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CAYUGA MEDICAL CENTER AT ITHACA 
101 DATES DRIVE, ITHACA, NY 14850 

SAUNOERS,KEVIN E 
OOB: 05/01/56 
LAWRENCE SHElMAN, MD. 

01/11/97 

EMERGENCY DEPARTMENT REPORT 

ACCT# 32204893 
MR# 0597460 

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

This i8 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 haa 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 OWl 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 subsequently 
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 conspicuously ever 
since his OWl 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, OWl 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, ~ 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 ralee or rhonchi. 

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

ABDOMEN: Soft. There is a small, right aided scar from a prior lipoma 
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CAYUGA MBDICAL CENTER AT ITHACA 
101 DATES DRIVE, ITHACA, NY 14850 

SAUNDERS, KEVIN E 
DOB: 05/01/56 
LAWRENCE SHElMAN, MD. 

01/11/97 

EMERGENCY DEPARTMENT REPORT 

ACCTI 32204893 
MRI 0597460 

removal. His abdomen is otherwise soft and unremarkable. 

EXTREMITIES: Reveal good grips, good neurovascular status to his hands and 
teet. 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 Btill 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 
complaints and cannot seem to connect the concept of the two of them. Hie 
private medical doctor is Dr. Breiman, and if necessary medical consult might 
be nec~ry if he is not felt to be a candidate for evaluation at the mental 7--h unit. 

~ 
DICT. 19970111 0638 TR. 19970111 0833 KLCA 
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Interviewer 

Date 

Client: 
Address: 
County: 

Identifying Data: 

CAYUGA MEDICAL CENTER AT ITHACA 
MENTAL HEALTH UNIT 

Time Pt. Cleared I 
Interviewer Notified OG, ,>0 
Time of Eval. O(g<-t <5 

008: 5" I J 

Telephone Number: 

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

liD/to rJ J~~ I ~rO~~ b/o~ZV ~·Io t;tt. ? ~ 
0+ ' 1J}, ·yJ2~s 'f ~V~~l~S5 cl h~ , c.J)i ~ 

Have you ever had i npatient psychiatric treatment? 

Where Reas o n 
/ 

.. / 

YES 

Le ngt h of Stay 



( 
Most recent Out-Patient Treatment: 

Where Therapist 

Are you running out of meds right now? If so which kind? ~ 

How will you get them? 

Do you take medications regularly? 
If NO, why not? 

NO 
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Frequency 

Are you currently experiencing any side effects or adverse effects with your 
medications? YES NO (ala note any involun~ar 

4-02RA!.... -~ - ks L,.:-d/ -

Do you feel that 
tic) 

Does the client experience ... 

~ f~I~fI~~:;f~f;~~~~~:·---------------------------------------------------
~. constipation 

.y0S sleep disturbances cfi.1{. c.·-Cif ~}..1 x 3 ,J/?s 
it nightmares 

y,-$ violent behavior toward others L"'-:-'-f<?t ~J·f ~,\.yt: 
Y(!>S anxiety v... ,-rcf? -~ { --r-

#¢ anhedonia 
_ mental confusion; difficulty concentrating or remembering 

difficulty getting along with people 
hallucinations (auditory, visual, tac tile, gustatory ) 



· , 

(, ." 
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Has the client aver attempted suicide? 

Plan/Hethod Tx required . 

Has the pt. aver intentionally sought to physically harm eelf (i.e. cut, burn, 
or choke self)? 

¢ 
Plan/Hethod Location 

I 

Has the client ever harmed anyone else? (give the dates, injuries, legal 

s~ 

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

5:1f~ ;'kJ.4.-v J vw.7MJ -f'Pz:4 
Orientation: (place, time, person, situation) 

~ eM kW 
Affect: (appropriate, inappropriate, labile, normal or reduced range) 

Mood: (euthymic, depressed, angry, anxious, apathetic, euphoric) 

~,{J2fj ~~ 

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

Idf .G&i) V- ~C<-, :~ 

Thought Content: (use client's words, note preoccupations) 
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Intellectual Ability: (estimate or use developmental age if available) 
_____ Below Average: ________________________________________________________________ __ 

__ ~~Average:------------~--~-------------------------------------------------------
...; Above Average: :;ti? ~ ..... u-J0.4.$f? 

Memory: (short and long term) 
_____ poor:----------------------------------------------------------------------------_____ Fair: __________________________________________________________________ _ 

vr Good: ______________________________________________________________ ___ 

speech: (rate, loudness, pressure) 

Judgement/Insight: ;r~ 

Do you believe that you might have a problem with drugs or ETOH? ~ NO 

fix of DWI: ic-s 
Previos Rehab: ~ 
Family concerns: ~ 
Legal issues r/t drugs or etoh: i~s 

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

CHEMICAL DEPENDENCY ASSESSMENT 

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

Choice 

Inhalants 
Other 

Past History of... d ' 
Blackouts P 
Shakes ~ 
(inside or outside)~ 

curre~ 

Liver Problems ~ 
Hallucinations -(--

Insomnia 
Seizures 
Hepatitis 
Tension 
*DT's * 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)? 

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? 

Do you believe that you can stop drugging? 

;~ Jc d'7 ~j'v=-~ v~'..,.J 

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) 

c-A-~ e~,- ~7 I"-~ H.JI~ 

Relationship between chemical dependency and psychiatric symptoms: (client's 
and evaluator's opinions) ilL /) /) ./1 

ri ~"(:""5 - L-1)~ C~~~ 

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 l ife? 
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Do you have now or have you ever experienced or been diagnosed with any of the 
following .•. 

dJ ¢ 
~ seizure disorder movement disorder 

~ 
memory loss ~ respiratory ailment 
allergies hearing loss 
hypertension head trauma 
neuroleptic malignan syndrome 

Describe any areas checked: 

Allergies: 

cardiac problem 
difficulty walking 
diabetes 
visual limitations 
tardiveyskinesia 

Is there any ch~e you are pregnant? ***** NOTIFY M.D. IF YES ***** ----Last Menstrua~eriOd? ________________ __ Birth control? (Type) __________ __ 

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

CVe£. 5 

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

~~ 

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

Us~al employment pattern, in the past five years: 
V full time part time ____ student military service 

unemployed in a controlled environment 

Source of income: 

unemployment 
public assistance 

Amount of monthly income? 

unemployment compensation 
spouse/family/friends 

SSI SSD 
other 



\..- . ~ . 

Do you have a case manager? Name: 

Do you have a payee? 

Have you ever been in the service? 
Length of service: 

{j 
/ 

Name: 

YES ~ 
Discharge type: 

Leg.l statu. 

Branch 

Are you presently awaiting charges, trial or sentencing? 

Describe: 

Have you ever been convicted of a criminal offense? 

Page 7 

NO 

shoplifting 
assault 
arson 
parole/prob. 
violations 

burglary/B&E 
drug charges 
weapons off. 
other 

vandalism - robbery 
rape forgery 
homicide/manslaughter 

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

y.e ,~~ 
• 

SOCIAL RESIDENTIAL STATUS 

Marital status: 

____ married ~ divorced ____ widowed ____ never married ____ separated 

Living Environment: 

I own a home 
rent an apartment 
parent's home 
rooming/boarding house 
group home (name) 
institution (name) 

(name) 
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With whom do you live? 

I alona 
siblings 

spouse children (ages) ______________ _ 
other relative. roommates _____ other 

Problems 
Lt -"'-.. 

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

collateral Information: 

Weaknesses: 

Where can you be reac~d: ~ 
Address: ~ ~ 

Phone I: 

Person who we can contact to reach you if we lose contact with you? 
Nama: AV\"'-"/. ~ .. 'r- ?<.J~~ 

Address: I~ (.,'l I ~sLl.l!!Jl -!~'<' '< 

Telephone I: 
Relationship: 

c 
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Please list telephone contacts, requests for information, contact with outside 
agencies: 

Interventions in E.R.: (: ( .:--;Y I 

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

P!- ~_ :s ~re4 .~ c&& ~>~ ,~~ ~ ~3 ~4 
! ~5 . fs,,", c~,,,>'1 ~'h; hc<s ~vvt ~ ~ ~ Y"7J)~f~ (~S 
~c.JVt ~.:-t fJ.o ZA<., If ~~r' 10 -{Iv c ~~~ 0 ... (/JV'/t--.~) + 

Ei ~\~er Notifiet( Prior to Transfer: jJv ~/~ 
--~--~~~----------------

Name / Title 

Datle I 
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CAYUGA MlmICA1. c:mrral U ITHACA 
MDITAl. DALR DIIUlODfCy 'nALUUIOII 

DISCBAaO. INSTRUCTIONS 

pIICIU9. IBI'11WCTIOIISI (Check One) 

[) We have acheduled the following appointment(.) for you: 

[) You have requeated •• aiatance in arranging outpatient 
Mental Health Service.. Please contact the Behavioral 
Service. Department at 274-4304 on the next busine8s 
day and a.k to apeak with the Social Work As.istant 
on call. 

(f) You have declined our offer of aasistance and have 
cho.en to arrange your own Mental Health Services. 

other, (Explain) W ' '/1 L 'i-e< .~ 

APpn:IOIW. IJf81'JUlCrIOJ(I' 

CQlfIJQrt POI "!,'!I. or IlfPOlUlAtXON. (Check One) 

J>4 CO.SaT PORN (S) S I GJlBD [ ) PHIEH'r 1lBP'U8BS TO SIGH 

Note: Your mental health evaluation is confidential. In order for us to 
arrange follow-up aervice5 on your behalf you ~ sign a consent for 
release of information for the mental health provider located in your 
county of residence. 

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. I\.~.....;.,I----~ __ ,_c....-----___ e----__ .:..-__ -_-_-' ___ _ Date. )(\\/01/7 

-rUe. Pbyaician Signature. Datel I // 1/a. ·z 
/ 

Datel 1/ 11 /17 
r J 

IMPORTANT PHON§ MUMB~R'. 

C&yuqa Medical Center a.ergency Depart.ent 274 - 4411 

Suicide PreYention and Criai. Service ~4br Botline 272 - 1616 

Mew York State Police . . . . . . . . . . . . . . 273 - 4671 



CAYUGA IIBDICAL CDTBR A~ ITHACA 
IODfTAL DALft mmJlGaCy .VJU.U~IOII 

DIICBARG. IK8TaUCTION8 

D08 I __ ~~/_'~/~~_~ ____ ~~~ __ __ 

TBLBPBOJfB I ( :;{ 7 7 ) 5"<I (.; <'I 

DI8CBAR91 IHSTIVerIONSI (Ch.ck 00.) 

[) W. have scheduled the following appointment(s) for YOUI 

[) You have requested assistance in arranging outpatient 
Mental aealth Service.. 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. 

[« 1 You have declined our offer of assistance and have 
chosen to arrange your own Mental Health Services. 

{.U , {( ... .:....12 ~, 
YJv ~/:~~ 

(,><J ;tI cJ\-i 1/1.3 

ADDI~IONAL INSTRUctIONSI 

CONSENT roB BILIA'I or INl9RMA~tQNt (Check one) 

J>4 CONSENT rORK(S) 81000 [ ] PATIENT REFUSES ~o SIaN 

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 
rel.ase of information for the mental health provider located in your 
cQunty of re.idenc •• 

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

Your signature on this form indicat.s understanding and agreement of the 
discharge instruction. outlined above. 

Pati.nt signatur.1 ,,(_~I-v--_____ ._~ ___ C-.-..--______ . ___ _ Date 1 __ ' _(...:..' _I ..;...'_" ...... 7,--

Physician 8ignature. Datel ___ / ~/~II+/~q~'7 __ _ 

Date 1_'+1_1-1' 1'-1_7 ___ _ •• aluator'. Signature t ~~=-'-=' ~. ~S$"",--=~. ~("",2=--------==--__ ·Ljf=-·/ __ -

IMPORTANT PHONE NUMBERSI 

Cayuga Wedical C.nt.r Eaergency D.part.ent 274 4411 

Suicide Pre •• ntion and Crisis service ~4hr Botline 272 1616 

New York stat. Police 273 4671 
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Cayuga 
Medical Center 
at Ithaca 

RADIOLOGY SERVICE REPOF 

101 DATES DRIVE • ITHACA. N ,Y , 14850 

PATIENT'S NAME: 
ROOM NO: 

S~,tl~![lF~'~)II\[VlH i:~ 
r::n 

REFERRED BY: 
X-RAY NO: 

EXAMINATION OF: 
PATIENT NO: 

DATE OF EXAMINATION: 

ACCT, NO: 
DATE OF BIRTH: 32?04~: 

O::j/O '\ 
01/11./?7 
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'\ Practice: ICA 

2643688 

Advanced Dir~ctlves 
I'rovid~d 10: _____ (Initiab) 

ACCOUNT # 

CAYUGA MEDICAL CENTER AT ITHACA 
ARROWHEAD EMERGENCY PHYSICI 

(EMERGENCY DEPARTMENT) 
PATIENT SIGNATURE ON FILE I 

IU /I ME: 

iN ~ SAUNOERS.KEV ~ 
SH E IMAN.LAWR~NCE 
J22 U4fl9 ::.l E U 
() ~~, , ' C.ll / ~1 6 

On File : Yu: Pali~nl', Righu Reviewed 
No: By: (Initials) 

4 0 

Organ Donor: Yes: _ 
~o: 

===================================G EN ERA L====================================== 
CONSENT AND TREATi"·fENT - I 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 10 give a treatment or perform testes) 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. I am aware the practice of medlcme 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. I voluntal 
consent to emergent treatment and subsequent care, including admission, if deemed necessary by a medical center physician. 

Initials lfS 
RELEASE OF INFOR1...tATlON - Cayuga Medical Center at Ithaca and/o r Arrowhead Emergency Physicians may disclose any or all parts of the clin l 
rt:cord to my (our) insurance company(s) or employer(s) for purposes of satisfying charges billed by Cayuga Medical Center at Ithaca and!or A.rrowh, 
Emergency Physicians. I further understand that it may be necessary to contact my (our) past or present employer(s) 10 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 10 such mt:d l 
practitiont:rs or facilities as may be responsible for my subsequent care . . 

I authorize Cayuga Medical Center representatives to review my record for quality assurance andlor utilization review procedures . r also hert 
authorize and direct Cayuga Medical Center, having treated me, to rt:lease to governmental agencies, insurance carriers, or others who are tinancially lia 
fllr my stay at the Medical CeOler and medical care, and to permit representatives thereof to examine and make copies of all records relating to such c: 
alllJ treatment. 

I authorize the release of my social security number to manufacturers for the purpose of trading medical devices. 
Initials t.EJ 

GUARANTEE OF ACCOUNT -Cayuga Medical Center at Ithaca and/or Arrowhead Emergency Physicians. For and in consideration of services rende r 
t-y Cayuga Medical Center at Ithaca and/or Arrowhead Emergency Physicians to the helow named patient, the undersigned (jointly and severally if ml 
than one) guarantt:es payment of all charges incurred for said patient in accordance with the policy of payment of such bills . 

I agree that in consideration of the services rendered I hereby ohligate myself to pay the account of the medical center in accordance with the ratt: a 
the terms of the medical center. Should the account be referred to an attorney for Cllllection, I shall pay reasonable attorney's fees 
and collection expense . 

I understand that I will receive separate bills for services rendered hy specialists such as radiologists, anesthesiologists. private physicians. emergen 
physicians, and other specialists my attending physician consulteti with. 

Initials k-t~ 
====================================MEDICAR&E====================~~~~~~ 
I certify that the informalion givt:n by me in applying for payment under Title X VIII of the Social Security Act is correct. I request that payment 
aUlhorized Medicare benefits be made t:ither to me or on my behalf III Cayuga Medical Center at Ithaca and lor Arrowhead Emergency Physic ians for al 
~l!rvices furnished to me by that physician/provider. I authorize any holder of medical information about me to release to the Health Care Financing 
Auministration and its agents any information needed to determine these benefits or the benefits payable for related services. 

Initials 
====================================MEDIGA~P======================~~~~~ 

I rt!quest that payment of authorized Medigap benefits be made t:ither to me or on my behalf to Cayuga Medical Center at Ithaca and/or Arrowhe~ 
Emergency Physicians for any services furnished to me by that physician or organization . I authorize any holder of medical information about me to reka 
to my Insurance Company any information needed to determine these benefits or the benefits payable for related services . 

Initials 
===================OTHER THIRD-PARTY PA YORS>=============~~;;;;;;;;;;;;;;~ 

ASSIGNMENT OF INSURANCE BENEFITS - I hereby authorize payment directly to Cayuga Medical Center at Ithaca and/or Arrowhead Emergen~ 
Physicians for medical insurance benefits including any Major Medical benefits otherwise payable to me under the terms of my policy but not 10 exce, 
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 I am financ ially responsible to the above party and/or parties for charges not paid under this insurance policy. I permit a cop 
of Ihis authorization to be used in place of the original. 

Initials k... 0 
=====================================PATIENTSIGNATURE======================~;;;;;;;~~ 

Thi, form lJas bet:n fully explained to me and I cenify. that I underslanu its contents . This consent does not constitute a waiver of the right to informc 
COlbent to speCIfic procedures or treatment where It IS teaslble for me nr my heallh c~re proxy to give. withhold , or revoke consent. I certify that [ ha \ 
n:au the foregoll1g and am the patient or am duly authoTized by the patient as pallent s general agent to execute the above and acct:pt its terms . 
TH E UNDERSIGNED CERTIFIES THAT EACH HAS READ AND UNDERSTANDS THE ABOVE TERMS AND CONDITIO\S 
r-l Initials k- e-I 
(j\ p~~-
Pal ient Signature 

Patit:nt 's Agent Reprt:sentative and Guarantor Signature 

ICA\SICIHM 
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SIl", .. ary Locati on Report 

LOcATI~H 
E"ERGEHCY DEPART"EHT 

PATIENT: SAUNDERS,KEVIH E AceT t: 32284893 
AGE/SX: ~'" 
STATUS: DEP ER 

lOC: ED 
ROO": 

U I: OS9H6a 
REG: 811ll~7 
I)[S: REG OR: SHEl"AH, LAIIIEHCE 1m. BED: 

::'::==::IZ=====================;:::=========================== 

= "- "- !II GE"~Al HEAATOLOGY /I: 1\ !II = 
z=:========~=========:.:================================== 

-~----------------------------------------------------------------------------~ 
Date 
Ti lIe 

z) IIBC 
=) RBC 
z> HGB 
=> HEIVITOC1t IT 
=) IICV 
=) "CN 
=> ileNe 
=) RDW 
=> PLATElETS 
=} !tEAIt PLATE VOL 
=> POLY 
=} ~YItPH 

. =) IIONO . 
=> BASO 
=> IIOAPHOlO6V 

1/11 
1607 

11. 7 H 
4.40 L 
13.6 l 

40 L 
91 
31 
34 
13 

2'9 
7.9 
62 
33 
4 
L 

HORIW. 

Reference Units 

(4.8-10.8) CtJIm 
(4. 6-6.2) CU"" 

(14.a-18.1) S/Dl 
<42-S2) ~ 

(80-94) 1,,3 
(27-31) pg 
(32-36) g/dl 

(lO.S-IS) ~ 
( 150 -458) CtJIIK 

(7.4-}0.4) CI,,3 

(30-93) 
( S-47> 
(0-13) 
(0-2) 

========================::=::=:=====::==========~==========:====:z==========::= 

= /I: •• SPECIAL HE"ATOlOGY !II •• = 
========================================================== 

1/11 
0607 Reference Uni ts 

-------------------------------------.--------------------------------------------.. ---_. 
=} SE~ RATE (0-15) !I!!/III! 

======================1:====:::==========================:== 
= • /I: • GENERAl CHEPIISTRY 1\ Ie Ie = 

-------.----------------------------.----------------------------------------------------. 
Date 
Ti ... 

1111 
0607 Reference Units 

---------------------------------------------------------------------------------------------------------------------
=) SODIU!I 
=} POTASSIUPI 
:) CHLORIDE 
=) C02 
=} GlUCOSE 
=> BUll 
=) CREATlHll£ 
=} BUNICREAT RATIO 

141 
3.7 
108 

25.0 
105 

12 
0.8 

15.0 

<l35-14S) ""OLll 
(3.5-5.0) ""Ol/L 
(95-108) MOlll 

(2} - 33) !lI'JLlL 
(70-105) IfGJtlL 

(6-22) !!S/D!. 
(0.S-I.4) I16/oL 

(B-20) 

CAYUGA MEDICAL CENTER AT ITHACA 
101 DA fES ORNE ' iTHACA, NEW YORK 14850 
PHONE NO. (607) 274·447 4 

JEROME NOSANCHUK. M .D. 
DIRECTOR OF LABORAiORIES 
MANUEL POSSO. M.D. 
ASSOO A f ~ PAT>-<n , 0I::: ,<T 

PE RMIT NO. 540 17C I O 
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RUH T lItE: 0 lOb 
-
S~""ary Lota~ion Repor~ 

LOCATION 
E~RGEHCY DEPAJlTPlEHT 

-----------------------------------------------------------------.----------------. 
Patient.: SAUNDERS,KEY[N E t32204893 (Continued) 

------------------------------------------------------------------------------------------------------------------

Date 
Tille 

==::.:a::-==::Z:::Z2:=:::====:====C::::=======:::==-======2=============== 
= It It It EKZYIlES It It It = 

:3====-====:Z==:2============================================= 

1/11 
1607 ReFerenee Units 

---------------------------------------.--------------------------~----------------

=) AI. T (SGPT> 
=) A"~ASE 
=) C1C 

27 
64 

1« 

(1-41) U/L 
(23-121> U/L 
(0-200) U/L 

CAY\JGA MEDICAL CENTER AT ITHACA 
10 1 DArES DnlvE -ITHACA. NEWYOilK 14850 
PHON~ NO . (60 7) 274·44 74 

JEROME NOSANCHUK, M .D. 
DIRECTOR OF LA30RATORIES 
MANUEL POSSO, M .D. 
ASSOCIArF PAiW" I""I<::I<T 

PEfllllur NO. 540 I 70 10 
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