM
bocle _Wowe e Ubraine dhg i ¥ s0—bath by $a 05O
Martved U wao J'D WM#@‘?MW Wew ouk/v\b\do

dofre. s cow, /5»1/ :>Muu~lg P cumently MM
GAML A wad— Al

%Lk L»u\\. MW ‘M‘(V\ai YD) e Oﬁt‘b&(ﬁ‘vf

Hlstory of Present Problem: (symptoms, onset, duration, preclpltatlng factors)

Ol prntSS o Wpsnanls A M%AL_ ol ane.,

N,Q«T,uzssw»a el M\LW‘L /kd/. B aﬁwuwbm%wl
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b lo Shulumice. X b = ‘—H«/vo-MM& '«-pdqu»\HU
R pbs Gk Aol drp o) - N \a%zt awwmﬁ"
VLA o
Psychosomalglstory (childhood development, educatlon school, relationships, employment legal)
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nptoms: See Personal Data Sheet _ .
Current| Past Current| Past Current| Past
aches i
ness Restlessness Hear voices others don't hear
iach/bowel trouble / Decreased need for sleep ‘Ses things others don't see
th problems v ' Mood swings . Strange expérlences
. Excess energy &/or feeling wired Feel people plot against you
0rs or tics Confusion ’ Constant suspicion/distrust
 and/or alcohol cravings Elated/euphoric mood Unusual thoughts
g problems / Excessive spending Violent agressive behavior
e eating _ Racing/overflow of thoughts - Igg\“e%r:f: of physically harming ‘
p problems v Irritable ' o Physical abuse
jht loss Impulsive behavior %m/ Sexual abuse
jht gain b Grandiose thoughts/plans | Sexual problems
; of appetite Anger or explosiveness Relationship problems \/
ing apart from others Ve Panic attacks- Financial problems '
energy v Anxiety S Work problems
ing worthless v Fears e » | Conflict in family /
nory problems v Nightmares ' ’
ughts of suicide .~~~ | Fears of losing self control
ning suicide Egrt\:g\;lrg;g unwanted thoughts/
ing depressed v Always worried v
ng a lot Concentration problems V4
ble to have a good time v
ditional Symptoms: _
xntal Status Exam:
» WNL |Impaired/Comments
nearance/Behavior /
gnition e
ight v
igment v
ontion/Concentration v
mory v
entation x 3 v’
d of Knowledge - - | ,
- Y Y )
ulse Control - S U:‘@‘LW\ U e
] T v () ) v 7 ‘) [
sech Pressured. O | Slow T Mute O
Anxious 3~ | Restricted O Expansive ]
od/Afect Depressed 2| Flat ‘2 | Angry O
Eupheric O Blunted O | Tearful ]
bught Process v Disorganized O Loose Associations O
L :
bught Content / Delusions O | Hallucinations O

mments:




®
@ﬁ@ PERMANENTEe

D(,-CMM[ © ba\

Northern California et o\ 13‘4%3113
INTENSIVE OUTPATIENT PROGRAM IMPRINT AREA
INTAKE/DIAGNOSTIC SUMMARY Date: .lfo{ I"”OL :
Alerts: Current Past
Does this patient have a history: Yes ~__No ~_Unknown Yes No Unknown
a) assault to persons v
b) threat to persons : o
c) damaging property v©
d) involuntary holds (5150) | v
e) suicide threats v’ /
f) suicide attempts | '. e /‘eg'\yvés
g) selfinjurious behavior v l —
‘h) treatment noncompliance ... .|, CaodT
' i) psychosns /

Risk Statement: (If apphcable)-'h/\,b\/\uu‘:. "b WC—C\LQ WUJIQ 14%)] (vav\

Alcohol and Drugs: See Personal Data Sheet (use patterns, treatments, DUIs, IV drugs, prescription drugs,

tobacco, caffeine) Ar ends 25 20858 N LA.)"L:\/\L/ —_— v aNDeA ﬂmw\(ﬁ—-
v S e, M\F‘Q-uul.{«—.

OW'WM po—

(NS

H“u\ hen/ W&\ MW

Past/Present Medlcal History: See Personal Data Sheet.(ilinesses, surgery/accidents/ head |njurylse|zures)

lliness/Injury Year .

Comments

wfﬁ% ot

owmo-rm\/\c&cw; MMK W, 2N F

1. Current Medications: See Personal Data Sheet.

cwlt_!) 2ontao

2. vMedications Tried:.




rgies: OKone Known [ Yes

r Psychiatric History: (outpatient, inpatient, mcludmg psychiatric medications) ; ‘
1 Wenoe o = dusa, ¢ Ml vov e

A p- 2000 Drgontdon D S LOAAL_ syshina (3 s, etnob i)
o\bo(@z. V\‘M,D('— W L,WW gl gkv-plx&u-\ Owre&?x

OR LABS, CONSULTATIONS: [J Yes [ No CFKaiser: See CIPS
err [JYes [JNo Name(s): [ Requested

nily Psychiatric History: See Personal Data Sheet (psychiatric, substance abuse, sulcldes, medication responses)
Who | Maternal/Paternal Psychiatric lliness Alcohol & Drugs Suicide Attempts Psychiatric Medlcatlons

L i

mments:

ancial/Housing History:

y 7 Rutapd  papbo M W““*Mm a,w"a)/

L L 4us | o _fo Lea ey =

UOMCQ £ Q&‘&/ \D‘Q‘*— losn +o Arine

engths: (family support intelligence, motivation for treatment)

o vpde L =4<\~' Lo pdronSI
preidts — Yo 8)—— o ok

P ———C T DAL ANER.
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Northern California | Wl BL\ L(,'é.B D

INTENSIVE OUTPATIENT PROGRAM . IMPRINT AREA

INTAKE/DIAGNOSTIC SUMMARY : Date: o)l om
DIAGNOSES: | |

AXIS 1. &-’7‘:'3 MBD.V

WU\,&_

AXIS II. W W

AXIS Il _Skan oA qu%p.,w-a |

AXIS IV. *(optional) ‘bw(ﬂg&w\ M. WWM—

lMW&. “54-6«: ‘bWﬂL«M Pabdons

AXIS V. *(optional) [GAF] 100 90 80 70 60 4 30 20 10 5 0

Formulation/Treatment Plan: (individual/maritalIfamily/CD‘/ medication/ IOPIgroups)
(Include goals, estimated timeframe, requests for previous treatment, information, labs)
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' {

IOP Referral
tient name: Olova Ve ._,QQCL«“\“ A MR# || oL WS 30
e Sex: $— Marital Status: Telephone #:

1 Disability? __ Yes _\ No~
If yes, type of disability and expiration date:

ecklist Must gll be “Yes” to be eligible
ient has enough self-control and is willing to participate in a daily group-based program ___k{{es _No
ient is not an imuninent danger toselforothe,s

(“Yes” mdxcates patent is not imminently dangerous) L ves No

{(If “no”, please cansider evaluation for 5150 hospitalization.) 1//
ient has been scheduled for IOP through Char or Paul, and has been booked on the computer es No
IOP scheduled intake date: ©) 14 | D Z

e qe L S 2 A she Xeiec— . )
story of psych. hospitalizations? @ ’ Nh(? CherChag Sl (n aXe W d |
ite and location of most recent hospitalization: € =« S\ \ \p U e e L

;gnoses: . XM\O\D Q94 &wma Nisepder KOS |, frole Bhrres K/Oaﬁjasﬁ

I Q71 6 A |
I s\e VMCQJ}/QA p e Ll e GAF: 4,,/6"5\6

hat current symptoms/cwcumstances are precipitating referral to IOP now? Include relevant
ychosocial and environmental factors. SevéV e A e,\o VTSSO, s N Q-
Q{O\Q\{W\g) f/ogjcuf\ A eV c_,t“(f(&pu\f\c\/} ﬁ) Cc{)k ﬂﬁ

\ — AL fecEN X s\nb\e Ikt vye
2 )t'v\ CL&O \‘pvo\okev\/\ Cixoshand 1S tews cd\ ¥ (3005\\7
rfen medlcatlons and target symptoms. Mention any problems with comphance (oW \{b\ﬁ

“?CLX\\ \o — was own ?C‘Mv‘ﬂ » 5T, e o«

e >exo?,g 5\ de ehlprld € wons Smckét@aéﬁc@g
story of current or past chemlcal dependence (include rx drug abuse)? \ / Yes No CWolem©) e
;'es please describe:

L e vevyk s o s \bana \C\o\\ﬂ\@>
o \or X s s da e e AN \f\\Q-\\f\ i_c\ocwk\ﬂ

2 (:?\(ASS e S aks winie o \A\b\/\% g ese A
iefly describe Treatment goals you expect IOP to achieve within the 1-4 week IOP treatment model.  \ « ¢ es@
— ‘C\ P \(’ol\S‘_\/\ &&a\P\—\JQ LU\D\VI?

\é\ci\ s A6 Adeal WAAW oV v et shversS 7L

eVl X o sliabvxml\ize WO
Alr%é%kc\ voul_ VW« X Xo Vel ae)r deal “‘“”\—\Q( y @&9
svbsrance AL USE ($EUe s Redyey ko Ladiny Disovd e 9o
te: Admission to IOP will be determined by IOP staff. Upon discharge from IOP, patients may be
urned to their therapist of record, if individual therapy is part of their follow-up treatment plan
e Losew Lo mweq@\b4j EcdknY 1Ots evds
Soll\p &\P 10 oo 7

r%//wwﬂ o Lot olamny el /ec

ferring clfnician (include telephone extension) Date!
' Referral - revised 6/27/02




| FR DATE

| PATIENT | PROVIDER | CATEGORY | view | TO DATE

| 11244330 | | LaB | RESULTS__ | 09 / 01 / 02 | 12 / 12 / 02 |

e e = e e mmme o B o - - - Vo e e e e - P T o e o e e - 1
Personal Physician :. PHUONG A TRAN,M.D. STR
DEFARIA,OLGA 31/F Laboratory Results Page 1
-- Procedure -- ------- Results ------- ( Reference Range ) ----=------

LOG#: 63G002008814 COL: 09/01/02 21:47 EMERG STR REQ: B SAAVEDRA,M.D.

* %
Genprobe-GC/CH
SOURCE: - CERVIX

REGIONAL LAB

FINAL REPORT

* %

NEGATIVE FOR N.GONORRHOEAE BY DNA PROBE
NEGATIVE FOR CHLAMYDIA BY DNA PROBE

LOG#: 630224400557 COL: 09/01/02 21:43 EMERG STR REQ: B SAAVEDRA,M.D.

** SANTA TERESA MEDICAL CENTER

Urinalysis

Color " YELLOW
Culture? NOT IND
Microscopic? NOT IND
Appearance CLEAR
PH 6.5
Sp. Gravity 1.020

LOG#: 630224400557 COL: 09/01/02 21:43 EMERG STR REQ: B SAAVEDRA,M.D.
** SANTA TERESA MEDICAL CENTER

Glucose NEGATIVE
Blood NEGATIVE
Nitrites NEGATIVE
Ketones NEGATIVE
Leuk Esterase NEGATIVE
Protein - NEGATIVE
Bilirubin NEGATIVE
Urobilinogen 0.2EU/4L
Urine Source CLEAN
LOG#: 630224400528 COL: 09/01/02
*%* SANTA TERESA
CHEM7
BUN 11 mg/dL
Chloride 102 mEq/L
LOG#: 630224400528 COL: 09/01/02
7 *% SANTA TERESA
co2 29 mEq/L
Creatinine 0.7 mg/dL -
Glucose Random 93 mg/dL
Potassium 4.3 mEq/L
Sodium 139 mEq/L
Anion Gap 8 mEqQ/L

LOG#: 630224400529 COL: 09/01/02

TERESA

K/uL
M/uL
g/dL
%

fL

TERESA
%
K/ulL

K K I o

** SANTA
@CBC
WBC x 10-3 12.3
RBC x 10-6 4.15
Hemoglobin 13.1
Hematocrit 38.3
MCV 92

LOG#: 630224400529 COL: 09/01/02

*%* SANTA
RDW 13.5
Plt x10-3 289
Manual Diff? MD REQ
@MDIF
Bands 2
Seg Neutrophils H 86
Lymphocytes L 7
Monocytes 2
Eosinophils 2
Basophils 1
Diff Method MAN DIFF
RBC Morphology NORMAL
PLT Estimate ADEQUATE

* %

( 4.5 - 8.0)
(1.010-30 - )
CONT
* % .
(NEGATIVE - )
(NEGATIVE - )
(NEGATIVE - )
(NEGATIVE - )
(NEGATIVE - )
(NEGATIVE - )
(NEGATIVE - )
( =<2.0 - )
21:42 EMERG STR REQ: B SAAVEDRA,M.D.
MEDICAL CENTER *k
( 7 - 17)
( 98 - 107)
21:42 EMERG STR REQ: B SAAVEDRA,M.D. CONT
MEDICAL CENTER ok
( 22 - 30)
( 0.6 - 1.2)
( 60 - 159)
( 3.5 - 5.3)
( 137 - 145)
21:42 EMERG STR REQ: B SAAVEDRA,M.D.
MEDICAL CENTER *k
( 3.5 - 12.5)
( 3.60 - 5.10)
( 11.0 - 15.0)
( 34.0 - 46.0)
( 80 - 100)
21:42 EMERG STR REQ: B SAAVEDRA,M.D. CONT

MEDICAL CENTER **

( 11.9 -
( 140 -

14.3)
450)

- 5)
- 70)
- 50)
11)
- 5)
- 1)

N e~ o~ o~~~
[ SIS,
O R KFHOOOo
1

FhkkEddkkhkkhkhkhkhhkhhhhhkhhhkhikkx End of Report Fhkkhkhhkkhkxhkkhhhkhkhhkhhkhrhhhhrdhkhk
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created by Alex Tran on 09/04/2002
Requested By:

" Person requesting consult (if different from sender): Alex Tran
Send Copy of Request to:

Provider Mnemonic: TRANAP . Requestor's-Department: MED
Provider ID: 13531 -+ |Requestor's Phone Number: 84406006
Facility: STR S Ly ' Title: MD

Requested For: o

Patient's MR Number: 11244330* (format - 8 digits)
Patient's Last Name: _ Defaria*

Patient's First Name: Olga*

Patient's Gender:

Patient's Age:

Patient's Phone Number: (optional)

Request Details:

Reason for Referral: (please click on the arrow to the right of the field to select a reason for referral)
EATING DISORDER*

CRES:Reason Description: EATING DISORDER  CRES Reason Code:* 009

History/Other Comments: 7+ years bullmla Please counsel regardmg good
nutritional fundamentals. Thank you.

yof_,

Patient Insists: Type of Injury (if applicable):

*

For Receiving Departments only
Trlage Disposition: DTC N60. PLEASE CALL.
Other Comments: called and sent 1st letter 9/9/02

Edit History: 6-09/09/2002 10:52 AM-Pat Botar; 5-09/05/2002 06:38 PM-Debra Potosky; 4-09/04/2002

06:12 PM-Alex Tran; 3-09/04/2002 06:09 PM-Alex Tran; 2-09/04/2002 06:09 PM-Alex Tran; 1-09/04/2002
06:09 PM-Alex Tran

Provider's Findings:




Program Definition

: . Kaiser Santa Teresa .
Intensive Outpatient Program (IOP)

GUIDELINES FOR PATIENTS

IOP is designed to address current problems and symptoms, and to stabilize patients who have just.been

released from a psychiatric hospitalization or who are at risk of being hospitalized. It is a time-limited
program of up to four weeks depending on individual needs and circumstances. An important component
of the program is the development of an individualized treatment plan, including short-term goals that can
be addressed in IOP groups, as well as treatment following IOP. Adherence o treatment
recommendations is vital to your well-being and required for continued participation in the program

Explanation of Benefits .
IOP is part of your inpatient psychiatric benefit. However, this is a limited benefit, unlike medical

hospitalizations. This means that three days of IOP are equivalent to one inpatient psychiatric hospital
day. In other words, one IOP visit equals 1/3-of a psychiatric hospital day. :

Program Guidelines

,.

@ ¢ ® @ o ¢

Attending all IOP groups a minimum of three days per week. As you get closer to your discharge date
attendance in IOP may be decreased to facilitate your transition out of IOP-and into other treatment
programs.
On the days you attend IOP it is expected that you will arrive on time and attend the entire morning
program. If you are going to be absent or late, please notify staff at (408) 972-3095. '
If you do not attend IOP for two or more weeks you will need to be re-evaluated by IOP staff before
returning to the program. You will need to call-(408) 972-3095 and schedule an intake for re-
-evaluation. '

~ All information about others discussed in group therapy is confidential and not to be discussed or
shared with anyone else. No tape recording is allowed.
It is important that everyone participate in IOP groups in a non=disruptive and respectful manner.
Audible pagers, cell phones or similar devices are disruptive to the group and not allowed.
No eating during groups. ‘ k
Wear appropriate, unrevealing clothing.
Dating among group members is inappropriate and not allowed.
Time off from work and associated paperwork is contingent upon your participation in the Program.
Please maintain a fragrance free environment.
Drug and alcohol use interferes with your treatment. If a patient is under the influence of drugs and/or
alcohol, he/she can not participate in this program that day. Chemical dependency/abuse treatment is
available in I.O.P. Tox screens are routinely utilized to check for drug use.
No weapons of any kind will be allowed.
I agree not to harm self or others while a patient in IOP. IfI feel I cannot maintain this agreement I
will contact professional services (for example, call 972-3095 at Kaiser). :
I will not drive a vehicle unless I am capable of doing so in a safe manner.

In order to fully benefit from the program, following the guidelines are important. Failure to follow
these guidelines may result in our inability to help you in IOP.
I have read and agree to follow the above guidelines. :

U pester — 10 [1u. [02

Patient Signature at

Guidelines IOP 7/10/02
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PATIENT PROGRESS RECORD

PLEASE IMPRINT OR PRINT

DATE OF SERVICE LOCATION STATION

PATIENT'S NAME (LAST, FIRST, MIDDLE) LAST NAM FIRST NAME INITIAL
Ltoin, Olgn

ADDRESS G{RTHDATE HEALTH (SURANCE CLAIM NUMBER
MO. I DAY ‘ YEAR
cITY MEDICAL RECORD NUMBER . CHECK DIGIT
BIRTH DATE PHONE CODE GROUP SEX |[COVERAGE | GROUP NUMBER ACCOUNT NUMBER | SUB GROUP
DATE TIME
-
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Nm:_*/&%‘éﬁ__%ﬁﬁ___ m_/ézf/?ggﬁ .

IOP GROUP NOTE@CBT DBT, Discharge Plannmg, Mindfulness (circie one)

|I|UCdU dl!:t: &= g p A// Py

Suicidal Ideation: ~ Dyes /E‘ﬁ Homicidal Ideation: ~Oyes - _Bmo
Comments/Plan - I ' =

Alcohol/Drug Use O yes /a/ no

Comments/plan:

—Medication compliant __ < yes no

GAFOQQ_ *S_ign;t.um:. /@/ /%XO Date: éé/m/

JQPGRGUPMOTE Benemlﬂreup,GBT—BBTﬂm:é:y (cilcleono)
Mood/Affect: \
! Suicidal ideation:. . -~ O O no Homicidal Ideation: O yes Ono
Comments/plan: . .
-—AlcoholDrug Use O'ves DO no
Comments/plan: ' :
- - N
Medication compliant: yes : no \_\ .

Comments: —— AN
- Hours of sleep" — Mental Status same a\aer for same day gmup ]

RNV AVZ U mhp) mmﬁp J/feﬁ/h/\/ﬂ{\/m




e e . .
KAISER®
s\\“’,/é PERMANENTE PLEASE IMPRINT OR PRINT

DATE OF SERVICE LOCATION STATION
PATIENT PROGRESS RECORD ’

PATIENT'S NAME (LAST, FIRST, MIDDLE)

LAST NAME FIRST NAME INITIAL
/(Q/c:e/om W
ADDRESS

D

BIgIHDATE HEALTH INGORANCE CLAIM NUMBER
MO. ‘ DAY l YEAR
CITY MEDICAL RECORD NUMBER CHECK DIGIT
(/2843 2
BIRTH DATE PHONE CODE GROUP SEX |COVERAGE GROuUP NMEH ACCOUNT NUMBER SuUB GROUP
DATE TIME
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IoP GROUP NOTE: General group@ Discharge Planing, _Mmdfulness (circle one)

‘—Gmup pametpahen.:geais treatment plan, etc: 2, ohoiodd. o bo T

_M%WN%—/QAL ey LevoBo i A gTs uodrie
Dol  F~ 5 Ao 60044421"/@@ /‘/ﬂd’o/é Mﬁ&_
22 4/4‘ (gl L OL2LL ool ..‘_!.4‘0 I-f QLALLQLZ 2 1 I3 1t 75

n IRLLAAALDE § -~
= ’-"pn Qoo Sia be fip 0/%4/ /Qz///f,c,a Lo 7/1—//11 Lo &
/’ el e e ’&! o @l oe. __-‘4 (Y7 e oXran é /M

, ~ . / // '_ s O :/ /dwmﬁ '2 ér*ﬁ Z—;EZ : 'Z’Z
— T . ,

JOPGROUP-NQ?E Genemlgmup,GBT—DBT-aneharge%nmg—Mndfuhesfmde um)
Mood/Affect:

e 4

oy _
Suicidal ldeahon -~ Ovyes™ 0O no Homicidal Ideation: O yes Ono

—Alcohol/Drug Use Dyes Ono
Comments/plan: |
Medication compliant: yes : ’ no
Comments: ——

- Hours of sleep" ’ Mental Status same as above for same day group O

Group participation, goals, treatment plan, etc: __ > -

RAE. * Qimmats prnm e -  Padee



e OlgaOnfoue o gy 112 Y650

IOP GROUP NOTE: G%BT Dlscharge Planning, Mmdfulness (circle one)

Suicidal Ideation: ~ Byes D/no/vpﬂarhiddal Idestion: Dyes - Ono—
Alcohol/DrugUse Oyes Tl no— ) ,
Comments/plan: : . . » .
_Medication compliant: _~_ (- -yes no. [UX7. W?‘M T
~Comments: ‘ .

Hoursofsleep_:Z_ o
/M@:@MA/J >é

g _
(L—/n b OStod 76[{5/* W ‘
. pacd o A4/ /V?J/IWM A 9/%/@,7/%

y A___ i) gl eq.— 7] P 728
A TR L T M A s
&% 7 ﬂ/ﬁ%ﬁ/ug/ﬂ;b)/ﬂ%&/g@é

//”// .5/4/4(4 II/J/J‘ L2 ’/ /1/11’/”’ l’ JMIA ?’
IS G TG a6t

'
"' - Signatufe: 4.7 A,Jam_A_O/

z %d/&% —TI

JOP-GROUP-NOTE: Genemlﬂreup,—GBT%BT—B:sehargeMTMmdfuhess{mda ono)
Mood/Affect:

) Suicidal Ideation: . - s DO no Homicidal ldeation: [DOyes [Ono
Comments/plan:  , . .
—Alcohol/Drug Use Dyes 0O no
Comments/plan:

Medication compliant: yes : )

Mental Status same as>bowa\for same day group O

“Hours of siesp: >

Group parbapabon goals, treatment plan, etc: __Adzsz - O oy
| Sddi Clred g Dl XD Pl edel

AL ¥ ;\Ii/f.\. Qimmeats imm s ‘/4 W%./ﬂ)m n.a;- S B
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\\\Y}/// KAISER® 4
% PERMANENTE PLEASE IMPRINT OR PRINT
DATE OF SERVICE LOCATION STATION
PATIENT PROGRESS RECORD
PATIENT. ME (LAST, FIRST, MIDDLE) LAST NAME FIRST NAME INITIAL
Dea) Guu,w & QA
ADDRESS J EIRTHDATE HEALTH INSURANCE CLAIM NUMBER
50, ‘ DAY ! YEAR
cITY MEDICAL RECORD NUMBER CHECK DIGIT
112 b 320
BIRTH DATE PHONE CODE GROUP SEX [COVERAGE iGROUP NUMBER ACCOUNT NUMBER SUB GROUP
' |
DATE TIME
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KAISER® . :
§\ ///4 PERMANENTE . PLEASE IMPRINT OR PRINT

) DATE OF SERVICE LOCATION STATION
PATIENT PROGRESS RECORD
PATIENT'S NAME (LAST, FIRST, MIDDLE) _ LAST NAME FIRST NAME INITIAL
De Ravig - Olo e
AOoHESS— ) — ) BIRTHDATE HEALTH INSURANCE CLAIM NUMBER
MoO. ' DAY I YEAR
cITY MEDICAL RECORD NUMBER 3 CHECK DIGIT
BIRTH DATE PHONE CODE GROUP SEX |COVERAGE GROUP NUMBER ACCOUNT NUMBER SUB GROUP
DATE TIME
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ATIENT PROGRESS RECORD
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TIME
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Kusﬁn PERMANENTE : Date / d/ /9 ,/ T2

NORTHERN CALIFORNIA REGION .

Different from sbe ground up®

ADULT INTAKE/DIAGNOSTIC SUMMARY
Identifying Data

Age:EZ\____ M @ Ethnicity (Optional) AV oume ov i
Marital Status: S@ D Sep W Other YYmp o ag A'VM"CM/\,M%
Occupation: hsmomabedr Referral Source: _Se/t/b

Presenting Problem: [Onset, Duration, Preclpltatmg Factors] - WWWL\;‘:'P

o X (ow&m% \)bvwd—w.e_ wwmm
cppesde o S CUV’@S*— —Qw Q»ml/mqm ’Léms Az |
Vey LAL ek g b Ao 51,\ H’MM @,w

bo\dq/—lo L(/kL M,W Was wu«wx‘zjx
4> o Aneb o MGJ/WJ(/O"_ WhD |ormme - Wb%ﬁ-.wm

N WMOX s uolde b bl ) S pader e

Lt ) skegg"ﬂwﬂ vined Wher MWWW%
QN O\D‘("\Dioﬁ_‘c" @V\Afw MW L~ A{‘W‘lbl\h/—"\l/»

Lbc\q,k_)-uwlo ngumwmm Pller U w0 ba—

Symgtoms Sok A b o naute do W UISA b LS &D
b \pernd—brel, 3o Ubvaunt woun? sho dnred L locoas

bo o Lacke do LS. MoMer ven oriRal + 8
SN %WWM ML,'DW st cls 4_”%
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i
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ADULT INTAKE/DIAGNOSTIC SUMMARY 1Y) o~
‘Relevant Psychosocial History: [e.g., developmental issues, education, relationships,

employment, legal] : ;}L/C/B 30
Ror~ b \}L\:/vdwu/ c/\ow\e,\eg\— et S mrl& »QM/

\;\>a,> WM y A‘n'z,oy\p od’L&\/ bwvww \W ‘\’\46
VAN ewm u»ewuvl%c) Artscnt D tudoand S
e S 6o @M 10 00, hoh. P ket M'L\H‘m\i&

Past Psychiatric HlstorvU O None %utpatlent O Inpatient

'R (o D/VN\W-.\_ M/vww\ A v u
wmsaw o Congle eEswveise pobee(D owkw\sd

Past dications:

ariil - Alu]o~ (ﬁ/‘OW\ PCP B\’WM\/

Ter oW
'Substance Use/Abuse: (Substance, amount, frequency, last used) O WNL/Denies Abuse
mm—ﬂmxuv a PSS Luo/g WM

O Treatment:

Significant Medical History: [ None also see P.D.S.

Srkoh— probliws: fuds aetf b ’mf
Lol agks “Sour" pnesni- diges Prusspiy

ML,M*—MWN—L /M"gmwbumr

Current Medications: 0 None

" Parés | (
2ardape .Pa R ot o

Psychiatry Medications: 0 None
"D l

Medications
Allergies/Side Effects ErNo/ O Yes

-2- - Adult intake rev 5 02



ADULT INTAKE/DIAGNOSTIC SUMMARY

Date /dzng ZJL .
@@%W&b, Olgre

/1244330
Family Psychiatric/Substance Abuse History
umatAr - o veusews

Mental Status:

Appearance #WNL ODisheveled OOther

’ Orientation YWNL Olmpaired

Memory PVNL Olmpaired: OST OLT

Concentration WNL Olmpaired '

Psychomotor Pace  OWNL  G8fowed ORapid (OOther

Mood OWNL QAnxious ‘G‘D@pressed OANgry OOther

Affect OWNL  @Bfnted/restricted  OLabile

Perception WYUNL ODelusions OOther

Thought Process/Content  gifNL  [Loose Assns DHallucinations (Aud/Vis)

' ' OBlocking OOther .

Insight . OGood _ [F&ir _OPoor -
Judgment - OGood  DOintact Olmpaired

Risk Assessment:
[ Yos | No Yes No
' Suicidal Ideation v_ No Harm Contract v

Suicidal Plan = \'\_’g v Threatening/Assaultive v
Suicidal Intent ' +~ | Impulse Control Problem EENN FYI
Homicidal Ideation v~ | Weapons/Firearms Vs
Homicidal Plan v~ _| Tarasoff Warning ~
Homicidal Intent L | 5150 v

Risk Statement: (if yes on any of above)

Conbads W0 Waguwon, afaeh 2€ AN Next Dvor,

!

ABY e encill lin

- Adult intake rev 5 02



\DULT INTAKE/DIAGNOSTIC SUMMARY /Q(Z(Wq /////0/0 P

Strengths: Ol G~ // V'3 S0

&Jﬂ/ntelligent

O Family support
E/Motivated
O Other

Weaknesses:

vk Severity of Impairment -
0 Noncompliance 0 Other _Asaweali volome
0 Isolated '

O Chronicity

0O Borderline Intelligence

DIAGNOSTIC IMPRESSIONS:

axsl. b MADD, " AXIS IV. *(optional)

— P v, Y, P 7 A S S o0 Aowotie_ eoolomg
AXIS V. (GAF

AXISIL %MV_&&# ( ) <O

AXISIIL. St T pan—
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ADULT INTAKE/DIAGNOSTIC SUMMARY Date /U/; 0

Gl a Ol &
[ PULZ 30

TREATMENT PLAN/RECOMMENDATIONS:

@ PDS Reviewed
Goals:

Corim bo  asges L M@m wmw
gt el b saiocadal TAoads e

SHUa b oA _
oo WT*QA&W&\‘ Wr\u"w,\l

Targeted GAF: 'T'LD

PLAN:

U-Group or Class Referral CZ_S(\5 G\’M Wm) ol fre —
O Individual Treatment '\>~rV\~f aLle CV\S;\) C>M‘D

Follow-up Appointment ‘;W Mﬁd/\)@% kc,gu) D Wwede LL&,\
Date

With

" Refer for Med Eval (circle one):  Urgent Routine - A
Date With

—D Othe,'R ot Yo MT—»« Cout— Woar e . BDOQ&L @V_,
Crior G—m Mo, reler Edbwwm,(}wo Dee- (9~n~q> |
QMW &T” Neagt— N”’\@%M‘wf&wh"h

Primary care provider contacted:
E/Yes O No Reason: O No PCP O Patient doesn’t consent

0O Referred for PCP

Signature /with Licensure:_@ﬂM&&AlMl/]W Date: _10|i0/02—
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Pl’\l&% T(M; HD

l—leceptionist*

J

Santa Teresa Psychiatry Adult Unit
Telephone Evaluation Form

Date: qj % Time: §) Ej) Coverage (/(\@ Fee@ @

Last Name ~ | Age/DOB

Do (DWO 101220 f\ ¢
LA @\\@mﬂm%. 2%~ DOlr "
TAY with \O\W TAV date: B Ao Time: [0 2D

Pt can be reached (time frame):|{)' 0~ ]\7}@ At what phone? ?)(.Qg” 056 9

P”"Wg 7
- ﬁ%/ /

ik
5

&

ST

Symptoms L WWW
Mood WM"&C& 2 W Appetite W |, Suicidal Thoughts? Y B<J N[ ]
7{ \Z Plans? - Y[ ] N -

M : & Intent? Y[ ]N

Sleep 2 ‘ Aﬂ'ect ' Homicidal Thought? Y [ | N
Intent? Y[ N oy

Intere\ﬁ/En}oyment Abﬂi% to F;Z& %// Hx. of Suicidal/Homicidal Behavior? -
Concentration In51ght Means available for S or H?
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