Attending: Koth kicrard L {,. 7

l WILLTAMS  LYNHAE O I

Age/Sex; 45 F Page. Ju
Unit #: JouLuisler Account #: J84050217483
Admitted: 10/30/09 at livs Location: J.ZA bommion Hospital Patient Care *Live* Printed 11.02/09 ot Ouds
Status: DIS IN Room/Bed: J.227- CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions From Intervention Description sts Directions From
ACtivity Uccurred kecorded Documented Activity Occurred kecorded Documented
Loue Dt 1l | Ol e g Compent Uoife Lhange Type late Lige Ly late Lune oy Coginent Hoile Ll
Artiaty Dare 10730004 Ll 1409 {coptimed) Actiyity Oate- 10730009 Lige- 1459  {contiaued)
1002002 PSY: Admit History/Systems Assessiment +  (continued) 1002002 PSY: Admit History/Systems Assessment +  (continued)

Neurulogical Assessment WOP: ¥
Oriented To:

Hand Grips:

Eyes Upcllv

Best Motor kesponse

best Verbdl kesponse

lutal:

Moverienit Kight Arm:

Movellient — LeTt Arm:

Movement Right Leg

Movement  Left Leg:

Newru Comment™:
-~ Lbye/bdr/Nose/Tnroal Assesshient ~~-
EENT Ha: GLASSES

EENT Assescment wbP: ¥
Vicual Impayrment

Hearing linpal rment
[hroat Complaint:

Mucous Membrdrnes
Left Nares:

Kight Nares:

EENT Cumment™

- LardiovasCular Assesument ~—-
Cardiovascular Ha: DENIES

Cardiovascular Assessiient wWhp: ¥
Skin Color:
Skin:

ASSUCated igns & Symptoms

Does Patient Have a Pacemaker:
Implantable Defibrillator:

Cardiovasculdar Comnent”:

Circulatory Assessment WOP: Y
Altered Circulatory Site:

Proximal Pulse to Affected Site Evaluated
Proximal Pulse Character

Amount of Edema Noted Proximdl to Affected Site:

Capillary Refill Proximal to Affected Site:

Skin Proximal to Affected Site:

Skin Calor Praximal to Affected Site:

Sensation Proxiimal to Affected Site:

Distal Pulce to Affected Site Evaluated:
Distal Pulse Character:

Amount of Edema Noted Distal to Affectea Site

Cap1Tary Refill Distal to Affected Site:

Skin Distal to Affected Site:

Skan Colar Distdl to Affected Site:

Sensation Distal to Affected Site

Circulatory Comment™:

~~~ Respiratory Assessment ~—




. § 3
Age/Sex: 35 i Attending: Roth iichard L Gk l WILLTAMS L AR D I ﬁ‘_JJ Paye: ¢l
Unit #: Jobuulslzy Account #: Jsd4050217483
Admitted: 10/30/09 at llbs Lacation: J.ZA Dominion Hospital Patient Care *Live* Pranted 11:0270Y gt unss
Status: DIC IN Room/Bed: J.27¢ B CLINICAL DOCUMENTATION RECORD
Litervention Description Sts Directions From Intervention Descriptian Sts Directions From
Activity Uccurred Recorded Documented Activity Occurred Recorded Documented
Lope [IRTEE T Ly Date Tne  0p  Comnent Units (hange Type [ate Time Gy late T by Comnent Lt R IRTIN
Artity Date- 10730709 e 1459 cconmipued) Acrivaty Dare- 10730709 Lime- 1489 (contimued)
1002002 POY: Admit Histury/Systems Assessiment +  (continued) 1002002

Respiratory Ha: DENLES

Previous treatiment of asthina:

Tabacco Use Now or 10 Previous 12 Months
NONE

Kind ot tubacCo:

Packs/tins per day:

How indny years

Quit? When:

smoking Reterral ;

ok iy cessalion anstruction given Lo the patient and/or Cdregiver-

Mok g Cotlitient™ :

[s Patient Present? Y
Able to pertorm T8 & Contagious Respiratory Intection Point of Entry Screen Y

Reason-

I5 patient currently esperiencing any of following in last 7 days:

Fever greater than 100.47 N
Cough? N

€37.8 C)
(not related to
allergy or COPD)
Persistent Cough greater than 3 weeks?
Cough with blood produced?
Sore Throat?
Night swedats?
Urieaplained weignt loss?
Fatigue?

R .

Body, Achies? N
Rash? N

Haval Congestion ot reldted o dllergies or sinus infections)? N

PU reports prior tstory of T8 or positive TB skan test? N
Close contalt with a person who has TB? N

PSY: Admit History/Systems Assessiment +  (continued)
Close contact with any person having dn Influenza-lTike 111ness? N

IB Point of Entry Screen: Contagious Respiratory Infection Point of Entry Screen-
NEGATIVE NEGATIVE
Mask applied, patient i1solated, and receiving unit/department notified?

Respiratory Assessment WOP: Y
RUL Breath Sounds :

RLL Breath Sounds:
LUL Breath Sounds:
LLL Breath Sounds:
kKespirdatory Eftort:

Cough:
Sputun Color:

Sputum Consistency:

Sputum Amount :

Capillary Refill:
~~~ Oxygen/Respiratory Asuessment ~~-

On Oxygen:

02 Delivered Per:

02 Liters / Minute:

Sp02 Continuous Monitoring:
Sp02% After Oxygen Applied:

Respiratory Comnent”:

~~~ Gastrointestinal Assessfient -~



Age/Sex: st
Unmit #: JuGLulslor
Admitted: 10/30/0% at 1lLg
Status: DIS IN

Attending: Koth Kichard ( Lod
Account #: JB4095071/483

Location: J.2A

Room/Bed: J. 27" s

l WILLTAMS LYNNAE D

| W

Dumnion Hospital Patient Care *Live*

CLINICAL DOCUMENTATIUN RECORD

Paye 74

Fronted [1/02/70Y9 al 0633

Intervention Description

Sts Directions From Intervention Description Sts Directions From
AcLivily Uccurred Recorded Documented Activity Occurred Recorded Documented
BeT: [ale Lune Ly Date Lue Ly Conmend Uote Chanye Tvpe fate Tlwe by ldte Dl by (oiient (TSN EN (o
li;lL‘Jl Date 10740709 Lime- 1499 (contined) Artivity Date- 10730704 Liwe- 1459 (continyed
1002602 POY: Admt History/Systeins Assescment +  (continued) 1002002 PSY: Admit History/Systems Assessment + (continued)
Gastrointestinagl Hx: DENIES

Gastrointestingl Assessment WOP: Y

GI Complaint:

Vamting tpisodes 1 Previods 24 Hours:
Content/Appearance of Emesis:

HUU Bowel Sourids
RLQ Bowe!l Sounds -
LUQ Bowel Sounds
LLQ Bowel Sounds

Laul bBowel Movement . 10/30/09
Description of Stool: Normal

Abdomen Sott & Non- Tender
Abdomen Firm/Rigad: N

Distention:

Guarding:

Rebound Tenderness :
lenderness to Palpation

Palpable Mass

Gl Cuimient ®

=== Nutritiongl Assessment ~~~

L1gns of Nutrmitional Rich Nutrition Consult
None

Nuteitional Comnents™

Total

~~~ Gentodrinary Assesstient ~—-
GU Hx: DENIES

Genttourinary Assessment WDP: Y
Seaual History: NOT Sexually Active

Sexual Orientation:

Condom used?
Reproductive-Female:

keproductive Male:

LMP:
Abnormal Urination:

Urine Appedrance:

Catheter:



. N A
Age/Sex: 3t Attending: Rolti kichara L Gl [ WILLIAMS LyanAE D AAJ ) Paye: 3
Unmit #: Joowulslz? Account #: J84090217483
Admtted: 10/50/09 at 1lup Location: J.ZA Dominion Hospital Patient Care *Live* Fronted 11702709 ab Uudd
Status: OIS IN Room/Bed: J 222 CLINICAL DOCUMENTATION RECOKD
Intervention Descriptiun Sts Directions Fram Interventian Description Sts Directions From
ACtivity Uccurred kecorded Documented Activity Occurred Recorded Documented
Lige Dale Lime by Dalge Luge by Comeent Uiite (hang Type [adte Tie oy Qate Diwe by Congpent LUt Lliapige
Actraty Date- 10750709 D 1459 (oontioueds Activity Date- 10730709 Dime - 1459 cconmnued)
1002002 POY: Admit History/Systems Assessment +  (continued) 1uu2o02 PEY: Admit History/Systems Assessment +  (continued)

Catheter Type:

Description ul Catheler bunction:

ALLUCTaled Zigns & Symhpluis

U Cument ™

~~~ kndoCrine Assessment ——-

Endocrine Ha: DENIES
Endocrine System WOP: Y

Lndocrine Conment ™ :

Limune: System

linnune Syotem Comment

= Musculoskeletal Assessment ———
Musculoskeletal Ha: DENLES

Musculuskeletal Assessment wbP: Y
ueneralized Weakness
kight Upper Extremity
Left Upper batremity
Kignt Lower Eatiemity:

Left Lower Extremity:

Balance/Gait:
Paralysis:
Anputee:

Complaints of Joint Swelling/Tenderness:

Musculoskeletal Comment™:

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

Functional Comment™:

Physical Limtations Interfering with Recreational Activities: N
Describe:

Other Lumtations Interfering With Recreational Activities: N
Describe:

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

Do you Exercise on a Regular Basis:
Type of Exercise: RUNNING, WEIGHTS
Frequency of Exercise: THREE TIMES A WEEK

Any Change 1n Sleep patterns:
NO SLEEP PROBLEMS

~~~ Integumentary Assessmient ~~-



Age/Sex: 34 Attending: koth. Richard | l&_’J I WILLTAMS LYRNAE D ] S Paye: U4
Unit #: Jouuuigiz? Account #: JB4090217483
Admitted: 10/30/09 at 115 Location: J ZA Dominion Hospital Patient Care *Live* Franted 11:02/09 at Ucss
Status: OIS IN Room/Bed: J 227-B CLINICAL DOCUMENTATION RECORD
Intervention Description sts Directions From Intervention Description Sts Directions Frai
Activity Occurred Recorded bocumented Activity Occurred Recorded Documiented
Lype Oule Ly by ligte i | Weinran| Units Change Type Dare Tiwe by Qate L by Comgient Lnite Chsnge
Pivity Date- 10730709 Lime- 1189 (coptioued) Activaty Dare- 10/30/09 Tiwe: 1459 (continued)
1002062 POY: Admit History/Systems Assessment +  (continued) 1002002 PSY: Admit History/Systems Assessimient +  (continued)
Integuncntary Ha: DENIES
Prior mistory of chronic wounds, non fealing wounds? N

Prioc tnstory of stapn infection? N

Integuimentary Assessiient WOP: Y

Presence of open or dratmng woundw?
Presence of wounds that resemole spider bites?

Integuinentary Comnent

#l Incrsion/Wound Location

#1 Incision/Wound Type:

#1 Incicion/uound Dressing Clean/Dry/Intdct :
#l Incision/Wound Uressing Change Date:

#1 Incision Approximated without Redness

#1 Incision/Wound Size (cm):

#1 Incision/wound Depth (cm):

#1 Incision/Wound Edges:

#1 Incisron/Wound Odor

gl incisron/dound Dratnayge Atiount
#l Incision/zaound Dressing/ Treatinent

#l Incrsron/zwound Cunment

#2 Incision/Wound Location:

#2 Incision/Wouna Type:

#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 Hosprtahization®



Age/Sex: U3 i Attending: Roth kichard | \‘yj I WILLTAMS  LYNNAE D I ‘gdgi Paye
Unit #: JoGbulslol Account #: J8409021/483
Admtted: 10/30/09 at Llog Location: J ZA bomimon Hospital Patient Care *Live* Printed 110270y al Uuss
Status: DIS [N Room/Bed: J 227 B CLINICAL DOCUMENTATION RECORD
Intecvention Description Sts Directions From Intervention Description Sts Directions b
ACtivity Uccurred Recorded Documnented Activity Occurred kecorded Docuient ed
Lipe Lare Lige by Date Lime Dy Commeot lpire Chagge Lupe Dale Lime Ly Date Dime by Comgent Ut Ll
Aottty Date 1073009 e 1459 (coniimed] Activity Dare- 10730709 _Dime- 1489 (continued

lo0rou POY:S AdmL History/Systems Assessment + (continued)
GALL BLADDEK 2005

Medical Conditions™:

CRRENT COLD

PSYCH Hospitalizations™:
NONE

Precautions:

PriySical/Seaual/Emotional /Verbal Abuse or Neglect Hx: N
Evidence of Pnysical and/or Psychological Abuse: N
Does the Patient Feel Sdafe at Home: Y
Deseribe Abuse”

APPROPRIATE ATTIRE
DRESSED IN SULT
COOPERATIVE
TEARFUL

SUSPICIOUS
RESTLESS

"I HAVE A LOT ENERGY"
HAS ADD

Moud: ANXTQUS

"I FEEL GOoD"
SUPERFICIAL
RESTRICTED

ANXTOUS

Oriented x3

Appeardnce
~—~~~MENTAL STATUS EXAM~~~
Benhavior

AT feCl:

Urientation:
[hought Process . THDECISIVE
BLOCKING
RAMBL [NG
DENTES RACING THOUGHTS
DISORGANLZED
CIRCUMSTANTIAL
PARANOTA
PERSEVERATIVE
CONCERN FOR JOB SECUKITY
POOR MEMORY
POGR CONCENTRATILON
DENIES

[hought Content

Perceplual

COHERENT
HESTTANT
REPEATS QUESTTONS

Pl ]

1002002 PSY: Admt History/Systems Assessment +
Motor /Activity: Normal

(cuntinued)

suicidal Ideation: N
Describe Suicidal Thoughts/Plan/Means™

Suicide Plan? N

Previous Suicide Attempts: Y

When/How”™ :

IMPULSIVIELY DROVE INTO CAR AND CAUSED 2 CAKR COLLISION
ON WED 10/27/09, WENT TO GEORGETOWN UNIVERSITY HOSP
YESTERDAY. HAS EXHIBITED BIZARRE BEHAVIOR SINCE THAT
TIME BUT PT 1S POOR HISTORIAN AND DENIES REPORTED
BEHAVIORS

Have you known someone who has attempted/committed sutcide?N
Wnen/How/Relation/ lmpact™:

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

Homicidal ldeation: N Homicidal Plan? N
Describe Hamcidal Thoughts/Plans/Means”:




Age/Sex: S5 i WILLTAMS L yanlAE D I G Page . Cu

Unit #: Joubulslor
Admitted: 10/30/0% at 1lug
Status: DIS [N

Attending: koth Ricnard | \Ea’; [

Account #: Js4050217483
Location: J.2A
Room/Bed: J.222-B

Dominion Hospital Patient Care *Live*

1 Printed 11702709 at bedd
CLINICAL DOCUMENTATION RECORD

Intervention Descriplion Sts Directions Fram Intervention Descriptian Sts Directions From
AcLivity Uccurred Recorded Documented Activity Occurred kecorded Doucumented
Lot Late Lipee by [ate Liie Ly Comnent lnits Change Tyne pate Ome by late Lime Dy Coment IR Lhoange
Activaly Oate- 10730704 Lune - 1499 rantinued] Activity Dare- 10/30/09 Diwe- 1459 (continued?
1002002 FSY Admt History/Systems Assessment +  (continued) 1002002 PSY: Admit History/Systems Assessment +  (continued)
Homicidal/Violence Risk tactors:
N/A

Self Destructive behavior: Y

Self Destructive/Harm Behaviors:
INTENTTONAL CAR ACCIDENT

THIS WEEK

Describe Self-Destructive Behaviors™:
SEE ABOVE

Any Recent Losses?
Recent Loss, bxplain™:

Additional Drugs or Chemical Use: N
Type of Drug:
How Often:
How Long Used:
How Much:

Last Used:

Type of Drug:

Intoxicated: N How Often:
Last Use® How Long Used:
How Much:

Fsycnotic: Y

Last Used:
Type of Drug:

Describe Puychosis”® How Often:
REPORTEDLY PARANOID BY STATE DEPT PSYCHIATRIST, How Long Used:
BIZARRE BEHAVIORS R/T CAR ACCIDENT THAT ARE NOT How Much:
TYPICAL OF PT---CURSING. FEELING THAT PEOPLE WERE Last Used:

FOLLOWING HER, HT C MANY. MANY QUESTIONS RE HER JOB
SECURITY TO THIS WRITER

==RESTRAINT ==

Techmgue/Methods/Touls to Help P Control their Behiavior

Drug Use Comment™:

Does Patient Drink Alcoholic Beverages: N
Type of Alcohol

As Appropriate, PL/Family helps 1n adentifying such Techriques: How Often:
Medical Cond. that places Pt dat > Risk During Restraint/Seclus. : How Long:
How Much:

Hx of Abuse thial Would Increase Psychological Rick w/Restraint/Seclusion

PUFamly Educated on hospitals Prinlosophy on Restraint/Seclusion

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

Last Drink:

Type of Alcohol:
How Often:

How Lung:

How Much:

Last Drink:

Type of Alcohol:

Types of Carfeine: None How Often:
How Long:
At per Day: How Much:

Last Drink:
Alconol Coimient™:

COU DETORIFICATION PRUTOCOL WITHORAWAL SEVERIT( ASSEUSHUNT CublAb)




Age/Sex: 33 | Attending: Koth, Richard L \\“3; I WILLTAMS LinnAE D | Qh“,} Page. o/
Unit #: Jooubisle? Account #: JB405021/483
Admitted: 10/30/09 at Llbo Location: J.2A Dominion Hospital Patient Care *Live* Pronted 11702:09 ot Usde
Status: DIS IN Room/Bed: J.220 B CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions From Intervention Oescription Sts Directions Feain
ACLivily Jecurred Kecorded bocuinented Activity Occurred Recorded Documented
Lipe Oate Do by Oare Lige by Comnent lnite Change Type Dare Tme  ny  Date Doe by Congient Lingte (Lang:
Activity Qaree 1070009 Tuwe - 1459 (continged) Activity Date- 10730709 Dime 1459 (contingeds
1002602 PSY: Admit History/Systems Assessment +  (continued) 1002002 PSY: Admt History/Systems Assessiment +  (continued)
Naused/ Vomting: Last Tetanus:
Tremor .
Paroxysmal Sweats:
Anxtety:

Agitation

factile Disturbances:

Auditory Disturbances

Visual Disturbances:
Headache/Ful lness 1n Head:
Urientaton, Clouding Sensorium;
Score:

Letos Cuient™ .

FALL RISK ASSESSMENT

=IMMUNTZATTOH COMMUNTCABLE DISEALE SCReEN-
al vaccination stdtus

Pricunioct
bate:
Influeniza vacCinalion status
Dale

Pattent candidale Tur vacCines)?

Hx/Assessment Comnents™:

Hx-Source of Information:

Limuni zations Current?
Recent Exposures:

Pre or Perinatal Event:
Disease:

PT functioning affecting Family/Guardian:

Currently recerving help from any dgencies?

Special educational needs?

Difficulty learning new things?

Easiest way for pt to learn?

~~ Adolescent Specific ~



l WILLTAMS LYHNAE D

Age/Sex: 55 f Attending: Koth,Kichard | W/ l LR Fage. o
Unit #: Joobulslzy Account #: Js4050217483
Admitted: 10/30/09 at 1lug Location: J.ZA Dominion Hospital Patient Care *Live* Fronted 11702709 al Uusd
Status: DI [N Room/Bed: J.227-8 CLINICAL DOCUMENTATION RECOKRD
Intervention Description Sts Directions From Intervention Descriptian Sts Directions Froi
Activily Uccurred Recorded Documented Activity Occurred Recorded Documiented
Lape Datg Tume by larg T by Coment Unites (hanye Tvpe Date Dime Ly Date Dige Dy Congent it (g
Actauaty Date 10730709 Lime 1459 (contined) Activity Oate- 10730709 Lige 1459 ccontiaued)
1002002 PSY: Admit History/Systems Assessment +  (continued) 1g0ze02 PSY: Admit History/Systems Assessment +

How dues pt eambit anger:
Exmipit frustration:
Eamnbit sadness
Respound Lo authority figures:
Discipline techmques used
Whal works:
What doesn’t work:
Alythiing preventing visiting pt

Fami ly/guardian 1nvolvenent in treatinent

Famn ly/guardian expectations for treatment:

Adulescent Comment™:

Educaton provided ¢t e Line:
litle of educatur:

Personts) educdted

Readiness to learn:

Identitied learning needs

Learning preference:

Barriers to learning:

Teaching method:

New/Reinforcement teachiing:

Specific topic(s) taught:

Response/evaluation:

Educ Content™:

~~ Medication Reconciliation ~—

Patient Compliance:
Why 15 Patient Non-Compliant:

(continued)

Takes Daily Medications, Vitamins, Herbal or OIC Medvcalions . f



Age/Sex:
Unit #:
Admitted:
Status:

33 F Attending: Koth Kichard L \g&ﬂ;
Joouulslrr Account #: J84090217463

10730709 at liwy Location: J 2A

DIS IN Room/Bed: J 2278

W

I WLLLTAMS L (NNAE D I

Dominmion Hospital Patient Care *Live*
CLINICAL DOCUMENTATION RECGRD

Pages Y

Pronted 11:02/09 at Uo3d

Intervention Description Sts Directions From Intervention Description Sts Directiong Frai
Activity Occurred Recorded Ducumented Activity Occurred Recorded Docunented
Lope ure T Ly Oore Ll Ly Compent Units (hange Tupe Dale Tlwe by Oate D Dy Coigient aate Ll
Actiaaty Dage- 10730709 Line- 1489 (continged) Activity Date- 10/30/09 Time- 14459 contnyed)
100G2u02 POY: Adinl History/Systems Assessment +  (continued) 1002002 PSY: Admit Hictory/Systems Assessment +  (continued)
Huine Medications:
~~~ PATIENT S HOME MEDICATION LIST ~~~
Medicatiun-Strength Dose/Route Frequency (Last Dose Taken) Is patient following fall prevention directions Update Date of Last Fall
o - B Montn/Year of Lact tall
ADDERALL 30 MG ORAL DATLY
(10/30/09) Fall Kisk Commnent:
o ) B _ bnd of Medication List High Risk tor Falis

sources Used For

Ttns Documientdtion: PATIENT REPORTED

Routine Pharimacies Used: CVS

Clarirication needed tor any Medication: N

Hotie: Medication Disposition: NONE

AKKKKKRKARKARRAKAKKAKARRARKNAARKKA KRR KK KKKKAKKKKAKK KK

* Hame Medication queries have been %
A reviewed/upddted by J NUR MP RN *

KKKKKAKKARNKK KRR AKKKKKARKKKRNKRRRKNRAKKRKKKARKRKARAKAA KK

IS patient Responsive:

Fall Rick

AdAT Fall Risk

Elements :

Llements

Fall Precautions

Fall Precautions Comment :

Eall thie arcount /ujedr:

Activuity Date- 10730709 Lime- 2310

Patient Notes:
Create

HURSE NOTES

10/30/09 2310 ERC 10/30/09 2317 ERC

A. MEDICATION EFFECTIVENESS: Pt
Pt. demies any side effects to meds 4t this time.

the back lounge for the majority of the shift
affect and anxious mood. Pt. demes need for Tx.

here. this 1s just a misunderstanding™. Pt. demie

hallucinations at this time
C. SAFETY STATUS:
throughout shift.
throughout shift.
denies any suicidal or homicidal 1deation at this

Pt. on a locked umt and mainta

shift

rates med efticacy as "good

dal thiys time

B. SYMPTOM STATUS: Pt. up and visible in milieu. observed on Lhe payphone i
Pt.

presents with d4 constricted

. stated "I don't need to be
S events and statements fmade
prior to admission. Pt. wanted to request AMA discharge, however spoke Lo the
CN and decided to remain at DH. Pt. denies any auditory or visual

Ined un building restrction

Pt. mdaintained on routine Qlsmin. and mouth checks
On 1:1 Pt. gave a safety level of 10/10 out of 10. Pt

time.

D. PATIENT/FAMILY EDUCATION: PL. attended all groups and umit activities this



Age/Sex: 43

Unit #: JOULULe1Z” Account #: Js409021/483
Admitted: 10/30/09 at llss Location: J.2A
Status: DIS IN Room/Bed: J 220 &

|

Attending: Kull Richard L

WILLTAMS L (INAE D I

g

Domimon Hospital Patient Care *Live*
CLINICAL DOCUMENTATION RECOKD

Paye: SU

Pranted 11.02/09 at Uuss

Intervention Description Sts Directions From Interventian Description Sts Directions Fia
ACtivity Uccurred Kecorded Documented Activity Occurred Recorded Documented
Lpe ate L Ly [Date D by Comenl lnits Chaage Type Late Dme by Date Lime Dy Cogigent Hogte WERTIS|
Activaty Dare: 160/40/09 L 2310 (eantinued) Actyaty Dare 10/31/09 Lnes 0819 (oot ioued)
Patient Notes: NURSE NOTES (continued) 1051009-A CARE AREA STATEMENT: MH Adult + (continued)
E. ADL'S: Selt care, cumplete 2: CARE GUALS: Dominion MH Adult _ Al4:
3. STANDARD: DUMINION HOSPITAL WIDE CARE Alp:
FooMEDICAL CIF TNUDICATED): Pt. demies any somatic compldints at this time. No 4. PSY_PROBLEM: Anxiety o Ale:
S/5 of distress evident at this time 5. PSY:PROBLEM: Alteration 1n Thought Proc: Al/
6 i 1B
G. NUTRITIONAL STATUS: Pt. ate 100% of meals this shirt 7 : 19
Note Type  Descriptiun 8: ;20
o Tene e g: P
10: v 22
AcTiatry Oate- 10430704 Lume 2314 Ll: v 28
12: 24
1051009 A CARE AREA STATEMENT: MH Adult + A At End of shift CpP I have reviewed the Pt problems listed above and the Ireatment Plan for pL: ¥

- Docuinent

— O OO U WR —

12

~~DOCUMENT AT END OF EVERY SHIFT--
16 be docunented every shift, 1o review
current PL. problems and to verify that
the Mt Adult Patient Population Care
Standards have been followed.
10730709 2314 SNR - 10/30/09 2314 SHR
1) Review of Patient PROBLEMS w/Status on PLAN of CARE
Developmental Ade 18-40 yrs-YOUNG ADLT : Al3:
CARE GOALS: Dominion MH Adult . Al4:
STANDARD: DOMINION HUSPITAL WIDE CARE : AlS:
PEY PROBLEM: Anxiety - Alo:
FOY CPROBLEM: Alteration in Thought Proc. Al7:
v 18
19
20
21;

Y
el

2
24:

I nave revicacd the PU problems 1sted above and the Treatment Plan for pt: Y
Ihe PU Care Standdrds eppropriate for this patient defined for his/ner patient population

fave been met throughout the shift (unless otherwice documented): YES

(Review-SHFT F8)

The Pt Care Standards appropriate for this patient defined for his/her patient population
pprop

have been met throughout the shift (unless otherwise documented): YES
Did the pt. start a new medication this shift? N

(Keview-SHFT Foy

D1d pt hdve any adverse reaction to med this smitt? N It yes, fullow ADR Policy to repor

Comment :

Eater Hote? B Shart- 11PM-7AM PALRER HAREARS £ Pl

Slgiatyre

Activity Date- 10731709 T - 0948

Did the pt. start a new medication this shiftt? N
D1d pt nave any adverse reaction 1o med this shift? N 1T yes, follow ADR Policy to report
Cominent :

ater Nore? 4 Chict M1 1P Clgiatyee ROMULIS SalnRA - R

Arpy oty Date- 16731409 Lie- (619

1051009-A CARE ARLA CTATEMENT: MH Adult + A At End of smift cp

I

Docuiient

=~DOCUMENT AT END OF EVERY SHIF1--
[0 be documented every shift, to review
current PL. problems and to verity that
the M Adult Patient Population Care
Standards have been tollowed.

10731709 0019 BRK  10/31/09 0cl0 BRE

1) Review of Patient PRUBLEMS w/Status on PLAN of CARE

bevelopiental Age 18-40 yrs-YOUNG ADLT © ALS:

1002003 Psychosocial Assessment std + A
- Document 10/31/09 0948 AXZ 10/31/09 1008 AxZ

Reason For Admission®:
Pt is psychatic

Does Patient Meet Criteria for Current Level of Care: Y
Supervisor Intormed:
Primary Language: ENGLISH ENGLISH
Socidl/Cultural /Educational Influences™:
Pt works in the State Uepartment. 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 1t would feel like to be in a car
accident. Later she did not recall saying that. Pt
1S suspicious, talking to herself. and is eshibiting
anxiety. Pt demies A/V hallucinations.

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




Age/Sex: 45 i
Unit #: JouGuleil”

Attending: Roth, Rictard
Account #: J84090717483

v

L WILL IAMS, LYNHAE D ]

W

Paye. 3l

Admitted: 10/30/09 at L1y Location: J.ZA Dominion Hospital Patient Care *LiveX Printed L1:02/09 ot Uods
Status: DIS LN Room/Bed: J.220-8 CLINICAL DUCUMENTATION RECOKD
Intervention Description Sts Directions Fram Intervention Description Sty Directions From
Aclivity (ccurred Kecorded Documented Activaty Occurred Recorded Documerited
Luue [l Lle Ly Date Dy by Comment Uit (hange Tepe Hale Tiwe Ly Date Lue Ly Copent Lot [WIRTINTE
Actieity Date 10731709 e (0948 (coptinued) Actiyity Date- 10731709 Lige - 0948 (contined)

1002005 Psychosocial Assessiment std +  (continued)

Family Poych Relationshng: MA AUNT C SCHIZOPHRENTA

Describe Family Poych Ha™:

SEE ABOVE

Faiitly Ha of Surcide: N

Famitly Sulcide Relationship. WA

bDescribe bamily Ha of Surcide™:
N/A
Family CD Ha: N

faiil 1y CO Relationstinp. N/A

Describe Family €D Ha™:

Patient Poych/CD Treatient Ha: N

beccibe Treatient Ha™:

N/A

Additional Sutcide Kish Elements . Hx of risky behavio
Sev. dnalely/panic/agitat
[DS WURK AS STRESSOR
Homcidal/Violence Risk Factors

/A

Marital Status: Single
Lesual Urientation:

# of Marriages: 0 How Long/Curcent: N/A
How Long Previous Marriages®

N/A

Numves o G tdren: U Ages s N/ZA

1602003 Psychiosocial Assessment std + (continued)
Living Arrangement: Own Place

Needs AIL Living Arrangement: Y

Social Support Network: Excellent
Support Personts): Family
Friends
Treatment Participants: Parents

Support Comnents™:

Pt states that she eapects to be d/c today. bul \f she

were to stay. she would Tike her parents to be

involved in her tx here.
Describe Typical Day: work, shower. eat. talk

with friends on the phone

Reading

Exercise

Watching movies

Studying ldanguages

Hobbies/Interests:

Religion: CHR CHRISTIAN

Spiritudal Practices: None

Pt Believes 1n Higher Power: Y
Describe Higner Power™:
God

Last Grade Completed: MS
Degrees/Certificates: FOREIGN SERVICE FRuM
GTU

Current Student: N
Where: N/A

Change in School Pertformance: N
Describe Change In School Performance®

Froblems with Beravior at School: N
Truancy: N

Learming Problems/Special tducdtion: N
Describe Learning/Behavioral Proplems™:
N/A




Age/Sex: 33 F
Unit #: JOUbLIBLEL
Admitted: 10/30/09 at 1158
Status: Div IN

Attending: Roulfi Richard
Account #: JsdUulr1/483
Lacatian: J ZA
Room/Bed: J 207 B

U

WILLTAMS L THAE D I

pominion Hospital Patient Care *Live*
CLINICAL DOCUMENTATION RECORD

Pramted 11

Faye

LD UY gl Ueds

Intervention Description

Sts Directions From Intervention Description Sts Directions Froi
ACTivily Uccurred Recorded Documented Activity Occurred Recorded Documented
Lyps Late Lie by Date T Ly Coment Hnite Change Tepe pate Tune by Date Lie G Coguent Hnite g
Actionfy Date- A0/31709 Do 0948 ccontinged) Activity Date- 10/31/(49 Loe - 0948 ccontinued]
1002003 Poycnosoctial Assessment std +  (continued) 1002003 Psychosocial Assessment std +  (continued)
When:
Probation Hx:
==~ MPL OYMENT HLSTORY~— Why /When:
Curvently bmployed: Parole Hx:
Pt Gcecupation: Foreign Service Why /When

fune at Current Job:
Job Satisfaction:
Longest Time at One Job:
Freguent Job Changes:
Redason tor Job Changes™

Uneinployed 1 Last Year:
Reason for Unemployment™

Parent UcCupal o,
Spouse Occupation
Financial Needs

Military Ha:
Branch{es)

# of Yedrs:
Hilitary Reserve
bischiarge Type

Year:

UrsChiarye R/

5 nmonths
High
2.5 years

N

N

Findnces are not q
problem for pt
N

[ SubStance Abuse

Discharge R/1 Psych Condition:

Ariest ur Pending Ltigation
Nuler ol Arrests
Reasun for Arrest:

Arrests Tnvolving Violence:

LUl /0wl
Whien
Fubbic Intosication

= PARREST HISTARY e
Cirv1l Charges Ha: N

PL Use Caffeine:

Types of Caffeine:

Ant per Day:

Nicotine Ha:
Kind of tobacco:

Age First Used:
backs/tins per day:

How mdny years:
Any Consequences

Quit:
When:

bescribe Pending Litigation/Civil Charges™

~===CAFFEINE HISTORY o
N

None

~=~NICOTINE HISTORY~~~~
N



Age/Sex: Jit
Unit #: JOouulsler
Admitted: 10/30/09 at 1lug
Status: D15 IN

Attending: Kuth Richard L

Account #: Js4090¢17483
Lacation: J . ZA
Room/Bed: J 227

5]

W L

Dominion Hospital Patient Care *Live*
CLINICAL DOCUMENTATION RECORD

WILLTAME L YNNAE D

| W

Fronted 11U

Page: 43

2709 dt Uoss

Intervention Description 5 Directions From Intervention Description Sts Directions From
ACTIVITY Uccurred Recorded Documented Activity Occurred Recorded Documented
Tope Lale Lo by Date Lue by Comgent ygits Change Tyoe [aite Time by ldte Lige by Coment Unate {hanye
scredty Oafe- 10731409 Lime - 0948 oubinged) Actiaty Uate- 10731704 Lge s 0948 Coontinued)
1002003 PsychosocCial Assessment std +  (continued) 1002003 Psychosocial Assessment std +  (continued)

Does Patient Deink Alcohiolic Beverdages: N

I)pc of Alcohol:

How Often

How Long:

How Much

Last Drink:

Iype of Alconhol -

How Uften

How Long:

How Muchi:

Last Drink

Iype of Alconol .

How Often:

How Long:

How Much:

Last Drank:

Alconel Cominent™:

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

Medicdl Problems from CD Use:N/A

Longest Sobrety:
Whien:

Sober Support System:
Who:

RAZNA:

Last Contact:
Sponsor:

Last Contact:

ETUH Sobriety/Support /Treatment Comitents™
N/A

AddiCronal 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:

Iype of Drug:

How Often:

How Long Used:
How Much:

Last Used:

Drug Use Comment™:

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

Medical Problems from CD Use:

Longest Sobrety:
When:

Sober Support System:
Who:

AA/NA:

Last Contact:
Sponsor:

Last Contact:

CD Sobriety/Support/Treatment Comments”:
N/A

~~—~ABUSE HISTURY—~~

(Emotional, Physical, Neglect. Seaudl) Abuse
Physical:
Describe Physical Abuse”:

tmotional :
Describe tmotional Abuse™:

Sexual:
Describe Sexual Abuse”:

Neglect:
Describe Neglect™:

N




I WILLTAMS L 1NAE D

Age/Sex: 35 f Attending: Roln. i®ichard L W/ l L4 Page: 34
Unit #: Joobululoy Account #: Jud090217483
Admitted: 10/30/09 at llso Lacation: J 2A Domnion Hospital Patient Care *Live* Printed 11:02/09 dat uudd
Status: OIS IN Room/Bed: J 222-B CLINICAL DUCUMENTATION KECORD
Intervention Description Sts Drections From Intervention Description Sts Directions From
ACtivity tccurred Recorded Documented Activity Occurred Recorded Documented
Lipe fate Tine by Date Lige Ly Comment Unite (hange Tyne [ate Te by Dabre Tuge by Cougent Unjr: (o
Actaaty Oare- 10731709 Lune 0Gds  (continned) Acriwaty Dare: 10/31/09 Lme: 0948 (continued)
1002003 Poychosocial Assessment std v+ (continued) 1002003 Psychosocial Assessment std + (continued)
"["11 call someone on the phone or go oul tu edat with
friends "
Fatient Has Ha of Abuse Lo Others: N Does Your wWork Schedule Interfere With Your Leisure Activities: N
Describe Hx of Abuse to Others™: Do You Belong to Any Social Groups/Comnunity Organizations: Y
Improvement Needed 1n ANY of trie following dreas:
Pt does not 1dentify
Was CPL/ZAPS Report Made: N needing any improverents
Describe CPS/APS Repurt™:
Pt Perception of I1lness™:
Descrive CPS/AFS Involvernent ” "1 think the car accident precipitated me being here.
N/A [ don't think T need to be here. 1 think there are
msunderstandings, which caused me to be here. "
Pt Perception of Needs”:
"Nothing."
AbuSe Collinents”
N/A Pt's Goals for Treatment”:
"To be discnarged as soon as possible.”
~~~~STRENGTHS /WEAKNE S SES~~~~
Stabi vty of Hoie tnvironment: Strength Community Resources Current/Needed:
N/A. Pt seems totally
Motivation for Ta: Weakness clear 1in her thinking at
this time.
Insiynt into Current Problems: Wedkness Anticipated Treatment Mgr Role in TX/DC Planning:
DISCHARGE PLANNING
Judyeinent Regarding Current Problemns FAMILY CONTACT
Weakness
Stabi ity and Support of Employment Goals of Treatment: IMPROVE COPING SKILLS
Strengtn
Function of Marriage/Famly System
Strength
Suppurt. Systen n and Beyond Family Activity Date- 10731709 T - 0954
Strength
7 1751000 VS Momtor + A Darly or per MO order &P
bducation Attaiminent: Strength - Document 10/31/09 0954 REM  10/31/09 0954 REM

Ietel lectual Skills: Strength

Range of Lelsure ACLivities™:
Adequate

U;)u ot Recent Letsure Activities™:

Reading. learning languages. walching movies

what 0o vou Do When Bored/Lunely”™:

Temperature: 98.1
Temp Scurce: TYM
Pulse: 93
Pulse Source: BRACHIAL
Respirations: 16
Blood Pressure: 110/73
BP Source: AUTO ARM R

BP Lying:
BP Sitting:

HR Lying:
HR Sitting




Age/Sex: Js Attending: Koth kKichard L

W |

WILLIAMS LYNNAE D

| w

Page: 34

Unit #: Joutuisler Account #: JB409021/483 ’
Admitted: 10/30/09 at live Location: J.ZA Domimion Hospital Patient Care *Live* Franted 1102709 at Uods
Status: DIS IN Room/Bed: J 2.0 B CLINICAL DOCUMENTATION RECORD
Intervention Description Sts  Directions From [ntervention Description Sts Directions Froi
ACLivity Occurred Recorded Documented Activity Occurred Recorded Documented
Type Date Tige Ly (ate Ll by Comgent lnite (hange Type fate Tiwe by Date e by Comgenl ot (liange
Loty Date 10721709 Luge - 0994 (Coatinued) Actiwaty fare- 10/31/09 Lipe - 1208 (contioued)
1751000 VS Monttor + (continued) 5021012 DISCHARGE : MED REC PATIENT MED List + (continued)
Ll sty il laoding
Acpi.ary Date- 10230 704 Digee 1047
Patient Notes: SOCLIAL SERVICES NOTES
Create 10731709 1047 AXZ 10731709 1050 Axl
Poychosocial Acsessient was completed and placed in pt’s chart. Pt denies
teeling depressed in any way at this time.  She denies recalling any of the
Statements that led to her admission here. At this Uime, pt appears coherent |
and 1n no darger Lo herself or others. She 1s eahibiting no sx of psychosis or
depression. Pt asked questions about d/c and questions were answered. Pt
plans to discuss d/c with MD
Note Type  Description
Mo Typs Lo
Aotigity Dara- 30431 /04 T 1268 Sources Used For This Documentation: BOTTLE LABEL
5021012 DISCHARGE : MED KEC PATIENT MED List + A cp
- Ducuinent 10731709 1258 DPS  10/31/09 1259 DPS Routine Pharmacies Used: CVS
Medications Urdered to be Tdken at Home: Y -
Claritication needed for any Medication: N
Home Medication Disposition:
:)\t‘k‘k‘)\"k‘kkt*x*kittw\kkkkk)\XAAAiAkX‘A*kAAAAAAAAAA*AAAAA
® Home Medication queries hdve been =
= reviewed/updated by J.REG.DPS RN A
KAKKAKRKKKAKKKKKKAKKKAKKRAAKKKAKKARKAKNKNKKKK KA AAAkAAK
Actiyity Date- 10731709 Tipe- 1317
5021012 DISCHARGE : MED REC PATIENT MED Last + A ch
- Locument 10/31/09 1317 GSL 10/31/09 1318 GSL

Hutie Hedicalions:
DISCHARGE - Patienty Medication List

Medication-Strength Dose/Route Frequency

ADDERALL © 30 MG ORAL DAILY R

tnd of Medicatron List

Medications Urdered to be Taken at Home: N




WILLTAMS LiNHAE D l

w |

Age/Sex: 43 i Attending: Kolh Hichard L \u;af Faye: Su
Unit #: JOubbisil” Account #: Jud04021/483
Admitted: 10/50/09 at 1lss Location: J A Dominion Hospital Patient Care *Live* Franted 11 02709 at UL33
Status: DIS IN Room/Bed: J 277-K CLINICAL DOCUMEWTATION RECOKD
Intervention Description Sts Directions From Intervention Description Sts o Directions Fraim
ACLIVILY Uccurred Recorded Documented Activily Occurred Recorded Docuimented
Lope Ll T by Oate L by Compent Units Change Type [are Tiwe by [date e by LClenl Lig Chany
Acticiry Date- 10731709 Lune- 1317 soutioged Activaty Oate- 10/31/09 Dime - 1318 (cantimuedd
5021012 DISCHARGE : MED KREC FATIENT MED List +  (contiriued) 1051009-A CARE AREA STATEMENT: MH Adult + (continued)
Standards have been followed.
- Document 10731709 1318 LXT 10/31/09 1319 LK1
1) Review of Patient PROBLEMZ w/Status on FLAN of CAKRE
1: Developmental Age 18-40 yrs-YOUNG ADLT - Al3:
2. CARE GOALS: Dominion MA Adult - ALY
Hutie Medications. 3: STANDARD: DOMINION HOSPITAL WIDE CARE : Al5:
4. PSY PROBLEM: Anxiety - Alo:
5: PSY:PROBLEM: Alteration in Thought Proc: Al7:
G 18:
1 1G:
8: 20:
g 21
10: 22:
11: 23k
12 24
[ have reviewed the Pt problems 1isted above and the Tredlient Plan for pt: ¥
The Pt Care Standards appropriate for this patient defined fur his/hier patient population
have been met throughout the shift (unless otherwise documented): YES (Review-SHET tu)
D1d the pt. start a new medication this shift? N
Did pt have any adverse reaction to med this shirt? N If yes, follow AUR Palicy to report
Comment: PT CURRENTLY NOT ON ANY MEDICATIONS
Enter Note? N Shift: 7AM-3PM Signature: TROFORT.LIONELLE - RN
5021012 DISCHARGE: MED REC PATIENT MED List + ¢ Cp
fEd Sratus 10/31/09 1318 GSI 1073109 1318 (Sl <
H Activity Oate- 10/31/09 Lime- 1339
2120365 ASSESSMENT: AT Evaluation + A L Time ce
- Document 10/31/09 1339 KAO 10/31/09 1340 rAU
PROBLEMS TO BE ADDRESSED BY ACTIVITY THERAPY:
Suurces Used For This Docuimentation: Difficulty Identifying and Expressing Feelings: ¥
Poor Concentration: Y
Disorganized Thougnts: Y
Routine Pharmacies Used Poor Impulse Control: ¥
Low Frustration Tolerance:
Distractability:
Claritication needed for any Medication Restlessness:
Low Self-Esteem
Hoie Medication Dispusition Soc1al lsolation/Withdrawal :
Poor Reality Testing: ¥
Inadequate Social Skills:
Distorted Body limdge
At oty Dote 16731709 Tigie 151K boor Leisure Time Management :
Inadequate Leisure Skills
LUS160Y-A CARE At A STATEMENT: MH Adult + A At End of shitt cP Lersure Time/Activities Related To Drug/Alconol Abuse:
~~DUCUMENT AT END OF EVLRY SHIFT~-
1o be ducumented every shitt, 1o review Uther
current Pt. problems and to verify that
the MH Adult Patient Population Care Physical Problems/Safety Concerns

psycnusis, mpulsivity



$9
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[ WILL LAMS L YNNAE D |

Age/Sex: Attending: Roth. Richard L o/ Page: 3/
Unit #: JoooUlslz? Account #: JB40950017483
Admitted: 10/30709 at 118 Location: J ZA Dominion Hospital Patient Care *Live* Pranted 11:02/09 al Uoss
Status: DIS IN Room/Bed: J 2221 CLINICAL DOCUMENTATION RECORD
Intervenition bescription Sts Directions Fram Intervention Description Sts Directions Fiouii
AClivity Uccurred Recorded Documented Activity Occurred Recorded Docuniented »
Type il Do by [ate Luge by Comnent Units (hange Type Late Time by Oate T by Colent Hogte Cloaige
ACtivity Dare- 10741709 e 1339 (confinued) Actiaaty Date- 10031709 Tuge lold  (continyed)
2120305 ASSESSMENT: AT Evaludtion +  (continued) 5021010 DISCHARGE : Complete Discharge Form +  (continued)
3 [ssued written malerials
Famly given instructions f
CONCLUSTONS . ACTIVITY THERAPY INTERVENTIONS WILL FOCUS ON
PROVISIUNS OF ACTIVITIES THAT FACILITATE: (% NAA) Next Topic py.
[dentitication and Espression of Feelings: ¥ Patient Status at Dischdrge: PT SAFE AND IN CONIROL
Focus of Attention dnd Urganization of Thoughts: ¥ Follow Up Destination: DOMINION PARTIAL
Allending, Concentrating and Completing Tasks: Y Therapist Who Will Follow Pt: DR ROTH
Feelings of Mastery and Self-Esteem: - B
Development of Realistic Body Image: Comment: PT DENIES ANY FEELINGS TO HARM SELF OR UGTHERS
Social Interaction: ¥ : ABLE TO VOICE UNDERSTARDING OF DISCHARGE PLANS
beveloprent of More Functional Social Skills: Y - THOUGHTS ARE CLEAR AND SPEECH 1S LOGICAL
Development of lmpulse Control: Y
ldentitication of Leisure Time Skills and Interests: Following 1tems returned:
Developient of Structured Leisure Plan For After Discharge: Valuables Y Sharps Y Medications N
ldentification of Healty Alternatives to Drug Related Behavior:
bischiarge Tame: 16060
AT Accompanied by: PARENTS
Relationship to Pt: MOTHER
ACtiodry Doates 10/31/0Y Lige 1440
Palient Notes: SOCIAL SERVICES NOTES
Create 10731709 1440 AXZ 10/31/09 1440 AXZ
Pt did not attend group. as she was being d/c L * - N/ )
Note Type  Description
o Tepe Dl Activaty Date- 10731709 Time- 1624
11111 1y Date: 1041709 Doe: 161/ 1001070 Adimmssion Imitial Sdfety Assessment + b AL
- * To be done on Admission *
5021010 DISCHARGE: Complete Discharge Form + A cp - Ed Status 10/31/09 1623 his 10/31/09 1623 his A==l
ALSU: 1001083 ADMISSION: Medication History + ) AL

Complete paper torm-whien going hoime
10731709 1617 DPS 10/31/09 1621 DPS
PATLENT EDUCATION OUTCOME STANDARDS/DISCHARGE NOTE

- Document

AL discharyge pt and/or family can verbalize understand of

Ilness/Need for hospitalization

Signs & syimptoms of recurrence

Need for continued treatment

Awdrefiest ot effective coping skills for symptom management
Meds: Instructions. Side effects & Food/drug nterdactions

—~ < =< < =<

Paltent’s level of understanding of D/C plan:

Adequate (sufticient, correct) Y

Partial, needs reinforcenent (1T checked. complete:) Y

Reterred to continuation of care provider Y

* Medication History to be done on

Admission *

- Ed Status 10731709 1623 his 10/31/09 1623 mis A-=-1D
1001451-A CARE PLAN : MH ADDITIONS + D cp

~Use in place of Add Interventions—-
Allows customization of Patient Care

Plan.
- Ed Status 10/31/09 1623 his  10/31/09 1623 his A--D
1002001 NURSE/TRIAGE std + D AS
- Ed Status 10/31/09 1023 ms 10/31/09 1623 mis A=
1002002 SY: Admit History/Systems Assessment + D AS
- Ed Status 10/31/09 1623 his 10/31/09 1623 s A==l
1002003 Psychosocial Assessment std + ] P
- Ed Status 10731709 1023 his 10/31/09 1623 ts A== D




Age/Sex: 55t Attending: koth Kichiard L ﬂ‘“,l I WILLTAMS L YNNAE D ] \“y? Paye 39
Umt #: Joooulsl2y Account #: J84090217443
Admitted: 10/30/09 at [lug Location: J ZA Dominion Hospital Patient Care *Live* Printed 110209 ab uuds
Status: UIS IN Room/Bed: J.227-B CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions Fram [ntervention Description Sts Directions From
ACLIVILY Occurred Recorded Documiented Activity Uccurred Recorded Docutient ed
| ype Dat e Thne by Date Tie by Comment Units Change Type Date Tine by Date Die by Cotiment Units Chanye
Activity Date. 10/31/09 [me: 1023 Activity Date: 10/31/09 Time: 1623 (continued)
1002030 PSY: Anxiety Disorder, Assess D cP 1002051 PSY: Thoughit Disarder, Assess (continued)
* Physician to assess mental status and * Encourage pt to explore dadaptive
effectiveness of medications. behaviors that 1ncrease socialization
* KN Lo assess danaiely and palient * Encourage pt to explore adaptive
perception of effectiveness of behaviors that help to accomplish ADL s
medications . - Ed Status 10731709 1623 his 10/31/09 1623 his A=-D
1009999 UPDATE: Clarification of Medications + D &GP
* Patient education reldted to eftects - Ed Stadtus 10/31/09 1623 his  10/31/09 1623 ms A=-0D
and side effects of medications 1051009-A CARE AREA STATEMENT: MH Adult + 0 AL End of shirt GP
adimmmstered to treat 1liness ~~DOCUMENT AT END OF EVERY SHIFT~~
To be documented every shift, to review
* Patient educal1on regdrding management current Pt. problems and to verify that
of anxiety [], coping skills. the MH Adult Patient Population Care
Standards have been followed.
* Encourage Patient Lo dltend group - Ed Status 10/31/09 1623 his 10/31/09 1o23 ms AU
therapy related to [, 1300006 Age Specific Care: Young Adulthood + D cp
1. Assess patient's self-perception for
* Assist patient to identify motivation.
anxtely-producing situations and plan 2. Assess body 1mage.
for such events 3. Assist with identifying usetul coping
mechanisms and support systems.
A Assast in the developinent of coping 4 Encourdge to talk about
skills to manage analety 11lness/injury - how it may affect
bd Ltatus 10/31709 1623 his  10/31/09 1625 his A=>1D plans. famly/finances.
1002021 POY: Thought Disorder, Assess D CP 5. Encourdge patient and family in
* Physichrdn Lo dssess fentdl status, dand decision making and patient care, 1f
eftectiveness of medications. wanted
6. Educate re injury prevention and
* RN Lo assess mental status and patient healthy lifestyle.
perception ot effectiveness of - Ed Status 10/31/09 1623 his 10/31/09 1623 nis A= U
medications . 1572301 ASSESS: Weight as Ordered and Record + D (P
- Ed Status 10/31/09 1623 his 10/31/09 1623 his A=-D
* Patient education related to thought 1751000 VS: Monitor + D Barly or per MO urder ck
disorder and effects and side effects of - Ed Status 10/31/09 1623 s 10/31/09 1623 ms A== D
fiedications admimstered to treat 2120363 MH Daily Nursing Assessient + ) Every 24 hours Ck
1ness - Ed Status 10/31/09 1623 s 10/31/09 1623 his A=-D
2120365 ASSESSMENT: AT Evaluation + D 1 Tme cp
¥ Encourage patient to attend group - Ed Status 10/31/09 1623 his  10/31/09 1623 his A=> 0D
tnerapy related to [1. 2120366 MH Psycho-Eaucational Group + D cp
- Ed Status 10/31/09 1623 his 10/31/09 1623 tus A=>10D
X Assist pt to 1D benaviors that 2120370 Mt SW Group Therapy Session + 0] cP
aliendte sigmificant others and family - Ed Status 10/31/09 1623 his 10/31/09 1623 his A=>10
fMetbers 2120752 Preceptor Documentation Co-Sign + b Cp
- Ed Status 10/31/09 1623 his 10/31/09 1623 his A=>1
* (ol laborate with pt to adentity 3766530 NUTRITION: Monitor Meals. Record % + D cr
anAious behavior and coping technques - Ed Status 10/31/09 1623 his 10/31/09 1623 his A==D
4136600 MEDS: Administer PAIN-MEDS(prn/standing) D ch
* Lollaborate with pt Lo establisn a 1. Monitor effectiveness/side effects
daily, achievable routine (and any adverse reactions)
- Ed Status 10731709 1623 his 10/31/09 1623 fns P L



Age/Sex: 53
Unit #Z 1000018122
Admitted: 10/30/09 at

Attending: RKoth Kichard
Account #: J84Uv0.1/483

Liss Location: J.2

o/

I WILLTAMS | YNNAE D ]

Dominion Hospital Patient Care *Live*

Status: DIS IN Room/Bed: J -B CLINICAL DOCUMENTATION RECORD
Litervention bescription Sts Directions From
ACtivity Uccurred Recorded Documented
[ype Date [ie by Date e by Comment Units Change
Activity Date: 10/31/09 Time: 1623
4801200 LOUCATIUN: Interdisciplinary 4 D cp
- Ed Status 10731709 1023 mis  10/31/09 1023 mis A=>D
5021010 DISCHARGE : Complete Discharge torm + D CpP
AL SU
Complete paper tormi-when going noie
- Ed Status 10731709 1623 s 10731709 1623 ms A=0D
5100004 QUICK ADMISSION DATA + D AS
Nursing Quick Start
- Fd Status 10/31/09 1623 his  10/31/09 1623 s A==D

Monogram Initials Naliie Nurse Type
AkL JONUR.AKZ  ZALK ANTTA W
BRK JONUR BRE KAHRER  BARBARA R RN
DpPS JOREG.DPS  SCHMITZ DAVID RN
ERC J.NUR.ERC  CONCEPCION . EDGAR MH
Got JONUR.GELT  LEWLS.GLENNA S, RN
HEB JONUK.HEB  BLACK, EL TZABETH RN
JLu J NUR.JULW  WRIGHT  JESSICA L RN
KAO JONURCKXO OTTINGER , KIMBERL Y ACT
L1 J ONUR.LAT  TROFORT,LIONELLE RN
MyP JONUR . MP PERRY , MARTLYN KN
REM J NURRFM McCALL , RUBERT MHT
SR J.NUR. SR ROMULUS . SANDRA KN
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exs 33 F WILLIAMS, LYNNAE D (DIS IN) AJ Page: 1

Age/S
Unit #: J000018122 J.2A-J.222-B Printed 11/02/09 at 0633
\ccount#: J84090217483 Roth,Richard L Period ending 11/02/09 at 0633
. dmitted: 10/30/09 at 1158 Dominion Hospital Patient Care PATIENT NOTES FOR DISCHARGE SU
Occurred Recorded Notes: All Categories
Date Time by Author Date Time by Category
10/30/09 2310 ERC CONCEPCION, EDGAR 10/30/09 2317 ERC NURSE NOTES

Y31/

A. MEDICATION EFFECTIVENESS: Pt. rates med efficacy as "good" at this time.
Pt. denies any side effects to meds at this time.

B. SYMPTOM STATUS: Pt. up and visible in milieu, observed on the payphone in
the back lounge for the majority of the shift. Pt. presents with a constricted
affect and anxious mood. Pt. denies need for Tx., stated "I don’t need to be
here, this is just a misunderstanding". Pt. denies events and statements made
prior to admission. Pt. wanted to request AMA discharge, however spoke to the
CN and decided to remain at DH. Pt. denies any auditory or visual
hallucinations at this time.

C. SAFETY STATUS: Pt. on a locked unit and maintained on building restriction
throughout shift. Pt. maintained on routine Ql5min. and mouth checks
throughout shift. On 1:1 Pt. gave a safety level of 10/10 out of 10. Pt.
denies any suicidal or homicidal ideation at this time.

D. PATIENT/FAMILY EDUCATION: Pt. attended all groups and unit activities this
shift.

E. ADL’'S: Self care, complete.

F. MEDICAL (IF INDICATED): Pt. denies any somatic complaints at this time. No
s/s of distress evident at this time.

G. NUTRITIONAL STATUS: Pt. ate 100% of meals this shift.

Note Type Description

No Type None

09 1047 AXZ ZALK,ANITA 10/31/09 1050 AXZ SOCIAL SERVICES NOTES
Psychosocial Assessment was completed and placed in pt’s chart. Pt denies

feeling depressed in any way at this time. She denies recalling any of the
statements that led to her admission here. At this time, pt appears coherent
and in no danger to herself or others. She is exhibiting no sx of psychosis or

depression. Pt asked guestions about d/c and questions were answered. Pt
plans to discuss d/c with MD.
Note Type Description
No Type None
10/31/09 1440 AXZ ZALK,ANITA 10/31/09 1440 AXZ SOCIAL SERVICES NOTES
Pt did not attend group, as she was being d/c.
Note Type Description
No Type None
|
fonogram Initials Name Nurse Type
AXZ J.NUR.AXZ ZALK,ANITA SW
ERC J.NUR.ERC CONCEPCION, EDGAR MHT




Age/Sex: 33 F WILLIAMS, LYNNAE D (ADM IN) Page: 1
g

Unit #: J000018122 J.2R~J.222-B Printed 10/31/09 at 1349
Account#: J84090217483 Roth,Richard L Period ending 10/31/09 at 1349
Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care ACTIVITY THERAPY ASSESSMENT

AT Initial Assessment 10/31/09 1339 KAO
PROBLEMS TO BE ADDRESSED BY ACTIVITY THERAPY:

Difficulty Identifying and Expressing Feelings:
Poor Concentration:
Disorganized Thoughts:
Poor Impulse Control:
Low Frustration Tolerance:
Distractability:
Restlessness:
Low Self-Esteem:
Social Isolation/Withdrawal:
Poor Reality Testing: Y
Inadequate Social Skills:
Distorted Body Image:
Poor Leisure Time Management:
:; Inadequate Leisure Skills:

KoK

Leisure Time/Activities Related To Drug/Alcohol Abuse:

Other:

Physical Problems/Safety Concerns: psychosis, impulsivity

CONCLUSIONS: ACTIVITY THERAPY INTERVENTIONS WILL FOCUS ON
PROVISIONS OF ACTIVITIES THAT FACILITATE:

Identification and Expression of Feelings: Y

Focus of Attention and Organization of Thoughts:

Attending, Concentrating and Completing Tasks:

Feelings of Mastery and Self-Esteem:

Development of Realistic Body Image:

Social Interaction: Y

:3 Development of More Functional Social Skills:

Development of Impulse Control: Y
Identification of Leisure Time Skills and Interests:
Development of Structured Leisure Plan For After Discharge:
Identification of Healty Alternatives to Drug Related Behavior:

<o

<

Other:
Monogram Initials Name Nurse Type
KAO J.NUR.KXO OTTINGER, KIMBERLY ACT



Age/Sen. 35 ALLending: Rothi Kichard |

[—;IILIAMZ_LYHHAE b |

w Status: Discharyed Payge |
Ut #: Joololylizs AcCount #: J84090217483 Imtiated: 10/30/09 Proanted
Admitted: 10/30/09 at Liss  Location: J.2A Dumirion Hospital Patient Care *Live* Completed 10209
Status: OIS IN koom/Bed: J.2 batient's Plan Of Care brotocol: ul Uods
51 JITRRISS [EGL LOHP 1y LUTERYENTIONS LT Ky LUtk By Lisdl LI DUEFCTTon i
Developmental Age 18-40 yrs-YOUNG ADLT D 1G/30/09 MyP
Based on Lrickson’'s eight stages of
developuient .
Developtental Need:
*Relationsinps
*Coint Lment
<tnd of text>
- PROTOCOL - AGE 18-40 . o= Sy . — e e —— = s v
* Patient will verbalize understanding of | D |10/30/09 MvP
l1festyle changes. therapy/treatment * Age Specific Care: Young Adulthood + 10/30/09 MyP b

options. and resources/support groups
that may bLe beneficial to themselves
and their family.

The patient will be able to wake an
informed decison about their health
care

<tnd of teat>

1. Assess patient’s self-perception for
motivalion.

2. Assess body 1mage.

3. Assist with identifying useful coping
mechanisms and support systems.

4. Encourage to talk about
illness/injury - how 1t may dffect
plans. family/finances.

5. Encourage patient and family in
decision making and patient care, 1f
wanted.

6. Educate re njury prevention and
healthy Tifestyle.

- PROTOCOI - AGE 18-40

CARE GOALS: Duminion M Adult
Related to the following Standards of
Care:

b 10730709 Myvp

| Patient Care/Nursing Process
Patient tducation

]

3. Patient Diccharge Planiiing
4. Patient Safety/Intection Control
5. Palient Rights

KAKKKKRRRRRRKKR(JA| S HAARARRKARKARAAAK A

1. The patient will recelve care which
reflects an ongoing process of
interdisciplingry care based on
their specific care needs. Coping
responses Lo hospitalization will
be assessed and addressed
[he patient dand/or sigmficant
others Can expect to be invoived n
Lhe plan of cdre with attention to
cultural, relvgious, and spiritual
beliers. privacy dnd
confidentiality.

5 [he patient and/or sigmticant
others will participate 1n the
process of coordination of
resources 1 preparation tor
d1scharge.

4. The patient and/or sigmtican
others will recerve teaching about
the nature of their health
conditions, procedures, treatments,

ol de ancl pgel drerbiarge (qee




I WILL 145 LYNNAE D I kil

Age/Sea. 351 Attending: Koth Kichard L U Status: Dischai g Page
Uit # Jououislz? Account #: JB409G.17483 lintiated: 10/30/09 Printed
Admitted. 10/30709 at L1158 Location: J.2A Dominion Hospital Patient Care *Live* Conpleted: LLA02709
Stalus: DIS IN Roam/Bed: J.222-B Patient's Plan Of Care Protocot at oss
SEG IRIT By JHEeN LOMP By LR UTTIONS LT Ky uiP i f Lelk s TR pLet CTLGH
Verbalization of questions dand
concerns will be encodraged
9 The patient and sigmficant others
will have their environment and
Care mandgged Lo minmmize rsk to
themcelves and olhers
6. The patient will be supported n
thelr effort Lo retain personal
Identity, <elf worth and patient
rights.
<tnd of teat-
A Standards of Practice ] U L0/ 30/09 MVP l |
% CARE AREA STATEMENT: MH Adult + 10/30/09 MvP 10/30/09 1410 AL End of chott £
~~DOCUMENT AT END OF EVERY SHIFT~~ |
<bnd of tesl- To be docunented every shift, to review

current Pt. problems and to verify that

the MH Adult Patient Population Care i
Standards have been followed.

_ PEATOCAL - SOCMHADI

STANDARD : COMINION HOSPITAL WIDE CARE
Care Standards related to the following
care goals:

1. Patient Care/Nursing Process

Patient tducation

Patient Dyscharge Planning

Patient Safety/Infection Control

Patient Discomfort/PAIN

. Patient Rights

- PROTOCOL - SOCMHADY e B s R

* The patient will receive cdare which D 110/30/09 MvP

D 10730709 mvp

O U&=

reflects an ongoing process of
interdisciplinary care based on Lhe
patients specific needs and the
hospitals Patient Population Standards
of Care. These will include those needs
whiich dare age-specific. Coping
responses to nospitalization will be
assessed and addressed.

*olhe patient and/or significant others
can eapect to be anyolved in the plan
Ol Care wiln attention to cultural and
religious beliefs, communication
barriers, privdacy dand confidentiality
Effective communication mechods are
utilized for the hedring and speech
impatred as well as barriers to
language

Al gariend audipe cdgonticant grier

¥ % % * o

* % x % *

VS: Monitor +

ASSESSMENT : AT Evaluation +

ASSESS: Weight as Ordered and Record +
MH Psycho-Educatiocnal Group +

CARE PLAN : MH ADDITIONS -+

~~Use in place of Add Interventions—~
Allows customization of Patient Care
Plan.

Preceptor Documentation Co-Sign +

MH SW Group Therapy Session +
NUTRITION: Monitor Meals. Record ¢ +
DISCHARGE : MED REC PATIENT MED List +
UPDATE: Clarification of Medications +

10/30/09 MvP
10/30/09 Mvp
10430709 MvP
10/30/09 Mvp
10730709 HyP

10/30/09 MvpP
10/30/09 MvP
10/30/09 Mvp
10730709 Mvp
10/30/09 MvP

10/31/709 GsL

10730709 1410
10/30/09 1410|. 1 Tune

Daily or per MD arder.
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AgesSex: 331 Attending: Koth Richard L Zu“)’ | WILLLAMS LYNNAE D I sl Status: Dischiarged Page

Uit #: Joobolel?? Account #: JB4050217483 Imitiated: 1u/30/09 Frinted
Agmitted: 10730709 at libs  Location: J.2A Domnion hospital Patient Care *Live* Completed: 11/02,09
Ltatus: OIS IN Roam/Bed: J.222-8 Patient’s Plan Of Care Protocol: al o33
IO LT RY SGT (OMP By WNTFR P IauS T By COME By DTt 2 TInE DEECT IO ]
11 receive teachiing about the nature * EDUCATION: Interdisciplinary + 10/30709 Mvk )
of their health condition, procedures,
Lreatments, selt cdre and post
dischdarge care. Verbalization of
questions and concerns will be
encourayged
* batient and/or sigmificant other will D 1U/30/09 MVP
participate in the process of * DISCHARGE : Complete Discharge Form + 10/30/09 Mvp )
coordination of resources in ALSO:
preparation for discharge. Conplete paper form-when going home
* The patient will receive care winch will [ D {10/30/09 MVP
reflect a4 safe environment. Intection * MH Daily Nursing Assessiment + 10730709 MvP 10736709 1410) Every 24 nours J
contral needs will be assessed and
addressed. Care will be given 1n a
controlled environment to reduce rick
of inJjury or further jllness.
* The patient will be assessed faor pain D {10/30/09 MvP
Ascessiment to include: * MEDS: Admirnster PAIN-MEDS(prn/standing) | 10/30/09 MvP J
a - (W) Words that describe 1. Monitor effectiveness/side effects
(1) Intensity (and any adverse reactions).
(L) Location
(D) Duration
(A) Aggrevating factors
(A) Alleviating factors
L Scoring of pain intensity,
ulilizing appropriate pain <cale
d - Effectiveness of medication/pain
control method
* The patient will be supported 1n their D 10730709 nyp
effort to retain personal identity. * psychosocial Assessment std + 10/30/049 Myp J
ol b worth and pataent cights
SY _PROBLEM: Andety .. 0 10/30/09 Mep e o s P e B ST "
* STG: Patient's Anxiely will decrease D 10/30/09 MvP
ALB * pSY: Anxiety Disorder. Assess 10/30/09 MvP )
* Physician to assess mental status and
effectiveness of medications.
* RN to ascess anxiety and patient
perception of effectiveness of
medications.
* Patient education related to effects
and side effecls of medications
administered to treat 11lness.
* Patient education regarding manayement
of anxiety []. coping skills.
|
' * Encourage Patient to attend group
therapy related to [].
* Assist patient to identify
| anxiety-producing situations and plan
i for such events
! * Assist in the development of coping
. 1 skills to mandge anxiety.
YLTa Palient s Anxtely will decrease D |10/30/uy MyP ‘
LR




