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0 0 
COPY SENT TO: o PHYSICIAN BELOW 

MODE OF 
lRANSPORT: 

ACCOUNTtI 

43391507 SAUNDERS, KEVIN E 
ADMIT DATE 1668 
04/04/03 I'IY 14850 

0 

0 

0805 607-277-5808 431-88-9647 

0 

0 

o 
INSTRUCTION SHEET 

DATE OF BIRTH 

SIGNED 
EO 
PHYS. 

SIGNED 
ATTEND. 
PHYS. 

AGE 

05/0j./56 
PERSON TO NOTIFYINAMEIADDRESS 
WHELAN,ANNE MARIE 
721 W COUI:;:T ST 

ITHACA,I' IY 14850 
GUARANTOR NAMEICITYISTATEIPHONE 8 

I<EVIt.J E 
ITHACA!.I'IY 14850 

GUARANTOR EMPLOYER NAME 
f-R-EU-GI-O-N--- - -----A-R-R-IV-AL- M- O-O-E----------l DATAElEAST II'IC 

PATIENTS EMPLOYERIAODRESSIPHONE 
DATF,ElEFIST II'IC 
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ITHACA,I'IY 14850 
607-277-580B 
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MEDICAL RECORD 
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BakeF,Donald James MD. 
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BFeiman,RobeFt MD. 
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01996-2002 T -S Inc. Circle or check rmatiIIes, backsla8h Me atives. 

Cayuga Medical Center at Ithaca 
OED 0 CCC 0 Cortland 

EMERGENCY PHYSICIAN 
. . RECORD 

Psych Disorder, Suicide Attempt, Overdose (5) 

TIM&QJ10 ROOM: C 2 EMS Arrival 
HISTO AN: _spouse -Paramedics, _____ _ 
_ __ · ________ 

HPI chief complalnt(s): 
Suic:ldal Thoughts Depression 
Agitated Hallucinating 

___________ _ 

_______ _ 

severity-
mild moderate severe 

context. 

Suicide Attempt 
Self-Injury" . 

_situational ____________ _ 

related to: spouse / parent / son I daughter / significant other 
I lost Job I school/I p blems 

. I -
complaints: 

_dep I itttFt-1 frustrite4./ agita"" I 

______________________ _ 

(see list below) ___________ =--_____ _ 
sUldde attempt wanted to aesazpeR accidental wI1I nat answer 

-,nci!aQ./ abradett......wrist (R L J.:.)-------------------

LIST OF SUBSTANCES INGESTED appuca e 
name strenath # taken when taken 

: acetaminophen YIN I 
I 

I aspirin YIN I 

: ethanol YIN : : I 

r I 

!...------------ I 1.-_____ L... _____ L... __________ 

; -'"111l1llll1llD 11111 ltill Iliti um 1IIIIIti 
;SAUNDERS,KEVIN E 
; Baker,Donaid James MD. 
'43391507 ED 46 
:05/01/56 0597460 

. I Rilil om II 1111I 11m 1m I 

---------

N£URO&£YES 
_________ _ 

visual disturbanceL-__ _ 
GI-GU 

__ __________ _ 
Jroblems urinatln,&-g __ _ 
SKIN & LYMPH & MS, ___ __ 
__ skin rash I swelllnoag'--__ _ 
..Joint painl..-. ______ _ 

_negative r-----------------prior suldde ____ 1 __ cardiac dlseas, ... e ____ __ 
) I hypertension 

: diabetes insulin I omll Diet _ 
ression blpolllr cflSOfder I lung diseasel..-. _____ __ 

ather. : +HIV I ______ __ 

,-J!rgenes· 
L.tonsIllettomy. . _appendectomy------
l-chOlecystettomy. __ hysterectomy·--------
I 

__ see nurses·note I 

r-----------------------SOCIALHX I_recent aIcohQI I Ism'-______ _ 

I FAMILY HX _mental illnessL __ ...s.e_;.----_:§)=-_____ _ 

- - ------

I mill/Dill RlllimIIIgmI 
16243 



Assessment Reviewed RR. Temp reviewed 
PHYSICAL EXAM 
GENeaALAPPEARANCE 

_anxious /Iethargic / obtunded ..... ___ _ 
./0 acute distress _mild / moderate / severe"-_____ _ 

ENT 
:;.;';1 ENT inspection 

...&fIarynx nml 

_uncooperative for examL-_____ _ 

_abnormal TM (R / L ), _____ _ 
______ __ 

-.. 
LABS, XRAYS, and PROGRESS 
I ___ ' __ "_""" "_"_=-__ ._. ___ .___ _.. .____ _ •• I 

EKG _NML Dlnterp. by me DReviewed by me Rate___ I 
_NSR _nml intervals _nml axis _nml QRS _nml STir : 

I 
not I changed (ro1lT_____ _ _ _ _________ I 
CXR Dlnterp. by me DReviewed by me DOlscd w/radi%gist ! 
_nmVNAD _no infiltrates _nm! heart size _rim! mediastinum I 

I 
--Pg reflexed diminished / not / changed trom i 
_nystagmus,------'>.....--___ CBC ABG's Toxicology I 

..:::pupils equal, round 
to light 

_disconjugate gaze_________ nnal cept time:. normal except I 
_mydriasis / meiosis / anlsocoria'--___ "Wir'"C(":2 -_ a I 

. R Pupll __ mm L Pupil __ mm . : Hgb K aspirin--- : 
I Hct CI pH ETOH-__ I 

mental status 
_mood/affect nml 

I Platelets C02 pC02 I 
to commands I segs U- Glu p02 Triagell1 urine I 

.withdraws to pain no response to pain : bands _ . BUN drug screen- I 
. I lymphs Creat _RA : 

_tearfui'71wstlle/non-co I Amylase ____ 02 __ L I 
sulci . at/a I I ____ __ ____ .! 

0; _unchanged _improved _re-examined---
I continued consideration of suicide as an option. I dL--____________________ _ 

: lfden;es. why? : 
I I 

______ I orienJ,iJlion _uncooperative / cannot determlne __ _ 
x3 _dlsorlented,----------

cranial nerves 
motor 

intact as tested 
. ::.npll·motor response 
...:11J)l1 sensory response 
..6llJ)l.f-eflexes 
_AfuJlgait 
NECK/BACK 

RESPIRATORY 
distress 

.Lf}i-eath sounds nml 
CVS 

rate, rhYthm 
L:fJeart sounds normal 

GI (ABDOMEN) 
/fiOn-tender 

=:d(ml bowel sounds* 
L:nO organomegaly 
SKIN 

1Q; day-of-week day-of-month 
month year place person 

_facial droop! CN abnormality, ___ _ 
_motor/sensory deficit ... ________ _ 

_abnormal gait ... ________ _ 

_cerv. lymphadenopathy ( R I L )* __ _ 
_thyromegaly ! meninglsmus, ____ _ 

_rales / rhonchil ________ _ 

_irregularly irregular rhythm, _____ _ 
( occasional! frequent) 

_tachycardia I bradycardia.3 _____ _ ________________ _ 
.....guardin/>g __________ _ 
_hepatomegaly! splenomegaly----

_cyanosis / diaphoresIs I pallor----
_skin rashl __________ _ ...::::t9Jor nml. no rash 

fonn;dry 

. G __ _ __ I 
I PROCEDURES: 0 Restraints • I 
10 Intubated _by ED phYSician nasal/oral # __ ET tube 
, _breath sounds equal _ rube position confirmed w CXR o Gastric Lavage -pm fragments recovered 
: 0 Charcoal gm given Sorbitol ___ oz given 
.I.:: ______ _ 

Underline indiCt11es organ system 
* equivalent or minimum required/or organ system exam 

Overdose -52 

Discussed with Dr. Tlme,"-: ____ _ 

,INTERVIEW WITH OTHER RESPONSIBLE ADULT' I 
I Name' Relationship: I 
I Considers ongoing suidde risk: high row uncertain I I Capable / comfortable with observing patient at home? Yes No N/A I 
MEDICAL CLEARANCE FOR PSYCHIATRIC REFERRAL (if needed) 

, &Jck-s/ash to Indlane that dlagnosn: hl unHkeIy based'on H&1' and, when needed, lab I 
:. Toxic (PCp. Amphetamines. Hallucinogens. Acetaminophen. ftSA. ETOH. Other) : 
.Infectious (Meningitis, encephalitis. Sepsis) 

I·Metabolic (Thyroid, Hypoglycemia, Drug Withdrawal. Hypoxemia, I 
-CNS Vascular and Other (CIA. S;J;ure;lrauma) 

__ r-------------------------------I 
I I family regarding: _ CRIT CARE- 3lJ.74 min I 
I lab re,sults need for faHow-up 75-104 min min I 
I ---- I I _Rx given --Admit orders written _Additional history from: I 

________ 
c 

Schizophrenia- acute exac. 
DepresSion erdose( Intentional! accidental) 

major -eqanJ&, C ...L. !.deadon 
,?-rl 7q 

DISPOSmON- 0 obs 0 home jd admit [] expired 
Time 0 AMA 0 LWOBS . 
CONOmON- 0 good 0 fair 0 critical 0 improved 0 stable o unchanged ______________ _ 

NPIPA IDC 

ATTENDING NOTE: 
__ Resident I PA I NP's history reviewed. patient Interviewed and examined. 
Briefly. pcrtlnentHPI is:: _______________ _ 
My personal exam of patient reveals:_-:--:-_::---:-::-:-_::---:::-__ 
Assessmau: and plan reviewed with resident I mldlevel. Lab and ancillary 
swdiesshow::....-. ____________________ _ 
I confirm the diagnosis of:: ________________ __ 

_Care plan reviewed. Patient will need: ___________ __ 
Please see resident / midlevel ote for details . 

MDIDO _____ ID # 



, 
01996-2002 To em. Inc. Cin:le or cIu!dr. es. badalosh 

Cayuga Medical Center at Ithaca 
, 0 ED 0 ccc 0 Cortland 

EMERGENCY PHYSICIAN 
. ' . RECORD 

52 

Psych Suicide AUenipt, Overdose (5) 

DATE: ROOM:-.L2 _ EMShrivai 
HISTO IAN: _spouse jaramedi:acs'-______ _ 
_ HX/_EXAM UMITED BY: _____ ' ____ 

HPI chlefcomplalntis): 

Suicidal Thoughts Depression 
Agitated Hallucinating 

________ __ 

____ __ 

mild modentte seVere 

-

Suicide Attempt 
Self-InJury' ' 

geSture 

(see list beloW) _' ________ .-.: ____ _ 
iukide atiempt to "escape" accidental will not cmswer 

_mc:hQ.1 (RI L)I _________ _ 

....L. --------------, rUSTOF-SuBSTANcESiiiiGESiEi5 (N spp/icsble) 
name strem:rtil # taken when taken 

I aceaunlnophen YIN I 

I aspirin YIN I 

I ethanol YIN, I 

: I 

I I 
L.. ____________ I ----- 1..----- ---------

III IlIUm I l1li1 nu IIIill IDII 
SAUNDERS,KEVIN E 
Baker,DonaId Jlimes MD • 
43391507 ED 46 
05/01/56 0597460 

IIIIIIIIDI I IIlIlIIM II 

r.----------------------------------I "RESCUE FACTOR" ("suicide attempt)-

I Arrived • -p car- _ , ce (who calledl) -police patient spouse _____ _ 

1----------------------------------
I: 
ROS, 
PULMONARY & CVS 

_trouble 
_ chest painL_--''--__ __ 

NEURO&EYES 
____ __ 

-visual dlsturbanc""-___ _ 
GI·GU 

___ 
_ nauseal-------

____ __ 
-problems __ __ 
SKIN & LYMPH & MI"-S ____ __ 
_ skin rash I swellmtg.g-----...,Joint paln'--____ _ 

PAST HISTORY _negative r----------------
CII'dIac dJseas ... e"--___ _ 

S I 
: diabetes insuIinloroll diet _ 

bipa/ardisordcr , I _lung dlsease: ____ _ 
other : ....:+HlV I A1OS _____ _ 

_see nurses note 
r.------------- - -- -SOCIALHX 
l_recent alcohol I alcoho sm _____ __ 

l FAMILY HX ' _mentallUnes.<L--.c..;t:-:,.:;9..::::::..-----
1:: 

, 16243 



Assessment Reviewed 1d"sP,;:;'R, RR, Temp reviewed 
PHVSICAL EXAM 
GEN L APPEARANCE 

ENT inspection 
LJ5Ilarynx nml 

_ 19a9reflex 

, ::2PUPils round 
&.;:aactive to light 

.;1OM's Intact 

, _anxious /Iethargic / obwndedL-___ _ 
_mild / moderate / severe"-_____ _ 
_uncooperative for exam'-_____ _ 

_abnormal TM ( R / L )1 _____ _ 
_dry mucosa'-_______ '--__ 

-..&&g reflexed diminished I __ 

_dlsconjugate gaze'--: ________ _ 
_mydriasis / meiosis I anlsocorf .. a ___ _ 

.R Pupil __ mm L Pupil __ mm 

M(!)NITOR __ . _____ i 
: EKG olnterp. by me oReviewed by me Rate___ I 
I _NSR . _nml intervals _nml axis _nml QRS _nml STir : 
I , I I not l charged tram: I 
I CXR Dlnterp. by me DReviewed by me oOlscsd w/radlologlst I 
: _no Infiltrotes _nml heart size _nml mediastinum : 
I 1 I I not / chClJ'lgeD from I 
I cee ' ABG's Toxicology 

I pt ' 1ltne: normol except : 
I "Wi39''') -L I 
: Hgb K aspIrfn-__ : 
I Hct , a pH ETOH-__ I 

NEURO / PSYCH 
mental status 
_mood/affect nml 

I C02 I _ slOW"'" response to command."____ I ;' I'Y 0 Trf ,.,. rf I I segs fP Glu p 2 age u ne I 
withdraws to pain no response to pain I bands , . ' BUN drug screeI)- I 

I Iymphs_'___ Creat : 
' __ L : 

0; direct query, patient 1 _"nchanged _Improved _nHOOlmined-,--
I contlnued consideration of suicide as an option. I "'------------------------
: I(den;es why? : 
I I 

orienjalion _uncooperative / cannot determine __ _ 
u.6'nnal x3 d1sorfente, ... d __________ _ 

- -:tQ; day-of-week daY-Of-month 

cranial nerves 

as tested 
. ......nlJll.motor response 

sensory response 

_-6nJgait ' 
NECK/BACK 

inspection 

distress 
neath sounds nml 

lar rate, rhythm' 
Bart sounds normal 

G!. (ABDOMEN) 
Aon-tender 

:Lnml bowel sounds* 
Lfio organomegaly , 

month year place person 

_facial droop I CN __ _ 
_motor/sensory deficit ... ______ _ 

_abnonnal gait"-__________ _ 

_cerv.lymphadenopathy ( R I L )* __ _ 
_thyromegaly I menlnglsmus. ____ _ 

__ 
_rales / rhondlliL ________ _ 

_Irregularly irregular rhythm, ____ _ 
_ extrasystoles ( occasional I frequent) 
_tachycardia / bradycardla<--___ _ 

_hepatomegaly I splenomegaly' ____ _ 

SKIN ' _cyanosis / diaphoresis / __ _ 
nml, no rash _skin rash __________ _ 

_. __________ _ 
'EXmEMmEs _______ __::-: 

6l9nnaIROM'" _ 
...::::fiosignsofinjury 

I PROCEDURES: 0 Restraints • , I o Intubated _by'ED physician nasal/oral # __ ET tube I 
: _breath sounds equal _ tube position confirmed w CXR I o GjlStric Lavage -piU fragments recovered I 
: 0 Charcoal given Sorbitol ___ oz given I 

______ I 

Underline indicates organ system 
* UJIlivaIent or minimum required for orgll/1 ,ry.rtem exam 

Overdose -52 

Dr. ___ _ 

IINTERYIt;WWITH OTHER RESPONSIBI E , I 
I Name' Relationship: I 
I Cons/ders pngo/ng suldde risk: high low uncertain ' , I I Capable! comfortable with observing patient at home? Yes No NlA I 
I MEDICA\- ClEARANCe FOR PSYCHIATRIC REFERRAL (if needed) I 
llatk..Josh tb IndicrJte that diagnosis is unBlWy based 011 H&P and, when needed, lab testing. 

: • Toxic Amphetamines. Hatiudnogefls. 'Acetaminophen, ASA. ETOH, Ocher) : 
olnfectloUs (Meningitis. EncQph.11tIs, Sepo;') , 

loMetaboliC (Thyroid. Hypoglycemia. Drug Wlthdr.!wal, Hypoxemia, Electrolytes) I 
Other (CVA. TlA, 

I regarding: _CRlTCARE- 3D-74mln I 
I lob =Oils need (or follow-up 75-104 min min I 
: _Rx given _Admit orden written _Additional history from: : 
I _Prior rj!tord. ordered foml/y coretaker paramedics I ---------------------------------_. 

DISPOSlTjOIl-
Time,_.;.' ____ -=: 
CONDmON-

AlTENblNG NOTE: 

osls Schlzophrenia- acute exac. 
__ ..,.,_"""erdose( IntendonaV acddenui) 

emptll,deatlon 

,[] expired 

NP/PA 10# 

_Reslde\lt I PA I NP's History roviewed. padent intervle,..ed nnd examined . 
Briefly. HPI is: ________________ _ 
My per>otlol exam of padent roveals:--:-:---;--:-::--:-:-:-_-:---::::--__ 
Assessment and plan reviewed with resident I mldlevel. 1...ab and .ncUIary 

I conflrm!tho diagnosis af. ________________ _ 
_Care plan reviewed. Padent wUI need: ___________ _ 
Please, reo/dent I mldlevel ote for details. 

__ '__MOIDO _____ 10 # 



Cayuga 
Medical Center 
at Ifhaca 

... , :"/IUIlUIIIIIIIIIHll/IIHIRIJIII 
. SAUNDERS,KEVIN E ; 
. Baker,DonaId Jam M 
:43391507 ED es 
,05101/56 0597460 

101 Dates Drive • Ithaca, New York 14850 
I (607) 274-4011 

INITIAL ASSESSMENT FORM 
(PLEASE CHECK) 
ARRIVAL INFO 

ARRIVAL MODE 

EDEVAL CJ DIRECT ADMIT CJ CONVENIENT CARE 
IN PROGRESS ON ARRIVAL 

o NONE 
o MASK D CANNlAA 
o ORAL AIRWAY 
o ETTUBE (SIza) ________ _ 
OIV(SIte) _________ _ 

o SAND BAGS 0 CPR 
o SUNG 
o SAGER SPUNT 
o HARE TRACTION 
OAIRSPUNT D AMBULANCE: ALS, BLS (CIn:Ie One) 

o WHEElCHAIR DMONfTOR 0011iERSPUNT ________ _ 
DCARRIED o CERVICAL COUAR D DRESSING (S1te) ________ _ 
o POliCE o SPINE BOARD: LONG, SHORT (Circle One) OMEOICATIONS ________ _ 

ALLERGIES <rt{ p 

DDRUG rruf< "at '0 
DFOOO ___ ______________ _ 
DCHEMICAI. _____________ _ 

___________ _ 

ADVANCE DIRECTIVE: DYES 
ON FlLE:.. • • • •• • ••• 0 YES 

DONOTRESuscrrATE: DYES 
ONFILE: ••••••••••• DYES iNO 

NO 
NO 
NO 

LMP _____ _ 
TETANUS ____ _ 

o IMMUNIZATIONI 
LEAD FORM DONE 

o Nil'. 
ONiA 

ONiA 

IIdlng Alternative MedlclnesIDialary SlIpplamenfll) 

NURSING ASSESSMENT 
PSYCHOSOCIAL RISKS: SUBSTANCE USE (AcIiwe or HIstory): 0 YES 0 NO DYES oNO 
CULTURALJSPIRITUAL: DYES SUPPORT: DYES 0 NO 

PSYCHIATRIC (Active or HIsIDry): 0 NO 
DYES 

&REA11iING: 
BREA11i SOUNDS; R/ght ________ _ 

CIRCULATION: RADIAl.. PULSE: 0 Present 0 Not PIIIIIIIIlt 

CARO"nDPULSE: 
NEURO STATUS: & Canve WOlds 0 IncomprahBII&lble Sounds o Unconscious 
EYES OPEN: OTo Verbal Slimulus 0 To Pain 0 OthBl' _________________________ _ 
BEHAVIOR: oUncoopmatIve 0 Combative oOther __________ _____________________________________ ___ 

oNonnaJ oNiA _______________________________________ _ 
oNcmnaI ON/A 
o Normal ON/A ____________________________________ _ 
o Normal oNiA BACKmPlNE: ________ =-________________________________ ___ 

SKIN: . oCeo! 

EXTREMmES: 

ONonnal ONiA 
o 0 Diaphoretic 0 Pale 0 Flushed 0 Cyanotic 0 MotUed 

A TRIAGE CATEGORY: 0 Ufelbreatllnlng 0 Urgent 0 Non Urgent 
P PLANIINTERVENTIONS: 

oum ______________________ 

11m 110m OIHIIIII 
04001 



·, . 
TIMEt SOLUTION (AMD RATE CATH RN TIME .!. ABSORBED INTAKE OUTPUT ......... 

''6 

TOTAl. TOTAl. 

REASSESSMENT 
TIME 

TEMP 
--

PULSE I RHYTHM 

BP 

RESP .' 

Sp02 

PEAK FLOW 

02 

PAIN (0->10) 

MEDADMI 
INTERVENTION 

PAIN RESPONSE 

MENTAl STATUS 

w R p 
1ll U L 

p 
'" I 0 R 

L 
0: L 

N ffi R 

-------- -------- --------L 

-------- --------
-' 

y 
0: R 

--------
w ... 

0 ... 

-------- --------
R => L 

O! R 

--------
AI: w 
PF ;: 

--------
P I 

0 L -' 
E P L 
R U L 0: R 
I L w ... 
PS Q. 

--------
HE '" L 

NARRATIVE: (InteNentions, Procedures, Trealmenls, Outcomes, Change In Condition, Discharge Note) 

Motor 
S Strong 
M Moderate 
W 'Weak 
A Absent 

- Minimal 
o None 

0-+10 
No Paln-+Worst Pain 
NA 

PUPIL SIZE ...... --e 
2 3 4 5 6 7 8 9 



Cayuga 
Medical Center 
at Ithaca 
1 01 Dates Drive • Ithaca, New York 14850 
(607) 274-4011 

EDEVAL (J DIRECT ADMIT LJ CONVENIENT CARE 
(pLEASE CHECK) 

o NONE ARRNALINFO 

o OiCANNULA 
ARRNALMODE 

_ 
o AMBULANCE: AlS, BlS (Circle One) 
OWHEaCHAIR 

o ORAl. AIRWAY 
o ET TUBE (Sim) 
ON(SIte) 
o MONrroR 

o CARRIED o CERVICAL COLlAR 
o SPINE BOARD: SHORT (Circle One) 

ODRUG Cl1 ALLERG/ESlI40 NKA "'",I p -

OFOOD ____ ____________ __ 
o CHEMICAL __________________ _ 

____________________ __ 

ADVANCE DIRECTIVE: _DYES 
ON FILE: ........... DYES 

DO NOT RESUSCITATE: DYES 
ON FfLE: ........... DYES iNO 

NO 
NO 

'NO 

LMP __________ _ 
'(ETANUS ______ __ 

o IMMUNIZATlONI 
LEAD FORM DONE 

ON/A 
ONiA 

ONiA 

o SAND BAGS o CPR 
o SUNG 
o SAGER SPUNT 
o HARE TRACTION 
OAIRSPUNT 
o OTHER SPLINT 
o DRESSING (Site) 
o MEDICATIONS 

NURSING ASSESSMENT 
PSYCHOSOCIAL RISKS: 

IF ANY BOX CHECKED YES 
SUBSTANCE USE (Aclfve or History): 0 YES 0 NO 
SUPPORT: 0 YES 0 NO 

SOCIAL WORK REFERRAL: 0 YES 0 NO 
CUlTURAUSP/RfTUAL: 
LIVING CONOmONS: PSYCHIATRIC (AcIlveorHlstory): OV RIsk Assessment 

DYES 

BREATHING: ________________ __ 

CIRCULATION: RADIAL PULSE: 0 Pre&ent 0 Not Present 
CAROTID PULSE: / 

NEllRO STATUS: -er"'Oriented & 0 Inap"P;;;prialB Warda 0 Incomprehensible Sounds 0 Urn::onsclous 
EYES OPEN: o-SPOnfaneously OTo Verbal Stimulus 0 To Pain OOOer-____________________________ __ 
BEHAVIOR: 0 Uncooperallve 0 Cemballve OOOer ___________________________ __ 

HEADIFACE: 0 Nonnal 0 NlA 
NECK: 0 Normal 0 NlA 
CHEST: 0 Nannal 0 NlA 
ABDOMawFELVlS: ____________________________________________ -DNonnal ONiA 

BACI<ISPINE: 0 Normal 0 NlA 
SKIN: OCeol 

EXTREMmES: 
Left Lower f/ 6' 

o Clammy 0 Diaphoretic o Pale o Flushed 0 Cyanollc 0 MotIIad ::=:: w"U Lz 
A TRIAGE CATEGORY: 
P PLANIINTERVENTIONS: 

____________________ .. 
OLeb _______________________ 
o Other 

111111111111 m611W IIII1 11m 1111 
04001 RNSIGNATURE __ 

1WU"111R1sy 7"'''/O?\ I 



TIME t SOLUTION (AMT) RATE CATH 

TIME 

TEMP 

PULSE I RHYTHM 

BP 

RESP 

Sp()2 

PEAK FLOW 

Cl2 

PAIN (0-+10) 

MED ADM I 
INTERVENTION 

PAIN RESPONSE 

MENTAL STATUS 

p 
u Uj ' 

p z 
I 
L 

N '" 

o R '" T Y w 
0 § 
R 

II: AE 
P F 

p I 
E P t 
RU ffi I L .. 
PS .. 
HE :> 

M2.12r 
S Strong 
M Modarata 
W Weak 
A Absent 

R 

L 

R 

L 

R 

L 

R 

L 

R 

L 

R 

L 

------- ------- -----------'--- '--- -------------- ------- -------'-- '---
------- -------'-- ------- -------------- ------- -------

SIGNATURE 

/ .,. 

RN 

'---
--------------

-------

TIME.l. ABSORBED INTAj<E OUTPUT 

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

-------

TOTAl. TOTAl. 

------- -------,'--
-------

------- '---

Pypll Reaction 
B - BrI$k 
S -Sluggish 
N -

---- -------'---
------- -------------- -------'---

'---

Response to Medications 
+ Good . 
• Minimal 
o None 

'----
--------------'---'---

PUPIL SIZE iiO·· ••• e. 
2 3 4 5 6 7 8 9 

-------'---
-------
'---



Age/Sex: 47 M 
Unit#: 0597460 

Aqcount#: 43391507 
Admitted: 

SAUNDERS, KEVIN E (DEP ER) I Page: 1 of 3 
08/22/03 at 0108 

CAYUGA MEDICAL CENTER NURSING * 
Date Range:Beginning to End 

Admission Assessment 

MHU EVALUATION .. 04/04/031051 ECL 

MENTAL HEALTH UNIT, PSYCHIATRIC EVALUATION 
(PRESS: F5 FOR DEMO RECALL) 

DATE OF EVALUATION: 04/04/03 Time: 0915 TIME CLEARED: 0825 
Revisit Within 72 Hours? 1ST Arrival Mode: Ambulance, BLS 
Patient's address: 1668 TR.UMANSBURG ROAD City: ITHACA 

Patient's phone number: 607-277-5808 
Accompanied By: Friend 

In Emergency Notify:WHELAN;ANNE MARIE 
Relationship: Friend 

Address: 721 W COURT ST 
Phone: 607-273,..6552 
City: ITHACA 

State: NY 

State: NY 

Chief Complaint: pt presents in er after coming via ambulance. states he has been 
feeling "a little bit different" and "feeling delusional" but is 
unable to provide any detailed information. pt denies a/v hallucinat-
ions but appears to be responding to internal stimulation. pt describe 
an increase energy level which has caused him to run excessively. pt 
admits he has been sleeping poorly and. hasn't. eaten very well.ptis 
vague&evas.ive during eval but is very polite. admits to poormemory 
and faircortcentration. appears preoccupied and seems to beexPerienc-
ing thought blocking. admits to daily marijuana use, last use reported 
to be "few days ago". pt denies any current med regime, states he sees 
janet stevens and dr belsare at epc outpt clinic. 

History of current states he has been feeling this way for n a few days or weeks" 
episode/illness: 

Current Outpt. treatment: epc outpt services, 

(agency, therapist, frequency 
and when last seen) 

janet stevens and 
dr belsare qrno 

Most recent inpatient treatment: 
{location, date, reason, los) 

cmc mhu 4/02 

IDEATION: DENIES ALL 

HALLUCINATIONS: 

Self mutilation: 

(EXPLAIN) 
AFFECT: 

EYE CONTACT: 

Denies All 
appears to be responding to 
internal stimuli 

has been scratching hand and 
hitting self as reported by • 
friend, alice 

Inappropriate 
Good 

DELUSIONS: Bizzare 

COMMENTS: 

Abuse: unknown 

(EXPLAIN) 
MOOD: Elevated 

Speech pattern: RATE: Normal 
ENUNCIATION: C 

RHYTHM: Halting 
COMMENT 

VOLUME: Soft 

Sleep Pattern: reports he has only been 
(DOCUMENT HRS/DAY, sleeping 1-2 hr/night 

MED AIDS & DREAMS) 

Sensorium: Oriented all spheres 
Substance use: Marijuana 

daily 
Alcohol 

(EXPLAIN) occas 

Family History of mental illness (EXPLAIN): states "no, not really" 
Medication: (F5) denies History: (F5) denies 

(Medical) state.s"no, nothing 
serious" 



Age/Sex: 47 M 
Unit #: 0597460 

Account#: 43391507 
Ao.mitted: 

SAUNDERS, KEVIN E (DEP ER) I Page: 2 of 3 
OB/22/03 at 010B 

CAYUGA MEDICAL CENTER NURSING * 

M»U EVl\LUATION 

Date Range:Beginning to End 
Admission Assessment 

.,; ..... :.: .}:;.>.: . ".:' 
04/04/Q3 lO!:jl.ECL 

STRESSORS INCLUDE: recent forensic review at epc clinic 

Legal Status: HX Of Conviction Explain: criminal procedure law status 

Support Systm: Friend 
Disposition: Transfer 

Live Arrange: House Lives with: Friend 
Rationale: pt to betransierredtoepc ashe is 

linked w/epcoutptc1:\.nic 
Are there children in the home: N EXPLAIN: 

Diagnosis: 
AXIS I: bipolar die 

manic phase 
AXIS IV: deferred 

AXIS II: deferred 

AXIS V: deferred 

AXIS III: deferred· 

Lethality Screen: (SHIFT + FB FOR SCALE DESCRIPTION) 
Support System: 3 

Total Score: 6 
Dangerousness: 1 

Ability to cooperate: 2 
**SCORE <B = INCREASED RISK OF HARM TO SELF OR OTHERS** 

COLLATERAL DATA: alice richardson, pt's friend who has been staying 
w/ pt: she reports pt has been increasingly 
agitated since forensic review at epc outpt 
services. she relates pt has not been eating, has 
not been sleeping, and has been running arciundout 
side for 5-6 hrs wino clothes on.pt has been 
making threatening statements towards self and 
others, making statements that he is hitler. 
she also states pt has disconnected all electrical 
appliances in·his home, has left running-water for 
hours. pt has. beenexhibitiIig rigid, compulsive 
type behavior such as running hands under scalding 
ho.t water, banging hands & scratching self. alice 
voices grave concern for pt's safety and f.br other 
people including herself. she relates there was a 
loud verbal altercation last night in which pt:. 
became threatening and alice wasfearfuifor her 
safety. she also relates pt has been experiencing 

(TIME, PERSON/AGENCY, ROI?) panic attacks in which he becomes very agitated & 
out of control. she feels pt is a danger to him-
self and is not safe to return home. 

REVIEWED WITH ER PERSONELL: dr baker 

REVIEWED WITH PSYCHIATRIST: dr roemmelt 

Insurance Pre-certification Documentation 

******Document all attempts to pre-certify******* 

databeast
"alice voices grave concern for pt's safety and for other people including herself."



Age/Sex: 47 M 
Unit #<: 0597460 

Accourit#: 43391507 
A.dmitted: 

I Monogram Initials 

ECL ECL 

SAUNDERS, KEVIN E (DEP ER) I Page: 3 of 3 
08/22/03 at 0108 

CAYUGA MEDICAL CENTER NURSING * 

Name Nurse Type 

CLEARY, EILEEN RN 

Date Range:Beginning to End 
Admission Assessment 
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.. Cayuga 
,'., . 

Medical Center 
at Ithaca 
101 D:Jtes Dr1ve • Ithaca, New York. 14850 
(607) 274-4011 

PROGRESS NOlES AND CONSULTAllONS 

0A7F/T1ME SEHV/CE 

Ilflf/D3 (yq vt; NUf 

17006 (Rev. 12/99) 

l E 
Baker, Donald James MD. 
43391507 ED 46 
05/01156 0597460 

./II1UlIIlIlIm In Mill m lUI -_.- ---- ----

PLEASE I.6E RJl1 SlGNA1IJR£ WITH I'ROFESSIONAJ. 1Tl1E 

/" i;,p 

.-



RUN DATE: 04/11/14 
RUN TIME: 1031 

Cayuga Medical Center *LIVE* PAGE 1 
Department of Pathology 101 Dates Drive, Ithaca NY 14850 

Phone # 607·274·4474 Fax # 607·274·4481 New York State Permit #54017010 
Daniel Sudilovsky, M.D. Director of Laboratories 

PAtIENT:······ 

REG DR: MD,Donald James 

Date 
Time 

"'>WBC 

=> RBC 

c'>HGB 

=> MCH 

4/4 
1135 
17.8 H 

04/04/03 
1146 
4.53 L 

04/04/03 
1146 
14:1 

04/04/03 ··1146· 
41 L 

04/04/03 
1146 

91 
04/04/03 

1146 
31 

04/04/03 
1146 

Summary Discharge Report 
PCI User: CEH Lab Database: LAB. LIVE 

LOCATION 

ACCT#:J43391507 . I LOC: ED 
AGE/SX:46/M ROOM: 
STATUS: DEP ER BED: 

* * * GENERAL HEMATOLOGY * * * 

U #: 0597460 
REG: 04/04/03 
DIS: 

Reference Units 
(4.8-10.8)CUMM 

Verified Date 
Time. 

(4.6-6.2) CUMM 
Verified Date . Time 

(l4.0-18.0) GIDL 
Verified Date . Time·· 

(42-52) % 
. Veri fted Date .. Time 
(80-94)um3 
Verified Date 

....... Time· 
(27-31)pg 
Verified·Date 

Time 



RUN DATE: 04/11/14 
RUN TIME: 1031 

Cayuga Medical Center *LIVE* PAGE 2 
Department of Pathology 101 Dates Drive. Ithaca NY 14850 

Phone # 607·274·4474 Fax # 607·274·4481 New York State Permit #54017010 
Daniel Sudilovsky. M.D. Director of Laboratories 

Summary Discharge Report 
PCI User: CEH Lab Database: LAB. LIVE 

LOCATION 

Patient: SAUNDERS. KEVIN E #43391507 (Continued) 

* * * GENERAL HEMATOLOGY * * * 

Date 4/4 
Time 1135 

=> MCHC 34 
04/04/03 

1146 
=> ROW 13 

04/04/03 
1146 

,,;> PLATELETS 323 
04/04/03 

1146 
=> MEAN PLATE VOL 8.6 

04/04/03 
1146 

;,;> POLY ""68 
04/04/03 

1209 
=> BAND 4 

04/04/03 
1209 

=> LYMPH 15 
04/04/03 

1209 

Reference Units 
(32·36) gldl 
Verified Date 

Time 
00.5-15) % 

Verified Date 
Time 

050-450} CUMM 
Verified Date 

Time 
(7.4-10.4) um3 

Verified Date 
Time 

(38c83) 
Verified Date 

""". Time 
(0-8) 

Verified Date 
Time 

(5-47) 
Verified Date 

Time 



RUN DATE: 04/11/14 
RUN TIME: 1031 

Cayuga Medical Center *LIVE* PAGE 3 
Department of Pathology 101 Dates Drive. Ithaca NY 14850 

Phone # 607-274-4474 Fax # 607-274-4481 New York State Permit #54017010 
. Daniel Sudilovsky. M.D. Director of Laboratories 

Summary Discharge Report 
PCI User: CEH Lab Database: LAB. LIVE 

LOCATION 

Patient:SAQNDtRS.KEVIN E ...• #43391507 (Continued) 

* * * GENERAL HEMATOLOGY * * * 

Date 4/4 
Time 1135 

=> MONO 13 
04/04/03 

1209 
=> MORPHOLOGY NORMAL 

04/04/03 
1209 

... 

Reference Units 
(0-13) 
Verified Date 

Time 
VeriHedDate 

Time 
================================================================================ 

Date 
Time 

=> SODIUM 

=> POT ASS IUM 

* * * GENERAL CHEMISTRY * * * 
================================================================================ 

4/4 
1135 

140 
04/04/03 

1202 
4.5 

04/04/03 
1202 

Reference Units 
( 135-145)fvt.10L/L 

Verifi ed Date 
·Time 

(3.5-5.0) MMOLIL 
Verified Date 

Time 

. .. 



RUN DATE: 04/11/14 
RUN TIME: 1031 

Cayuga Medical Center *LIVE* PAGE 4 
Department of Pathology 101 Dates Drive, Ithaca NY 14850 

Phone # 607-274-4474 Fax # 607-274-4481 New York State Permit #54017010 
Daniel Sudilovsky, M.D. Director of Laboratories 

Summary Discharge Report 
PCI User: CEH Lab Database: LAB. LIVE 

LOCATION 

.. 

Patient: SAUNDERS .KEVIN E #43391507 (Continued) 

* * * GENERAL CHEMISTRY * * * 

Date 4/4 
Time 1135 

=> CHLORIDE 105 
04104/03 

1202 
=> CO2 27.0 

04/04/03 
1202 

".><GLUCQSg ... ·100 
04/04/03 

1202 
=> BUN 20 

04/04/03 
1202 

=> CREATININE 1.2 
04/04/03 

1202 
=> BUN/CREAT RATIO 16.7 

04/04/03 
1202 

=> CALCIUM 9.7 
04/04/03 

1202 

. 

Reference Units 
(l01-111) MMQL/L 

Verified Date 
Time 

(22-32) MMOLIL 
Verified Date 

Time 
·.UO-105}iMGiDL 

Verifi ed Date 
Time 

(6-24) MG/DL 
Verified Date 

Time 
(0.5-1.4) MG/DL 

Verified Date 
Time 

(S-20) 
Verified Date 

Time 
(S.7-10.2) MG/DL 

Verified Date 
Time 



RUN DATE: 04/11/14 
RUN TIME: 1031 

Cayuga Medical Center *LIVE* PAGE 5 
Department of Pathology 101 Dates Drive, Ithaca NY 14850 

Phone # 607·274·4474 Fax # 607·274·4481 New York State Permit #54017010 
Daniel Sudilovsky, M.D. Director of Laboratories 

E 

Date 
Time 

4/4 
1135 

=>TOTAL PROTEIN 7.2 
04/04/03 

1202· 
4.4 ..... ··>.04/04/03· 

1206 
··2;8>. 

04/04/03 
··i···.. • •••••.• ·.1206·· 

=> ALBIGLOB RATIO 1.6 
04/04/03 

1206 
",> TOTAL B!URUBIN 1.1 

04/04/03 
1206 

Summary Discharge Report 
PCI User: CEH Lab Database: LAB. LIVE 

LOCATION 

#43391507 (Continued) 

* * * GENERAL CHEMISTRY * * * 

Reference Units 
(6.2-.8: IJ.GMIDL 

. Veri fi ed· Date <>. ··.<Time 
(3.6-5.4) GM/DL ..........•. ··.···Verifled· Date.· ...... 

Time ......•••••...... (2:.:4YGM/DL ••.. 
Verified Date .. Time 

(1-3) 
Verified Date 

Time 
(0.4-1.SJMG/DL 
.. Verifi ed Date 

Time 



RUN DATE: 04/11/14 
RUN TIME: 1031 

Cayuga Medical Center *LIVE* PAGE 6 
Department of Pathology 101 Dates Drive, Ithaca NY 14850 

Phone # 607-274-4474 Fax # 607-274-4481 New York State Permit #54017010 
Daniel Sudilovsky, M.D. Director of Laboratories 

Summary Discharge Report 
PCI User: CEH Lab Database: LAB. LIVE 

LOCATION 

..... 
(Continued) #43391507 Patient : SAUNDERS ,KEVIN E 

.... . .... 

* * * ENZYMES * * * 

Date 4/4 
Time 1135 

=> ALK PHOS 73 
04/04/03 

1206 
=> ALT (SGPT) 85 H 

04/04/03 
1206 

=> AST (SGOn 135 H 
04/04/03 

1206 

Reference Units 
(39-11nU/L 

Verified Date 
Time 

(17-63) UIL 
Verified Date 

Time 
02-42) UIL 
Verified Date 

Time 
================================================================================ 

* * * TOXICOLOGY * * * 
================================================================================ 

Date 4/4 
Time 1417 

=> AMPHETAMINE SCR (A) 
04/04/03 

1555 
(A) NONE DETECTED 

=> BARBITUATE SCR (B) 
04/04/03 

1555 
(B) NONE DETECTED 

=> BENZODIAZEPINE (C) 
04/04/03 

1555 
(C) NONE DETECTED 

=> CANNABINOID UR POSITIVE H 
04/04/03 

1555 

Reference Uni ts 
( NONE DETECT . 

Verified Date 
Time 

(NONE DETECT 
Verified Date 

Time 

(NONE· DETECT 
Verified Date 

Time 

(NONE DETECT 
Verified Date 

Time 

databeast
HIGH AST (SGOT) - 135 vs (12-42)



RUN DATE: 04/11/14 
RUN TIME: 1031 

Cayuga Medical Center *LIVE* PAGE 7 

Department of Pathology 101 Dates Drive, Ithaca NY 14850 
Phone # 607-274-4474 Fax # 607-274-4481 New York State Permit #54017010 

Daniel Sudilovsky, M.D. Director of Laboratories 
Summary Discharge Report 

PCI User: CEH Lab Database: LAB. LIVE 
LOCATION 

Patient: SAuNDERS .KEVIN E #43391507 (Continued) 

Date 
Time 

4/4 
1417 

* * * TOXICOLOGY * * * 

=>COCAINEURSCR (0) 
04/04/03 

1555···· 

(D) NONE DETECTED 
=>OPIAiESUR SCR.. CE) ... 

04/04/03 
1555 

(E) NONE DETECTED 
",> PCP URINE SCREE (F) 

04/04/03 
1555 

(F) NONE DETECTED 
See also (G) 

(G) ******************************************************* 
THE URINE SPECIMEN WAS TESTED AT THE LISTED CUTOFFS: 
DRUG CLASS 

AMPHETAMINES 
BARBITUATES 
BENZODIAZEPINE METABOLITES 
COCAINE METABOLITES 
CANNAB I NOl OS 
OPIATES 
PCP 

TEST LEVEL 
(NG/ML) 

300 
200 
200 
300 

25 
200 

25 

******************************************************* 
THIS IS A SCREENING PROCEDURE. POSITIVE RESULTS ARE NOT 
CONFIRMED. 
SPECIMEN WAS RECEIVED WITHOUT CHAIN OF CUSTODY. RESULTS 
SHOULD BE USED FOR MEDICAL PURPOSES ONLY. 

.... 

Reference Units 
(NONE DETECT 

Verified Date 
Time 

(NONE DETECr 
. Verified Date 

··Time 

(NONE DETECT 
Verified Date 

. Time 



RUN DATE: 04/11/14 
RUN TIME: 1031 

Cayuga Medical Center *LIVE* PAGE 8 
Department of Pathology 101 Dates Drive, Ithaca NY 14850 

Phone # 607·274·4474 Fax # 607·274·4481 New York State Permit #54017010 
Daniel Sudilovsky, M.D. Director of Laboratories 

ent: SAUNDERS. KEVIN E 

Date 
Time 

=>TSH 

4/4 
1135 
0.88 

04/04/03 
1451 

Summary Discharge Report 
PCI User: CEH Lab Database: LAB. LIVE 

LOCATION 

#43391507 (Continued) 

* * * ENDOCRINOLOGY * * * 

.. 

Reference Units 
(0.34· 5.60) MIU/ML 

. Verified Date 
Time 



<£> MEDICAL REC0RDS COpy 
( __ Cayuga 
-' .... __ . _ - Medical Center 

- at Ithaca 
101 DATES ORNE 0 ITHACA N.Y. 14850 PAGE 1 

• PATIENT'S NAME: SAUNDEP.s, KEVIN E ROOM NO: ED 

• 

• 

• 

• 

REFERRED BY: Baker,Donald James MD. 
EXAMINATION OF: LEFT FOOT 

DATE OF EXAMINATION: 04/04/2003 

HISTORY: 

REPORT: 

EXAM# RESULT 
000435800 DX/LEFT FOOT 

Indication: Foreign bcdy in the left fcct. 

X-RAY NO: 136904 

PATIENT NO: 0597460 
ACCT. NO: 43391507 
DATE OF BIRTH: 05/01/1956 

Three views of the foot were obtained. The bones demonstrate 
normal alignment. Joint spaces appear maintained. There is no 
eVidence of fracture. 

IMPRESSION: NEGATIVE EXAM. 

Copies Tc: Dcnald James Baker MD.; Robert MD. 

Transcribed Date/Time: 04/07/2003 (1002) 
SRI 

Radiclogy Tech: DP! PITCHER,DEBORAH 
Printed Date/Time: 04/07/2003 (1334) Batch No: 4045 

REPORT BY: Marc Jouandet MD. SIGNED BY JOUANDET ,MARC MD. 

PAGE 1 

B.A.R.BLAYK
FOOT:  "Indication: Foreign body in the left foot." 



--------------------------------------------------------------------. 
(Ii Ilnllllll mw WID niH 11111111 i Practice: ICA 

2643688 
SAUNDERS,KEVIN E 

ACCOUNT # lBaker,Donald James MD. I 
43391507 ED 46 
05/01/56 0597460 

... _. __ .. _ _ . 
Advanced Direc;tives 
Provided to: lSiif (Initials) 

. ,,:. .. (EMERGENCY DEPARTMENT) .- .. - - -.. .. - -

PATIENT SJGNATURE ON FILE FORM 
On File: Yes: ...v Patient's Rights Reviewed 

No: _ By: t BJ . (IDitials) 
Organ Donor: Yes: 

No: '-= -

======================================GENERAL====================================== 
CONSENT AND TREATMENT - I have come of my own volition, seeking urgent/emergency treatment. I hereby give my permission to the physicians and 
professional stoff of Cayuga Medical Center to give a treatment or perform test(s) or diagnostic procedures (including x-rays) wbich may be ordered by a 
medical cc:nter physician(s), hislher assistant; or designees as are necessary in their judgment I am aware the practice of medicine is not an exact 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 voluntarily consent to 
emergent treatment and subsequent care, including admission, if deemed necessary by a medical center physician. \.."......., 

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

I authorize Cayuga Medical Center physician(s) to direct that copies of releVant of my rn.edicaJ recQrd be forwllIliec1 to such medical 01: 
facilities as may be responsible for my subsequent care. .... . . .' . '. . . . . . " 

I anthorize Cayuga Medical Center representatives to review my record for'quality assurance utilliation proCedures. I alsO' hci-eby 
and direct Cayuga Medical Center, having treated me, to release to governmental agencies, insurance carrieIS, or others who are financially liable 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 care and treatment 

I authorize the release of my social security number to manufacturers for the purpose of tracking medical devices. 
Initials 1?fJ . 

GUARANTEE OF ACCOUNT -Cayuga Medical Center at Ithaca andlor Arrowhead Emergency Physicians. For and in consideration of rendered 
by Cayuga Medical Center at Ithaca and/or Arrowhead Emetgency Physicians to the below named patient, the undersigned (jointly and severally if more than 
one) guarantees 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 obligate myself to pay the account of the medical center in accordance with the rate aud 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. emergency 
physicians, and other specialists my attending physitian consulted with. f 

I certify that the infoImation given by me in applying for payment under TItle XVIII of the Social Security Act is correct I request that payment of 
anthorized Medicare benefits be made either to me or on my belulJf to Cayuga Medical Center at Ithaca aud/or my treating provider for any services furnished 
to me by that physicianlprovider. I authorize any holder of medical information abont me to release to the Health Care Financing Administratioa and its 
agents any infonnation needed to determine these benefits or the benefits payable for related services. 

Initials-r----,-_......:...._ 
====================================MEDIGAP=================================== 
I request that payment of authorized Medigap benefits be made either to me or on my behalf to Cayuga Medical Center at and/or Arrowhead Bmergency 
Physicians for any services furnished to me by that physician or organization. I authorize any holder of medical information about me to release to my 
Insurance Company any information needed to determine these benefits or the benefits payable for related services. 

Initials, __ _ 

ASSIGNMENT OF INSURANCE BENEFITS - I hereby authorize payment directly to Cayuga Medical Center at Ithaca and/or Arrowhead Emergency 
Physicians for medical insurance benefits including any Major Medical benefits otherwise payable to me under the terms of my policy but not to exceed the 
balance due to the physicians or organization furnishing the services perfonned during this period of hospitaIization. In making this assigmnent, I understand 
and agree that I am financially responsible to the above party andlor parties for charges not paid under this insurance policy. I permit a copy of this 
authorization to be used in place of the original. 

Initials 
==============================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 informed 
consent to specific procedures or treatment where it is feasible for me or my health care proxy to give, withhold, or revoke consent I certify that I have 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. K: FT . 
THE UNDERSIGNED CERTIFIES THAT EACH HAS READ AND UNDERSTANDS THE ABOVE TERMS AND CONDmONS. 

!t-.eN1 ..... ... 
Patient Signature 

Patient's Agent Representative and Guarantor Signature 
ICA\STG2.FRM 



.. 
CEHrlFICATE OF EXAMINING ... : .............................. . . PHYSICIAN 

. To Support an Application for 
Involuntary Admission 

- ..... ...................................... __ 

CERTIFICADON 
I. __ ....;.,A---'-..... ...... t---:=----:---: ________ , hereby certify that 

(Name of Examining Physidan) 

1. 1 am a physician licensed to practice medicine in New York State. 

2. I tiave with care and diligence pemonaHy examined the above named pemon 

on:' IGJli4fti:1 at c,cre &-c;-
(place where examined) 

3. Hind: 
a. this person Is in need of involuntary care and treatment in a hospital providing 

inpatient. services for the mentally ill ("in need of involuntary care and treatment" 
means that the person has a mental illness for which CiU'B and treatment as a 
patient in a hospital is essential to such peISOns weHare and whose judgment is so 

that he or she is unable to understand the need (or such care and treat-
ment); and 

b. as a result of his or her mental illness, this person poses a substantial threat of 
harm to seH or others r'substantial threat of harm" may encompass (i) the person's 
refasal or inability to meet his or her essential need for food, shelter, dothing. or 
health care, or (iij the person's history of dangerous. conduct associated with non-
compliance with mental health treatment programs). 

4. I have formed my opinion on the. basis of factS and infonnatian I have obtained (described 
below and on the IeVeISe side) and my examination of this person. 

&. 1 have considered alternative forms of care and treatment but believe that they are inade-
quate to provide for the needs of this pet5on, or are not available. 

6. If this person has to my knowledge received prior treatment, I have. insofar as possible., 
-consulted with the physician or psychologist furnishing such prior treatment. 

7. To the best of my knowledge and belief, the facts stated and Information contained In 
this certificate axe true. 

B.A.R.BLAYK

B.A.R.BLAYK
"Not taking care of himself and making threats towards others." - Arthur Roemmelt - citing Alice H. Richardson




CERTIFICATE OF EXAMINING 
PHYSICIAN 

/Lt,,,;fl f:. . 
..................... __ •• _ ..... .... _0 ............................................................................ .. 

To Support an Application for 
In\lOluntary Admission 

.... ...................................... 
flO· 

CERTIFICATION 
I. ____ -LA--'/"J ..... ...... ----Y. hereby certify that 

(Name of Examining PhysIcian) 

1. J am a physician licensed to pracHce medicine in New York State. 

2. I have with care imd diligence personally examined the above named pemon 

on:' at . 
(place where examined) 

3. I find: 
a. this person is in need of involuntary care and treatment in a hospital providing 

IDpatient. services for the mentally ill ("in need of Involuntary care and treatment" 
means that the person has a mental illness for which care and treatment as a 
patient in a hospital is essential to such person's welfare and whose judgment is so 
impaired that he or she is unable to understand the need for such care and treat-
ment); and . . 

b. as a result of his or her mental illness, this peISOn poses a substantial threat of 
harm to self or others ("substantial threat of harm" may encompass (I) the person's 
re!usal or inability to meet his OT her essential need for food, shelter; dothing, or 
bealJ:b caze, or {O} the persons history of dangerous.conduct associated with non-
compliance with mental health treatment programs). 

4. I have mnned my opinion on the basis of facts and information I have· obtained (described· 
below and on the reverse side) and my examination of this person. 

5. I have considered alternative forms of care and treatment but believe that they are inade-
quate to provide for the needs of this perspn, or are not available. 

&. If this petSOn has to my knowledge received prior treatment. 1 have. insofar as possible, 
consulted with the physician or psychologist furnishing such prior tre:a1ment 

7. To the best of my knowledge and belief, the facts stated and infonnatlon contained in 
this certificate an! true. 



Form OMH 471 SIl1 (3-91) 

NOTICE O.F STATUS AND RIGHTS 
INVOWNTARY ADMISSION ON MEDICAL CERTlFICAJ'ION 

be given. to the patiept at the time of 

SIaIe 01 New \bile 
OFACE OF MENll\!. HEAlIH 

adml$Sion tg tbe hospital) s ....... , .. , .. ,._ ..... , .... , .. 0.."'"018;"11.;" ........... . 

S.ecJlon 9.27 Men.tal fo!YJIiene Law 

TO: __ __________________________ __ 

Based the .certificates of two examining physicians, whose fifldings have been confirmed' by a member 
of the psychiatric staff of this hospital, you have been admitted as an Involuntary-status patient to this hospital 
which care and trea.tment for persons with mental Illness. You may b,e kept in the hospital for a perioq 
of up to 60 daY!' the date of your admission, unless.you have had a court hearing. During this 60 day period 
you may be released, or converted to voluntary or informal status. if you are willing to continue receiving inpatient 
car.e and treatment and are suitable for such status. 

You, and anyone acting on your behalf, should feel free to hospital staff about your condition, your status 
and rights under the Mental Hygiene U!.w, and th61 rules and regulations Qf this hospital 

If you, Qr 'Ulose acting on your behalf, believe that you do not need involuntary care and treatment, you 
or they may make a written request for a court hearing. Copies of such a request will be forwarded by the hospital 
director to. the apprQpriate court· and the Me$1 Hygiene Legal Service. 

HV$lENE LEGAL $I;RVICE 
. The Mental Hygiene Legal Service, a coul1 agency independent of thili\ hospital, can provide you and your 

. family with protective legal services, advice and assistance, including with regaro to your 
tion. are entijl"d to be informed of your rights regardiog hospitaiimioA and treatment, and have a right to 
I'J court hearing, to be represented by a. lawyer, and to seek independent mooi(!al opiRion. 

You, or on your behalf, may see OF commvnicate with. representative of the Mental Hygiene 
$enrice by telept.loning or writinQ direCW to. the Office of UJe Serv.ice or by requesting hO.E;pital to.- make 

such; for 
Se!Vi.Pe. fe-presentative. for; tni$. I;T.Il;lY be at: 

CflPlEE?la: 

MENTAL HYGIENE LEGAL SERVICES 
100 WASHINGTON STREET 
BUILDING 4' 
ELMIRA, NY 14901 

(607)271-9262 
THE ABOVE.: BEGN A QQPY OF THI$ NQTISE. • 

(Nearest Relatlve). 

i;lal" 

COPIES 10, Parsons designated by patlenllo be InfPllIled 01 admlssiDll. 
(If Noll&, typo in. "NONe".) 

A (;Opy of this Not/ce of Status and Rights is a/so being sent to the Mental Hygiene Legal Serv/ce. 
State and Federal Laws prohibit discrimination based on race, color, cr.eed, Flat/onal ori{1in, Elge, sex, or disability. 




