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2960 Sleepy Hollow Road WILLIAMS . LYNNAE D

Falls Church, Virginia 22044 J84090217483 aom 1y J.222-8
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DISCHARGE PLAN FORM

Discharge Status , ~ . — 2y
Admission Date: / O/ ?O/O 7 Discharge Date: /—?//O “/  Discharge To: A,L;'yru( </ ’—’é f?,/
' TH /M

FOLLOW-UP APPOINTMENTS
Name Telephone Appt Date Appt Time Date Faxed
Psychiatrist

Fax Number Address
Therapist

Fax Number Address
Other

AFTERCARE PLAN
Mental Health/Social /Medical Issues

] Patient has been advised of the potential for Metabolic Syndrome and the need for follow up with the
Psychiatrist and Primary Care Physician.

DISCHARGE DIAGNOSIS:

Axis I: Axis Ill:
Axis: 1l Axis IV:
Axis: V:

Attending Physician: lDY‘ //2 Uﬂ\ Phone #: 703 -5X /' }33 /
Physician Signature: &/L- M},bh D Date: [ 0-3/1-09

Patient Signature: /‘\ Gl L/ \_/‘———;”—"—’:‘/ Date: [(‘; - X |- O‘)
Patient/Guardian SignatL'Jre: Date:
Social Worker Signature: - : Return PatienAt’S
r /4 \ i e g o !
\‘//L//KJ/ / /’/C A "/Q}/ o RES 'v/ i’g{eelifs;ogzsupon discharge

BT e Original - Chart Yellow Copy to Patient Zv'aluab'i&S



Age/Sex: 33 F [ WILLIAMS,LYNNAE D (REG RCR) Page: 1

Unit #: J000018122 J.3PA-
Account#: J84090218118 Roth,Richard L
Admitted: Dominion Hospital Patient Care INITIAL SAFETY ASSESSMENT: ADU
4

Coded Allergies/Adverse Reactions
Name Category Severity Ver? Date Time User

Reaction

Allergies
Fluoxetine HC1l Drug M ¥
RASH

10/30/09 1240 HEB

Adult Partial Safety Assessmnt 11/04/09 1548 EMW

What are your goals for this hospitalization: "Adequately address any concerns about my
ability to return to work and cope with stress*

Any History of Abuse or Neglect: N

History of Aggressive/Assaultive Behavior: None
cess to Lethal Means: N

f Yes please explain:

Patients Social Worker notified: N

History of Suicide Attempts: N

Does the patient have any thoughts of suicide:DENIES
Does the patient have any intent of suicide: DENIES

=2s the patient have a plan for suicide: DENIES
Does the patient have a history of self harm: N Types of Self Harm Behaviors:
Head Banging: N Scratching/Cutting: N Manipulating others to harm self: N
Fire Setting: N Hanging: N Overdosing: N Burning: N Self Strangulation: N
Jump in front of car, window, metro: N Poison: N Self Biting: N Other: N

Friggers: NA

Level of Impulsivity: Low

Admission history/symptoms indicate potential for self-harm: N
Commits to notify staff of self harm thoughts,intent, or plans:Y

Patient’s Protective Barriers against Suicide/Self Harm: Coping Skills
Currently Employed/School

Positive Attitude

Social Supports

Ability Reality Test
Precipitating Factors:If applicable what does the pt identify as the cause
of loss of control or acting out behavior? "MY JOB’S CONCERN AFTER THE ACCIDENT REPORT

FOLLOWING MY CAR ACCIDENT ON OCT 27, 2009"

Techniques used to help patient control behavior: "I HAVE BEEN IN CONTROL
OF MY MOOD, NOT OUT OF CONTROL, EXCEPT WHEN DISORIENTED FEW DAYS AFTER ACC.

J} <<NURSING ADMISSION NOTE>>

Oriented to unit: Y
Appearance: WELL GROOM : PT ADMITTED TO ADULT PARTIAL PROGRAM TODAY. STATES
Additional Comments: SHE WAS DISORIENTED AFTER HER CAR ACCIDENT FQR A FEW DAYS BUT DENIES
LOSS OF CONTROL OF MOOD' OR BEHAVIOR RECENTLY. HAS AN INTERVIEW AT WORK



WILLIAMS,LYNNAE D
DOMINION HOSPITAL 184090217483 aoM N J.222-8

10/30/09  Roth.Richard L
D0B:07/09/1976 F/33

o . _ ‘ | ¥R# J000018122
Admission Medical History 111 e
and Physical Examination

REVIEW OF SYSTEMS:

Head: "EI No Abnormalities Identified [J Recent Trauma [ Other

Eyes: [ No Abnormalities Identified [ Corrective Lenses [J Other

Ears (hearing): CTNO Abnormalities Identified [] Infection/Pain  [] Other

Nose: E]V”No Abnormalities Identified [ Rhinitis [ Other

Mouth / Throat (with dental assessment): D\No Abnormalities Identified ] Sore Throat [ Other

Cardiovascular: D’No Abnormalities Identified [J Chest Pain [ Other

Respiratory: [FNo Abnormalities Identified [0 Cough [ Shortness of Breath [ Other

Gastrointestinal: G,Pdo Abnormalities Identified [J Nausea [ Vomiting [OJ Diarrhea [ Other

Genito-urinary: ~E] No Abnormalities Identified [J Urinary Frequency [ Urgency [ Other

v
/

Gynecological: (7 No Abnormalities Identified [J Vaginal Discharge [ Other

LMP: |, K

Skeletomuscular (include motor development and functioning): ~ [] No Abnormalities Identified l’j Pain [ Other

Skin: [ No Abnormalities Identified [] Other

Neurological: _[] _No Abnormalities Identified [] Headaches [ Other

Weight Change / Dietary Habits: [J ,No Abnormalities Identified [] Weight Loss [ Weight Gain

[1 Appetite Loss [ Increased Appetite [ Other




DOMINION HOSPITAL

Admission Medical History
and Physical Examination

WILLIAMS,LYNNAE D
J84090217483 ADM IN J.222-8
10/30/09  Roth,Richard L

/1976 F/33 vr# J000018122

i

l[l Dominion Hospital

Patient Name:

Date:

MR #:

s 2 o s

o/ </ (/D

CHIEF COMPLAINT AND PRESENT ILLNESS (INCLUDE IDENTIFY:ING INFORMATION):

Vv

. ,\“‘Q e

e

¥
"/ b {2/

CURRENT MEDICATIONS:

AT 1

PAST MEDICAL HISTORY:

(children include birth and maternal history, if available):

\

\X \"q f\\\}/\p/\)‘ .

Surgery:
FES
i\
llinesses: N/
j . A
\ "\ o e /\ o

Allergies: &
Immunizations: b X

\J N\

SOCIAL HISTORY:

Tobacco Use [] Yes \ \D{ No
Drug Use O Yes, E)No
Alcohol Use O Yes : O No
FAMILY HISTORY:

DH-022 (1/09)




DOMINION HOSPITAL

Admission Medical History
and Physical Examination

WILLIAMS,LYNNAE D
J84090217483 aoM IN J.222-8
10/30/09  Roth.Richard L
D08:07/09/1976 F/33

T

MR# JOO
m Dominion Hospital

ADMISSION PHYSICAL EXAMINATION

(Note: Examiner is to cross out any description of findings which do not apply to this patient. If any abnormality is noted

during the examination, please describe under the "Specify otherwise" section.)

Pulse Respirations

Blood Pressure

L

O Patientis a well-developed, well-nourished

GENERAL APPEARANCE

[0 Specify otherwise

individual who does not appear to be acutely

or chronically ill. Posture is appropriate; no

visible disturbance or gait.

~(a Palpation: warm, moist, elastic. Inspection:

_SKIN

1 Specify otherwise

without significant eruptions or discoloration.

D Scalp is clean. Hair is of normal distribution

HEAD

] Specify otherwise

and color, is not significantly fine or

course to touch.

O Facial contour, mobility and expression

FACE

I Specify otherwise

are normal. No marked asymmetry or

sagging noted.

) LT Pupils are equal, round, regular and react to

EYES

[0 Specify otherwise

light and accommodation. Extraocular

movements are normal. The sclera is white.

Conjunctiva are free from infection. The

cornea and lens are clear. The Fundoscopic

examination reveals sharp disc margins.

Vessels are of normal caliber. No

hemorrhages or exudates are present.

O No obvious deformity. Mucous membranes

NOSE

[J Specify otherwise

are not inflamed. Turbinates are not swollen.

Airways are patent. There is no septal

perforation. There is no significant rhinitis.

O canals are clear. Tympanic membranes are
B s

EARS

[ Specify otherwise

intact and noninjected. Hearing is adequate

for normal conversation. External canals are

free from tophi or other abnormalities.
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Admission Medical History
and Physical Examination

WILL IAMS
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MOUTH O Specify otherwise

[0 Breath odor is within normal variation. There

is not significant change in the color or texture

of the lips, tongue or buccal membrane.

Tongue protrudes in the midline without

unusual tremor. Teeth are in good repair

and.the gums appear healthy.

PHARYNX [J Specify otherwise

L_,.}/ Mucosa is not inflamed. No evidence of

swelling or exudate. Tonsils are present

and not enlarged or inflamed.

THYROID [0 Specify otherwise

/CY The thyroid is not enlarged. No nodules are

present.

D/There is no increased jugular venous

NECK [0 Specify otherwise

' pressure. Carotid pulsations are equal.

No bruits are heard.

GLANDS I Specify otherwise

/
[:1/ There is no significant lymph gland

/

/ enlargement in the neck, axillae, epitrochlear

4 3
area, supraclavicular area or groin.

/ CHEST [ Specify otherwise

00 Normal contour and movement on inspiration /

expiration. No chest wall tenderness.

discharge, dimpling, wrinkling or

LUNGS _ [0 Specify otherwise
o Auscultation: Breath sounds are audible.
d No rales, rhonchi, or wheezes are noted.
Percussion: Resonant in all fields.
BREASTS [T Specify otherwise
O Free from masses and tenderness, 7 \ f L
AR AN VAN

discoloration of the skin.

HEART (] Specify otherwise

O Not enlarged. Heart sounds are normal

regular in rhythm and of normal rate. No

murmur, gallops, clicks or rub are heard.

e

L
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Admission Medical History
and Physical Examination

WILLIAMS, LYNNAE D
Jg40 3
10/30/%321@3,%?3:;3'. J.222-8

00B:07/09/1976 F. MR# J000018122
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TANNER STAGES (Adolescents Only)

MALE

FEMALE

O Stage 1 Preadolescent pubic hair and breasts. Preadolescent penis and testes, no pubic hair

O Stage 2 Sparse, lightly pigmented straight pubic hair; Scanty pubic hair, slightly enlarged penis;
breasts papilla elevated as small mound; enlarged scrotum, pink texture altered.
areolas diameter increased.

O Stage 3 Pubic hair darker, beginning to curl, increased Pubic hair darker and curly. Penis, scrotum
amount; breast and areola enlarged, no contour larger.
separation.

O Stage 4 Pubic hair coarse, curly, more abundant; areola Adult-type pubic hair, penis larger, wider;
and papilla form secondary mound. scrotum larger, darker.

[0 Stage 5 Pubic hair is adult feminine triangle; mature Adult-type pubic hair distribution; full growth of
breast, nipple projects, areola part of general penis and testes.
breast contour.

RECTAL [0 Specify otherwise

(All patients, age 45 or older, or if specific
symptoms indicate need for examination.)
[0 No evidence of hemorrhoids, fissures,

bleeding or masses. Prostate is smooth
of normal size, is non-tender and free from
nodules (male only.) No masses present.
Sphincter tone normal.

NOT PERFORMED

[ Patient less than age 45 and no specific

symptoms indicating need for examination.

O /Recent exam completed on

#
/by

[J Specify otherwise

/

O Patient wishes to have own physician perform
. exam. Physician name
[0 Patient unable to cooperate because of

psychiatric condition. Describe:

O Other
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ABDOMEN ] Specify otherwise

] Normal contour - no masses to tenderness,

no organomegaly (kidney, liver, spleen.)

There is no costovertebral angle tenderness

and no guarding. Peristaltic sounds are

normal. No bruits are heard.
GENITALIA / PELVIC - FEMALE ] Specify otherwise

] No hernias. No lesions of the labia or

introitus are noted. The vaginal mucosa is

moist and normally elastic. Uterus is

normal size, shape, position, freely

moveable. Cervix is without lesions.

There is no significant vaginal discharge.
NOT PERFORMED I Specify otherwise

[0 Patient less than 18 and not sexually active.

[0 Recent exam completed on

by
[0 Patient wishes to have own physician perform

exam. Physician name

[0 Patient unable to cooperate because of

psychiatric condition. Describe:

[J Other
GENITALIA - MALE [0 Specify otherwise

O Both testes palpable. No abnormal masses.

No hernias. No urethral discharge. No

lesions of glans or shaft noted.
NOT PERFORMED [0 Specify otherwise

O Patient less than 18 and not sexuaily active.

[0 Recent exam completed on

by
[0 Patient wishes to have own physician perform

exam. Physician name

(] Patient unable to cooperate because of

psychiatric condition. Describe:

[ Other
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TANNER STAGES (Adolescents Only)

MALE

FEMALE

O Stage 1 Preadolescent pubic hair and breasts. Preadolescent penis and testes, no pubic hair

[0 Stage 2 Sparse, lightly pigmented straight pubic hair; Scanty pubic hair, slightly enlarged penis;
breasts papilla elevated as small mound; enlarged scrotum, pink texture altered.
areolas diameter increased.

O Stage 3 Pubic hair darker, beginning to curl, increased Pubic hair darker and curly. Penis, scrotum
amount; breast and areola enlarged, no contour larger.
separation.

O Stage 4 Pubic hair coarse, curly, more abundant; areola Adult-type pubic hair, penis larger, wider;
and papilla form secondary mound. scrotum larger, darker.

| Stage 5 Pubic hair is adult feminine triangle; mature Adult-type pubic hair distribution; full growth of
breast, nipple projects, areola part of general penis and testes.
breast contour.

RECTAL [ Specify otherwise

(All patients, age 45 or older, or if specific
symptoms indicate need for examination.)
[0 No evidence of hemorrhoids, fissures,

bleeding or masses. Prostate is smooth
of normal size, is non-tender and free from
nodules (male only.) No masses present.
Sphincter tone normal.

NOT PERFORMED

[ Patient less than age 45 and no specific

symptoms indicating need for examination.

[0 ,Recent exam completed on

/
/by
/

[0 Specify otherwise

7 O Patient wishes to have own physician perform
- exam. Physician name
(] Patient unable to cooperate because of

psychiatric condition. Describe:

[ other




WILLIAMS, LYNNAE D
DOMINION HOSPITAL J84090217483 aoM IN  J.222-8

10730709  Roth.Richard L
D0B:07/09/1976 F/33 MR# J000018122

Admission Medical History m'mm””", "”m”/(ﬁm Dominion Hospital
and Physical Examination

NEUROLOGICAL EXAM (cond.)
] Eyelid Elevation: Able to retract eyelid fully. [0 Specify otherwise

I Fundi flat, discs not elevated; no arteriovenous | [ Specify otherwise

nicking, no hemorrhages, no retinal

pigmentation.
i, IV, VI Movement of Eyes (oculomotor, O Specify otherwise

/ trochlear and abducens nerves):
[0 Smooth, symmetrical movement through

all positions of gaze; no nystagmus

present.
/V.A Trigeminal (ophthalmic branch, maxillary [ Specify otherwise

/
/ branch, mandibular branch).

O with eyes closed, indicates facial and

aural tacticle perception.
Movement of muscles of mastication: I Specify otherwise

-/ Symmetrical tension in muscles of
4

clenched jaw; able to move jaw laterally

against resistance; symmetrical muscle

mass of temporalis and masseters;

absence of lip tremors, involuntary

chewing movements and trismus; chews

symrnetricaIIL
/ VII. Facial [ Specify otherwise

i
[C] Normal facial inspection, frowns, and

elevates eyebrows symmetrically (upper),

tight closing of eyes (upper), adequate

saliva production; able to show teeth;

~

/_smiles symmetrically (lower).
VIIl. Acoustic (I Specify otherwise

[0 Cochlear branch: Hears finger rubbing and

snapping equally in both ears.
Vestibular branch [J Specify otherwise

I:]/Finger to nose or finger to finger without

past-pointing; normal tandem walk; stands

with feet together without posture deviation

(absent Romberg)
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CIRCULATION

[l No significant varicosities. Pulses are

O Specify otherwise

palpable and regular in neck, wrist, groin,

popliteal, and tibial arteries. No audible

bruits.

EXTREMITIES

[ Full range of motion of joints. No

0 Specify otherwise

discolorations, tenderness, edema or

evidence of impaired function.

[ There is normal curvature of the spine.

BACK

] Specify otherwise

There is no tenderness of the cervical,

dorsal and lumbar spines.

_ NEUROLOGICAL EXAMINATION |

Level of Consciousness

1 Alert [ Drowsy [ Stupor

[0 Coma

Knowledge

T Appropriate to age, education, cultural

'] Specify otherwise

background, life experiences.

4 or other difficulties or impediments of

Speech and Language

[T Clear articulation; no slurring, no stuttering,

] Specify otherwise

speech; no bizarre intonation; able to use

and interpret language with ease; no

difficulty sending or receiving verbal or

gestural messages.

Examination of Cranial Nerves: 1l - XII

[ Specify otherwise

Il. Optic:
[ visual Fields: Full with no deficits on con-

frontation; able to distinguish number of

fingers in central field; distinguishes move-

ment in peripheral fields.

[ Pupillary Reactivity: Pupil size symmetrical;

[ Sgecify otherwise

pupils neither widely dilated nor pinpoint in

average room light; prompt constriction in

reaction to direct light stimulus.
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NEUROLOGICAL EXAM (cond.)

IX, X. Glossopharyngeal and Vagus Nerves:

] Specify otherwise

[J Normal midline elevation of uvula and palate;

laryngeal contour rising with swallowing;

phonates without hoarseness or articulation

difficulty.

XI. Accessory Nerve: [0 Specify otherwise

[J Normal strength and symmetry on turning

head and elevation of shoulders.

XIl. Hypoglossal Nerve: [J Specify otherwise

[J Tongue protrudes in midline with absence

of fasciculations, tremors or atrophy, normal

muscle strength of tongue; normal lingual

speech.

Cerebellar Function: [ Specify otherwise

Balance:

O No abnormalities of gait (tandem and

heel-toe.)

Coordination: [0 Specify otherwise

[0 Able to touch finger to nose and heel to shin

and vice versa rapidly and accurately with no

past pointing; able to perform rapid

alternating movements (supination and

pronation of forearms) quickly and

symmetrically.

Motor Functions: ‘ (] Specify otherwise

[0 Symmetrical on inspection; good tone

without spasticity or rigidity; no contractures

or hypotonus; no atrophy.

Muscle Strength: ] Specify otherwise

[0 Adequate and symmetrical muscle

strength (5/5) on resistance to opposing

force for upper and lower body muscle

group on flexion and extension, abduction

and adduction.
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Invotuntary Movements:

. Absence of tremors, twitches, tics,
fibrillations, fasciculations, athetoid
or choreiform movements, myoclonus

or myotonia.

] Specify otherwise

Fa

4 D

Range of Motion:
Full range of motion with no restrictions in

upper and lower extremities, spine.

] Specify otherwise

7
O

~Sensory System:

Normal and symmetrical response to touch.

[ Specify otherwise

o ad

Other Reflexes and Signs:

Babinski's sign:

Absent (great toes downgoing on right
and/or left.)

Present (toes upgoing on right and/or left.)

Non-reactive or equivocal.

[J Specify otherwise

Meningeal Signs:
Present: [0 Kernig [ Brudzinski

ad Specify,?thevyise
\. 3

[ a6l
yd i

Deep Reflexes:

Please note results of tests of biceps, triceps, radial, quadriceps, and Achilles' reflexes.

0 = Absent 1 =Diminished 2 = Normal

3 =Increased 4 =Hyperactive 5 = Hyperactive with clonus

LEET RIGHT
Biceps
Triceps .
Radial A M
Quadriceps

Achilles
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m Dominion Hospital

PARTIAL HOSPITALIZATION PROGRAM
ADMISSION SUMMARY

To be completed by attending physician at the time of discharge from inpatient level of care to the
partial hospitalization program.

Current Diagnosis: Axis 1: G?S)/C A"’"L Nz
defeney

Axis 2: % A
Axis 3: no dragreses
Axis 4 nere Line~

Axis 5: GAF: Y2,

Presenting Prob lem (target symptoms and behav10r5f Sepavate /lACcM 074

1zavye Sehovsow durivng Tle dices phroc fo bov

e \I/’L’jf ,‘I{,ILM /O/Q/OC

Mental Status: S{nce. G d/M 1S5t ne  vevF ew M@L
U() Sy obus auted

Treatment Planning:
Treatment Problem Statement: The behavior/relationship difficulties, which require change in order for the patient

to function in a less restrictive scmng, require that the patient will: 5 /‘/M j’téaéé /MW(
Thiw Euq ard_betavios

PHYSICIAN TREATMENT PLANNING INTERVENTIONS

Therapeutic Interventions: W/W’v { /Mé/l Vld%/ 9/’3'—‘;/
yaAqszé’tZ lxymég

Other:

Estimated Length of Stay (/ ZLU f d/@ S Iw //7//)
Discharge Plan hé""‘( ) I » ‘:‘Kf 7 X

ﬂﬂ@ﬁ/wzﬁ (6-3~05

ATTENDING PHYSICIAN DATE:

DH-210 (10,03



Age/Sex: 33 F WILLIAMS, LYNNAE D

(REG RCR)

] Page: 1

J000018122 Jd i+ 3PA=

J84090218118

Unit #:
Account#:
Admitted:

\

Roth,Richard L
Dominion Hospital Patient Care

PSYCHOSOCIAL ASSESSMENT

S

| Psychosocial Assessment

11/04/09 1533 MXS

Reason For Admission”™:

Patient was admitted to DH on 10/30/09 and left AMA on

10/31/09. In days/weeks prior to admission patient

had reportedly been behaving in a bizarre way at work
and was then in a road traffic accident

(State Dept)
which she is reported to have deliberately caused.
Today patient presents stating that she is not sure
why she has been admitted to PHP except "that the
State Department has ordered this".

Does Patient Meet Criteria for Current Level of Care:
Supervisor Informed:

Primary Language: ENGLISH ENGLISH
j?:cial/Cultural/Educational Influences™:
Yatient is one of two sibs born to middle class
parents, raised in suburb of Atlanta, attended
Spellman College for undergrad, progressed to
grad school at Georgetown SFS, was then employed by
DOD, sent to Iraqg for four months (2007) , returned
to DOD where she reports having exceeded work
performance expectations, then moved. to State Dept
‘n March 09. Patient has supportive parents (
“ired educators)Patient lives alone in apt in DC
-#id currently works for State Dept as an analyst.

"}M-FAMILY HISTORY~~~~
' Family Psych Hx: Y

Family Psych Relationship: Aunt

Describe Family Psych Hx™:
Schizophrenia in matermal aunt.

Family Hx of Suicide: N
Family Suicide Relationship:
Describe Family Hx of Suicide”:

Family CD Hx: N

Family CD Relationship:



33 F WILLIAMS, LYNNAE D (REG RCR) | Page: 3

Age/Sex:
Unit #: J000018122 J.3PA-
Account#: J84090218118 Roth,Richard L
Admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT
R
J
[ Psychosocial Assessment ~std 11/04/09 1533 MXS
Religion: CHR CHRISTIAN

Spiritual Practices: Church

Pt Believes in Higher Power: Y
Describe Higher Power™:

Last Grade Completed: Graduate degree
Degrees/Certificates: Masters in Foreign Relati

j} Current Student: N
Where:

Change in School Performance:
Describe Change In School Performance”:

Problems with Behavior at School:
Truancy:
Learning Problems/Special Education: N
Describe Learning/Behavioral Problems”:

~~~~EMPLOYMENT HISTORY~~~~
Currently Employed: Y

:) Pt Occupation: Analyst
Time at Current Job: 4.5 years L VN GaueL 3xw.j T . Cagloned e Cod e At

Job Satisfaction: High - L

Longest Time at One Job: 4.5 years
Frequent Job Changes: N S R e

Reason for Job Changes™:

Unemployed in Last Year: N
Reason for Unemployment”:

Parent Occupation:
Spouse Occupation:
Financial Needs: Denies any stressors
Denies debts
Denies compulsive spendin
) States she manages
money "very well and
I have good savings"
Military Hx: N
Branch (es) :



Age/Sex: 33 F | WILLIAMS, LYNNAE D (REG RCR) | Page: 4
Unit #: J000018122 J.3PA-

Account#: J84090218118 Roth,Richard L

Admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT
L, -

/

11/04/09 1533 MXS

>

| Psychosocial Assessment ~std

# of Years:
Military Reserve:
Discharge Type:

Year:

Discharge R/T Substance Abuse:
Discharge R/T Psych Condition:

~~~~ARREST HISTORY~~~~

Arrest or Pending Litigation/Civil Charges Hx: Y
Number of Arrests: 1
Reason for Arrest: leaving scene of accident

Arrests Involving Violence: N

DUI/DWI: N
) When :
5 Public Intoxication: N
When:
Probation Hx: N
Why/When:
Parole Hx: N
Why/When:

Describe Pending Litigation/Civil Charges™:
above note re. recent charges.
Pdtient has retained an attorney

~~~~CAFFEINE HISTORY~~~~

Pt Use Caffeine: Y — Al \ -
N T e e \vn AN WYL L s N B v \ s
- J R =
Types of Caffeine: Coffee e T s 3
i \ "\V E = & (
8 reg \ - ¥ ' -
= N N — ¢ 3
¢ e " by G
M TR e N reasieegmaa " - )
Amt per Day: 1-2 L T A L e aa N S -
R
= \
L ¢ Ve ‘\\ ’ L ) - e L]
&
R e ALs I
“y > I T
& e L .5 <\ -
9 ) WV ey Ve ke Ao



Age/Sex: 33 F

WILLIAMS,LYNNAE D (REG RCR)

] Page: 5

J.3PA-
Roth,Richard L
Dominion Hospital Patient Care

PSYCHOSOCIAL ASSESSMENT

Unit #: J000018122
Account#: J84090218118
Admitted:

™
J

Psychosocial Assessment ~std

11/04/09 1533 MXS

Nicotine Hx:
Kind of tobacco:

Age First Used:
Packs/tins per day:

How many years:
Any Conseqguences:

Quit:
When:

Does Patient Drink Alcoholic
Type of Alcohol:
How Often:
) How Long:
How Much:
Last Drink:
Type of Alcohol:
How Often:
How Long:
How Much:
Last Drink:
Type of Alcohol:
':3 How Often:
’ How Long:
How Much:
Last Drink:
Alcohol Comment”™:

~~~~NICOTINE HISTORY~~~~
N

Beverages: Y

WINE

1 - 2 times/month
10 years

glass

Patient denies any abuse of alcohol and states she

seldom drinks

Pt Believes ETOH Use a Problem: N

Negative Effects on Life:
Medical Problems from CD Use:

Longest Sobriety:

When:

Sober Support System:

Who:

AA/NA:

. Last Contact:
Sponsor:

Last Contact:

L

ETOH Sobriety/Support/Treatment Comments”:

None



Age/Sex: 33 F

WILLIAMS,LYNNAE D (REG RCR)

Page: 6

Unit #: J000018122
Account#: J84090218118
Admitted:

hY

J.3PA-
Roth,Richard L
Dominion Hospital Patient Care

PSYCHOSOCIAL ASSESSMENT

&
I

Psychosocial Assessment ~std

11/04/09 1533 MXS

Additional Drugs or Chemical Use: N

Type of Drug:

How Often:

How Long Used:

How Much:

Last Used:

Type of Drug:

How Often:

How Long Used:

How Much:

Last Used:

Type of Drug:

How Often:

How Long Used:

How Much:

Last Used:
Drug Use Comment’:

Believes Drug Use a Problem: N

-/ Negative Effects on Life:

Medical Problems from CD Use:

Longest Sobriety:

When:

Sober Support System:

Who:

:3 AA/NA:
: Last Contact:
Sponsor:

Last Contact:

CD Sobriety/Support/Treatment Comments”:
Patient denies any CD recent or past

(Emotional, Physical, Neglect,

Physical:
Describe Physical Abuse™:

;. Emotional:
}cribe Emotional Abuse™:

Sexual:
Describe Sexual Abuse™:

~~~~ABUSE HISTORY~~~~
Sexual) Abuse: N



Age/Sex: 33 F [ WILLIAMS,LYNNAE D (REG RCR) Page: 7

Unit #: J000018122 J.3PA-
Account#: J84090218118 Roth,Richard L
Admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT
X

o

I Psychosocial Assessment ~std 11/04/09 1533 MXS

Neglect:
Describe Neglect™:

Patient Has Hx of Abuse to Others: N
Describe Hx of Abuse to Others”™:

Was CPS/APS Report Made: N
Describe CPS/APS Report™:

Describe CPS/APS Involvement”:

"buse Comments”:

~~~~STRENGTHS /WEAKNESSES~~~~
Stability of Home Environment: Strength

Motivation for Tx: Weakness
Insight into Current Problems: Weakness

ué%gement Regarding Current Problems:

Weakness
Stability and Support of Employment:
Strength
Function of Marriage/Family System:
Strength
Support System in and Beyond Family:
Strength
Education Attainment: Strength
Intellectual Skills: Strength
Range of Leisure Activities™: — 7T S e s O S R Vopedy sed e
Mostly exercise S B, 15t B s i ' = T
kA, S = T @ Sk =
Type of Recent Leisure Activities™: ) D i T N L A
'nmning, working out in gym Piss shohed e _\a\\xvh cuetleg e vy b N\ L s s
) Voindy ‘S el Vioswegs ©oony % : , ) S '
= ) < ) T = ‘:‘1 A M AN THE v TN K vy { s
N NG NS S s Sl S e SR e 5 =
What Do You Do When Bored/Lonely™: i T T T k]

Go running on the mall — T Lo\ T 0\ Sercwmde /wmateol wo O



Age/Sex: 33 F WILLIAMS, LYNNAE D (REG RCR) ] Page: 8
Unit #: J000018122 J.3PA-

Account#: J84090218118 Roth,Richard L

admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT
A\

Y

{ Psychosocial Assessment  -~std

11/04/09 1533 MXS

Does Your Work Schedule Interfere With Your Leisure Activities:
Do You Belong to Any Social Groups/Community Organizations:

Improvement Needed in ANY of the following areas:
Patient denies

Pt Perception of Illness”

Patient is bewildered as to why she is here.
Patient states that her co-worker who reported her
bizarre behavior at work is disgruntled, leaving
his job and moving to California. She contends that E)

- has had a conflictual relationship with this co-

rker.
Pt Perception of Needs”
Patient states she will
and whatever I need to get back to my job'"
Pt’s Goals for Treatment” ~
Return to work .
Have attorney advocate that legal charges be droppea\
"e able to convince her boss that she is stable

<. R

I munity Resources Current/Needed:
Unable to assess

"do whatever you tell me here
TN

< el Nt e @ L‘u"g«

Frm OV e e

*V“ ey e
Anticipated Treatment Mgr Role in TX/DC Plannlng )
FAMILY CONTACT
COORDINATION OF CARE/OPP
DISCHARGE PLANNING

REFERRAL TO COMM. RESOURC

W e
STABILIZE MOOD ~ “=/ v
IMPROVE. COPING SKILLS = ©»

N oetimd (An S

Goals of Treatment:

<3N\ s AWy W

LNy

N RV

N
N

=N NI «Vva\_g

TS Ny o _¥\H

Noag By

i (f\‘-(\
e i

Eiag =

\,J_J\\\&‘\

<
2

&
3
 J

o

Monogram Initials Name Nurse Type

MXS J.NUR.MFS1 SANDIFORD,MARY SW



Age/Sex: 33 F WILLIAMS, LYNNAE D (DIS RCR)

Unit #: J000018122 Jd.3PA- Princed 11/12/09 at 0701
Account#: J84090218118 Roth,Richard L Period ending 11/12/09 at 0701
imitted: Dominion Hospital Patient Care ADMINISTRATIVE DATA SCREEN

Administrative Data

TEMPORARY LOCATION

HOLD TRAY: DATE MEAL RELEASE HT i o in cm
CONDITION VISITORS ALLOWED WT 1k oz kg
CMT

VISIT REASON PHP
--- Observation Patient ---

Bt in Tm in
Dt out Tm out
Coded Allergies/Adverse Reactions
Name Category Severity Ver? Date Time User
Reaction
lergies
Fluoxetine HC1 Drug M ¥ 10/30/09 1240 HEB
RASH
Monogram Initials Name Nurse Type

HEB J.NUR.HEB BLACK, ELIZABETH RN




Run Date/Time: 10/31/09 1327 Printed by: J.NUR.GSL!
DISCHARGE - Patients Medication List
MEDICATION RECONCILIATION
WILLIAMS LYNNAE D |
ATTENDING: Roth.Richard L WEIGHT: 60.78 kg 134 1bs ACCOUNT: J84090217483

*ALLERGIES: Fluoxetine HC1 (From Prozac)
ADRs: ***NO ADRs ENTERED***

KEKKEAEXAAA Home Med1 Ca't-[ ons KRKKKKKER
DRUG NAME DOSE/ROUTE FREQUENCY

tions Documented

**% This is a complete 1ist of your medications. Bring this 1ist to your next ***
*** doctor’s appt. ( )Prescriptions provided to patient/guardian at discharge ***

*** (- )No prescriptions required , ( )Presccipttons called into pharmacy ***
*** Patient/Guardian Signaturea e by e te——— Date: Iulsng o ks
& WILLIAMS, LYNNAE D
AC# 84090217483 ADM IN J.222 B

MR# J000018122 ADM 10/30/@9 SCH
Roth.Richard L B

AGE 33 00B 97/09/76 SEX F

FkxkxkkekkkkkkkRkk This is a permanent part of the record. Please do not discard. *rstmoneon

Sr”

[ Page: 1 (FINAL PAGE) |




11711 /100

RUN DATE: 11/11/09
RUN TIME: 1217
RUN USER: J.NUR.EMW2

DOMINION HOSP  ADMISSIONS
PARTIAL HOSPITALIZATION DISCHARGE LIST

WILLIAMS,LYNNAE D

DOCTOR: Rath,Richard L

ADRS: ***NO ADRs ENTERED***

Allergies: Fluoxetine HC1 (From Prozac)

Medication

Patient Medication List

Dose Frequency Route

[ have reviewed the Medications listed above and understand that this is the list of Medications to be taken after Discharge.

7

L

2 eo Date: /o

&5

-4

Nurse Signature: /% . i

MD Signature:

ﬂ/mm Date: ”l\?"f Time:

Copy to Patient. Original to Chart

" “(l - Date: // ///‘/;: /”7 Times (j— JlD

o
Patient/Family/Guardian Signature: . — 'Ypripree Lol
Z

Time: /- .5




WILLIAMS,LYNNAE D
J84090218118 REG RCR  J.3PA e
11/04/09 Roth.Richard L

; '/09 1976 F/33 wr# J000018122
I 111711 o

PHYSICIAN ADMISSION INSTRUCTION SHEET
ADULT PARTIAL PROGRAM

(CIRCLE THE ANSWER, YES OR NO)

\ N Admit to the Partial Hospitalization Program

¥y N

# k. | Regular Diet (specify other: )

\Q Medical History and Physical Examination (ONLY FOR A DIRECT ADMISSION)
N

Vital Signs (B.P., TPR x1) Other:

\

-~ =< r<1

DUAL DIAGNOSIS EDUCATION GROUPS

Y N Assessment
k4 N Groups

[ certify that the services identified as “partial hospitalization” are medically necessary to prevent further
decompensation and subsequent admission to inpatient treatment.

L‘l:)" “,‘ //‘:7}‘& .'1’ /5(44 (L per ’\)( . i‘ Mf] ‘\ \[ ’ﬂ Lj) }1‘ I :‘_J’.) ’/f/— ;,' )A) {)’L//
Telephoné Order Received By: Physician Name Date Time Read Back
(RN Signature) (RN Initials)

) 7 7 Ra / N ,.’4/7 7 p -
CAido K S A /403 1493
Transcribed By:' (RN Signaturey Date Time
Tlatlws /gl
Date Time

Physician Signature

DH-207(10.05)
15.07)
(007



NS B e

LR TS

-

| }  POINT PEN 'y FIRMLY ) )
e H
' 4 ) ) T4003
‘uthorization 1s hereby given to dispense the generic squivaient uniess otherwise indicated by the physician.
Cate Time Complete top portion with sach Level of Care change. indicate order with a Check Mark.

[ outpatient Procedure:

{procedure) for

(medical reason

O place in Outpatient Observation Services for

(medical reason).

[ Admit as Inpatient for

(medical reason,

Physician Signature:

Date Time  Additional Orders: (DareS/T/mes requtred
ks rzeo T0, T Rt/ EGx )3///’//25 AN (5
‘\\ ,TQ :{,u‘v’ . /g; w-/; B POl TP, )AL ) DY AN, WM
)| T——— e (2 iftfe] 1z W

01{2 wil( it affed 1A 67b/77ﬁ7 ‘§4C74;¢; e /
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| %Cd a c;ooav’(;'<17rv7<!Q“PCA/ZJL— (w DC Cour—
} i S wtd /) / 7 /o7

Drsc avse 756@7

Bl W o 120 105
o

/T 2r——

/
/
6 8 4

Allergies & Sensitivities I NKA

| WILL
| J840932AIM8§18LYNNAE 4

) REG RCR 2
\! | . 11/04/09 Roth, R1Char‘d L I
| 00B:07/09/1976 “R# J000018122
i | i
| \ { ‘” Dominion Hospital
‘ o 2O NOT WRITE
pﬂysgc;an's Oi‘ders § URDERS UNLESS

E PPEARS
71003 Rav 400 (RC# 0914041) RER #HRREARS



DOMINION HOSPITAL WILLIAMS,LYNNAE D

J84090217483 AoM IN J.222-8
10/30/09  Roth,Richard L
10B:07/09/1976 F/33 wré J000018122

LTI | s

PARTIAL HOSPITALIZATION PROGRAM
ADMISSION SUMMARY

To be completed by attending physician at the time of discharge from inpatient level ot care to the
partial hospitalization program.

j S AS MR ¢ .;‘(-i;\ Ql Vv
— o s O\ ey B 8
Current Diagnosis: Axis | 675)/6 é“”"’[ A 85

oy T = S\ 5

YoV
Y\ 3 ‘fm 1A Wrns wRay Via
AN

:’\Xis 2 W ( 7 \) R R e T {
. -~ A -~ N 2 ~
Axis 37 no dia g resig Meven o Trardopwn) edbeungdng

Axis 4 ne e Lnea~ o _ o, Y Gy A T
Axis 3 GAF: 1Y) N oy el o, Yo Aray T

Presenting Pr lzm (target symptoms and behavmrs! ﬁe,yarax/e— lh Cu/(&(fé' =J'7C

124V s aHuL r/ch ,ahw o bey

Laa, n"L_ HéM /O/ aC ‘/ K\-— N . _,uk “ .&\\\»\ Vi v\\ = ~'\\ j 4y ,L £ : :\-‘»-TS LN
3 7T o~ T i 1 5 ) T ”
Convuz, SO < P TR T O AT S S SR
. T R N N S e )
Mental Status: Since G JM 1SSt no 4— QU/MOZL
(FS’L/M“ ~yted
; < ‘\T“ | e T sangy .lf LA 5
Treatment Planning: Lles Aot Auscwésec Wi n e u*\»_‘ “:‘“ o ‘\ e o AAd wok b B

Treatment Problem Statement: The behavior/relationship difficulties, which require a.hange in order for the patient

to function in a less restrictive scmng, require that the patient will: 5 /'-/0\'\/ 51[@& W
/[&/ W awu; av &C&td Ve

D0 ey Sead Mg SRR SPec s v D Mioiizd wlvis Sl de . Sy vwcs oo Db,

PHYSICIAN TREATMENT PLANNING INTERVENTIONS .77,

o L
N

Therapeutic Interventions: W/‘/I"-j . /Z/"é/‘ VLJM/ 9
]ﬂ/&gglid 1[4”‘445 (77 oy vnoe st,Q:‘;L‘,}.‘ O G L
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LG N o~ o

Other: S POVTeY A oy oWy Died ad
3 )

.

Estimated Length of Stay___ b c/aj; oo //VW *
Discharge Plan hé”’\' ) J Péj‘[?f 7K

ﬂWW /0—3/~o?’

ATTENDING PHYSICIAN DATE:
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Age/Sex:

Unit #:
Account#:
\dmitted:

33 F WILLIAMS,LYNNAE D (DIS RCR) Page: 1

J000018122 J. 3PA- Princed 11/12/09 at 0701
J84090218118 Roth,Richard L Period ending 11/12/09 at 0701
Dominion Hospital Patient Care ADMINISTRATIVE DATA SCREEN

Administrative Data

TEMPORARY LOCATION

HOLD TRAY:
CONDITION

CMT

DATE MEAL RELEASE HT TE in cm
VISITORS ALLOWED WT 1b oz kg

VISIT REASON PHP
--- Observation Patient ---

Dt in
DL out

Tm in
Tm out

Name

Coded Allergies/Adverse Reactions
Category Severity Ver? Date Time Userxr

Reaction

:)lergies

Fluoxetine HCl Drug M Y 10/30/09 1240 HEB

RASH

Monogram Initials Name Nurse Type

HEB

J.NUR.HEB BLACK, ELIZABETH RN




Age/Sex: 33 F | WILLIAMS, LYNNAE D (REG RCR) | Page: 1

Unit #: J000018122 J.3PA-
Account#: J84090218118 Roth,Richard L
Admitted: Dominion Hospital Patient Care INITIAL SAFETY ASSESSMENT: ADU
\\
//
Coded Allergies/Adverse Reactions
Name Category Severity Ver? Date Time User
Reaction
Allergies
Fluoxetine HC1 Drug M a7 10/30/09 1240 HEB
RASH
Adult Partial Safety Assessmnt 11/04/09 1548 EMW

What are your goals for this hospitalization: "Adequately address any concerns about my

ability to return to work and cope with stress" = T A\d vohr ks S

;*WT;V\ &g e e
Any History of Abuse or Neglect: N v Yo\l bl o A0 N
\ o

- NN ey

Tex T v 4
1

History of Aggressive/Assaultive Behavior: None
fcess to Lethal Means: N
Tf Yes please explain:

R N e

i TP 2N 5
e glaey

Patients Social Worker notified: N 3V Xy =
History of Suicide Attempts: N
Does the patient have any thoughts of suicide:DENIES
Does the patient have any intent of suicide: DENIES
Noes the patient have a plan for suicide: DENIES
Does the patient have a history of self harm: N Types of Self Harm Behaviors:
Head Banging: N Scratching/Cutting: N Manipulating others to harm self: N
Fire Setting: N Hanging: N Overdosing: N Burning: N Self Strangulation: N
Jump in front of car, window, metro: N Poison: N Self Biting: N Other: N
ffiggers: NA
Level of Impulsivity: Low
Admission history/symptoms indicate potential for self-harm: N e cmoaciedbs Foad bS s

hE X e, ks
- ¥ ¥

Commits to notify staff of self harm thoughts, intent, or plans:Y -
Patient’s Protective Barriers against Suicide/Self Harm: Coping Skills
Currently Employed/School

Positive Attitude
Social Supports
Ability Reality Test
Precipitating Factors:If applicable what does the pt identify as the cause
of loss of control or acting out behavior? "MY JOB’S CONCERN AFTER THE ACCIDENT REPORT
FOLLOWING MY CAR ACCIDENT ON OCT 27, 20Q9"

a0 £ Rlea K WATR e 13
R . AR ENE

Techniques used to help patient control behavior: "I HAVE BEEN IN CONTROL N
OF MY MOOD, NOT OUT OF CONTROL, EXCEPT WHEN DISORIENTED FEW DAYS AFTER ACC. )“

\o m~ s A g Wiy 7 X &

3 W™NEVIC YVIedZ Fas S ruds v WL LYW G N LA SRy GNITAY YA W A i .
) <<WURSING ADMISSION NOTE>> ' [ L%
Oriented to unit: Y b by
Appearance: WELL GROOM : PT ADMITTED TO ADULT PARTIAL PROGRAM TODAY. STATES Rl
Additional Comments: SHE WAS DISORIENTED AFTER HER CAR ACCIDENT FOR A FEW DAYS BUT DENIES yﬂ

LOSS OF CONTROL OF MOOD OR BEHAVIOR RECENTLY. HAS AN INTERVIEW AT WORK A



Age/Sex: 33 F

WILLIAMS, LYNNAE D (REG RCR)

Page

2

Unit #: J000018122 J.3PA-

Account#: J84090218118 Roth,Richard L

Admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT
by

J

I Psychosocial Assessment

~std

11/04/09 1533 MXS

Describe Family CD Hx™:

Patient Psych/CD Treatment Hx: Y

Describe Treatment Hx":

Outpatient treatment at Georgetown Univ Counseling
Center for depression, anxiety, sleep dis ce
in 2006. Overnight in DH om 10/30/09 and then

AMA discharge. o o i L ,
g R Y= \:7\_\ T, Ui e e

S b e ~ ™ . e <.

VY URTANY PN OR e X NS NDIO S vy e

Additional Suicide Risk Elements: Hx of riskyxﬁéhavior

:?nicidal/violence Risk Factors:
~“4dtient denies

Marital Status: Single
Sexual Orientation:

# of Marriages: 0 How Long/Current: O

:y Long Previous Marriages”:

Number of Children: 0 Ages: O

Living Arrangement: Own Place
Needs Alt Living Arrangement: N
Social Support Network: Good

Support Person(s): Family
Friends
Treatment Participants: Patient’s parents
who are in town
Support Comments”:
"My parents came because my cousin in Baltimore
called them. My cousin took me to the ER at
Georgetown two days after my accident because ..I did
not receive any medical treatment ..I was just taken
by the police and put in a cell, finger printed..
and then charged with leaving the scene of an
accident™"

2

Describe Typical Day: Wake at 7.0 am

Work by 8.30 - 5.30
Evening - outdoor running
or work out in gym
Dinner alone or with
a friend
Bed 11.0 pm

Hobbies/Interests: Exercise

s’
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AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION

Patient’s name:_. 41101 o L3l ooy Hirth. Dgte: 7./ 2| 1771

Social Security Number: (o[ Tt Phone Number:_ 2 0P - 577747
TN R . / L -

Date(s) of Service [~ / 3> - [0/3%] I )f 4 > 1 /1]

Dominion Hospital
to release or disclose the following information to:

I authorize:

[/-H YU E \,‘;\ ‘ V) Onsen S 2—[\/2 B L‘) 7\7 '(0\} 7 £ j
Name of person, physician or agency to receive information Phone Number of receiver
St Aok )2)c L D ooz
—_7 o I : \:).f—- A XZ:’]T ) l} L) Loy & \*’W1 ‘.r\(’/{}—i}vﬁ —)C ,2:‘/(:) O;'
Street Address City - State Zip Code
Information to be Released/Disclosed: )
>& Admission History O Medication Records & Psychological Evaluation
& Discharge Summary J&  Nursing Assessment O Psycho-Educational Reports
@ History & Physical 2&" Nursing Progress Notes & Physician Progress Notes
g Operative Report Q Transfer Forms Q Medical Abstract
= Consultation & Psychosocial Asscssment a Itemized BillUB-92
& Physician Orders Q Emergency Room Record 3 Other
3 Labs:EKG's/ X-rays
Purpose: )
O Medical Follow-up & Individual Use Q Insurance
Q Attorney Q Disability O Other
Patient advised of charges: g’ Yes aQ No Q NA
a I prefer to pick up records G I wish to review records (by appointment only) QO Please mail

I'acknowledge. and hereby consent to such, that the released information may contain alcohol. drug abuse. psychiatric, HIV testing. HIV
results or AIDS information. \ ~7C D (Initial)

understand that:
[ may refuse to sign this authonzation and that 1t is strictly voluntary.
My treatment, payment. enrollment or eligibility for benefits may not be conditioned on signing this authorization.
[ may revoke this authorization at any time in wnting, but if [ do, it will not have any affect on any actions taken prior to
recerving the revecation. Further details may be found in the Notice of Pnvacy Practices.
} [f'the requester or recetver is not 4 health plan or health care provider, the released information may no lenger be pretected by federul

(P N

privacy regulatiens and may be redisclosed.
> lunderstand that [ may see and obtain a copy the information described on this form, for a reasonable copy tee

cAdve read the ubere and authonze the disclosure of the protected heulth information as stated

3 - S ——
N 7 10 57 y i ) ~
M apopnde. LAt . I/ /07
PR -5, - - " : 7 Y i
N{ﬂd(‘i{Q/O[ Patient muct be nned Fage 4y ears or alder fer Phvchiatne recerds, Date K.mon_'ﬂtw;n Wil enpire 5 months 1fer date 1 gned)
N — = =3 7 =
hendtire Sl earent Gnardn o f appiicakie relationship te Patent

2060 SLEEPY HOLLOW ROAD; FALLS CHURCH, VA 22044; PHONE: "03-536-2000 FAX: "03-536-613%

EZR HCSPITAL LSE ALY

Completed by Date




DOMINION HOSPITAL

Admission Medical History
and Physical Examination

WILLIAMS,LYNNAE D
J84090217483 AoM IN J.222-8
10/30/09  Roth.Richard L
DOB 1976 F/33

i

e# J000018122

lﬂ Dominion Hospital

11

[J No Restrictions on Physical Activity

O Physical Activity restricted due to:

Impressions / Recommendations:

1A { A
- S =
e, i /’
- / - € 5
il ¥ /( ( 4 i | ] _Dr'lI
s e - ! -
-y
L =2 o, /M
/
Signature Date




RAge/Sex: 33 F [ WILLIAMS, LYNNAE D (REG RCR) Page: 1
Unit #: J000018122 J.3PA-

Account#: J84090218118 Roth,Richard L

Admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT

S

{ Psychosocial Assessment ~std 11/04/09 1533 MXS

Reason For Admission”:

Patient was admitted to DH on 10/30/09 and left AMA on
10/31/09. In days/weeks prior to admission patient

had reportedly been behaving in a bizarre way at work
(State Dept) and was then in a road traffic accident
which she is reported to have deliberately caused.
Today patient presents stating that she is not sure
why she has been admitted to PHP except "that the
State Department has ordered this".

Does Patient Meet Criteria for Current Level of Care: Y
Supervisor Informed:

Primary Language: ENGLISH ENGLISH

:_Egacial/Cultural/Educational Influences™:
Fatient is one of two sibs born to middle class
parents, raised in suburb of Atlanta, attended
Spellman College for undergrad, progressed to
grad school at Georgetown SFS, was then employed by
DOD, sent to Irag for four months (2007) , returned
to DOD where she reports having exceeded work
performance expectations, then moved to State Dept
' March 09. Patient has supportive parents (

‘ired educators)Patient lives alone in apt in DC
#4d currently works for State Dept as an analyst.

"3 ~~FAMILY HISTORY~~~-~
Family Psych Hx: Y

Family Psych Relationship: Aunt

Describe Family Psych Hx™:
Schizophrenia in maternal aunt.

Family Hx of Suicide: N

Family Suicide Relationship:
Describe Family Hx of Suicide™:

7

Family CD Hx: N

Family CD Relationship:



1 Page: 2

Age/Sex: 33 F ] WILLIAMS, LYNNAE D (REG RCR)
Unit #: J000018122 J.3PA-

Account#: J84090218118 Roth,Richard L

Admitted: Dominion Hospital Patient Care
\__

PSYCHOSOCIAL ASSESSMENT

&

[ Psychosocial Assessment ~std

11/04/09 1533 MXS

Describe Family CD Hx":

Patient Psych/CD Treatment Hx: Y

Describe Treatment Hx":

Outpatient treatment at Georgetown Univ Counseling
Center for depression, anxiety, sleep disturbance
in 2006. Overnight in DH on 10/30/09 and then

AMA discharge.

Additional Suicide Risk Elements: Hx of risky behavior

icidal/Violence Risk Factors:
tient denies

Marital Status: Single
Sexual Orientation:

# of Marriages: 0 How Long/Current: 0

v Long Previous Marriages”™:

Number of Children: 0 Ages: O
Living Arrangement: Own Place

Needs Alt Living Arrangement: N

Social Support Network: Good

Support Person(s): Family
Friends
Treatment Participants: Patient’s parents
who are in town
Support Comments”:
"My parents came because my cousin in Baltimore
called them. My cousin toock me to the ER at
Georgetown two days after my accident because ..I did
not receive any medical treatment ..I was just taken _y
by the police and put in a cell, finger printed.. '
and then charged with leaving the scene of an
accident"

Describe Typical Day: Wake at 7.0 am
Work byBi:30 % 5,30
Evening - outdoor running

J or work out in gym
Dinner alone or with
a friend

Bed 11.0 pm
Hobbies/Interests: Exercise




33 F WILLIAMS,LYNNAE D (REG RCR) ] Page: 2

Age/Sex:
Unit #: J000018122 J.3PA-
Account#: J84090218118 Roth,Richard L
admitted: Dominion Hospital Patient Care INITIAL SAFETY ASSESSMENT: ADU
. .
/
I Adult Partial Safety Assessmnt 11/04/09 1548 EMW
TODAY; VERY ELEGANTLY AND NEATLY DRESSED IN BUSINESS SUIT. DENIES SI/HI/SIB
GIVES SL=10
Moncgram Initials Name Nurse Type
EMW J.NUR.EMW2 WITTING,ELIZABETH RN
HEB J.NUR.HEB BLACK, ELIZABETH RN



Age/Sex: 33 F WILLIAMS, LYNNAE D (REG RCR)

J Page: 3

Unit #: J000018122 J.3PA-
Account#: J84090218118 Roth,Richard L
admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT
4
>
[ Psychosocial Assessment ~std 11/04/09 1533 MXS
Religion: CHR CHRISTIAN

Spiritual Practices: Church

Pt Believes in Higher Power: Y
Describe Higher Power™:

Last Grade Completed: Graduate degree
Degrees/Certificates: Masters in Foreign Relati

E? Current Student: N
g Where:

Change in School Performance:
Describe Change In School Performance”:

Problems with Behavior at School:
Truancy:

Learning Problems/Special Education: N
Describe Learning/Behavioral Problems™:

~~~~EMPLOYMENT HISTORY~~~~

. Currently Employed: Y
%Qg Pt Occupation: Analyst

Time at Current Job: 4.5 years

Job Satisfaction: High
Longest Time at One Job: 4.5 years

Frequent Job Changes: N

Reason for Job Changes™:

Unemployed in Last Year: N
Reason for Unemployment™:

Parent Occupation:
Spouse Occupation:
Financial Needs: Denies any stressors
Denies debts
Denies compulsive spendin
) States she manages
i money "very well and
I have good savings"
Military Hx: N
Branch (es) :



Age/Sex: 33 F | WILLIAMS, LYNNAE D (REG RCR) ] Page: 4

Unit #: J000018122 J.3PA-
Account#: J84090218118 Roth,Richard L
Admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT
A
| Psychosocial Assessment ~std 11/04/09 1533 MXS

# of Years:
Military Reserve:
Discharge Type:

Year:

Discharge R/T Substance Abuse:
Discharge R/T Psych Condition:

~~~~ARREST HISTORY~~~~
Arrest or Pending Litigation/Civil Charges Hx: Y
Number of Arrests: 1
Reason for Arrest: leaving scene of accident '
Arrests Involving Violence: N
DUI/DWI: N
Ny When:
W Public Intoxication: N
When:
Probation Hx: N
Why/When:
Parole Hx: N
Why/When:

Dgscribe Pending Litigation/Civil Charges™:
above note re. recent charges.
Pitient has retained an attorney

~~~~CAFFEINE HISTORY~~~~
Pt Use Caffeine: Y

Types of Caffeine: Coffee

Amt per Day: 1-2



WILLIAMS,LYNNAE D (REG RCR)

] Page: 5

Age/Sex: 33 F
Unit #: J000018122 J.3PA-
Account#: J84090218118 Roth,Richard L
Admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT
| -
v

l

Psychosocial Assessment ~std

11/04/09 1533 MXS

Nicotine Hx:

~~~~NICOTINE HISTORY~~-~-~
N

Kind of tobacco:

Age First Used:
Packs/tins per day:

How many years:
Any Consequences:

Ouit:
When:

Does Patient Drink Alcoholic Beverages: Y
Type of Alcohol: WINE
How Often: 1 - 2 times/month
g How Long: 10 years
g How Much: glass
Last Drink:
Type of Alcohol:
How Often:
How Long:
How Much:
Last Drink:
Type of Alcohol:
How Often:
How Long:
How Much:
Last Drink:
Alcohol Comment”:

Patient denies any abuse of alcohol and states she

seldom drinks

Pt Believes ETOH Use a Problem: N
Negative Effects on Life:

Medical Problems from CD Use:

Longest Sobriety:

When:

Sober Support System:

Who:

AA/NA:

Last Contact:

,} Sponsor:
Last Contact:

ETOH Sobriety/Support/Treatment Comments”:
None




Age/Sex: 33 F

WILLIAMS, LYNNAE D (REG RCR)

] Page: 6

Unit #: J000018122
Account#: J84090218118
Admitted:

J.3PA-
Roth,Richard L
Dominion Hospital Patient Care

PSYCHOSOCIAL ASSESSMENT

4

Psychosocial Assessment ~std

11/04/09 1533 MXS

Additional Drugs or Chemical Use: N

Type of Drug:
How Often:
How Long Used:
How Much:
Last Used:
Type of Drug:
How Often:
How Long Used:
How Much:
Last Used:
Type of Drug:
How Often:
How Long Used:
How Much:
Last Used:
Drug Use Comment”:

Believes Drug Use a Problem: N

Jﬁ Negative Effects on Life:

Medical Problems from CD Use:

Longest Sobriety:
When:

Sober Support System:
Who:

AA/NA:

Last Contact:
Sponsor:

Last Contact:

CD Sobriety/Support/Treatment Comments”:
Patient denies any CD recent or past

(Emotional, Physical, Neglect,

Physical:
Describe Physical Abuse”:

Emotional:
)}cribe Emotional Abuse™:

Sexual:
Describe Sexual Abuse”:

~~~~ABUSE HISTORY~~~~
Sexual) Abuse: N



Age/Sex: 33 F [ WILLIAMS,LYNNAE D (REG RCR) Page: 7
Unit #: J000018122 J.3PA-
Account#: J84090218118 Roth,Richard L
Admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT
7
| Psychosocial Assessment ~std 11/04/09 1533 MXS
Neglect:

Describe Neglect™:

Patient Has Hx of Abuse to Others: N
Describe Hx of Abuse to Others”™:

Was CPS/APS Report Made: N
Describe CPS/APS Report”:

Describe CPS/APS Involvement™:

1se Comments’ :

~~~~STRENGTHS/WEAKNESSES ~~~~
Stability of Home Environment: Strength

Motivation for Tx: Weakness +

Insight into Current Problems: Weakness

Jidgement Regarding Current Problems:
Weakness

Stability and Support of Employment:
Strength

Function of Marriage/Family System:
Strength

Support System in and Beyond Family:

Strength
Education Attainment: Strength

Intellectual Skills: Strength

Range of Leisure Activities™:
Mostly exercise

T-me of Recent Leisure Activities™:
1ing, working out in gym

7

What Do You Do When Bored/Lonely”™:
Go running on the mall



Age/Sex: 33 F [ WILLIAMS, LYNNAE D (REG RCR) | Page: 8
Unit #: J000018122 J.3PA-

Account#: J84090218118 Roth,Richard L

2dmitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT

[ Psychosocial Assessment ~std 11/04/09 1533 MXS

Does Your Work Schedule Interfere With Your Leisure Activities:
Do You Belong to Any Social Groups/Community Organizations:

Improvement Needed in ANY of the following areas:
Patient denies

Pt Perception of Illness”:

Patient is bewildered as to why she is here.

Patient states that her co-worker who reported her
bizarre behavior at work is disgruntled, leaving
and moving to California. She contends that
had a conflictual relationship with this co-

Pt Perception of Needs™:

Patient states she will "do whatever you tell me here
and whatever I need to get back to my job"

Pt’'s Goals for Treatment™:

Return to work
Have attorney advocate that legal charges be dropped

able to convince her boss that she is stable

Jumunity Resources Current/Needed:
Unable to assess

Anticipated Treatment Mgr Role in TX/DC Planning:

FAMILY CONTACT

COORDINATION OF CARE/OPP

DISCHARGE PLANNING

REFERRAL TO COMM. RESOURC

- Goals of Treatment: STABILIZE MOOD
IMPROVE COPING SKILLS

N
N

Monogram Initials Name Nurse Type

MXS J.NUR.MFS1 SANDIFORD,MARY SW




WILLIAMS,
J8409021748}XDI:J1N£E DJ.222-B

DOMINION HOSPITAL 10/30/09  Roth.Richard L
00B:07/09/1976 F/33 MR#
Physician’ Admission Instruction Sheet Mf"”mwmm ”“’Wf"m Dom’m':n ::i?:f -

Adult Services (Inpatient)

(CIRCLE THE ANSWER, YES OR NO)

" ADMIT TO THE ADULT UNIT

REGULAR DIET (SPECIFY OTHER: )
MEDICAL HISTORY AND PHYSICAL EXAMINATION
PATIENT MAY SMOKE:

Rationale:
Poly-Drug Withdrawal Treatment Complications

Exacerbates Psychiatric Symptoms
Deviates Focus of Inpatient Treatment Goals

DUA GNOSIS SERVICES:
Y N DUAL DIAGNOSIS EDUCATION GROUPS

) PRECAUTIONS: ALL APPLY YES OR NO
LOCKED UNIT

15 MINUTE CHECKS

BELONGINGS/CLOTHES SEARCH

SHARPS RESTRICTIONS

ABS;:
CBC with differential

CMP (fasting)

TSH

LIPID PANEL (fasting)

URINE DRUG SCREEN

SERUM BETA HCG (women of childbearing potential)

OTHER:

<

OTHER:

[ certify that Inpatient psychiatric services are medically necessary to prevent turther decompensation.

per

Telephone Order Recetved by: Physician Name Date Time Read Back
(RN Signature) (RN Initials)
i ( /' Al [/ 3 A s Y 5 N & 5
CnAfun N 20309 (1L
Transcribed By: (RN Signature) Date Time
) SELOTIM (s [30/p6,  Siov Par
Date Time

Physician Signature

D203 (3.05) rev [003 rev N.07 rev [0.07 rev 0,009
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Age/Sex: 33 F WNILLIAMS,LYNNAE D (DIS IN) l Pages: 1

Unit #: J000018122 J.2A-J.222-B Printed 11/02/09 at 0633
Account#: J84090217483 Roth,Richard L Period ending 11/02/09 at 0633
Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care ADMINISTRATIVE DATA SCREEN

Administrative Data

TEMPORARY LOCATION

HOLD TRAY: DATE MEAL RELEASE HT &5 ft 8 im 172.72 cm
CONDITION VISITORS ALLOWED WT 134 1lb 0.02 oz 60.782 kg
CMT

VISIT REASON IP SERVICES
--- Observation Patient ---
Dt in Tm in

Dt ont Tm out

Coded Allergies/Adverse Reactions

Name Category Severity Ver? Date Time User

Reaction

,:Lergies
Fluoxetine HC1l
RASH

Drug M Y 10/30/09 1240 HEB

Monogram Initials Name Nurse Type

HEB J.NUR.HEB BLACK, ELIZABETH RN



Age/Sex: 33 F WILLIAMS, LYNNAE D (ADM IN) Page: 1
Unit #: J000018122 J.2A-J.222-B
Account#: J84090217483 Roth,Richard L
Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care PSYCHOSCCIAL ASSESSMENT
IJ) Psychosocial Assessment 10/31/09 0948 AXZ

Reason For Admission”:
Pt 1s psychotic.

Does Patient Meet Criteria for Current Level of Care: Y
Supervisor Informed:

Primary Language: ENGLISH ENGLISH

Social/Cultural/Educational Influences”:

Pt works in the State Department. She gratuated from
GTU from the School of Foreign Services. She was in a
car accident 10/27/09. She reported to police that she
wanted to know what it would feel like to be in a car
"wident. Later she did not recall saying that. Pt
;}suspicious, talking to herself, and is exhibiting
anxiety. Pt denies A/V hallucinations.

-,

l~FAMILY HISTORY ~~~~
Family Psych Hx: Y

>

Family Psych Relationship: MA AUNT C SCHIZOPHRENIA

Describe Family Psych Hx"™:

}7 ABOVE

Family Hx of Suicide: N
Family Suicide Relationship: N/A
Describe Family Hx of Suicide”:
N/A
Family CD Hx: N

Family CD Relationship: N/A

. ' A
Describe Family CD Hx:

N

)

Patient Psych/CD Treatment Hx: N

Describe Treatment Hx:




<

Age/Sex: 33 F { WILLIAMS, LYNNAE D (REG RCR) | Page: 2

Unit #: J000018122 J.3PA-
Account#: J84090218118 Roth,Richard L
Admitted: Dominion Hospital Patient Care INITIAL SAFETY ASSESSMENT: ADU
s
Adult Partial Safety Assessmnt 11/04/09 1548 EMW

TODAY; VERY ELEGANTLY AND NEATLY DRESSED IN BUSINESS SUIT. DENIES SI/HI/SIB
GIVES SL=10

Monogram Initials Name Nurse Type
EMW J.NUR.EMW2 WITTING, ELIZABETH RN
HEB J .NUR.HEB BLACK, ELIZABETH RN




Age/Sex: 33 F

WILLIAMS, LYNNAE D (ADM IN)

Undt #w J0O00018122
Account#: J84090217483
Admitted: 10/30/09 at 1158

J.2A-J.222-
Roth,Richard L
Dominion Hospital Patient Care

PSYCHOSOCIAL ASSESSMENT

e

J

Psychosocial Assessment ~std

10/31/09 0948 AXZ

N/A

Additional Suicide Risk Elements: Hx of risky behavior

Sev. anxiety/panic/agitat
IDS WORK AS STRESSOR

Homicidal/Violence Risk Factors:

N/A
Marital Status:

Sexual Crientation:

# of Marriages: 0

*jg Long Previous Marriages™:

Number of Children: 0
Living Arrangement:
Needs Alt Living Arrangement:
'> Social Support Network:
Support Person(s):
Treatment Participants:

Support Comments” :

Single

How Long/Current: N/A

Ages: N/A

Own Place 7~

X
Excellent
Family

Friends
Parents

Pt states that she expects to be d/c today, but if she

;fe to stay, she would like
_#Avolved in her tx here.

Describe Typical Day:

Hobbies/Interests:

Religion: CHR

Spiritual Practices:

Pt Believes in Higher Power:
Describe Higher Power”:

God

‘) Last Grade Completed:
o Degrees/Certificates:

Current Student:

her parents to be

work, shower, eat, talk
with friends on the phone
Reading

Exercise

Watching movies

Studying languages

CHRISTIAN

None

¥

MS
FOREIGN SERVICE FROM

GTU

N



Age/Sex: 33 F [ WILLIAMS, LYNNAE D (ADM IN) Page: 3
Unit #: J000018122 J.2A-J.222-B
Account#: J84090217483 Roth,Richard L
Admitted: 10/30/09 at 1158 Dominicon Hospital Patient Care PSYCHOSOCIAL ASSESSMENT
“w,
|’) Psychosocial Assessment ~std 10/31/09 0948 AXZ
Where: N/A

Change in School Performance: N
Describe Change In School Performance”:

Problems with Behavior at School: N
Truancy: N

Learning Problems/Special Education: N
Describe Learning/Behavioral Problems”
N/A

> ~~~~EMPLOYMENT HISTORY~~~~
1) Currently Employed: Y
Pt Occupation: Foreign Service
Time at Current Job: 5 months
Job Satisfaction: High
Longest Time at One Job: 2.5 years

Frequent Job Changes: N

Reason for Job Changes™:

Unemployed in Last Year: N
Reason for Unemployment”:

Parent Occupation:
Spouse Occupation:
") Financial Needs: Finances are not a
problem for pt.
Military Hx: N
Branch (es) :

# of Years:
Military Reserve:
Discharge Type:

Year:

Discharge R/T Substance Abuse:
Discharge R/T Psych Condition:

~~~~ARREST HISTORY~~~~
Arrest or Pending Litigation/Civil Charges Hx: N



Age/Sex: 33 F

WILLIAMS, LYNNAE D (ADM IN)

Unit #: J000018122
Account#: J84090217483
Admitted: 10/30/09 at 1158

_—

J.2A-J.222-B
Roth,Richard L
Dominion Hospital Patient Care

PSYCHOSOCIAL ASSESSMENT

J

Psychosocial Assessment ~std

10/31/09 0948 AXZ

Number of Arrests:
Reason for Arrest:
Arrests Involving Violence:
DUI/DWI:

When:

Public Intoxication:
When:

Probation Hx:
Why/When:

Parole Hx:

Why/When:

Describe Pending Litigation/Civil Charges™:

:3

Pt Use Caffeine:

Types of Caffeine:

:> Amt per Day:

Nicotine HxX:
Kind of tobacco:

Age First Used:
Packs/tins per day:

How many years:
Any Consequences:

guit:
When:

~~~~CAFFEINE HISTORY~~~~

N

None

~~~~NICOTINE HISTORY~~~~
N



Age/Sex: 33 F

WILLIAMS,LYNNAE D (ADM IN)

Unit #: J000018122
Account#: J84090217483
Admitted: 10/30/09 at 1158

i

J.2A~J.222-B
Roth,Richard L
Dominion Hospital Patient Care

PSYCHOSOCIAL ASSESSMENT

J

Psychosocial Assessment ~std

10/31/09 0948 AXZ

Does Patient Drink Alcocholic Beverages: N

Type of Alcohol:

How Often:

How Long:

How Much:

Last Drink:

Type of Alcohol:

How Often:

How Long:

How Much:

Last Drink:

Type of Alcohol:

How Often:

How Long:

o How Much:
:) Last Drink:

Alcohol Comment”™:

Pt Believes ETOH Use a Problem: N
Negative Effects on Life: N/A

:fical Problems from CD Use:N/A

Longest Sobriety:

When:

Sober Support System:

Who:

AA/NA:

Last Contact:

Sponsor:

:} Last Contact:

ETOH Sobriety/Support/Treatment Comments”:

N/A

Additional Drugs or Chemical Use: N

Type of Drug:
How Often:

How Long Used:
How Much:

Last Used:
Type of Drug:
How Often:

How Long Used:
How Much:

Last Used:

) Type of Drug:
How Often:

How Long Used:
How Much:

Last Used:



Age/Sex: 33 F [ WILLIAMS, LYNNAE D (ADM IN) | Page: 6
Unit #: J000018122 J.2A-J.222-B
Account#: J84090217483 Roth,Richard L
Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT
~__
|‘) Psychosocial Assessment ~std 10/31/09 0948 AXZ

Drug Use Comment”:

Pt Believes Drug Use a Problem: N
Negative Effects on Life:

Medical Problems from CD Use:

Longest Sobriety:

When:

Sober Support System:

Who:

AR /NA:

Last Contact:

» Sponsor:

:) Last Contact:
CD Sobriety/Support/Treatment Comments™:

N/A

~~~~ABUSE HISTORY~~~~
:%otional, Physical, Neglect, Sexual) Abuse: N

Physical:

Describe Physical Abuse”:

Emotional:
Describe Emotional Abuse™:

Sexual:

Describe Sexual Abuse™:

Neglect:
Describe Neglect™:

Patient Has Hx of Abuse to Others: N
Describe Hx of Abuse to Others™:

wWas CPS/APS Report Made: N
Describe CPS/APS Report’:

5

Describe CPS/APS Involvement”™:
N/A



Age/Sex: 33 F | WILLIAMS, LYNNAE D (ADM IN) | Page: 7
Unit #: J000018122 J.2A-J.222-B

Account#: J84050217483 Roth,Richard L

Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT
"

L:) Psychosocial Assessment ~std 10/31/09 0948 AXZ

Abuse Comments”:
N/A

~~~~STRENGTHS/WEAKNESSES~~~~
Stability of Home Environment: Strength
Motivation for Tx: Weakness
Insight into Current Problems: Weakness
Judgement Regarding Current Problems:

:fkness
Aability and Support of Employment:

Strength
Function of Marriage/Family System:
Strength
Support System in and Beyond Family:
Strength

Education Attainment: Strength
:) Intellectual Skills: Strength

Range of Leisure Activities™:
Adequate

Type of Recent Leisure Activities™:
Reading, learning languages, watching movies.

.:zt Do You Do When Bored/Lonely”:
"I+1]1 call someone on the phone or go out to eat with
friends."

Does Your Work Schedule Interfere With Your Leisure Activities:
Do You Belong to Any Social Groups/Community Organizations:

Improvement Needed in ANY of the following areas:
Pt does not identify
needing any improvements.

Pt Perception of Illness™:

"I think the car accident precipitated me being here.
I don't think I need to be here. I think there are
misunderstandings, which caused me to be here."

Pt Perception of Needs”:

;Pthing.”

Pt’s Goals for Treatment”:
"To be discharged as soon as possible."

N
¥



Age/Sex: 33 F WILLIAMS, LYNNAE D (ADM IN) ] Page: 8
Unit #%: J000018122 T 2B~ « 222~B

Account#: J84090217483 Roth,Richard L

Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT
=

l/) Psychosocial Assessment ~std 10/31/09 0948 AXZ

Community Resources Current/Needed:

N/A. Pt seems totally

clear in her thinking at

this time.

Anticipated Treatment Mgr Role in TX/DC Planning:
DISCHARGE PLANNING

FAMILY CONTACT

Goals of Treatment: IMPROVE COPING SKILLS

Monogram Initials Name Nurse Type

‘)D.XZ J.NUR.AXZ ZALK,ANITA SW



Age/Sex: 33 F WILLIAMS,LYNNAE D (ADM IN) Pagey 1
Unit #: J000018122 J.2A-J.222-B Printed 10/30/09 at 1424
Account#: J84090217483 Roth,Richard L Period ending 10/30/09 at 1424
Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care INITIAL ADMISSION ASSESSMENT
J
Coded Allergies/Adverse Reactions
Name Category Severity Ver? Date Time User
Reaction
Allergies
Fluoxetine HC1l Drug M 10/30/09 1240 HEB
RASH

Adult Safety Assessment

10/30/09 1420 MVP

<< HOSPTIAL WIDE PRECAUTIONS >»>

Locked Unit

Unit Restrictien

Building Restriction

15 Minute Checks

Belongings Searched

Clothes Searched

Mfety Search (M.D. Ordered)
; Sharps Precautions
Elopement Precautions

Mouth Checks

Fall Precautions

ZRIRKEZ KKK

1:1 Constant Observation

<< LESS RESTRICTIVE TO RESTRICTIVE »>>

Lounge Restriction
Sign-In Requirement
Sharps Restriction
Open Quiet Room
(M.D. ordered)

N
N
¥
N
N

Triage - NUR/CON

~std

10/30/09

1239 HEB

Alerts: None

o’

Document Allergies now? Y

Voluntary
Single

Legal Status:
:) Marital Status:

REFERRAL SOURCE:
Specify Referral Source:
DR LITOVITZ CALLED

Name

97 .8
89

17
127/76

Temperature:

Pulse:
Respirations:

Blood Pressure:
Mode of Arrival:
Accompanied by:
General Appearance:

Self
Alert

Patient admitted/arriving fro

~~~~TRIAGE ASSESSMENT~~~~

’

Wt

Oz :
Kg:

Ht

In:
Ciis

m=

STATE DEPARTMENT
Location,

Phone #:
Lb: 134
60.78
Ft: 5B
8.00
172.720

Public Transportation

WORK

Name of facility- STATE DEPARTMENT

Rashes or Bites: N
NONE

Skin:
Describe:
) Breathing: Normal

4 Verbal: Confused
MEDICAL Hospitalization™:
GALL BLADDER 2005

BMI:

20.



Age/Sex: 33 F WILLIAMS, LYNNAE D (ADM IN) Page: 2
Unit #: J000018122 J.28=J.222=B Printed 10/30/09 at 1424
Account#: J84090217483 Roth,Richard L Period ending 10/30/09 at 1424
Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care INITIAL ADMISSION ASSESSMENT
)
[ Triage - NUR/CON sgtd 10/30/09 1239 HEB |

Medical Conditions”:
CRRENT COLD

PSYCH Hospitalizations™:

NONE

OUTPATIENT TEAM:

Primary Care Physician:

Psychiatrist: NONE
Length of time with:
; Dherapist . NONE

Length of time with:

Sleep/Appetite Pattern:

)

Appearance:
~~~~MENTAL STATUS EXAM~~~~
Behavior:

Affect:
Orientation:

Thought Process:

Thought Content:

Speech:

Perceptual:

DR PAYTON

How Often: AS NEED

How Often:

How Often:

SLEEP P ACCIDENT DIFFICULT,

Last Seen: SPRING 2009

Last Visit:
Phone Number:

Last Visit:
Phone Number:

PRIOR TO ACCIDENT IT

WAS FINE; APPETITE DECLINED P ACCIDENT BUT PRIOR

WAS NORMAL

APPROPRIATE ATTIRE
DRESSED IN SUIT
COOPERATIVE
TEARFUL

SUSPICIOUS
RESTLESS

"I HAVE A LOT ENERGY"

HAS ADD
ANXIOQUS

"I FEEL GOOD"
SUPERFICIAL
RESTRICTED
ANXIOUS
Oriented X3

Mood:

INDECISIVE
BLOCKING
RAMBLING

DENIES RACING THOUGHTS

DISORGANIZED
CIRCUMSTANTIAL
PARANOIA
PERSEVERATIVE

CONCERN FOR JOB SECURITY

POOR MEMORY
POOR CONCENTRATION
DENIES

COHERENT
HESITANT
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Motor/Activity:

Insight: Poox
Judgement : Poor
Impulse Control: High

Types of Caffeine:

Amt per Day:

Additional Drugs or Chemical
) Type of Drug:
g How Often:
How Long Used:

How Much:

Last Used:

Type of Drug:

How Often:

How Long Used:

; How Much:
:) Last Used:
Type of Drug:

How Often:

How Long Used:

How Much:

Last Used:

Does Patient Drink Alcoholic
Type of Alcohol:

How Often:

How Long:

How Much:

Last Drink:

Type of Alcohol:

How Often:

How Long:

) How Much:
Last Drink:

Type of Alcohol:

How Often:

How Long:

REPEATS QUESTIONS
Normal

Chemical Dependency History~~~~~
~~~~CAFFEINE HISTORY~~~~

None

Use: N

Beverages: N
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How Much:
Last Drink:
Drug Use Comment”:

Alcohol Comment™:

)

Takes Daily Medications, Vitamins, Herbal or OTC Medications: Y

Suicidal Ideation: N Suicide Plan? N
Describe Suicidal Thoughts/Plan/Means”:

Previous Suicide Attempts: Y
>hen/HowA:

IMPULSIVIELY DROVE INTQ CAR AND CAUSED 2 CAR COLLISION
ON WED 10/27/09, WENT TO GEORGETOWN UNIVERSITY HOSP
YESTERDAY. HAS EXHIBITED BIZARRE BEHAVIOR SINCE THAT

TIME BUT PT IS POOR HISTORIAN AND DENIES REPORTED



Age/Sex: 33 F WILLIAMS,LYNNAE D (ADM IN) Page: 5

Unit #: J000018122 J.2A-J.222-B Printed 10/30/09 at 1424
Account#: J84090217483 Roth,Richard L Period ending 10/30/09 at 1424
Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care INITIAL ADMISSION ASSESSMENT
L, Triage - NUR/CON ~std 10/30/09 1239 HEB
BEHAVIORS

Have you known someone who has attempted/committed suicide? N

When/How/Relation/Impact”™:

)

Additional Suicide Risk Elements: Hx of risky behavior

Sev. anxiety/panic/agitat
IDS WORK AS STRESSOR { Pas*

;ﬁmicidal Ideation: N Homicidal Plan? N
Describe Homicidal Thoughts/Plans/Means”:

Homicidal/Violence Risk Factors:
N/A

Self Destructive Behavior: Y

Self Destructive/Harm Behaviors:
INTENTIONAL CAR ACCIDENT

THIS WEEK

Describe Self-Destructive Behaviors™:
SEE ABOVE

Intoxicated: N Breathalyzer: N/A
Last Use™:

‘Psychotic: Y

Describe Psychosis™:

REPORTEDLY PARANOID BY STATE DEPT PSYCHIATRIST,
BIZARRE BEHAVIORS R/T CAR ACCIDENT THAT ARE NOT
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TYPICAL OF PT---CURSING, FEELING THAT PEOPLE WERE
FOLLOWING HER, PT C MANY, MANY QUESTIONS RE HER JOB
SECURITY TO THIS WRITER.

Physical/Sexual/Emotional/Verbal Abuse or Neglect Hx: N
Describe Abuse”:

Altered Mental Status: Y

Describe Mental Status”:

PSYCHOSIS, ANXIETY, SUSPICION, TALKING TO SELF DURING
ASSESSMENT, DENIES A/V HALLUCINATIONS

Chief Complaint™:

_PT UNDERSTANDING OF COMING TO HOSP IS TO HAVE AN
ASSESSMENT D/T HER DISORGANIZATION FOLLOWING HER
AR ACCIDENT WAS PRIMARY REASON. ACCORDING TO

POLICE STATEMENT SHE SAID SHE WANTED TO KNOW HOW

IT WOULD FEEL TO BE IN A CAR ACCIDENT, STATES THAT

SHE MADE SEVERAL INCONSISTENT STATEMENTS, SHE

CANNOT REMEMBER THE STATEMENTS AT THE TIME OF

ASSESSMENT. STATES THAT SHE SAW DR NEWMAN, A

PSYCHIATRIST AT STATE DEPT AND WAS MAKING LOUD

STATEMENTS, CURSING IN THE STATE DEPARTMENT

'jEFETERIA. DID NOT CALL INTO WORK THE DAY AFTER

.HE HER CAR ACCIDENT. HAD FRIEND CALLED DAY LATER.

DR NEWMAN CONTACTED DR LITOVITZ RE NEED

FOR HOSPITALIZATION FOR PSYCHOSIS, NOS. PT C A HX

OF DEPRESSION, HAS BEEN ON PROZAC IN PAST (HAD A

RASH REACTION TO PROZAC). PT STATES THAT SHE

WENT TO CABINET LEVEL ADMINISTRATOR’'S OFFICE

AT STATE DEPT TO ACCESS COMPUTER INFO ON

f;RSELF. SHE IS NOT A GOOD HISTORIAN ABOUT

~ERSELF. SHE RECOGNIZES NQOW THAT WAS POOR
"JUDGEMENT ON HER PART. PT IS NEW EMPLOYEE AT THE
STATE DEPT AND FEARS HER JOB SECURITY.

~~~~FAMILY HISTORY~~~~
Family Psych Hx: Y

Family Psych Relationship: MA AUNT C SCHIZOPHRENIA

Describe Family Psych Hx": SEE ABOVE

Family Hx of Suicide: N

\

/amily Suicide Relationship: N/A

Describe Family Hx of Suicide”: N/A
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Family CD Hx: N

Family CD Relationship: N/A

Patient Psych/CD Treatment Hx: N

:>escribe Treatment Hx": N/A

Last Grade Completed: MS
Degrees/Certificates: FOREIGN SERVICE FROM

) GTU

Current Student: N
Where: N/A

Change in School Performance: N
Describe Change In School Performance”:

Problems with Behavior at School: N
Truancy: N

Learning Problems/Special Education: N
Describe Learning/Behavioral Problems”
N/A

Is Patient Present? Y
Able to perform TB & Contagious Respiratory Infection Point of Entry Screen Y

Reason-
Is patient currently experiencing any of following in last 7 days:

Fever greater than 100.4? N (37.8 C)
Cough? N (not related to
allergy or COPD)
Persistent Cough greater than 3 weeks?
) Cough with blood produced?
Sore Throat? Y
Night sweats? N
Unexplained weight loss? N
Fatigue? N
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Body Aches? N
Rash? N

Nasal Congestion (not related to allergies or sinus infections)? N

Pt reports prior history of TB or positive TB skin test? N
:) Close contact with a person who has TB? N
i Close contact with any person having an Influenza-like Illness? N

TB Point of Entry Screen: Contagious Respiratory Infection Point of Entry Screen-

NEGATIVE NEGATIVE
Mask applied, patient isolated, and receiving unit/department notified?

ﬂ)sychiatric Consultation: MD Consulted: DR ROTH
Time: 1135 On-Call: N Attending: N
Comments regarding phone consult with MD: DR RQTH
RE RECENT CAR ACCIDENT, NEW ONSET PSYCHOSIS S/P CAR ACCIDENT

Axis 1-V I: PSYCHOSIS, NOS

Ity DEF
ITII: COED
:) IV: EMPLOYMENT, RECENT CAR ACCIDENT
’ V: GAF 30
Final Disposition Inpatient: Y Partial Hospitalization: N

Home: N Medical Hospital: N

>>Additional Admission Assessment Comments/Information/Summary<c<
PT IN RECENT CAR ACCIDENT, CONFUSED AND DISORGANIZED, CHANGED BEHAVIORS P
THE ACCIDENT, SEEN BY STATE DEPT PSYCHIATRIST WHO RECOMMENDED INPATIENT
PSYCH FOR FURTHER ASSESSMENT, EVALUATION FOR TREATMENT. PT PRESENTS AS
ANXIOIUS, GUARDED, FEARS SECURITY OF HER JOB, NOTED TO TALK TO HERSELF
DURING ASSESSMENT. ADMITS TO DISORGANIZED STATEMENTS AND CONFUSION P
ACCIDENT. REPORTED STATED THAT SHE WANTED TO SEE HOW IT WOULD FEEL TO BE IN
A CAR ACCIDENT. PT MEDICALLY CLEARED AT GTU HOSP ER ON WED 10/28/0%. SAW
STATE DEPT PSYCHIATRIST THIS MORNING THEN TOOK A CAB TO HOSP. - .iay o

Left prior to triage: Direct Inpatient Admit

A\
’}ome Medications:
~~~ PATIENT'S HOME MEDICATION LIST ~~~

Medication-Strength Dose/Route Frequency (Last Dose Taken)

ADDERALL 30 MG ORAL DAILY
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End of Medication List

Sources Used For This Documentation: PATIENT REPORTED

j)outine Pharmacies Used: CVS

Clarification needed for any Medication: N

Home Medication Disposition: AT HOME

'X INPT Admission Assessment ~std 10/30/09 1412 MVP
4
~~~ Inpatient Admission History & Assessment -~~~
Alerts: None
;} Time of arrival to unit: 1200

Chief Complaint™:

PT UNDERSTANDING OF COMING TO HOSP IS TO HAVE AN
ASSESSMENT D/T HER DISORGANIZATION FOLLOWING HER
CAR ACCIDENT WAS PRIMARY REASON. ACCORDING TO
POLICE STATEMENT SHE SAID SHE WANTED TO KNOW HOW
IT WOULD FEEL TO BE IN A CAR ACCIDENT, STATES THAT
SHE MADE SEVERAL INCONSISTENT STATEMENTS, SHE
CANNOT REMEMBER THE STATEMENTS AT THE TIME OF
ASSESSMENT. STATES THAT SHE SAW DR NEWMAN, A
PSYCHIATRIST AT STATE DEPT AND WAS MAKING LOUD

STATEMENTS,

CURSING IN THE STATE DEPARTMENT

CAFETERIA. DID NOT CALL INTO WORK THE DAY AFTER

THE HER CAR ACCIDENT. HAD FRIEND CALLED DAY LATER.

DR NEWMAN CONTACTED DR LITOVITZ RE NEED

TOR HOSPITALIZATION FOR PSYCHOSIS, NOS. PT C A HX
F DEPRESSION, HAS BEEN ON PROZAC IN PAST (HAD A
RASH REACTION TO PROZAC) .
WENT TO CABINET LEVEL ADMINISTRATOR’S OFFICE

AT STATE DEPT TO
HERSELF.

PT STATES THAT SHE

ACCESS COMPUTER INFO ON

SHE IS NOT A GOOD HISTORIAN ABOUT
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HERSELF. SHE RECOGNIZES NOW THAT WAS PQOOR
JUDGEMENT ON HER PART. PT IS NEW EMPLOYEE AT THE
STATE DEPT AND FEARS HER JOB SECURITY.
Isolation: STND
Code Status: FULL CODE

Age Categories: YOUNG ADULT 18-40 years
Developmentally Delayed:

Primary Language: ENGLISH ENGLISH
Language Barrier:
Interpreter Needed: Language Line Used:

iyatient admitted/transferred from=

Cultural/Religious Beliefs affecting care:

Does Patient have any Mental Health Advance Directives: N

Name pt prefers to be called:

v;F Patient Currently Participating in Research Projects:

Where:
Wt - Lb: 134 HE = FEz 5 Kg: 60.782
0z: In: 8.00 Cm: 172.7200000

Wt Source: STANDING

BSA: 0.00 BSA Method: Haycock BMI: 20.3
History of Chronic pain: N
Chronic pain location:

Describe pain:

~~~ Pain Assessment -~~~
Presence of Pain: NO FQiesa 4 iy
Observed Behavior/Indication:
Pain Level: Pain Tool:
Patients Functional Pain Goal:
Pain Quality:

Pain Location:

Pain Comment”:

Neurological Hx: Denies ~~~ Neurological Assessment -~~~

Neurological Assessment WDP: Y
Oriented To:

Hand Grips:
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Eyes Open:
Best Motor Response:
Best Verbal Response:

Movement Right Arm:
Movement Left Arm:
Movement Right Leg:
Movement Left Leg:

Neuro Comment™:

~~~ Eye/Ear/Nose/Thr

' D EENT Hx:

EENT Assessment WDP:

Total:

oat Assessment -~~~
GLASSES

v ™

Visual Impairment:

Hearing Impairment:

Throat Complaint:

’) Mucous Membranes:
) Left Nares:

Right Nares:

EENT Comment™:

)

~~~ Cardiovascular A
Cardiovascular Hx:

Cardiovascular Assessment WDP
Skin Color:
Skin:

Associated Signs & Symptoms:

ssessment ~~-~
DENIES

s X

Does Patient Have a Pacemaker:

Implantable Defibrillator:

Cardiovascular Comment”:

Circulatory Assessment WDP:
Altered Circulatory Site:

P4
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Proximal Pulse to Affected Site Evaluated:

Proximal Pulse Character:
Amount of Edema Noted Proximal to Affected Site:

Capillary Refill Proximal to Affected Site:

Skin Proximal to Affected Site:

Skin Color Proximal to Affected Site:

Sensation Proximal to Affected Site:

Distal Pulse to Affected Site Evaluated:

Distal Pulse Character:
Amount of Edema Noted Distal to Affected Site:

Capillary Refill Distal to Affected Site:

“:Lin Distal to Affected Site:

Skin Color Distal to Affected Site:

Sensation Distal to Affected Site:

jﬁrculatory Comment ™ :

~~~ Respiratory Assessment -~~~

Respiratory Hx:

Previous treatment of asthma:
Tobacco Use Now or in Previous 12 Months:

NONE

Kind of tobacco:
Packs/tins per day:
How many years:

Quit? When:
Smoking Referral:

DENIES

Smoking cessation instruction given to the patient and/or caregiver-

Smoking Comment”™:
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Is Patient Present? Y

Able to perform TB & Contagious Respiratory Infection Point of Entry Screen Y

Nasal

TB Point
NEGATIVE

Reason-
Is patient currently experiencing any of following in last 7 days:

Fever greater than 100.4? N (37.8 C)
Cough? N (not related to
allergy or COPD)
Persistent Cough greater than 3 weeks?
Cough with blood produced?
Sore Throat?
Night sweats?
Unexplained weight loss?
Fatigue?

222w

Body Aches? N
Rash?

2

Congestion (not related to allergies or sinus infections)? N

Pt reports prior history of TB or positive TB skin test? N

Close contact with a person who has TB? N

Close contact with any person having an Influenza-like Illness? N
of Entry Screen: Contagious Respiratory Infection Point of Entry Screen-

NEGATIVE

Mask applied, patient isolated, and receiving unit/department notified?

Respiratory Assessment WDP: ¥

RUL Breath Sounds:
RLL Breath Sounds:
LUL Breath Sounds:
LLL Breath Sounds:
Respiratory Effort:

Cough:
Sputum Color:

Sputum Consistency:

Sputum Amount:
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Capillary Refill:

~~~ Oxygen/Respiratory Assessment -~~~

On Oxygen:

02 Delivered Per:

02 Liters / Minute:

SpO2 Continuous Monitoring:
Sp02% After Oxygen Applied:

Respiratory Comment”:

3

~~~ Gastrointestinal Assessment -~~~
) Gastrointestinal Hx: DENIES

Gastrointestinal Assessment WDP: Y

GI Complaint:

Vomiting Episodes in Previous 24 Hours:
Cintent/Appearance of Emesis:

=
RUQ Bowel Sounds:
RLQ Bowel Sounds:

LUQ Bowel Sounds:
LLQ Bowel Sounds:

Last Bowel Movement: 10/30/09
Description of Stool: Normal

Abdeomen Soft & Non-Tender:
Abdomen Firm/Rigid: N

Distention:

Guarding:

Rebound Tenderness:
) Tenderness to Palpation:

Palpable Mass:
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GI Comment”:

~~~ Nutritional Assessment -~~~
Signs of Nutritional Risk: Nutrition Consult:
None

Nutritional Comments”

J

Total:

~~~ Genitourinary Assessment ~-~-~
GU Hx: DENIES

Genitourinary Assessment WDP: Y
Sexual History: NOT Sexually Active

) Sexual Orientation:

Condom used?
Reproductive-Female:
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Reproductive-Male:

LMP:
Abnormal Urination:

Urine Appearance:

Catheter:
Catheter Type:

Description of Catheter Function:
'“ggsociated Signs & Symptoms:

GU Comment”:

~~~ Endocrine Assessment -~~~
Endocrine Hx: DENIES

Endocrine System WDP: Y

b

Endocrine Comment™:

Immune System:

Immune System Comment”:

~~~ Musculoskeletal Assessment
Musculoskeletal Hx: DENIES
Musculoskeletal Assessment WDP: Y

Generalized Weakness:
Right Upper Extremity:

Printed 10/30/09 at 1424
Period ending 10/30/09 at 1424
INITIAL ADMISSION ASSESSMENT

10/30/09 1412 MVP
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Left Upper Extremity:
Right Lower Extremity:

Left Lower Extremity:

Balance/Gait:
Paralysis:
Amputee:

Complaints of Joint Swelling/Tenderness:

t}usculoskeletal Comment ™ :

~~~ Functional Assessment -~~~
Functional Assessment WDP: Y

Functional Comment™:

o

..Ohysical Limitations Interfering with Recreational Activities:

) Describe:

Other Limitations Interfering With Recreational Activities: N
Describe:

Need special equipment/supplies for routine care? N
Special Equipment:

Do you Exercise on a Regular Basis: Y
Type of Exercise: RUNNING, WEIGHTS

Frequency of Exercise: THREE TIMES A WEEK

Any Change in Sleep patterns:
NC SLEEP PROBLEMS

) ~~~ Integumentary Assessment -~~~
Integumentary Hx: DENIES

Prior history of chronic wounds, non healing wounds? N
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Prior history of staph infection? N

Integumentary Assessment WDP: Y

Presence of open or draining wounds?

Presence of wounds that resemble spider bites?

Integumentary Comments”:

E

#1 Incision/Wound Location:
#1 Incision/Wound Type:

#1 Incision/Wound Dressing Clean/Dry/Intact:
#1 Incision/Wound Dressing Change Date:
#1 Incision Approximated Without Redness:

3

#1 Incision/Wound Size (cm) :
#1 Incision/Wound Depth (cm):
#1 Incision/Wound Edges:

#1 Incision/Wound Odor:

#1 Incision/Wound Drainage Amount:
#1 Incision/Wound Dressing/Treatment:

#1 Incision/Wound Comment :

#2 Incision/Wound Location:
#2 Incision/Wound Type:
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#2 Incision/Wound Dressing Clean/Dry/Intact:
#2 Incision/Wound Dressing Change Date:

#2 Incision Approximated Without Redness:

#2 Incision/Wound Size (cm):

#2 Incision/Wound Depth (cm) :

#2 Incision/Wound Edges:

#2 Incision/Wound Odor:

#2 Incision/Wound Drainage Amount :
#2 Incision/Wound Dressing/Treatment:

#2 Incision/Wound Comment :

)

)

MEDICAL Hospitalization™:
GALL BLADDER 2005

Medical Conditions™:
CRRENT COLD

PSYCH Hospitalizations™:
NONE

Precautions:

: )

) Physical/Sexual/Emotional/Verbal Abuse or Neglect Hx: N
‘ Evidence of Physical and/or Psychological Abuse: N

Does the Patient Feel Safe at Home: Y
Describe Abuse”:
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Appearance:

~~~~MENTAL STATUS EXAM~~~~

Behavior:

Mood:

Affect:

Orientation:

Thought Content:

Perceptual:

Speech:

Motor/Activity:

J

Suicidal Ideation: N

Thought Process:

APPROPRIATE ATTIRE
DRESSED IN SUIT
COOPERATIVE
TEARFUL

SUSPICIOUS
RESTLESS

"I HAVE A LOT ENERGY"
HAS ADD

ANXIOUS

"I FEEL GOOD"
SUPERFICIAL
RESTRICTED

ANXTIOUS

Oriented X3

INDECISIVE

BLOCKING

RAMBLING

DENIES RACING THOUGHTS
DISORGANIZED
CIRCUMSTANTIAL
PARANOIA

PERSEVERATIVE

CONCERN FOR JOB SECURITY
POOR MEMORY

POOR CONCENTRATION
DENIES

COHERENT

HESITANT

REPEATS QUESTIONS
Normal

~~~~RISK ASSESSMENT~~~~

Suicide Plan? N

Describe Suicidal Thoughts/Plan/Means”:

Previous Suicide Attempts:
When/How” :

IMPULSIVIELY DROVE INTO CAR AND CAUSED 2 CAR COLLISION

ON WED 10/27/09,

WENT TO GEORGETOWN UNIVERSITY HOSP

YESTERDAY. HAS EXHIBITED BIZARRE BEHAVIOR SINCE THAT
TIME BUT PT IS POOR HISTORIAN AND DENIES REPORTED

BEHAVIORS

Have you known someone who has attempted/committed suicide?N

When/How/Relation/Impact”™:

)
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Additional Suicide Risk Elements: Hx of risky behavior
Sev. anxiety/panic/agitat
IDS WORK AS STRESSOR

Homicidal Ideation: N Homicidal Plan? N
Describe Homicidal Thoughts/Plans/Means”:

}homicidal/violence Risk Factors:
N/A

Self Destructive Behavior: Y
Self Destructive/Harm Behaviors:
INTENTIONAL CAR ACCIDENT
JTHIS WEEK
Jescribe Self-Destructive Behaviors’™:
“SEE ABOVE

Any Recent Losses?
Recent Loss, Explain™:

Intoxicated: N
Last Use™:

Psychotic: Y
Describe Psychosis™:
REPORTEDLY PARANOID BY STATE DEPT PSYCHIATRIST,
BIZARRE BEHAVIORS R/T CAR ACCIDENT THAT ARE NOT
TYPICAL OF PT---CURSING, FEELING THAT PEOPLE WERE
FOLLOWING HER, PT C MANY, MANY QUESTIONS RE HER JOB
SECURITY TO© THIS WRITER:
/::RESTRAINTS==
Technique/Methods/Tools to Help Pt Control their Behavior:

As Appropriate, Pt/Family helps in identifying such Techniques:



Age/Sex: 33 F

WILLIAMS, LYNNAE D

Unit #: J000018122
Account#: J84090217483
Admitted: 10/30/09 at 1158

™

J.2A-J.222-B
Roth,Richard L
Dominion Hospital Patient Care

Page: 2

Printed 10/30/09 at 142
Period ending 10/30/09 at 142
INITIAL ADMISSION ASSESSMEN

[}—

INPT Admission Assessment

10/30/09 1412 MVP

Medical Cond. that places Pt at > Risk During Restraint/Seclus.:

Hx of Abuse that Would Increase Psychological Risk w/Restraint/Seclusion:

Pt/Family Educated on Hospitals Philosophy on Restraint/Seclusion:

Family’s Role, Including Notification is Discussed as Appropriate:
~~~~CAFFEINE HISTORY~~~~

Types of Caffeine: None

Amt per Day:

J

Additional Drugs or Chemical Use: N
Type of Drug:
How Often:
How Long Used:
How Much:
. Last Used:
;} Type of Drug:
How Often:
How Long Used:
How Much:
Last Used:
Type of Drug:
How Often:
How Long Used:
How Much:
Last Used:

Drug Use Comment”:

Dces Patient Drink Alcoholic Beverages:
Type of Alcohol:
How Often:
How Long:
How Much:
J Last Drink:
Type of Alcohol:
How Often:
How Long:
How Much:



WILLIAMS, LYNNAE D (ADM IN) Page: 23

Age/Sex: 33 F
Unit #: J000018122 J.2A-J.222-B Printed 10/30/09 at 1424
Account#: J84090217483 Roth,Richard L Period ending 10/30/09 at 1424
Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care INITIAL ADMISSION ASSESSMENT
;;f
1 INPT Admission Assessment -std 10/30/09 1412 MVP

Last Drink:

Type of Alcohol:
How Often:

How Long:

How Much:

Last Drink:

Alcohol Comment™:

CDU DETOXIFICATION PROTOCOL WITHDRAWAL SEVERITY ASSESSMENT (WSAP)

Nausea/Vomiting:

Tremor:

Paroxysmal Sweats:

Anxiety:

) Agitation:
) Tactile Disturbances:
Auditory Disturbances:

Visual Disturbances:
Headache/Fullness in Head:

Orientation,Clouding Sensorium:
Score:

Detox Comment”:

J

FALL RISK ASSESSMENT:

=IMMUNIZATION/COMMUNICABLE DISEASE SCREEN=
Pneumoccal vaccination status-

Date:

Influenza vaccination status-



33 F WILLIAMS,LYNNAE D (ADM IN) l Page: 24

Age/Sex:

Unit #: J000018122 J.2A-J.222-B Printed 10/30/09 at 1424
Account#: J84090217483 Roth,Richard L Period ending 10/30/09 at 1424
Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care INITIAL ADMISSION ASSESSMENT
J
i INPT Admission Assessment -~std 10/30/09 1412 MVP

Date:

Patient candidate for vaccine(s)?

Last Tetanus:

Hx/Assessment Comments”:

)

o

Ty—Source of Information:

~~ Adolescent Specific ~~

Immunizations Current?

Recent Exposures:

Pre or Perinatal Event:

Disease:

PT functioning affecting Family/Guardian:

Currently receiving help from any agencies?

Special educational needs?

Difficulty learning new things?

zasiest way for pt to learn?

How does pt exhibit anger:



Age/Sex: 33 F WILLIAMS, LYNNAE D (ADM IN) Page: 2

Unit #: J000018122 J.2A-J.222-B Printed 10/30/09 at 142
Account#: J84090217483 Roth,Richard L Period ending 10/30/09 at 142
Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care INITIAL ADMISSION ASSESSMEN’
™

Y

#

L

INPT Admission Assessment

~std

10/30/09 1412 MVP

Exhibit frustration:

Exhibit sadness:

Respond to authority figures:

Discipline techniques used:
What works:

What doesn’t work:

Anything preventing visiting pt:

:zamily/guardian involvement in treatment:

Family/guardian expectations for treatment:

Adolescent Comment™:

)

3

Education provided at this time:

Title of educator:

Person(s) educated:

Readiness to learn:

Identified learning needs:

Learning preference:

Barriers to learning:

Teaching method:



WILLIAMS, LYNNAE D (ADM IN) | Page: 2¢

Age/Sex: 33 F

Unit #: J000018122 2A-J.222-B Printed 10/30/09 at 142-
Account#: J84090217483 Roth,Richard L Period ending 10/30/09 at 142-
Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care INITIAL ADMISSION ASSESSMENT
J
| INPT Admission Assessment -~std 10/30/09 1412 MVP

New/Reinforcement teaching:

Specific topic(s) taught:

Response/evaluation:

Educ Content™:

)

~~ Medication Reconciliation ~~

Patient Compliance:

Why 1is Patient Non-Compliant:

Takes Daily Medications, Vitamins,

J

Home Medications:

Medication-Strength

Herbal or OTC Medications: Y

PATIENT'S HOME MEDICATION LIST ~~~
Dose/Route Frequency (Last Dose Taken)

ADDERALL

30 MG QORAL DAILY
(10/30/Q9)

End of Medication List




Age/Sex: 33 F WILLIAMS,LYNNAE D (ADM IN) | Page: 2

Unit #: J000018122 J . 28~d«222-B Printed 10/30/09 at 142
Account#: J84090217483 Roth,Richard L Period ending 10/30/09 at 142
Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care INITIAL ADMISSION ASSESSMEN:
N
J
L INPT Admission Assessment -~std 10/30/09 1412 MVP

Scurces Used For This Documentation: PATIENT REPORTED

Routine Pharmacies Used: CVS

Clarification needed for any Medication: N

Home Medication Disposition: NONE

IE R E R R RS SR EE R RS SRR R EEREEREREEEEEEEEEEEEESESEEEESES]

* Home Medication queries have been *
* reviewed/updated by J.NUR.MP RN *
} IR E RS SRR R R RS EEEEEEESSE S SRR RS SRR R R RS EERE SR EESSERRE]

Is patient Responsive:

Fall Risk Elements:

Add’1l Fall Risk Elements:

b

Is patient following fall prevention directions: Update Date of Last Fall:
Month/Year of Last Fall:

Fall Risk Comment:
High Risk for Falls:

Fall Precautions:

Fall Precautions Comment:

Fall this account/visit:
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| Monogram Initials Name Nurse Type
HEB J.NUR.HEB BLACK, ELIZABETH RN
MVP J.NUR.MP PERRY, MARILYN RN



Age/Sex: 551 Attending: Koth Kichard

Unit #: JUUOOIG]ZL Account #: JB4090.17463
Admtted: 10/30/09 at 1ibs Location: J ZA

Status: DIS [N Room/Bed: J 222 B

W/

I WILLTAMS L YNHAE D I

Dominmion Hospital Patient Care *Live*
CLINICAL DOCUMENTATION RECOKD

Pranted Llru

Page

£y al Vo

|

ol

Intervention Description Sts Directions Fram Intervention Descriptian Sts Directions Fioin
ACtivity Uccurred Kecoraed Pocumented Activity Occurred Recorded Documented
Iype Dule L Ly Date Lipe by Compent units Change Type Late Tiwe bty [date Lune Oy Cogend Hiirs (lanyis

Actraty Date- 10730409 Lupe- 1239 Activity Date. 10/30/09 Time- 1239 scontiogyed)

6200l NURSE/ TRIAGE std + A AS 1002001 NURSE/TRIAGE std + (continued)
- Create 10730709 1239 HEB  10/30/09 1312 HEB
- Document 10/30709 1239 HEB 10/30/09 1312 HEB Therapist: NONE
~~~TRIAGE ASSESEMENT~~~~ How Often: Last Vasat:
Alerts: None Length of time with: Fhone Numper
Sleep/Appetite Pattern: SLEEP P ACCIDENT DIFFICULT, PRIOKR TO ACCIDENT 17
WAS FINE: APPETITE DECLINED P ACCIDENT BUT PRIUK
Doculicnt Allergles now? WAS NORMAL
Leyal Status: Voluntaty
Marital Status: Single
Appedrance: APPRUPRIATE ATTIRE
KEFERRAL SOUKCE : STATE DEPAKIMENT ~~~~MENTAL STATUS EXAM~~~~  DRESSED IN SUI
Specity Reterral Source: Name, Location, Fnone #: Behavior: COOPERATIVE
DR LITOVITZ CALLED WL - Lb: 134 TEARFUL
0z: SUSPICIOUS
Teinperature: Y78 kg 60.76 RESTLESS
Pulse: 89 Ht - Ftr '8 "1 HAVE A LOT ENERGY"
Recpirations: 17 In: 8.00 HAS ADD
Blood Pressure: 127/7¢ Cm: 172.720 BMI: 20.3 Mood: ANXTOUS
Mode of Arrival: Public Transportation "1 FEEL GOOD"
Accompanied by: Self SUPERFICTAL
General Appearance: Alert Atfect: RESTRICTED
ANXTOUS
Fatient admitted/arriving from= WUKK Urientation: Oriented X3
Naitie 0f facility- STATE DLPAKTMENT
Skin: Rashes or Bites: N Thought Process: INDECISIVE
Describe: NONE BLOCKING
RAMBL ING
Breatning: Normgl DENTES RACING THQUGHTS
Verval - Contused DISORGANIZED 4
HEDICAL Hospitalization®: CIRCUMSTANTIAL
GALL BLADDER 2005 Tnought Content: PARANOTA
PERSEVERATIVE

Medical Conditions™:
CRRENT COLD

POYCH Hospitalizations™:
HONE

OUTPATTENT TEAM
Promary Care Pnysician: DR PAYTUN
How Otten. AS NEED
Psychinateist: NONE
How Uften:
Lengtn of time with

Last Seen:

Last Visit
Frione Humber :

SPRING 2009
Insight: Poor
Judgement © Poar
lmpulse Control: High

Perceptual :

Speech:

Motor/Activity:

CONCERN FOR JUB SECURITY
POOR MEMORY

POOR CONCENTRATION
DENIES

COHERENT

HESTTANT

REPEATS QUESTIONS
Normal




&

I WILLTAMS L YHNAE D I

Age/Sex: 35t Attending: Rolfi, Kichard L \hg»f Paye
Umt #: Juubulslr Account #: J8dUu0217483 ,
Admitted: 10/30/09 at liby Location: J.ZA buminion Hospital Patient Care *Live* Printed LI/0Z 00y al Uuss
Status: DI IN Room/Bed: J.220-b CLINICAL DUCUMENTATION RECORD
Intervention Description Sts Directions Fraom Intervention Description Sts Directions From
AcClivity uccurred Recorded Documented Activity Occurred Recorded Documented
Lyge Ll T by Ogbe Lige Gy Compent Unife Change Tepe fate Twe Ly (ate Lune by Comgent lnjte Ll
Liaty Date- 1073009 Dume - 1239 (coofioged) Actity [are- 10730709 Lige- 1739 (continued)
10020ul NURSE/TRIAGE std +  (continued) 1002001 NURSE/TRIAGE std + (continued)

~~~~~Chenicdl Dependency History=-

[ypes of Cattelne:

AmL per Day

—~~~(AFTE

None

Additronal Urugs or Cheimcal Use: N

Type of Drug

How Often:
How Long Used:

How Much
Last Used
lype of Drug

How Utten:

How Long Used.
How Much:

Last Used:
Type of Drug:
How Often.

How Long Used:
How Much:

Last Used

INE HISTORY~~~-

Loes Patient Deank Alccholic Beverdges: N

lype of Alcohol

How Often:

How Long
How Much

Last Urank:

Iype of Alcohol
How Often

How Long

How Much

Last Drink

Type ot Alconol .
How Often:

How Lony

How Much:
Last Drink
Drug Use Cominent™:

Alcohol Comment™:

Takes Daily Medications, Vitamins, Herbal or OIC Medications

Suicidal [deation: N
Describe Suicidal Thougnts/Plan/Means™:

Surcide Plan? N

1




Age/Sex: 33 | Attending: Rolh Hichaid | o I WILLLAMS L rNAE | W/ Paye. 3
Unit #: JOuGULBLZ] Account #: JB409021/483
Admitted: 10/30/09 at liLo Location: J 2A Domimion Hospital Patient Care *Live* Provted 11702709 at Uosd
Status: DI1S IN Room/Bed: J.2:2 B CLINICAL DOCUMENTATION RECOKD
lntervention bDescription Sts Directions From Intervention Description Sts Directions From
Activity Uccurred Recorded Documented Activity Occurred Recorded Documented
[ Dale Towe Gy [Date Luge G Comgent Anite Change Type Date e by Date Luwe by Comnent HUnite Chaige
Art ity Date- 10730409 D 1749 oontinipsd) Actayity Date- 10730709 Dge- 1239 (continued)
1ouZoul NURSE/TRIAGE std +  (continued) 1002001 NURSE/TRIAGE std + (continued)
INTENTIONAL CAR ACCIDENT
Previous Suicide Attempts: ¥ THIS WEEK
Whien/ How™ Describe Self-Destructive Behaviors”:
IMPULSIVIELY DRUVE THTO CAR AND CAUSED 2 CAR COLLISION SEE ABOVE

ON WED 10727709, WENT TO GEURGETOWN UNIVERSITY HOSP

YESTERDAY . HAS EXHIBITED BIZARRE BEHAVIOR SINCE THAT
TTME BUT PT 1S POOK HISTORTAN AND DENIES REPUKTED
BEHAVIORS

Have you knoan sulieone who hds dattenpled/commtled suicide? N

whet Hows ke Tattan/ Tipact *

Additiongl Surcide Risk Elements: Ha of risky behavior
Lev. anxiety/pdanic/agitat

105 WORK AS STRESSOR

HomiCida !l ldeation: N Homicidal Plan? N
Describe Humcidal Thougnits/Plans/Means™:

Homicidal/Violence Risk bacturs:
N/ A

wselt bestructive Benavior; Y
Selt Destructive/Harm Behaviors:

Intoxicated: N Breathalyzer:
Last Use™:

N/A

Psychotic: Y

Describe Psychosis™:

REPORTEDLY PARANOID BY STATE DEPT PSYCHIATRIST.
BIZARRE BEHAVIORS R/T CAR ACCIDENT THAT ARE NOI
TYPICAL OF PT---CURSING, FEELING THAT PEOPLE WERE
FOLLOWING HER, PT C MANY. MANY QUESTIONS RE HER J0B
SECURITY TO THIS WRITER.

Phiysical/Sexual/Emotional/Verbal Abuse or Neglect Ha: N
Describe Abuse”:

Altered Mental Status: Y
Describe Mental Status™:

PSYCHOSIS, ANXLETY, SUSPICION, TALKING TO SELF DURING
ASSESSMENT, DENIES A/V HALLUCINATIONS

Chief Complaint™:

PT UNDERSTANDING OF COMING TO HOSP IS TO HAVE AN
ASSESSMENT D/T HER DISORGANIZATION FOLLOWING HER
CAR ACCIDENT WAS PRIMARY REASON. ACCORDING TO
POLICE STATEMENT SHE SAID SHE WANTED TO KNOW HOw
[T WOULD FEEL TO BE IN A CAR ACCIDENT. STATES THAT
SHE MADE SEVERAL INCONSISTENT STATEMENTS. SHE
CANNOT REMEMBER THE STATEMENTS AT THE TIME OF
ASSESSMENT. STATES THAT SHE SAW DR NEWMAN, A
PSYCHIATRIST AT STATE DEPT AND WAS MAKING LOUD
STATEMENTS. CURSING IN THE STATE DEPARTMENT
CAFETERTA. DID NOT CALL INTO WORK THE DAY AFTER
THE HER CAR ACCIDENT. HAD FRIEND CALLED DAY LATEK.
DR NEWMAN CONTACTED DR LITOVITZ RE NEED

FOR HOSPITALIZATION FOR PSYCHOSIS. NOS. PT C A HX
OF DEPRESSION, HAS BEEN ON PROZAC IN PAST (HAD A
RASH REACTION TO PROZAC). PT STATES THAT SHE

WENT TO CABINET LEVEL ADMINISTRATOR™S OFFICE

AT STATE DEPT TO ACCESS COMPUTER INFO ON

HERSELF . SHE 1S NOT A GOOD HISTORIAN ABUUT
HERSELF. SHE RECUGNIZES NOW THAT WAS POOR
JUDGEMENT ON HER PART. PT IS NEW EMPLOYEE AT THE
STATE DEPT AND FEARS HER JOB SECURITY.




[7 WILLTAMS L YiAE D l

Age/Sex: 45t Attending: Kuth Kichard | S/ &tg’} Page. A
Unit #: Joouuislzye Account #: Jus40902174u3
Admitted: 10/30/09 ot llug Location: J.ZA Dominmiun Hospital Patient Care *Live* Printed 1162709 gl Uusd
Status: UIS IN Room/Bed: J. 220 CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions Fram [ntervention Description Sts Directions From
Activity Occurred Recorded Documented Activity Occurred kecorded Documented
Tuipe Lale Tume by lgte Luge b Compenl Unite (hange Tepe pate Time Ly Date Die by Comieent Uit (hispige:
Artavary Date- 10730709 Lime - 1229 (continyed) Acrivaty Dare- 10730709 Lgie- 1239 (continupd)
Luozoul NURSE/TRIAGE std +  (continued) 1002001 NURSE/TRIAGE std + (continued)

~~~FAMILY HISTORY~~~~
Family Psych Ha

Family Poych Relationship:

Describe Famly Psych Ha™: St

Family Ha of

Y

MA AUNT € SCHIZOPHKENLA

£ ABOVE

Suicide: N

Faimlly Suicide Relationship: N/A

Describe Family Hx of Suicide™: N/A
Family CD Ha: N
Fami 1y CU Relationsmip: N/A

Patient PoychzCD Treatiment Ha: N

Peccribe Treatment Ha™: N/A

Last Grade Conpleted:
Degrees/Certaficates:

Student
where .

Current

MS
FORELGN SERVICE FRUM
GTU

N
N/A

Change 1n School Performance: N
Describe Change In School Performance™:

Problems with Behdvior at School: N
Truancy: N

Learning Problems/Special Education: N

Describe Learnming/Behavioral Problems™:
N/A

Is Patient Present? Y

Able to perform 1B & Cortagrous Respiratory lntection Point of Entry Screen f

Reason-
Is patient currently eaperiencing any of following in last /7 days
Fever gredter than 100.47 N (37 8 C)
Cough? N (not related Lo

Persistent Cough greater than 3 weeks?
Cough with blood produced?

Sore Throdt?

Night sweats?

Unesplained weight 10557

Fatigue?

Body Aches?

Rash?

Nasal Congestion (not related Lo allergies or sinus intections)?

i
N
N
N
N

N

allergy or COFD)

Pt reports prior mistory of T8 ur positive TB skin test? N
Close contact with 4 person who has 187 N
Cluse contact with any person having an Influenzd-like [1lness? N

[B Point of Entry Screen:
NEGATIVE NEGATIVE
Mask applicd, patient 1solated, and receiving unit/department notified?

Contagious Respiratory Infection Point of Entry Screen




Age/Sex: 38 F Attending: Ruth Richard L

I WILLTAME L ndAE O I

Pale: &

Unit #: JOOGOLB1ZZ Account #: Jus4040217463
Admitted: 10/50/09 at 1lus Location: J ZA Dominion Hospital Patient Care *Live* Pranted L1:62/0Y ot Uusd
Status: DIS [N Room/Bed: J 222 b CLINICAL DOCUMENTATION KECORD
Intervention Description Sts Directions Fram Intervention Descriptiaon Directions F et
Activity Uccurred kecorded Documented Aclivity Occurred Recorded _ Documented
lype Qute Liie by [ate Lune Ly Comment nire Change Type Lare Lime by Oate Lige Dy Comment Unide Ll
Acriaty Date- 1072009 Ll 1239 (contioed) Activaty Oare- 1030709 Lo 1239 (cantined)
1002001 NURSE/TRIAGE std +  (continued) 1002001 NURSE/TRIAGE std + (continued)
Routine Pharmacies Used: CVS
PsyChiiatric Consultation: MU Consulted: DR ROTH Clarification needed for dany Medication: N
Time: 1135 On-Call: N Attending: N
Comnents regarding prone consult with MD: DR RUTH Home Medication Disposition: AT HOME
o RE RECENT CAR ACCIDENT, Ntw ONSET PSYCHOSIS S/P CAR ACCIOENT
A 1-V 1 PSYCHOSES. NOS
I1. DEF Actavary Date- 10730409 Time- 1240
[11: COLD
IV: EMPLUMENT . KECENT CAR ACCIDENT MRI Allergies: 10730709 1240 HEB 10/30/09 1240 HEB
V. GAF 30 Starting Values
No allergy record on file.
Final Dicposition Inpatient. ¥ Partial Hospitalization: N Edited and Verified
Hofme s N Medicdl Hospital: N Loged Allpegies/Adverce Reartions
“-pdditional Adinssion Assessment Compents/Intormat ion/Sumnary<< Activity Name Category Type Severity Ver?
- PT 1IN RECENT CAR ACCIDENT. CONFUSED AND DISORGANIZED, CHANGED BEHAVIORS P Eeaction it Actavily
Tt ACCIDENT. SEEN BY STATE DEPT PSYCHIATRIST WHO RECOMMENDED INPATIENT
PSYCH FOR FURTHER ASSESSMENT. EVALUATION FOR TREAIMENT. PT PRESENTS AS ADD Fluoxetine HCI Drug Allergy M Y
ANXTOIUS, GUARDED, FEARS SECURITY OF HER JOB, NOTED TO TALK TO HERSELF RASH 10730709 1240 HEB
DURING ASSESSMENT. ADMITS TO DISORGANIZED STATEMENTS AND CONFUSION P
ACCIDENT. REPORTED STATED THAT SHE WANTED TO SEE HOW IT WOULD FEEL TO BE IN
A CAR ACCIDENT. PT MEDICALLY CLEARED AT GTU HOSP ER ON WED 10/28/09. SAW Activity Date- 10/30/09 Time- 1100
STATE DEPT PSYCHIATRIST THIS MORNING THEN TOOK A CAB TO HOSP.
Left prior to triage: Direct Inpatient Admit 1051009-A CARE AREA STATEMENT: MH Adult + A . AL End of shitt P

Huine Medications
-~~~ PATTENT'S HOME MEDICATION LIST ~~~

~~DOCUMENT AT END OF EVERY SHIFT—

To be documented every shift, to review
current Pt. problems and to veriry that
the MH Adult Patient Population Care
Standards have been tollowed

1) Review of Patient PROBLEMU w/Utatus on PLAN of CAkk

Medication-Strength Duse/koute Frequency (Last Dose Taken) - Document 10730709 1400 JLW 10/30/09 1530 JLW
ADDERAL L 30 MG ORAL DAILY 1: Developmental Age 18-40 yrs-YOUNG ADLT : Al3:
(10/30/09) 2 CARE GOALS: Dominion MH Adult Ald:

e End of Medication List 3: STANDARD: DOMINION HOSPITAL WIDE CARE : AlS:

4: PSY.PROBLEM: Anxiety : Alb:

5: PSY:PROBLEM: Alteration in Thought Proc: Al7:

o6 ¢ 18:

7 19:

8: 20

9: 2]

10: 22

113 23

12; ¢ 2

I have reviewed the PL problems listed above and the Treatment Plan for pt. ¥
Sources Used for This Documentation: PATIENT REPORTED

Did the pt. start a new medication this stift? N

The Pt Care Stdndards appropriate for this patient defined for his/her patient populalion
have been met throughout the shift (unless otherwise documented): YES

(Review-SHET o)




Age/Sex: 33 T
Unit #: JOuGulsler
Admitted: 10/30/709 at lios
Status: DIS 0N

Attending: koth . Richard | \ 7
Account #: J8405021 7463

Location: J.ZA

Room/Bed: J 222 B

I

WILLTAMS LYRNAE D

N

bomnion Hospital Patient Care *Live*
CLINICAL DUCUMENTATION KECORD

Paye . ©

bPranted 11,0009 at Uuss

Intervention Description Sts Directions From Interventiun Descriptian Sts Directions Froim
ACtivity Uccurred kecorded Documented Activity Occurred Recorded Documented
Lpc [afe T Ly Dale Lige b (omoent unite (hange Type. Date e oy Date Towe Dy Coment Uit Chape
Ect1ud Ty Date: 10730409 Luge 1400 (continged) Lobtivity Date- 10/30/09 Tuge 1411 fcontioued)
L1051009-A CAKL AREA STATEMENT. MH Adult + (continued) 1001083 ADMISSION: Medication History +  (continued)
Drd pt have any adverse reaction to med thic smift? N If yes. follow ADR Policy to report
Coiitiernit ;
FOter Mot Spaft - 7aMo2pM Sagratyees WETEHT JECCICA | Bl
Acti iy Dare  10:30°09 LT 1410 |
|
1051009-A CAKE AREA STATEMENT: MH Adult + A At End of shift cp
~—~DOCUMENT AT END OF EVERY SHIFT~~
To be docunented every shift, to review
current PL. problems and to verity that
Lhe MH Adult Patient Population Care
Standards have been followed.
- Create 10730709 1410 MvP  10/30/09 1411 Mup Sources Used For This Documentation: PATLENT REPORTED
1751000 VST Momitor + A .Daily or per MD order Cp
- Credte 10730709 1410 MvP  10/30709 1411 Myp
2120363 MH Daily Nursing Assessment + A _Every 24 hours CP Koutine Pharmacies Used: CVS
- Create 10730709 1410 MvP 10730709 1411 MyP
2120365 ASSESSMENT : AT Evaluation + A1 Time cp
= Create 10/30709 1410 MVP  10/30/09 1411 Myp Clarification needed for any Medication: N
9100004 QUICK ADMISSION DATA + A AS
Nursing Quick Start Haine Medication Disposition: NONE
- Create 10730709 1410 MVP 10730709 1410 MyP
- D\JCUHICHL 10(,50/“1) 1410 M\”J 10//50/’09 ]41“ M\/P :**k*k‘k****)\k')(*At\AA‘*kA'kkx*tktAkAkxAkAxkk*A*AkkAAkAA
*k%k QUICK ADMIT = i Hame Medication queries have been x
* reviewed/updated by J NUR.MP RN *
LoCdl |‘uﬂ/'SL‘l vice: J 2’;_\ ARKAA KA K AAKAKARKR KA AR AR AR KA ARKAAAKRKAAKKARNKAKAKRKAKRKA KKK KK
Patient Care Type: ADT AGE: 33 1001451-A CARE PLAN : MH ADDITIONS + A L
Arcaeal Tue: 1200 —Use in place of Add Interventions—-
l Allows customization of Patient Care
Actiatby Dare- 10730709 D 1411 Plan.
- Create 10730709 1411 MvP  10/30/09 1411 Mup
1001083 ADMISSTON: Medication History + A AS 1002003 Psychosocial Assessment std + A o
* Medication History to be dune on - Create 10/30/709 1411 MvP  10/30/09 1411 Mvp
Admission  * 1009999 UPDATE: Clarification of Medications + A P
- Create 10/30/09 1411 MvP 10730709 1412 MVP - Create 10730709 1411 MVP 10/30/09 1411 MvpP
DoCuitkent 10730709 1411 MvP 10730709 1412 MvP 1300006 Age Specific Care: Young Adulthood + A Lp
Home Medications: 1. Assess patient’s self-perception for
==~ PAFTENI"S HUME MEDICATION L]ST ~~= motivation.
Medicalon-Strength Dose/Route Frequency (Lact Dose Taken) 2. Assess body image
o - e 3. Assist with identifying useful coping
AUDERALL 30 MG ORAL DAILY mechanisms and support systems .
(10/30709) 4. Encourage to talk about
. tnd of Medicdtion List 11lness/injury - how 1t may affect
plans. faimly/finances.
5. Encourage patient and family in
decision making and patient care. 1f
wanted.
6. Educate re injury prevention and
healthy Tifestyle.
- Create 10730709 1411 MVP 10730709 1411 Myp



Age/Sex: 35t Attending: Roth Richard

WILLTAMS L rlNAE D AAJ

w v rayesr i
Unmit #: JoGLulolz Account #: J84090717443 ’
Admitted: 10/30/09 at 1liw Location: J.ZA Dominion Hospital Patient Care *Live* Pranted 11.02/09 at Uuss
Status: DIS IN Room/Bed: J 2278 CLINICAL DUCUMENTATION RECORD
Intervention Description Sts Directions From Interventian Description Sty Directions Fruii
Activity Uccurred Recorded Documented Activity Occurred Recorded Docuinented
Lo Date Die by Oate e by Comment lnits Change Type Lare Tle Dy [gte L Ly Coient Lot IR
Actiaaty Date- 10730709 Lo 1411 Arriyatry Date- 10730009 T 1417 fcontinned)
1572301 ASSESS: Weirght as Ordered and Record + A P 1aouzooz PSY: Admit Histary/Systems Assessment +  (continued)
- Create 10750709 1411 MvP 10/30/09 1411 MyP THE HER CAR ACCIDENT. HAD FRIEND CALLED DAY LATER
2120366 MH Psycho-tducational Group + A cP DR NEWMAN CONTACTED DR LITOVITZ RE NEED
- Create 10730709 1411 MVP 10/30/09 1411 Myp FOR HOSPITALIZATION FOR PSYCHOSIS, NOS. PT C A HX
2120370 M SW Group Therapy Session + A Cp OF DEPRESSION, HAS BEEN ON PROZAC IN PAST (HAD A
- Create 10730709 1411 MvP 10730709 1411 Myp RASH REACTION TO PRQZAC). PT STATES THAT SHE
2120752 Freceptor Documentation Co-Sign + A cp WENT TO CABINET LEVEL ADMINISTRATOR'S OFFICE
- Create 10730709 1411 Myl 10730709 1411 Mvp AT STATE DEPT TO ACCESS COMPUTER INFO ON
3706530 NUTRITION: Monitor Meals. Record % + A GP HERSELF. SHE IS NOT A GOOD HISTORIAN ABOUT
- Lredte 10730709 1411 MyP 10430709 1411 MyP HERSELF . SHE RECOGNIZES NOW THAT WAS POOR
4136600 MEDS: Admirnster PAIN-MEDS(prn/standing) A CpP JUDGEMENT ON HER PART. PT IS NEW EMPLOYEE AT THE
1. Momtor effectiveness/side effects STATE DEPT AND FEARS HER JOB SECURITY.
(and any adverse reactions)
- Create 10730709 1411 MVP  10/30/09 1411 Mvp Isolation: STND
4801200 EDUCATION: Interdisciplinary + A CP
- Create 10730709 1411 MyP  10/30/09 1411 Mvp Code Status: FULL CODE
5021010 UISCHARGE: Complete Discharge Form + A cP
ALSO: Age Categories: YOUNG ADULT 18-40 yedrs
Complete paper formi-when going home Developmentally Delayed:
- Create 10730709 1411 MvP  10/30/09 1411 Myp
5021012 DISCHARGE . MED REC PATIENT MED List + A cp Primary Language: ENGLISH ENGLISH
(reste LO/3070% 1411 Myp 10730209 1411 Myp Lariguage Barrier:
Interpreter Needed: Language Line Used:
Actiuaty Dare- 10/30/09 e 1412
Pdatient admitted/transferred from=
1002002 PSY: Admit History/Systems Assessment + A AS
- Create 10730709 1412 MVF 10/30/09 1420 Mvp

- Docuinent

10730709 1412 MuP  10/30/09 1420 MyP
Inpatient Admission History & Assessment ~-
Alerts: None

Tme of arrival to umit: 1200

Crivet Coiplaint™:

PT UNDERSTANDING OF COMING 10 HOSP IS TO HAVE AN
SSESSMENT D/T HER DTSURGAHIZATION FOLLOWING HER
CAICACCIDENT WAS PRIMARY REASON. ACCORDING TU
POLICE STATEMENT SHE SALU SHE WANTED TO KNOW HOW
IT WGULD FEEL TO BE IN A CAR ACCIDENT. STATES THAT
SHE MADE SEVERAL INCONSTSTENT STATEMENTS. SHE
CANNOT REMEMBER THE STATEMENTS AT THE TIME OF
SOESSMENT . STATES THAT SHE SAW DR NEWMAN, A
POYCHIATRIST AT STATE DEPT AND WAS MAKING LOUD
STATEMENTS, CURSING IN THE STATE DEPARTMENT
CAFETERIA. DID NOT CALL INIO WORK THE DAY AFTER

Cultural/Religious Beliefs affecting care:

Does Patient have any Mental Health Advance Directives: N
Name pt prefers to be called:

Is Patient Currently Participating in Resedrch Projects

Where
WL - Lb: 134 Ht - Ft: 5 Kg: ol./82
0z: In: 800 Cm: 172 7200000
Wt Source: STANDING
BSA: 0.00 BSA Method: Haycock EML: 20.3

History of Chronic pain: N
Chronic pain location:

Describe pain:

~~= Pan Assessment ~—
Presence of Pain: NO
Ubserved Behavior/Indication




Age/Sex: 53 | Attending: Rolh kichard L \un‘) I WILLTAMS L
Unit #: Jououlslzz Account #: J84050217483
Admitted: 10/30/09 at LluB Location: J A

Status: DIS IN

Room/Bed: J 227 B

YNHAE D l

&

Domnion Hocpital Patient Care *Live*
CLINICAL DOCUMENTATION RECORD

Fronted 11

Page. B

U270y dt buss

Intervention bDescription Sts Directions From Intervention Description St Directions Fro
Activily Uccurred Kecorded Documented Activity Uccurred Recorded Documernted
JINIY [ale Line Ly Date Luge by Comoent Uonte Change Type [ate Tiwe by  Datre Lt Dy Comient ot {hony
Actayaty Oare- 10730/09 Luae 1412 (conninued) Activaty Dare- 10730709 Tiwe- 1412 (contined)
1002002 PSY: Admt History/Systems Assessient +  (continued) 1002002 PSY: Admit History/Systems Assessment +  (continued)
Pain Level: Parn Toul:

Patients bunctional Pain Goal
Fain Qudlity

Pain Location:

Pan Caititerit®

Neurulogical Ha: Dentes
Heurological Ascessment Wbk Y
Urtented 1o

Hand Grips:

Eyes Open:

Best Motor Response:

best Verbal Respunse:
lotal

HMovenient Rignt Arm
Movement  Left Arm:
Movernent Right Leq:
Movement  Left Leg:

Neuro Comment”:

~~ tye/Ear/Nose/Throat Assessinent ~~-

EENT Hs: GL

SOLS

EENT Assessment wWOP: Y
Visual Tmpairment:

Hearing liipdirient
Ihroat Complaint:

Mucous Menbranes
Lett Nares:

kight Nares:

EENT Comment

Cardiovascular Assessment ~~-

-~ Neurologicdal Assessnment ~~~

Cardiovascular Hx: DENIES
Cardiovascular Assessiient WDP: Y
Skin Color:
Skin:

Associated Signs & Symptoms:

Does Patient Have a Pacemaker:
Implantable Defibrillator:

Cardiovascular Comment”:

Circulatory Assessment WDP: Y
Altered Circulatory Site:

Proximal Pulse to Affected Site Evdluated:
Proximal Pulse Character:

Amount of Edema Noted Praximal to Affected Site:

Capillary Refill Proximal to Atfected Site:

Skin Proximal to Affected Site:

Skin Color Proximal to Affected Sate:

Sensation Proximal to Affected Site:

Distal Pulue to Affected Site bvaludled:
Distal Pulse Character:

Amount of Edema Noted Distal to Affected Site.

Capillary Refill Distal to Affected Site:

Skin Distal to Affected Site:

Skin Color Distal to Affected Site:



Age/Sex: S5t Attending: Roth, kichard L \ud/ | WILLTAMS L (HNAE D | k.,ﬁ Payge: Y
Unit #: JoouGlsler Account #: J8d05021 /483 ‘ o
Admitted: 10/30/09 at 11uy Location: J. A Dominion Hospital Patient Care *Livet Fronted L2709 at Gouss
Status: DIS IN Room/Bed: J . 227-B CLINICAL DOCUMENTATION RECOKD
Intervention Description Sts Directions From Interventian Description Sts  Directions Frain
ACtivity uccur red Recurded Documented Activity Occurred Recorded ] Documented
Lags Dty Die oy Oate Luge by Comoent _aiie (hange Type [ale Dwe by QDate Lo Dy Comment Huils Cliaiige:
Activity Oate- 10730409 Do 1412 icentanned) Acrivity Uatre- 10730709 Dme- 1412 tcontinued)

10uZ002 POY Aamit History/Systems Assessment + (continued)

sensation Dhstal to Affected Site

Circulatory Comnent”

~~~ Respirdlory Assessment ~~-

Respiratory Hx: DENIES

Previous treatnent of asthing
fobacco Use Now or 1 Previous 12 Monthe

NONE

hind of tobacco:

Packs/ting per day:
HOow Tdry years
Quit? Wnen .

umoking Referral :

Smoking cessation nstruction given to the patient and/or caregiver-

Sinokng Comment ™

) Is Patient Present? Y
Able to perform 1B & Cuntagious Respiratory Infection Point of Entry Screen Y
Reasori-

e patient currently eapertencing any of following in last /7 days:

Fever greater than 100 47 N
Cough? N

(37.8 C)
(not related to
allergy or CUPD)
Persistent Cough greater thdan 3 weeks?
Cough with blood produced?
Sore Throdt?
Night sweats?
Uneapldined weight loss?
Fatigue?

2 B L

budy Aches? N
Rash? N

Hasal Congestion (rol related Lo aliergies or sinus infections)? N

1002002 PSY: Admt History/Systems Assessment +  (continued)

PU reports prior history of 1B or positive B skin test? N
Close coritact with a person who has 187 N
Close contact with any person having an Influenza- ke 11lness? N

T8 Pont of Entry Screen: Contagious Respiratory Intection Poirnt of butry Screen
NEGATIVE HEGATIVE

Mask applied, patient 1sclated. and receiving unit/departument notified?

Respiratory Assessment WDP: Y
RUL Breath Sounds

RLL Breath Sounds:
LUL Breath Sounds:
LLL Breath Sounds:
Respiratory Effort:

Cough:
Sputum Color:

Sputum Consistency:

Sputum Amnount -

Capillary Refill:
-~ Uaygen/Respiratory Assessiient

On Oxygen:

02 Delivered Per:

02 Liters / Minute:

Spu2 Continuous Monitoring:
Sp02¢ After Oxygen Applied:

Respiratory Comment”:




Age/Sex: 33| Attending: Roth,Richard L \“’ﬁ
Unit #: JOuOULglze Account #: JB4090217483

Admitted: 10/30/09 at 115 Location: J.ZA
Status: DIS IN Room/Bed: J.222 b
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I

Dominion Hospital Patient Care *Live*
CLINICAL DOCUMENTATION RECORD

Paye: LU

Printed 11/02/09 at (033

Intervention Description Sts Directions Fraom Intervention Description Sts Directions Froim
Activity Uccurred Recorded Documented Activity Occurred Recorded Documented
Tupe Ll Lie by Oale Lie by Cominent HUnite Chanye Type [ate [e by late Toge Gy (ot oite Loy
Aty Date 10730009 Lmes 1412 (confinued) Activity Oate- 10730709 Lime 1412 (contioued)
1002002 PSY: Adimit History/Systems Assessiment +  (continued) 1002002 SY: Admit History/Systems Assessment + (continued)
Signs of Nutritional Risk:  Nutrition Consult:
None

-~ Gastrointestinal Assessient ~~—~
Gastrointestinal Hx: DENIES

Gastrointestinal Assessimient wbP: ¥
al Complaint:

Vomiting Episodes 1n Previous 24 Hours:
Content/Appeardnce o1 kEmesis:

RUQ Bowel Sounds:
RLOQ Bowel Sounds:
LUQ Bowel Sounds:
LLQ Bowel Sounds:

Last Bowel Movement: 10/30/09
bescription of Stool: Normal

Abduiiien Sott & Non- Tender:
Abdomen Firm/Rigid: N

Distention:

Guarding:

Rebound Tenderness:
lenderness Lo Palpation:

Palpable Mass:

Gl Comient™:

-~ NUtritional Assessment

Nutritional Comments™:

Total:

~~~ Gemtourinary Assessment ———

GU Hx: DENIES

Genitourinary Assessment WDP: Y
Sexudal History: NOT Seaually Active

Seaual Orientation:

Condom used?
Reproductive-fFemale:



Age/Sex; 33t Attending: Koth Richard | &ind
Unit #: JOOGulslz? Account #: Js4090217483

Admitted: 10/30/09 at 1loy Location: J ZA
Status: DIS IN Room/Bed: J 222-8

L WILLTAMS  LidAE D

Dominion Hospital Patient Care *Live*
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CLINICAL DOCUMENTATION RECOKD

Firinted
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Intervention Description

Sts Directions From Intervention Description Sts  Directions From
Activity Gccurred Recorded Documented Activity Occurred Recorded Docuniented
Txpe Hare Lue Ly [ate Lige by Comment Ugite Change Type [are Tige by Date [ by Comgient _Anite g
Acryisaty Oate 10720709 Lime- 1412 cofigued) Activity Date- 10/30/09 Tuge- 1412 (coptioued)

2o PSY: Aamit History/Systems Assessment +

Reproductive -Male:

(continued)
LMPs
Abnorma I Urination:

Urine Appedrdnce:

Catheter:
Lalheter Type:

Description ot Catheter bunction:

Associdated Signs & Symptoms:

GU Coimtient™ :

tndocrine Assessment ~=

Endocrine Ha: DENIES
Endocrine System wWhp: Y

Endocrine Cotimient™:

lmmurie System

Limmurnie System Comment *:

HusCuluukeletal Astestient

1002002 PSY: Admit History/Systems Assessment +

Musculoskeletal Hx: DENIES

(continued)

Musculoskeletal Assessment WOP: Y
Generalized Wedkness:
Right Upper Extremity:
Left Upper Extremity:
Right Lower Extremity:

Left Lower Extremity:

Balance/Gait:
Paralysis:
Amputee:

Camplaints of Joint Swelling/Tenderness:

Musculoskeletal Comment”:

~~~ Functional Assessment ~~-
Functional Assessment WOP: Y

Functiondl Comment™:

Physical Limtations Interfering with Recreational ACLivities: N
Descripe:

Other Limtations Interfering With Recreational Activities: N
Describe:

Need special equiptient/cupplies for routine care? N
Specidl bquipment :




Age/Sex: 35 i Attending: Kothi Fictard L g,JJ WILL TAMS LyunAE D I EK‘JJ Page: 1
Unit #: Joooulslze Account #: Ju4Uul17483 . -
Admtted: 10/30/09 at 1lug Location: J ZA Dominion Hogpital Patient Care *Live* Pranted 11:02/709 gt Ouss
Status: DIS IN Room/Bed: J.222-B CLINICAL DOCUMENTATION RECORD
[ntervention bescription Sts Directions From Intervention Descriptian Sts Directions Fruit
AcCtivity Occurred Recorded Documented Activily Occurred Hccorucd' ; Uocumented
Lype Oate Lo by Oate Toe by Comrent Hnire Change Type Uale L Ly e Tie by Cogent Uplte Chge
l-_"glv Ly Date- 10730009 L 1412 Coonbamed) Activity Dare- 10/30/09 Lime- 1412 (eontiiuedd
1002002 PSY: Admt Histury/Systems Assessment +  (continued) 1002002 PSY: Admit History/Systems Assessment +  (continued)
#1 Incision/vound Dressing/Treatment:
Do you Exercise on a Regular Basis: Y

[ype of taercise: RUNNING, WEIGHIS

Frequency of Eaercise: THREE TIMES A WEEK

Any Change in Sleep patlerns:
NO SLEEP PROBLEMS

~~= Intequientary AsSessment ~
Integumentary Hs«: DENIES

Frior mctory of chromce wounds, non healing wounds? N
Prior nistory of staph anrection? N

Inteqgumentary Assessient WoP: Y

Presence af open or daraining wounds?
Presence of wounds that recenible spider bites?

Lntegumnentary Comments”:

#1 Tocision/vound Location:

#l Tncision/vound Type:

#l Incision/wound Dressing Clean/Dry/Intact :
#l Incision/vound Dressing Change Date:

#l Incision Approsimated Without Redness:

#1 Inciston/Wound Size (cm)

#l Inciston/wound Depth (cm):

#1 Incision/wound tages :

#1 Incisvon/Wound Odor:

#1 Incrsion vound Drainage Amount

#1 Incision/Wound Comment :

#2 Incision/Wound Location:

#2 Incision/Wound Type:

# Incisiun/wWound Dressing Clean/Dry/Intact
#2 Incision/Wound Dressing Change Date:

#2 Incision Approximated Without Redness:

#2 Incision/Wound Size (cm):

#2 Incision/Wound Depth (cm):

#2 Incision/Wound tdges:

#2 Incision/Wound Odor

2 Incision/Wound Drainage Amount:
#2 Incision/wound Dressing/Treatment

#2 Incision/Wound Comment :




Age/Sex: 541
Unit #: JoubUisily
Admitted: 10/30709 at 1lbs
Status: DIS IN

Attending: Roth. Kichard |

Account #: JB4A0Y0217483
Location: J. ZA
Room/Bed: J.227-B

l WILLTAMS L 1wt D ]

Dominion Hospital Patient Care *Live*

CLINICAL DUCUMENTATION RECORD

Paye: 1
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Printed 11/02/09 al Uudd

Intervention Description Sts Directions Fram Intervention Description Sts Directions Frin
ACLIvity Gecurred Recorded Documented Activity Occurred Recorded Documented v
Lo Late Lo by Dafe e L Comient Unite Change Type Late Time by Date Dige Dy Congent Unite Ly
Actyoaly Dare- 10730709 Lue - 1412 (continged) Activity Date- 10730709 Lige- 1412 (cootioged)

1002002 PSY: Admit History/Systems Assessment + (continued)

MEDICAL Hocpitalhzation®
GALL BLADDER Z0u5

Medical Conditions®
CRRENT COLD

PSYCH Hospitalizations®.
NONE

Precaut1ons

Phiysical/Seaudl/Emotional/verbal Abuse or Neglect Hx: N
Evidence of Physical and/or Psychological Abuse: N

Does the Patient Feel Safe at Home: Y
Deccribe Abuse”

Appedrdnce
~—~MENTAL STATUS EXAM~~~
Behavior:

APPRUPRIATE ATTIRE
DRESSED IN SUIT
COOPERATIVE
TEARFUL

SUSPICIOUS
RESTLESS

"I HAVE A LQOT ENERGY"
HAS ADD

ANXTOUS

"1 FEEL GOUD"
SUPERFICIAL
RESTRICTED
ANXL1OUS

Ormented X3

Moud :

AT tetts
urientdtion:

INDECTS TVE

BLOCKING

RAMBL ING

DENTES RACING THUUGHTS
DISORGANIZED
CIRCUMSTANTTAL

Ihought Process:

1002002 PSY: Admit History/Systems Ascessment +
Thought Content: PARANOLA
PERSEVERAT I VE
CONCERN FOR JOB SECURLTY
POOR MEMORY
POOR CONCENTRATTON
Perceptual: DENIES

(continued)

Speech: COHERENT
HESTTANT
REPEATS QUESTIONS
Motor/Activity: Normal

~~~~RISK ASSESSMENT~~~~
Suicidal Ideation: N
Describe Suicidal Thoughts/Plan/Means™®

Sutcide Plan? N

Previous Suicide Attempts: Y

When/How™ :

IMPULSIVIELY DROVE INTO CAR AND CAUSED 2 CAR COLLISION
ON WED 10/27/09. WENT TO GEORGETOWN UNIVERSITY HOSP
YESTERDAY. HAS EXHIBITED BIZARRE BEHAVIOR SINCE THAT
TIME BUT PT IS POOR HISTORIAN AND DENIES REPORTED
BEHAVIORS

Have you known someone who has dttempted/commnitted suicide?N
When/How/kelation/ linpact™:

Additional Suicide Risk Elements: Hx of risky behavior
Sev. anxiety/panic/agitat
IDS WORK AS STRESSOR




Age/Sex: 33 i Attending: Ruth RKichara L \“wj
Unit #: Joooolslizz Account #: Js4090217483

Admitted: 10/30/09 at 11 Location: J A
Status: DIS IN Room/Bed: J.277-B

[ WILLTAMS, L(NNAE D
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Dommon Hospital Patient Care *Live*

CLINICAL DUCUMENTATION RECGKD

Faye 14

Pranted 1102709 at Uu33

Intervention Description

Sts Directions From Intervention Description Sts Directions Froi
ACLivity Uccurred Recorded Documented Activity Occurred Recorded Documented
Life Lare Tl by Ddare e by Comment Units Chaage Tupe Date Dme Dy Date Lige Dy Comuent Hnite Ly
Actiaty Date- 107307049 Liwe 1412 (Continiged) Activity Date- 10/30:09 Lune- 1412 (continued)
1002002 PSY: Admit Hhstory/Systems Assessiment +  (continued) 1002002 PSY: Admit History/Systems Assessment +  (continued)

Homicidal Tdeation: N Homicidal Pldan? N
Describe nomcidal Thoughts/Plans /Mearis™

HomyCidal /Vaolence Risk Factors:
N/A

Self bestructive behavior: f

Selt Destructive/Harm Behaviors:
INTENTIONAL CAR ACCIDENT

THIS WEEK

Describe Self-Destructive Bengniors®:

SEE ABOVE

Any Recent Losses?
Recent Loss, Explain™:

[ntoaicated: N
Last Use®

Poychotic: v

Describe Psychosis™:

REPORTEDLY PARANOID 7 STATE DEPT POYCHIATRIST,

BIZARRE BEHAVIORS R/T CAR ACCIDENT THAT ARE NOT

TYPICAL OF PT---CURSING, FEELING THAT PEOPLE WEKE
FOLLOWING HER, PT C MANY. MANY QUESTIONS RE HER JOB
SECURLTY 1O THIS WRITER

~=RESTRAINTS ==

lechnigue/Methods/Tools to Help P Control therr Behavior

AL Appropridte, PU/Family hielps inoadentifying such Technigues
Medical Cond. that places PU at = Risk During Restrdaint/Seclus

Ha Of Abuse Lhal wWould [nCrease Poychological Risk w/kestraint/Seclusion:

Pt/Faiin 1y Baucated on Hospitals Pnilosophy on Restraint/Seclusion

Famly s Role, Including Notification 1s Discussed as Appropriate:
~~==CAFFEINE HISTORY=~~~

Types of Caffeive: None

Amt per Day:

Additional Orugs or Chemicdl Use: N
Type of Drug:
How Often:
How Long Used:
How Much:
Last Used:
Type of Drug:
How Often:
How Long Used:
How Much:
Last Used:
lype of Drug:
How Often:
How Long Used:
How Much:
Last Used:
Drug Use Comment”:

Does Patient Drink Alcoholic Beverages: N

Type of Alcohol :
How Often:

How Long:

How Much:

Last Drank:

Type of Alcohol :
How Often:

How Long:

How Much:

Last Drank:



Age/Sex: 55 f Attending: Routh.Kichard L § o WILLIAMS. L vilAE D AJ k~“éj Page: 1Y
Unit #: JoooOlele? Account #: Jod05021/483
Admitted: 10/30/09 at 1158 Location: J.ZA Dominion Hospital Patient Care *Live* Pronted 1170209 al vusd
Status: DIS IN Room/Bed: J.227-b CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions From Intervention Description Sts Directions frain
ACtivity uccurred Recorded Documented ACtiviLy Occurred Recorded Documnented
Lope fale Luge Oy late Dige by Compent Uit Change Type Date Lge by fgte Ll Dy Cogment Unite (g
Actidty Date- 10/40/09 Duge- 1412 (contioued? Activaty Date- 10730709 e 1412 (conpinued)
Luzoue POY: Adimit History/Systems Assessment + (continued) 1002002 PSY: Admt History/Systems Assessment +  (continued)
Iype of Alcohol:

How Often:
How Long:
How Much

Last Urink:

Alcono! Comitent®

COU DETORIELCATION PROTOCUL wiTHORAWAL SEVERITY ASSESSMENT (WSAP)
Ndausea/Voimting
Tremor
Paroaysindgl Swedts:
Ansiety
Agitation:
Tactile Disturbances
Auditory Disturbances:
Visual Disturbances
Headache/Ful iness 1n Head:
Orientation,Clouding Sensorium
Score:

Uetus Cuinent®

FALL RISK ASSESSMENT

=TMEUNL ZATTON, COMMUNTCABLE DISEASE DORELH-=

Prneumoccal vaccindtion status-
Date:

Influenza vaccination status-
Date:

Patient candidate for vaccine(s)?

Last Tetanus:

Hx/Assessient Comments™:

Ha-Source of Information:

-~ Adolescent “pecific ~-
Lminunizations Current?
Recent Erposures:
Pre or Perinatal Event:

Diseadse:

PT functioning aftecting Family/Guardian:




Age/Sex: 33 |
Unit #: JOouulslic:
Admitted: 10/30/09 at 1154
Status: DIS IN

Attending: Kuth iichard L Eiﬁj

Account #: Js4Uu0217483
Location: J.7A
Room/Bed: J 22 B
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CLINICAL DOCUMENTATION RECORD
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Intervention Description S5ts Directions Fram Intervention Description Sts Directions Frai
ACLivity Uccurred Recorded Pucumented AcCtivity Occurred Recorded
Lipe Oale Tiwe Dy Date e by Colgent Units Change Tyoe fate Dwe by Dare L by Comnent (i
Actaaty Date- 1074009 L 1412 scopbingedl Actavaty Oate- 10730709 Dime- 141> (contimeds
1002002 PSY L Admit History/Systems Assescment +  (continued) 1002002 PSY: Admit History/Systems Ascessiment +  (continued)

Currently recelving help froim any agencies?

Special educational needs?

Difficulty learming new things?

Easiest way tur pt to learn?
How docs ptoestnbit anger:
Latnoit frustration:

Eatibit Sadness
Respund Lu authority figures
Disciphine technigues used:
Whd U works .

What doesn’™t work:

Anyliing preventing visiting pt

Famin by Zguardian 1nvo b vement 1n trealiient :

Fdii by /Guardian eapeclalions fur treatient:

Adolescent Cunment™

Education provided al this Uiie

Title of educator:

Person(s) educated:

Readiness to learn

Identified learning needs

Learning preterence.

Barriers to learming:

Teachiing method:

New/Reinforcement teaching:

Specific topicts) taught:

kespunse/evaludation

Educ Content™:

-~ Medication Reconciliation ~-

Patient Compliance:
dhy 15 Patient Non-Compliant:

Takes Daily Medications, Vitamins, Herbal or 01(

. Medications:

{



s : : S ' ;
Age/Sex: 5o b Attending: Koth Kichard | o l WILLTAMS L vaNAE D G Page 1/
Unit #: JOUGGLBL22 Account #: Jud0y0217483 ‘ ‘
Admitted: 10730709 at Llog Location: J A Domnion Hospital Patient Care *Live* Pronted L7029 al Uuss
Status: OIS IN Room/Bed: J 2278 CLINICAL DOCUMENTATION RECOKD
Intervention Description Sts Directions From Interventiun Descriptian Sts Directions o
ACtivity Gceurrea kecorded Documented Activaty Occurred Recorded Documented
Tupe [Lals Lime Ly Qdte L D Conenr Lnits Change Type Date e Dy late e by Coment Wit by
elity Date 10730409 Lye s 1412 fcontimge-g) Actiaty Lare- 10/30/09 Dime- 1412 (contioued)
1002002 POY: Admt History/Systems Assessment +  (continued) 1062002 PSY: Admit History/Systems Assessment + (continued)
Fall Risk Elements:
Add'1 Fall Risk Elements:
Home Medications:
=== PATIENT"S HUME MEDICATION LIST ~~~
Medicalion-Strengtn buse/koute Frequency (Last Dose Taken) Is patient following fall prevention directions. Update bate of Last bal
o . o - Month/Year of Last tall
ADDERALL 30 MG ORAL DATLY
(10/30709) Fall Risk Comment:
o e A8 _ bnd of Medication List High Rick tor tall
Fall Precautions:
Sources Used For This Documentation: PATIENT REPORTED
Fall Precautions Comment
Koulire Pharmacies Used: CVS
Eall this account 7yl
Clarinication needed tor any Medication: N Activity Oate- 10730709 De - 1420
Hume Medication Disposition: NONE 1001070 Admission Initial Satety Assessient + A AS
* To be done on Admission *
KKRKAKKRKKKRRKKAKKRAKKARKKARKKRAKKKARKKAAKNKARAAANAAA KA KKK = l‘[eate 10/30/09 1420 MVP 10/3{}/09 l‘l&’l MV’P
* Home Medication queries have been L Document 10730709 1420 MVP 10/30/09 1421 Mvp
* reviewed/updated by J.NUR.MP RN * << HOSPTIAL WIDE PRECAUTIONS >>

ARKKKRARAKKKRKKRKKKARKKRKKKRARAKKKARKAKKAAKKAKAKKAAKKAK KK KK

s patient Respuns ive:

<< LESS RESIRICTIVE TU RESIRICTIVE
Lounge Restraction N
S1gn-In Requirement N
Sharps Restmction Y
Open Quiet koum N
1.1 Constant Observation (M.D. ordered) N

Locked Umt Y

Unit Restriction Y

Building Restriction

15 Minute Checks

Belongings Searched

Clothes Searched

Safety Search (M D. Ordered)
Sharps Precautions

<~ = < < < <




Age/Sex: 53t
Unit #: JOubuloel
Admitted: 10/30/09 at liug
Status: UIS IN

Attending: Rotn Kichard | L
Account #: JudUvUo1/483

Location: J.2A

Room/Bed: J 227-B

WILLIAMS L iliAE D Gl

bomimon Hospital Patient Care *Live*

CLINICAL DOCUMENTATION RECORD

Paye: o

Pranteg 11/02/0% at w3l

Intervention Description Sts Directions Fram Intervention Description Sts o Directions Fruii
Activity Uccurred kecorded Documented Activity Occurred Recorded Documented
Lape falg i Ly late e [ (Cominent Hoifs Change Type [ate Time by Dare Luge by Coggiend Lol {lar
Altialy Date 10/31/09 Lige s 14200 (oantmged] Activity Oate- 10730709 Tige - 1470 (cont inued
1001470 Admesion Imtial Safety Assescnent +  (continued) 1002051 PSY: Thought Disorder, Assess (continued)
Eloparent Precautions N
Mouth Checks Y * Collaborate with pt to estatilish
Fall Precautions N daily, achievable routine
Louzusy POY: Anxiely Disorder, Assess A oF
* Physicilan Lo assess mental status and * fncodrage ptoto explore adaptive
effectiveness of medications behaviors that 1ncrease socialization
* RN Lo d5Sess anatety and patient * Lncourage pt to explore adaptive
perception of effectiveness of pehaviors that help to accomplish ADLs
medicat 1ons . Create 10/30009 1420 MyP 1072009 1420 MY
* Palient education related to effects Actyvity Oafe- 10730709 Time- 1442
and side effects of medications
admimstered to treat 11lness. 1001083 ADMISSION: Medication History + A A
* Medication History to be done on
* Pallent education regarding management Admission *
or drtety [1. coping skills - Document 10730709 1432 MvP  10/30/09 1433 Mup
) Home Medications:
* Encourage Patient to attend group ~~~ PATIENT'S HOME MEDICATION LIST ~~
therapy related to [] Medication-Strength Dose/Route Frequency (Last Dose Taken)
A AsSIsL patient Lo 1dentify ADDERALL 30 MG ORAL DALLY N o
anxlety-producing situations and plan (10/30/09)
for such events __ bnd of Medvcationtist
* Asu1st 1n the development of coping
ST to manage ansiely.
- Lreate 10730709 1420 MVP  10/30/09 1420 Myp
10020s1 PSY: Thought Disorder. Assess A CP
* Physician to assess mental status. and
effectiveness of medications
* RN Lo assess mentdl status and patien
perception of effectiveness uf
medications.
* Patient education related to thought |
drsorder and effects and side effects of

Medications admnistered tu treat
11 1ness

* Encourage patient to attend group
therapy related to []

* RSl pt to 1D behaviors that
allenale Sigmticant others and Tamly
licibers

X Collaborate with pt to identity
afizlull betiavior dnd coping technigues

Sources Used for This Documentation: PATIENT REFORTED

Routine Pharmacies Used: CVS

Clarification needed for any Medication: N



