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CAYUGA MEDICAL CENTER AT ITHACA EMERGENCY DEPARTMENT REPORT
101 DATES DRIVE, ITHACA, NY 14850

ACCT# 32204893

MR# 0597460

SAUNDERS,KEVIN E 01/11/97
DOB: 05/01/56
LAWRENCE SHEIMAN, MD.

cc: Emergency Physicians Billing Service---—-——==-— sent 01/11/97

This is a very pleasant 40 year old gentleman who presents with a sensation of
cardiac palpitations that I believe awakened him from sleep. He has had a
history of them in the past but never this bad. They lasted about 3-5 minutes.
He also has a sensation of "generally feeling bad".

HISTORY OF PRESENT ILLNESS: He has had numbness and tingling to his hands and
feet recently. He has been under some .-significant stress with a recent DWI and
an arrest for an alleged assault on his girlfriend, both of these cases are
still pending before the courts. A restraining as a matter of fact had to be
rendered against him in regard to his girlfriend. They have subseguently
become separated. He has lost knowledge of where she is living at this current
time. They had been together approximately two years. He has recently, I
think within the last couple of weeks, been placed back on his Prozac and
Trazodone had also been added to his regimen by some doctor downtown. I am
unsure of the name. He had had use of Prozac several months ago but took it
for only a week as he said it interrupted his ability to work and think and
concentrate properly.

PAST MEDICAL HISTORY: Negative for diabetes or arteriosclerotic heart disease.
He is not hypertensive.

SOCIAL HISTORY: He is a self-employed programmer, says he owns his own
company. He is a college graduate, as a matter of fact he wears a Phi Beta
Kappa key that he has taken to wearing around his neck quite conspicuocusly ever
since his DWI arrest. He smokes he thinks perhaps too much, certainly at least
a pack a day. As mentioned he has had recent run-ins with the law, DWI and
this arrest for an alleged assault on his girlfriend.

REVIEW OF SYSTEMS: He complains of occasional sensation of chills. He denies

nausea or vomiting. He has been eating okay. He sleeps poorly. He denies

specific suicidal ideation but confesses to a history of depression. I do not

believe he has ever been admitted here for depressive disorder. He, as

mentioned before, smokes but only drinks occasionally. He denies street drugs.
PHYSICAL EXAMINATION

Reveals a very alert, §;=££!!f male who makes very poor eye contact.

HEENT: Unremarkable. Pupils are equal, round, and reactive to light and
accommodation. Cranial nerves are within normal limits.

CHEST: Clear to auscultation and percussion. There are no rales or rhonchi.

HEART: Reveals a regular rate and rhythm without murmurs. There is no ectopy
on either auscultation or on the monitor.

ABDOMEN: Soft. There is a small, right sided scar from a prior lipoma

Page 1 of 2



CAYUGA MEDICAL CENTER AT ITHACA EMERGENCY DEPARTMENT REPORT
101 DATES DRIVE, ITHACA, NY 14850

ACCT# 32204893

MR# 0597460

SAUNDERS, KEVIN E 01/11/97
DOB: 05/01/56
LAWRENCE SHEIMAN, MD.

removal. His abdomen is otherwise soft and unremarkable.

EXTREMITIES: Reveal good grips, good neurovascular status to his hands and
feet. He has strong pulses in his wrists and dorsalis pedis bilaterally.

Electrocardiogram had been performed showing essentially normal
electrocardiogram with certainly no evidence of acute changes there, nor any
cardiac irregularities. Chest x-ray was accomplished and was perfectly was
normal. A CBC and ER profile are within normal limits. So to be thorough, a
sed rate was done.

MEDICAL DECISION MAKING: I think that the vast bulk of this gentleman’s
somatic complaints are probably stress related. With his history of depression
I think that now he is in a state of agitated depression with substantial
denial of the gravity of his problems. Though he is amenable to speaking to
our mental health workers now, and I have summoned one of them to come and
evaluate him, I doubt very much there is an organic basis for these sensations
of palpitations and/or hand numbness. It still remains possible that there is
some neurologic cause for this, but I doubt it. As mentioned, mental health
evaluator is going to come down and speak with him. He is as I said amenable
to this. He demonstrates relatively poor insight as how much stress he has
been under or how significant this might be with regard to these somatic
complainta and cannot seem to connect the concept of the two of them. His
private medical doctor is Dr. Breiman, and if necessary medical consult might
be necedsary if he is not felt to be a candidate for evaluation at the mental

heal unit.
_‘\\\

WRENCE SHEIMAN, MD.
DICT. 19570111 0638 TR. 19970111 0833 KLCA
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CAYUGA MEDICAL CENTER AT ITHACA
MENTAL HEALTH UNIT

Interviewer EV-"’- S\J‘-ﬂl-f'"-! Time Pt. Cleared /
&

Interviewer Notified 06730

Date ’L“ 177 Time of Eval. 0645
—+—
IO PSYCHO S UATIO
Client: Sa—‘/"\ﬂ“"- ('Q v DOB: 5‘1 po ot 56
Address: _JLLE Ty»——‘—»slnmf (O THheca My
County: Telephone Number: 277 - §¥9OF
Identifying Data:

(Age, Sex, Marital Status, Employment, How were they referred, Level of care
at referral source, Reason for referral)

/O‘//° 0/ /W«p,m/a-qu /«/,vn 9"‘%)4» C'ﬁf 75, GW«M
{ /“‘e’ ‘/"‘@v""’ ¥ n *wss 0/ }'Lf-vuﬂ Q/p

Complaint: [From the client’s and the interviewer 8 perspective)

/’7‘ bes bea mdl, 73-4”*5‘5 As’l 3.5 7 M7 W I/T  12)22 [5¢

MAX;S“T@? GF o %Qp\ﬂ? I\M /,L/L‘, /)( v?co?«..:.n-s Li fs"lé*erf
to Nc rrent ‘;icsw:le lness)sé . f% w;f 7

Hees luzpmwsf (w—wwéuc-,s 7é/ Bvenn,pw-onédQ A«,# f/aﬁg
LMMM 5M‘7~$/¢¢4‘vﬁ q()c%«/mnm&%/as/%@cﬁ +Aaf Zw‘é@

oma}a'c M»‘{ */ﬂ.#b\\; S 1. /nJ'l % Lw .32 %
Ltow
ogis Histor f available m «AA—?
axts  1s _Qslby s
AXIS II: !
AXIS III:
Have you ever had inpatient psychiatric treatment? YES CQ
Where When Reason Length of Stay

o

./v
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Fv &

Most recent Out-Patient Treatment:

wWhere When herapis Frequency
Shee 5)5c Ao Meaddn - Fy <

0. MA c.(()

Current Medications: (Prescribed and OTC)

Mg%ica;ign ogage resc ed by? Why
Vo Zo< ’ O’ﬁ é [ Yeres "d UC’ ? z <
T z-'-ca‘-‘-é 50!«—\5{ x 4 A—} )é-r 9&7L

Are you running out of meds right now? If so which kind? /L/
(€]

How will you get them?

Do you take medications regularly? (gg:) NO
If NO, why not?

Are you currently experiencing any side effects or adverse effects with your

medications? YES NO (alsqg note any involun; movement or tremors
ves ﬂom Ly - =D {[L Tz e
7

Do you faéjb}hat your medications are halging you?
[

Does the client experience..
suicidal ideation

homicidal ideation

persecutory ideation

appetite disturbances

weight loss/gain

constipation

i

sleep disturbances A%, C@ 5@/‘1 x 3rl's

nightmares

)

~

Yes  anxiety .7,

anhedonia

b

# mental confusion; difficulty concentrating or remembering

difficulty getting along with people

Q hallucinations (auditory, visual, tactile, gustatory)

s violent behavior toward others ¢ v 0u£&an'% / & - X
3 "«g‘t}{ 3 &uz\?_ﬁﬂ-‘ (‘GFJCC’\'y

Ay
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Has the client ever attempted suicide?

Date fz{ lan tho x re re

.

Has the pt. ever intentionally sought to physically harm self [i.e. cut, burn,
or choke self)?

Date ¢ lan/Method Location

4

Has the client ever harmed anyone else? (give the dates, injuries, legal
S ‘ el )
W & Wf)’mﬁ—-.ﬁ = &Jz -g l'@bcazatu S<
_ééf;_éagé%p_lg;_1¢ﬁ£1147 bea 4£2v7f A?L_ﬁﬁ:;_éeéﬁ*’

Mental Status: (brief description of physical appearance, motor activity,
relationship to counselor)

g#f»‘? e cLan ! ,,,.J% fc()fq,%

Orientation: (place, time, person, situation)

(o, ourld

Affect: (appropriate, inappropriate, labile, normal or reduced range)
: S22
Mood: (euthymic, depressed, angry, anxious, apathetic, euphoric)

mw@ o Gl

Thought Process: (productivity, coherence, speed of reaction, rational,
racing, flight of ideas, loose associations)

/07,7;acj-+ ét?ﬂ~1fzzh47
Thought Content: (use client’s words, note preoccupations)

l£ﬂ7#£2L€:l}ﬁ7 ;Mfeé%/aurg AQ( vufzaq V@ag\ <¢obqﬂ:29 §749£50f5
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Intellectual Ability: (estimate or use developmental age if available)

Below Average:

_____Average:
_;y:_Above Average:

W‘di_ﬁ@"j" ﬂ—o@!‘»;f

Memory: (short and long term)

Poor:

Speech: (rate, 1oudnens,lpressure)

;¢orn«42 V“ta ¢LM£ V7¥ZL4

Judgement /Insight: 77¢H9647

Do you believe that you might have a problem with drugs or ETOH? (:::j? NO

Hx of DWI: 7@5

Previos Rehab: ﬁ5

Family concerns: &

Legal issues r/t drugs or etoh: 7@5

(If YES to either then proceed to the following Chemical Assessment section)

CH DE

C SSESS

Substances used in the last three months (frequency, gquantity, pattern:

Drug of Choice
Alcohol

Ave. Daily Use

Route
35 54; Caxcess

Mariijuana

Freguency of Use
Lx ofaadcs.’rv\dﬁuazﬁnge - ag!-"n&; GJ Xs’ f{f‘ZLV*P
vse okl 3ols o =

¥ o = g

Lol 4o 5%?;

for

Current or Past History of... '
Blackouts ﬁf
Shakes g

(inside or outside)
Liver Problems
Hallucinations

Insomnia
Seizures
Hepatitis
Tension

*DT's8 * ALERT DR

IF THERE IS A HX OF

DT’S AND PT HAS BEEN DRINKING.
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Please explain any areas checked:

Do any family members have a problem with drug use (Past or Present)?

“4

Recovering spouse, parent or sibling?

@

Have you ever gone to an AA/NA meeting? (sponsorship, last meeting attended)

&

Do you believe that you are addicted or have a problem with drugs?

loes o  (e@nre # .5 a 55+ Fel tewo

Do you believe that you can stop drugging?

h;éz;ué; 94 59%7 Vhﬁbﬁi/JUH%ﬁt ver S

Have you ever been in a treatment program for drinking/drugging? (detox,
rehabs outpatient, give dates, length of treatment, client’s opinion of how
this treatment helped/didn‘t help, whether mandated by court)

Courl vman LIS eukaéquZ»« 47 #an./kiudgaubi

Relationship between chemical dependency and psychiatric symptoms: (client’s

and evaluator‘’s opinions) /%L éﬁ . ¢c£%¢b1 Vu&LgZzN\
«C-5 — N e

MEDICAL STATUS

How many times in your life have you been hospitalized for medical problems?

Describe:

Do you have any chronic medical problems that interfere with your life?

L
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Do you have now or have you ever experienced or been diagnosed with any of the
following...

99 seizure disorder 445 movement disorder 925 cardiac problem
memory loss respiratory ailment difficulty walking
allergies hearing loss diabetes
hypertension head trauma visual limitations

::3:: neuroleptic malignan syndrome tardiveyskinesia

Describe any areas checked:

Allergies:

Is there any chahce you are pregnant? *#***x* NOTIFY M.D. IF YES  #*wxxx
Last Menstrual/Period? Birth Control? (Type)

Have you ever had a sexually transmitted disease? (name all and describe

treatment history) R i i ﬁ(ﬂ %ﬂ o 4 Ae “ﬁ W

Seperal ¥3 «*io - ZI«, &gﬁ; fs:éégg z;.ggazfssg P
¢ [4 > [

Are you concerned that you might have been exposed to sexually transmitted
diseases including HIV? And if so would you like to be tested?

st adhod

EMPLOYMENT/SUPPORT STATUS
Number of years of education completed cgfgzr (GED-12)
Describe any community program involvement (VESID, BOCES, Consolidated)

-

Usyal employment pattern, in the past five years:
v full time part time student military service
unemployed in a controlled environment

Types of jo B;Z?Id includ :ﬁhp resent employmen% if any:
s N £ o IR Cerm iy Cix et 1
ﬂ%? ew?¢651 s L /xz, JQV?J‘WM fkf>4£§CL

2

Source of income:

unemployment unemployment compensation SSI SSD
public assistance spouse/family/friends other

Amount of mont i ) /)
monthly income? 6071621£4QQ2
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&

Do you have a case manager? Name: Vi
Do you have a payee? ﬁo ‘Name:
Have you ever been in the gervice? YES Branch :
Length of service: . Discharge type:
Legal Status

Are you presently awaiting charges, trial or sentencing? (:j> NO
Describe:

eI

ARSI

Have you ever been convicted of a criminal offense? ;25(

shoplifting burglary/B&E vandalism - robbery
assault drug charges rape forgery
arson weapons off. homicide/manslaughter
parole/prob. other

violations

Have you ever been arrested for public intoxication/DWI? (dates)

See (péL1~P
SOCI RESI ST S
Marital Status:
married _LZ_ divorced ___ widowed ___ never married _____ separated

Living Environment:

own a home

rent an apartment

parent ‘s home
rooming/boarding house (name)

group home (name)

s

institution (name)
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Wwith whom do you live?

V/ alone spouse children (ages)

siblings other relatives roommates other

Problems with current living situation: g Y/f) Awg@: (2 5%223 <

b, 3iys [l bhof Va3 o Lotk nl( Manges orve ves
-

Family History:(Brief description, Hx mental illness, current level of
involvement with family)

Collateral Information:

Pt. Strengths: bwdjm L«/"//"‘"}i 741 Wa %m.ﬁ.j

Weaknesses: h&«n&%gﬁL

Where can you be reached:
Address: <e.e ~6§>nf}
Phone #:
Person who we can contact to reach you if we lose contact with you?

Name: Aunue Mane tOhati.
Address: 0 (gQ Tror—awsheny PO THQ. .,

Telephone #: _2 77 5%0¢
Relationship: _ ¢x ..U
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Please list telephone contacts, requests for information, contact with outside
agencies:

Interventions in E.R.: /L{Lje-wpl & / .:"//él, ch_ 4*/{/414

M%’f e 5/5 0{75*21:44% v Fozae ¢ ﬂ%/x /opa%

Assessment / Treatment Recommendations and Plans / Disposition of Case:
(Releases of Information should correspond with Disposition)

Pt hes Lre .\7(.@»4,.:@% <0 v‘esu—w@é@ M o 2l ens 5 by
f ;‘7(1‘945 . I;ﬁr 57 Y. ; Aas Lymsé see < /4700%{{- Lq.s
om oleng Pozac . P AL do /0 & nadlnal O (Botman) 4

E.R. Staff Member Notifieu Prior to Transfer: 12//¢QZ;4

Name / Title
i

Bvaluator's”signature

(1] 7

Datle '
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CAYUGA MEDICAL CENTER AT ITEACA NAME
MENTAL EEALTE EMERGENCY EVALUATION poB s 5[ [5¢
DISCHARGE INSTRUCTIONS TELEPHONE: (227 ) 5%0F

DISCHARGE INSTRUCTIONS: (Check Ome)
[ ) We have scheduled the following appointment(s) for you:

[ ] You have requested assistance in arranging outpatient
Mental Health Services. Please contact the Behavioral
Services Department at 274-4304 on the next business
day and ask to speak with the Social Work Assistant
on call.

(X] You have declined our offer of assistance and have uzil{vaﬁl “79L£7 ¢
chosen to arrange your own Mental Health Services. @ ﬁQ“~/JSOQ

(X] Other: (Explain) «/.// bhe seciy Dr LBotornan, on Mo //IJ

ARDITIONAL INSTRUCTIONS:

CONSENT FOR RELEASE OF INFORMATION: (Check One)

}xﬁ CONSENT FORM(S) SIGNED [ ] PATIENT REFUSES TO SIGN
Note: Your mental health evaluation is confidential. In order for us to

arrange follow-up services on your behalf you mugt sign a consent for
release of information for the mental health provider located in your

county of resjdence.

Should your condition worsen please return immeditately to the Emergency
Department.

Your signature on this form indicates understanding and agreement of the
discharge instructions cutlined above.

Patient Signature: X z\//f‘ckf’/’4>“~——'*’””' pate:_ (111477

-/Zi;fjﬁ/ Data: ‘/'|’Q;Z
Evaluator’s Signature: gm«g: ;,%i() ,‘é,{// Date: /Z’J9 T

Physician Signature:

IMPORTANT PHONE NUMBERS:
- Cayuga Medical Center Emergency Department . . . . . . . . . 274 - 4411
- Buicide Prevention and Crisis Service 24hr Hotline . . . . . 272 - 1616

- New York Btate Police . . . . . ¢ &+ ¢ 4 4 v o o o o « o &« &« 2713 - 4671



CAYUGA MEDICAL CENTER AT ITHACA NAME ¢ Kev R -
MENTAL HEALTH EMERGENCY EVALUATION DOB 1 5'1450
DISCHARGE INSTRUCTIONS TELEPHONE: (227 ) 5%¢%

DISCHARGE INSTRUCTIONS: (Check One)

[ ]} We have scheduled the following appointment(s) for you:

{ 1 You have requested assistance in arranging outpatient
Mental Health Services. Please contact the Behavioral
Services Department at 274-4304 on the next business
day and ask to speak with the Social Work Assistant
on call.

[X] You have declined our offer of assistance and have Lbﬂf(vﬂﬂﬁl “7$ﬂjy <
chosen to arrange your own Mental Health Services. /P Hoav s

(X] Other: (Explain) ./ ke sec g Or Bortormac on Mo ///J

ADDITIONAL INSTRUCTIONS:

CONSENT POR RELEASE OF INFORMATION: (Check One)

I%Q CONSENT FORM(8) SIGNED [ ] PATIENT REFUSES TO SIGN

Note: Your mental health evaluation is confidential. In order for us to
arrange follow-up services on your behalf you must sign a consent for
release of information for the mental health provider located in your

county of :a!;ggngg.

Should your condition worsen please return immeditately to the Emergency
Department.

Your signature on this form indicates understanding and agreement of the
discharge instructions outlined above.

Patient Signature: X gL”’_\C"”/jﬁ"-—*””“"f pate: V(11 (a7}

- /A.
Physician Signature: )Ci;f/%i' Date:__ ! /'1/47
Evaluator’s Signature: <:£1~; cj;éggCy A{V/ Date: 4@/“/b.7

0 HO. ERS:
- Cayuga Medical Center Emergency Department . . . . . . . . . 274 - 4411
- Suicide Prevention and Crisis Bervice 24hr Hotline . . . . . 272 - 1616

- New York State Police® . i ¢ ¢ s o ¢ o 2 ¢ s o o s s o o o &« 273 - 4671
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i"ractice: ICA ACCOUNT # AIARAE

2643688 R e
CAYUGA MEDICAL CENTER AT ITHACA ~ SAUNLERSKEVIN &
ARROWHEAD EMERGENCY PHYSIC|  SHHE LMAN, LAWRENLE L. -
(EMERGENCY DEPARTMENT)  Z2u04893  EY i
PATIENT SIGNATURE ON FILE | 0L/ 01726 ANATUE
Advanced Directives On File: Yes: ___ Patient's Rights Reviewed Organ Donor: Yes:
Provided to: (Initials) Nog e By: (Initials) Ne:

GENERAL

CONSENT AND TREATMENT - | have come of my own volition, seeking urgent/emergency treatment. I hereby give my permission to the physic:
and professional staff of Cayuga Medical Center to give a treatment or perform test(s) or diagnostic procedures (including x-rays) which may be orde
by a medical center physician(s), his/her assistant; or designees as are necessary in their judgment. 1am aware the practice of medicine is not an ex
science, and I acknowledge that no guarantees will be made to me as to the results of treatments or examinations in Cayuga Medical Center. [ voluntas
consent to emergent treatment and subsequent care, including admission, if deemed necessary by a medical center physician.
Initials ég §

RELEASE OF INFORMATION - Cayuga Medical Center at Ithaca and/or Arrowhead Emergency Physicians may disclose any or all parts of the clini
record to my (our) insurance company(s) or employer(s) for purposes of satisfying charges billed by Cayuga Medical Center at Ithaca and/or Arrowh:
Emergency Physicians. [ further understand that it may be necessary to contact my (our) past or present employer(s) in regards to this claim. T
authorization does not cover 3rd party liability claims.

I authorize Cayuga Medical Center physician(s) to direct that copies of relevant portions of my medical record be forwarded to such medi
practitioners or facilities as may be responsible for my subsequent care. 4

I authorize Cayuga Medical Center representatives to review my record for quality assurance and/or utilization review procedures. I also herc
authorize and direct Cayuga Medical Center, having treated me, to release to governmental agencies, insurance carriers, or others who are financially lia
for my stay at the Medical Center and medical care, and to permit representatives thereof to examine and make copies of all records relating to such ¢

and treatment.
I authorize the release of my social security number to manufacturers for the purpose of tracking medical devices.
Initials_ &€ )
GUARANTEE OF ACCOUNT -Cayuga Medical Center at Ithaca and/or Arrowhead Emergency Physicians. For and in consideration of services render
by Cayuga Medical Center at [thaca and/or Arrowhead Emergency Physicians to the below named patient, the undersigned (jointly and severally if mc
than one) guarantees payment of all charges incurred for said patient in accordance with the policy of payment of such bills.
[ agree that in consideration of the services rendered [ hereby obligate myself to pay the account of the medical center in accordance with the rate a
the terms of the medical center. Should the account be referred to an attorney for collection, I shall pay reasonable attorney’s fees
and collection expense.
I understand that I will receive separate bills for services rendered by specialists such as radiologists, anesthesiologists, private physicians, emergen
physicians, and other specialists my attending physician consulted with. e
nitials &€ S

MEDICARE

I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is correct. I request that payment
authorized Medicare benefits be made either to me or on my behalf to Cayuga Medical Center at Ithaca and/or Arrowhead Emergency Physicians for ai
sesvices furnished to me by that physician/provider. I authorize any holder of medical information about me to release to the Health Care Financing
Administration and its agents any information needed to determine these benefits or the benefits payable for related services.

Initials

MEDIGAP-

l_rcquest that payment of authorized Medigap benefits be made cither to me or on my behalf to Cayuga Medical Center at Ithaca and/or Arrowhe:
Emergency Physicians for any sc;rvices furnished to me by that physician or organization. I authorize any holder of medical information about me to relea
to my Insurance Company any information needed to determine these benefits or the benefits payable for related services.

Initials

OTHER THIRD-PARTY PAYORS:

ASSIGNMENT OF INSURANCE BENEFITS - 1 hereby authorize payment directly 1o Cayuga Medical Center at Ithaca and/or Arrowhead Emergenc
Physicians for medical insurance benefits including any Major Medical benefits otherwise payable to me under the terms of my policy but not to exces
the balance due to the physicians or organization furnishing the services performed during this period of hospitalization. In making this assignment.
understand and agree that [ am financially responsible to the above party and/or parties for charges not paid under this insurance policy. I permit a cop

of this authorization to be used in place of the original.
Initials_ K€
== PATIENT SIGNATURE

This form has been fully explained to me and I certify that I understand its contents. This consent does not constitute a waiver of the right to informe
consent to specific procedures or treatment where it is feasible for me or my health care proxy to give, withhold, or revoke consent. | certify that [ hav
read the foregoing and am the patient or am duly authorized by the patient as patient’s general agent to execute the above and accept its terms.

THE UNDERSIGNED CERTIFIES THAT EACH HAS READ AND UNDERSTANDS THE ABOVE TERMS AND CONDITIONS.

04 Initials
R /
Patient Signature Insurance Identification Nufber
St/ § ' 3, iﬁ .
[ /,//"lv /2 / /d’[ o f//ﬁ/{ ‘
Patient's Agent Representative and Guarantor Signature Date Witness

ICASICL FRM



RUN TIME: 0006 " Summary Location Report

LOCATION
EMERGENCY DEPARTMENT

J PATIENT: SAUMDERS ,KEVIN E ACCT 4: 32204893 Lac: ED U §: 0597460
~— AGE/SX: 40/M RDOM: REG: 81/11/97
I REG DR: SHEIMAN, LAMRENCE MD. STATUS: DEP ER BED: DIS:
IITIT|EIIZIT === IS IS ISR SEIICNIIISISSSIISISSSSSIITSSITIISSES s=s===z=z===
= A & A GENERAL HEMATOLOGY # & 4 =
ESSISRSTTIISSITSSITIIITZII=IS s=z=szsz==ss== sm===23 ssz===
| pe A
Date 111
' Tine hed? Reference Units
=) WBC 11.7 H (4.8-10.8) CumMn
o =) RBC 440 L (4,6-6.2) CUMN
' =) HGB 13.6 L (14.0-18.0) 6/DL
=) HEMATOCRIT WL (42-52) %
Vo o =) KV 91 (80-94) un3
=) NCH 3l (27-31) pg
! =) NCHC k! (32-36) g/dl
' =) ROM 13 (10.5-15) 2
} =) PLATELETS 299 (150-450) CumM
v =) REAN PLATE VOL 7.9 (7.4-10.4) und
! = pOLY 62 (38-83)
=) LYMNPH 1 (5-47)
E =) MONO . ‘ (0-13)
' =) BASO 1 (0-2)
. =) MORPHOLOGY HORMAL
-
v === BRI E ST IS ST S SIS SIS IISISSSSISSSSSISSIEIET
, = % & & SPECIAL HEMATOLOGY 4 # & =
t s= s==s=z== 3= = =====
Date 1711
1 Time 0607 Reference Units
| =) SED RATE l (0-15) NM/HR
=sz===z=ss ===z I==ssssI=Iss = = = sz sz
= A & & GENERAL CHEMISTRY # & & =
EEEEELS e Bt e e e S e e e ]
( Date 1711
‘ Tine 0607 Reference Units
=) SODIUM 148 (135-145) MMOLAL
\ =) POTASSIUN 3.7 : (3.5-5.0) MNOL/L
: =) CHLORIDE 108 (95~108) MMOL/L
: =) €02 25.0 (21-33) MMOL/L
. =) GLUCOSE 105 (70-105) MG/OL
[ =) BUK 12 (6-22) NG/DL
i =) CREATINIRE 0.8 (0.5-1.4) MG/DL
" =) BUN/CREAT RRTIOD 15.0 (8-20)
< L~
l
R e
PERMIT NO. 54017010 e,

ASSOCIATFE PATHOI MICT
-l
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LOCAT10N
EMERGENCY DEPARTMENT

L Patiant: SAUNDERS,KEVIN E 12204893 (Continued)
| s A A & ENZYMES & & A B
] =a= sS===== =TS =
Date 111
| Tine 0607 Reference Units
' =) ALT (SGPT) 27 (1-48) UL
' =) AMYLASE _ 64 (23-121) UL
| 9 & 144 ¢0-200) UL
|
T
|
|
|
O
\""
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|
|
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CAYUGA MEDICAL CENTER AT [THACA

101 DATES DRIVE - ITHACA, NEW YORK 14850 JEROME NOSANCHUK, M.D.
PHONE NO. (607) 274-4474

DIRECTOR OF LABORATCRIES
PERMIT NO. MANUEL POSSO, M.D
I NO. 54017010 ASSOCIATF PATHO N=IKT
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