& LATROBE EMERGENCY DEPARTMENT RECORD
A

HOSPITAL PMH: SystemicCHIND DM  CancerHIV Thyroid Anemia Neuro: CVA  Seizures
Heart: Q1 Angin® CHF CCAD) AFib  Lungs: COPD Asthma GI: PUD GERD Liver
GU: UTI’s  Stones MS: Arthritis Psych: Depression Anxiety Schizophrenia ~ None

Operations: Appendectomy Cholecystectomy CABG None

PHYSICIAN ADULT SAMPLE omer e
FH: Stroke Heart Lung Liver SH: Nonsmoker Past Smoker ppd
Kidney HTN DM Cancer ETOH: Social Abuse Alcoholic None
None Illicit drugs: None>
Lives with: Mom Dad Spouse Family SO Alone
Lives in: Home Assisted care Homeless Nursing H
Single Married Divorced Separated Widowed

Medications: M Reviewed NN Review of Systems
Allergies: M Reviewed NN Level 1=0 Level 2,3=1 Level 4=2-9 Level 5=10+‘
CC: CHEST PAIN Time seen _77:24 CONSTITUTIONAL: Fever Chills_Weakness
Sweats Fatigue Loss of appetite
HPI: Nurses Notes
Source: Family Friend Guardian Nursing home Police Interpreter | EYES: Blurred vision Double vision ~Discharge
Mode of arrival: Walkin Wheelchair Friends Attendant CAmbulanc® Helicopter Police ltching  Pain  Redness  Photophobia None

Timing: Onset _2 7/2 am. pm. or Minute Days Weeks Months ago ENT:
Came on: Suddenly On awakening Pain: Resolved Ears: Pain Bleeding Drainage Ringing

. X . Hearing loss None
eD
Durat}on. Intermittent or Seconds Minutes Hours Days Nose: Bleeding Congestion Discharge None
Location:Cubsternal> R L chest

Throat: Pain Swelling Voice change None
Radiation to: Abdomen Back Jaw R Arm Hand None Mouth: Bleeding Pain Swelling None

Context:
Onset With light exertion ~ With heavy exertion _ While asleep RESPIRATORY: Cough heeze
Cardiac risk factors: FHx Diabetes Cocaine__None Hemoptysis Pain with breathing None
PE risk factors: Recent trauma/surgery  Estrogenuse BCP’s  Immobilization QVone ov: Left arm pain  Diaphoresis
1n0sis): 4_,(!,/}{“ None DOE PRD thopnea Edema
Palpitations Dizzy spells Syncope None

History of: Similar pain in past (dia;

@ Angioplasty ) Cardiomyopathy  Aortic discase ~ Valve disease
DVT/PE  None of the preceding GI: Abdominal pain Nausea Vomiting Diarrhea
Viagra (or similar) Neither in last 24 hours Melena Hematemesis Hematochezia
Prehospital care:(02 Y1V ) Monitor GSLNTG) ASA  None Dysphagia - Constipation  Rectal pain
o S T . . . .
Quality: Sharp  Stabbing ‘w Heavy  Crushing Burning  Aching GU: Dysuria Hematuria Frequency Incontinence
Severity: Mild Moderate Severe or __ 2 /10 Flank pain None
Modifying factors: Worsens: Coughing BreatIl’Ii Movement Position Nothing Male: Discharge Penile sore

5 Testicle: Pain Swelling None
Improves: NTG ~ Rest  Position Female: Vaginal discharge Abnormal bleeding

Associated signs and symptoms: None Pelvic pain Dyspareunia Pregnant None
Palpitations  Diaphoresis ~ Abdominal pain N/V  Calf pain or swelling  Chest rash
Other history: NEUROLOGICAL: Headache Dizziness Fainting

Lightheaded Changed LOC  Seizure
R L Numbness Weakness Speech problem
Problems walking Tremor None

MUSCULOSKELETAL: Pain or swelling in:

m R L Neck Chestwall Rib(s) Back Shoulder
PE: T P BP RR 02 Sat Reviewed on NN Arm Elbow Forearm Wrist Hand Pelvis
Constitutional Ill-appearing  Distress: None Moderate  Severe Hip Leg Knee Ankle Foot None
Neck: JVD G;orm)a INTEGUMENTARY: Rash ltching Lacerations
Eyes: Qale conjuncti Xanthelasma normal Wounds Bruises None
ENT: Pallor Cyanosis horma
Respiratory: R L Bil breath sounds: Diminished CGrormal)}] ALLERGIC/IMMUNOLOGIC: Hives ltching
R L Bil Wheezes Rales Rhonchi @ormzﬂ) Frequent infections Difficulty healing None
. . K S ——
CV: Tachycardia Bradycardia Irregular S3 S4 _ 2 /V@)la Murmur normal | HEMATOLOGIC: Easy bruising Easy bleeding
Carotid arteries: Bruits fhorma Swollen glands None
Pulse: Radial —Femeral: Absent Weak (hormal) _ )
Edema: 1 2 3 4 plus R L Bil Upper Lower extremity normas ENDOCRINE: Weight: Gain Loss b
X Lo . Intolerance to: Cold Heat None
Chest: Palpation: Tender Reproduces the pain : norma Excessive: Thirst Hunger Urination None
GI: Palpation: Liver: Enlarged  Spleen: Enlarged Mass: Pulsatile normal
Tenderness: Diffuse RUQ RLQ LUQ LLQ Epigastric Periumbilical Suprapubic PSYCHIATRIC: Depression Anxiety Sleepless
Mild Moderate Severe Rebound Guarding Rigidity - Hopeless  Suicidal Hallucinations None
Rectal: Bloo}d Flss.u.re Hemoqh01ds Impaction Mass : normal ALL OTHERS REVIEWED & NEGATIVE ‘7/%:
Guaiac: Positive Negative Controls reacted appropriately —
Extremities: Clubbing Cyanosis Calftenderness CGormal)
Skin: Vesicles Crusting Dermatomic Gormal)] UNABLE TO OBTAIN COMPLETE
Neurologic: Oriented to: Time Person Place ormal} HPI, PMH, FH, SH, or ROS DUE TO:

Psychiatric: Depression  Agitation mild normal | A jiered mental status Dementia  Medical urgency
(see next page) Intubated Other
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2.

Other exam:

MEDICAL DECISION MAKING

Additional information obtained from:

Old records) Family Caretaker

PCP

(findings):

1/ feb 2002, PTCA

Differential Diagnosis: Considerations may include:

Costochondritis Pericarditis CRulmonary embol doubt
Aorticdissection Esophageal reflux/spasm Pleuritis ;
Chest wall pai Gastritis Pancreatitis A/(zma
CholeTithiasis Herpes zoste Pneumonia
CHF Pneumothorax
Notes/Course:
SL m itroglycerip) Morphine Heparin given
Reevaluation: 1% _17:45 wWOrsened Improved Unchanged
2nd : Resolved Worsened Improved Unchanged
31 : Resolved Worsened Improved Unchanged
Consultation: PCP Other D, ﬁilww(
Called: __72:00 am. pm.  Call returned: __ 72:03 am. p.m.
Findings: See consult or Summary: __ W/H sare i shortly

Famil Education

Diagnosis Treatment> Prognosis

Counseling regarding:
Need for follow-up

PROCEDURES  (Unless otherwise indicated, all procedures were done or directly supervised by ED attending)

Risks, benefits, and alternatives (for applicable procedures below) described. Informed consent obtained: YES NO

CXR

REVIEW of RESULTS

Report of:BG UA reviewed and normal except:

<

Segs Bands
Lymp Mono Calcium:
ABG/O2 SAT: RA L NC Mask NRBM
pH pCO2 p0O2 HCO3 02Sat 94 %
URINALYSIS MICRO
SpG Ketones WBC
pH Blood RBC
Prot Nitrite EPI
Glu Leuk Bact
OTHER PT CPK
PTT CKMB
INR TPNI

Pulse oximetry int; iQn:
Normal ~ Mild (Moderate)

Severe desaturation

CXR:
No acate disease
EKG Interpreted by ED Physician

Compared to prior EKG dated 6 f 1¢ [/ 03

Rate _ 78 bpm Axis:

Rhythm: SB ST PACS Afib Aflutter
PVC’s
LBBB

Hypertrophy: LAE RAE VH RVH
ST:ld Inf  Ant Cat Wchemp) Infarct
—

T
AVB

Junctional

Block: 1 2 3

LAD RAD

VT VF
RBBB

Paced
IVCD

Qormal)
MAT

Nonsp Normal

4
Qioned

Qone

ADDITIONAL NOTES

Con

See separate Discharge instruction sheet

Disposition: Hamemnsfer to: Ieﬂ. 2823

dition: Good  Fair Poor
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d Seen by Self or with Resident: 1 have personally
performed the key portions of the service or I was present
with the resident during the key portions of the service, and
have discussed the case with the resident and agree or have
amended the findings and plan as documented in the

D Seen with Student: 1 have personally performed and
documented the H & P and MDM, and I have reviewed the
student's ROS and PFSH and agree or have amended the
findings as documented by the student.

D Seen with PA/CRNP: 1 have directly evaluated the
patient and agree or have amended the PA/CRNP's findings
and assessment as documented by the PA/CRNP.

U Intubation by: OT NT approach. Placement confirmed by: Exam EDD ETCO2
O Cardioversion performed under my order and direction.

Resultant thythm: NSR SVT ST SB Afib A flutter
U IV Thrombolysis initiated under my order and direction
U Critical Care time minutes (Time spent performing separately billable procedures is excluded)
O See procedure note on attached page for additional procedures
IMPRESSION
1. _Chest pain, Aoate Coronary Syndrome
2.

residents note.

3.
4,
S.
DISCHARGE INSTRUCTIONS

Resident/MS4

Staff PA/CRNP

Staff MD

JM%’ Fayy 0F, /”p

4 Reviewed with Dr. who
assumed care at
Pending:
Level of Service: 1 2 3 4 5
CC30-74__ min CC>74 min




