i

Age/Sex: 35 f Attending: kot iiciard | S l WILLTAMS LYNHAE © I W Page. AU
Unit #: JULLUIsLZY Account #: J840%0217483
Admitted: 10/30709 at Livw Locatian: J YA bommion Hospital Patient Care *Live* Franted 1102209 at buss
Status: OIS IN Room/Bed: J.227 & CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions From Intervention Description Sts Directions Frin
ACLivity Uccurred kecorded Documented Activity Occurred kecorded Documented
Lope Dot T | Ol Lo Ly Compent Unite Change Type Late Lime by lgte Towe oy Coagnent Hgire g
Actiaty Dare: 10730709 Lige- 148y (oontimged) ACtiyity Date- 10/2(/(9 Lige- 1459 (contiaued)
1002002 PLY AdME History/Systems Assessient +  (cuntinued) 1002002 PSY

Heurological Assessient Whp:

Ortented To:

Hand Grips

Eyes Open

Bect Motor Kesponse
besl Verbdl kesponse

Moverent Kignt Arm:
Movetient  Lertl Arm:
Movement Rignt Ley:
Moveient  Lett Leg:

Neuru Comment”:

!

[utal

-~~ bye/bar/Nose/Throat Ascessient ~~-

EENT Ha:

EENT Assesciient wOP:

GLASSES

Vicual Imparrment

Hearing linpal rment

Ihrodat Complaint:

Hucous Metbraries
Left Nares:

Kight Nares

EENT Cumment™

== LardiuvasCular Assessiient ~—-

Cardiovascular Ha
Cardiovascular Assessiient wWhP
Skan Colur:

Skan

ASSuC iated Ligns & Symptoms .

DENIES

i W

Admt History/Systems Assessment +

Does Patient Have a Pacemaker:
Implantable Defibrillator:

Cardiovascular Comnent”:

Circulatory Assessment WOP: ¥
Altered Circulatory Site:

Proximal Pulse to Affected Site Evaluated:
Prosimal Pulse Character

Amount of tdema Noted Proximal to Affected $ite:

Capillary Ref1ll Proximal to Affected Site:

Skin Proximal to Affected Site:

Skin Calor Procimal 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:

Skin Distal to Affected Site:

Skin Color Distal to Affected Site:

Sensation Distal to Affected Site:

Circulatory Comment”:

~~= Respiratory Assessiient ~—

tcont nued)




’ ! !

Age/Sex: 53 | Attending: Roth i ichard | T | I WILLTAMS L innAE D ] A5 Page: £1
Unit #: JoUuulsl? Account #: J84090217483 ] ‘
Admtted: 10/30/09 at llug Lacatiaon: J.Z2A Dommnion Hospital Patient Care *Live* Printed 1170209 at uess

Status: DIS IN Room/Bed: J.200 B CLINICAL DOCUMENTATION RECORD
Lutervention Description Sts Directions From Intervention Description Sts Directions trom
ACtivity Uccurred Recorded Documented Activity Occurred Recorded Documented
Lope Lafe T by Oate Luge 0, tomnent nifs (hange Tepe Qate Time Gy late Tlwe by Comnent Uit [WERTH
LALtroaaty Pare- 1073009 Lige- 1489 (conrinued Acrivaty Oare- 10730709 Dige: 1459 (coontimed
1002002 PUY L Admt History/Systems Assessient +  (continued) 1002002 PSY: Admit History/Systems Assessment + (continued)

Respiratory Ha: DENIES Close contact with any person having an Influenza-like 111ness? N
Previous treatment of asthma:

Tabacco Use Now or in brevious 12 Months: B Point of Entry Screen: Contagious Respiratory Infection Point of Entry Screen

NONE NEGATIVE NEGATIVE

Kina ot tubacco: Mask applied, patient isolated, and receiving unit/department notified?

Packs/ting per day:
How ildny years Respiratory Assessment WOP: Y

Quie? When: RUL Breath Sounds :

unoking Reterral

RLL Breath Sounds:
Lok 1y cessalion 1nstruction given Lo Ue patient and/or cdregiver-

LUL Breath Sounds:
SOk tng Collitient”™

LLL Breath Sounds :

Respiratory Effort:
[s Patient Present? Y

Able to pertorm 18 & Contagious Respiratory Infection Point of Entry Screen Y Cough:
Reason- Sputuimn Color:

IS patient currently esperiencing any of following in last 7 days: Sputum Consistency:

Fever greater than 100.4? N (37.8 C) Sputum Amount :

Cough? N (not related to Capillary Refill;

allergy or COPD)
Persistent Cough greater than 3 weeks?

Cough with blood produced? ~~ Oxygen/Respiratory Assessment ~-
p p

Sore Throat? Y
Might sweats? N On Oaygen:
Unieaplained weignt loss? N 02 Delivered Per:
Fatigue? N 02 Liters / Minute:
Body Aches? N Sp02 Continuous Monitoring:
Rash? N Sp02% After Oxygen Applied:

Hasal Congestion (not reldted to allergies or sinus infections)? N Respiratory Comment™:

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

~~~ Gastrointestingl Assessment ~—-



Age/Sex: 43t
Unit #: JUGLUlslZl
Admitted: 10/30/09 at 1lLg
Status: OIS IN

Attending: Koth Kictard L
Account #: JB409U21/483
Location: J. Z2A

Room/Bed: J 27 ks

kh‘J

]

Domnion Hospital Patient Care *Live*
CLINICAL DOCUMENTATION RECORD

l WILLTAMS  LYNNAE D

Patje: 22

Printed 11702709 al 0633

Intervention Description Sts Directions From [ntervention Description Sts Directions From
AClivity uccurred Recorded Documented Activity Occurred Recorded Documented
LLpe [ate Lige by Date Lige by Comment Unite Change Tupe Date Tige by lgte Dl by (oggnent U g (et
LLI' 1Ly Date- 10041709 Dime - 1499 (contined) Attty Date- 10730709 Diwe- 1459 (continued)
1002602 POYL AdinL History/Systems Assessmient +  (continued) 1002002 PSY: Admt History/Systems Assessment +  (continued)
Gastrointestinal Hx: DENIES
Gastrointestingl Assessiment WOP: ¥
Gl Cumplaint:
Nuteitional Coments™:
Vomting tpisodes 1n Previous 24 Hours:
Content/Appearance of Emests:
Total

HUg Bowe | Sourds
RLQ Bowe! Sounds
LUQ Bowel Sounds:
LLQ Bowel Sounds:

Laut bowel Movement: 10/30/09
Description of Stuol: Normal
Abdomen Soft & Non-Ternder :
Abdotien Firm/Rigad: N
Distention:
Guarding:

Rebound Tenderness
lenderness to Palpation

Palpable Mass

Gl Coitmtient ®

Hutritiongl Assessiment ~-

Ligns of Nutotonal Rick: Nutrition Consult:
None

~~~ Genmtouringry Assessmient ~--
GU Hx: DENIES

Gentourinary Assessment WOP: Y
Seaual History: NOT Sexually Active

Sexual Orientation:

Condom used?
Keproductive-female:

Reproductive Male:

LMP
Abnormal Urination

Urine Appedrance:

Catheter



i L . jq
Age/Sex: 44 f Attending: Rulhi Kichdra L Lh“‘; l WILLTAMS LrwAE D ) Paye: 23
Unmit #: Jouwulslz? Account #: J84090.17483
Admitted: 1U/30/09 at 1o Location: J A Dominion Hospital Patient Care *Livex Fronted L1/UZ/0Y @l Uuds
Status: OIS IN Room/Bed: J.220-B CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions Fram Interventiaon Description Sts Directions Feum
ACtivily Uccurred kKecorded Documented Activity Occurred Recorded Documented
Loge Oale Time by Dale Lue Ly Comrent Uoite (hange Lype Late e oy (ate Dl by Congent Lt NIRTINTSS
Arraaty Oare- 10740709 Ll 1459 (oontioued) Actiuaty Date- 10730709 Lige - 1459 ccontiaued)
1002002 PLY: AdmIT History/Systans Assessment +  (continued) 1002002 PSY. Admt History/Systems Assessment + (continued)

Catheter Type:

Deccription ul Catheter bunction:

"

ALLUCTaled Si1gns & Sympluiis

LU Comiient ™

~~= kndocrine Assessiient ~—-

Endocrine Ha: DENIES
Eudociine System WoP: Y

Lndocrine Comment ™

Limune Systen.

linnune System Comnent *

== Musculoskeletal Assesoment ~—-
Musculoskeletal Ha: DENIES

Musculuskeletal Assessment whP: Y

uchierralized Wedkness
Kight Upper Extremity
Left Upper Eatremity
Kignt Lower Eatremily:

Left Lower Extremity:

Balance/Gait:
Paralysis:
Amputee:

Complarnts of Joint Swelling/Tenderness

Musculoskeletal Comment”:

~~ Functiondl Assessient —-~
Functional Assessment WDP: Y

Functional Comment”:

Physical Limtations Interfering with Recreational Aclivities: N
Describe:

Other Limitations Interfering With Recreational Activities: N
Describe:

Need special equipment/supplies for routing care? N
Special Equipment

Do you Exercise on a Reguldar Basis: ¥
Type of Exercise: RUNNING, WELGHTS
Frequency of Exercise: THREE TIMES A WEEK

Any Change 1n Sleep patterns:
NO SLEEP PROBLEMS

~~~ Intequientary Assessiient ~-



Age/Sex: 35 f Attending: Koth Richard | &“_’J l WILLTAMS LYRNAE D I S Paye: o4
Unit #: Jouuuisize Account #: JB404021/483
Admitted: 10/30/09 at ll5g Location: J ZA Dominion Hospital Patient Care *Live* Pranted 11:02/0Y at Ucss
Status: 0IS IN Room/Bed: J 220-B CLINICAL DOCUMENTATION KECORD
Intervention Description Sts Directions From Intervention Description Sts o Directions Froim
ACtivity Gccurred Kecurded Pocumented Activity Occurred Recorded Docuniented
Lo Oite Lue by [ate L | Comienn Units Change Type Date Tige by  [ate Lo Dy Comggent (I WTRTITe
Artavaty Date- 10720709 T 1459 (contanued) Activaty Dare- 10/30/09 Tige: 1489 (continued)

10020062 PLY: Admit History/Systems Assessment +

Integumcntary Ha: DENIES

wounds, non nealing wounds? N
history of stapn infection? N

Prior mistory ot chronic
Frior

Intequiientary Assessimient WhP: ¥
Presence of open or dratmng wounds?
Presence of wounds that resemple spider bites?

Lotegumentary Comnent

#L Incision/Wound Location

#1 Incision/wWound Type:

#1 Incisronsuound Dressing Clean/Dry/Intact -
#1 Incision/Wound bressing Change Date:

#1 Incishon Approsimated without Redness:

#1 Inciston/Wound Size (cm)

#l lncision/wound Depth (cm) -

#1 Incision/Wound Edges:

#1 [ncisron/Wound Odor:

#lEncreron/Wound Drainaye Atiount
#l Incision/wound Dressing/ Trealinent

#l Incrsronsvound Cumment :

(continued)

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

#2 Incision/Wound Location:
#2 Incision/Wouna Type:

#2 Incisron/Wound Dressing Clean/Dry/Intact:
#2 Incision/wound Dressing Change Date
#2 Incision Approximated Without Redness:
2 Incision/Wound Size (cm):

#¢ Incision/Wound Depth (cm):

#2 Incision/Wound Edges:

#2 Incision/Wound Odor:

#2 Incision/Wound Drainage Amnount
#2 Incision/Wound Dressing/Treatment

#2

Incision/Wound Comment :

MEDICAL Hosprtalization™:




Age/Sex: 53t
Unit #: JOOLULsLCD
Admitted: 10/30/0Y at [lug
Status: DIS [N

Attending: Roth Fichard L k“dj
Account #: J8404021/483

Location: J ZA

Room/Bed: J 227 B

WILLTAMS  LYNNAE D ] L4

bomimon Hospital Patient Care ALive*
CLINICAL DOCUMENTATION RECORD

Faye, &%

Printed 1120270y at Luss

Intervention Description

Sts Directions From Intervention Description Sts Directions Fram
ACtivity Uccurred Recorded Documented Activity Occurred Kecorded Uocuniented
Lape LdTe Time by Date T by Compent Unire Change Type Date Dime Ly Date Lime by Compgent Uire LIl
AClivaty Date- 10/3G:09 Lige- 1459 (contioyedd Activaty Oate- 10730709 Dige- 1489 (continueds
10020uZ POYD AdmIL Hhistory/Systeins Assessmenl + (continued) 1002002 PEY: Admt History/Systems Assessment +  (continued)

GALL BLADULR 2005

Hedical Conditions™:
CRRENT COLD

PSYCH Hospitalizations™:
NUNE

Precautiuns

Priysical/s

eatal/Emotional /Verbal Abuse or Neglect Hx: N

Evidence of Pnysical and/or Psychological Abuse: N

Deseribe Abuse™:

AppearanCe:
~=~MENTAL STATUS EXAM--~—
Behavior

Moud:

At feCt:
drientation:

Thought Process :

[hought Content

Perceptugl

speed h:

Does the Patient Feel Safe at Home: Y

APPRUPRIATE ATTIRE
DRESSED IN SULT
COOPERATTVE
TEARFUL

SUSPICIOUS
RESTLESS

"I HAVE A Ol ENERGY"
HAS ADD

ANXTQUS

"I FEEL GOOD"
SUPERFICIAL
RESTRICTED

ANX10US

Oriented x3

INDECISIVE

BLACKING

RAMBL [NG

DENTES RACING THOUGHTS,
DISORGANIZED
CIRCUMSTANTIAL
PARANUTA

PERSEVERATIVE

CONCERN FOR JUB SECURITY
POOR MEMORY

POOR CONCENTRATION
DENTES

COHERENT
HESTTANT
REPEATS QUESTIUNS

Motor/Activity: Normal

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

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

Have you known someone who has attempted/commtted sulcide?N
When/How/Relation/lImpact™:

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

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




Age/Sex: 31t Attending: koth.ricnard [ LT | WILLTAMS LynrlAE D S Paye . Lu
Unit #: Joubulslor Account #: Jsd050217483
Admtted: 10/30/09 at 1lug Location: J.2A Damnion Hospital Patient Care *Livex Pranted 11:u2/0y at Gess
Status: DIS IN Room/Bed: J.220-B CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions Intervention Descripticn Sts Directions oo
ACLivity Uccurred Recorded Documented Activity Occurred Kecorded Documernted
Tl (IR Luie oy [ote Liie Ly Comrent Units lype Late Dme by Date Lume by Conent ot Chang
ACL1aty Dot~ 10730404 Lune- 1499 {continued! Activity Dare- 10730709 Lume- 1459 (continged)
1002002 PSY Admt History/Systems Assessment +  (continued) 1002002 PSY: Admt 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 kecent Losses?
ReCent Loss. Esplain™:

Intuxicated: N
Ldst Use*

Fsychotic: Y

Descrite Psychosis™:

REPORTEDLY PARANOID BY STATE DEPT PSYCHIATRIST,

BIZAKKE BEHAVIORS R/T CAR ACCIDENT THAT ARE NOT

TYPICAL OF PT---CURSING. FEELING THAT PLOPLE WERE
FOLLOWING HER, PT C MANY. MANY GUESTIONS RE HER JOB
SECURITY 1O THIS WRITER.

==RESTRAINTS ==

Techmque/Methods/Tools to Help PU Control their Behiavior

Av Appropriate, PU/Family helps i dentifying such Techmques:
Medical Cond. that places Pt at » Risk During Restraint/Seclus.

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

PUFamly Educated on Hospitals Philosophy on Restrdaint/Seclusion

Faimly's Role, Including Notification is Discussed as Appropriate:
~~~~CAFFEINE HISTORY~~~~

i)pl:; ol Lalteine: None

At per Day:

Additional Drugs 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:
Type 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 Drink:
Type of Alcohol:
How Often:
How Lung:
How Much:
Last Drink:
Type of Alcohol
How Often:
How Long:
How Much:
Last Drink:
Alcohol Coimienit™

COU DETOKIFICATION PRUTOCOL WITHORAWAL SEVERITE ASSESSHUNT (woAR)




Age/Sex: Jit Attending: Koth Richiard L
Unit #: Joouuislz? Account #: Jud09021/483
Admitted: 10/50/09 at |14 Location: J 2A
Status: DIS IN Room/Bed: J.220 &

W

I WILLTAMS LinnAE D I

bominmon Hospital Patient Care *Ljve*
CLINICAL DOCUMENTATION KECORD

Paye. ¢/

Pronted 1170209 at Uods

Intervention bescription Sts Directions Fram Interventian Oescription Sts Directiung feain
ACtivily Uccurred Recorded Documented Activity Occurred Recorded Document ed
Lipc are Lige by Dite Lige Ly Compent lUnits Change Tepe Dare Time by Date [une by Ll Lnit: Lhang
Activaty Dare 1004004 T 1459 (continued) Artiyity Oate- 10730709 Tipe- 1459 (continued)
1002002 POY: Admit History/Systems Assessment +  (continued) 1002002 PSY

Naused/Vom ting:

Ireimor

Paroxysmal Sweats:
Alately:

Agitation

factile Disturbances:
Auditory Disturbances:
Visual Disturbances:
fieadachie/Ful lnecs 1n Head:
uritenitation, Clouding Sensorium:
Score:

Letous Comient™:

FALL RISK ASSESSMENT

=IMMUNTZAT TON/COMMUNTCABLE DESEASE SCREEN=
Pricutioccal vaccination status-

bate:
Influeniza vacCinglion status-

bale:

Patient candidate Tur vaccineis)?

Admt History/Systems As
Last Tetanus:

Hx/Assessment Comnents™:

Hx-Source of Information

~~ Adolescent Specific
Liunizations Current?
Recent Exposures:
Pre or Perinatal Event:
Disease:

PT tunctioming affecting Famly/Guardian:
Currently receiving help from any agencies?
Special educational needs?

Difficulty learning new things?

Eastest way for pt to learn?

sessinent +

(continued)



Age/Sex: 33 f Attending: Ruth Kichard
Unmt #: Joutulslzy Account #: Js405021/483
Admitted: 10/30/09 at 110 Location: J.ZA

Status: DIS [N Room/Bed: J.227-B

[ WlLLTAME  LYHNAE D

1w

Paye: L8

Dominnon Hospital Patient Care *Live*

Printed 11702709 al Uu3S

CLINICAL DOCUMENTATION RECGORD

Intervention Description Sts Directions Fram [ntervention Descriptian Sts Directions Froim
Activity Uccurred Recorded Documented Activity Occurred Recorded Docunented
Lope Date T Ly Darg Lige by Cogent ugite Change Type [ate Tiwe Ly Date Lo Dy Comgent Unire Lhunge
Actasity Date 10730709 Lime- 1499 (contimed) Activity Date- 10730709 Dme- 1459 (cantiqued)
1002002 PSY: Admit History/Systems Assessment +  (continued) 1002002 PSY: Admt Histary/Systens Assessment + (continued)

How dues pt exmbit anger
Exipit frustration
Eamibit sadness:

kespond Lo authiority figures:
Discipline techimques used:
Whal works

what doesn’t work

AyLhing preventing visiting pt:

Fami ly/quardian involvenent 1n treatiment

Fam iy /gudrdian espectations fur treatment

Adulescent Cumnent™;

Education provided ¢t thhe Uiinie:
litle ol educator:

Fersonts) edutdled:

Readiness to learn

Identiiea learning needs

Learming preference:

Barriers to learning:

Teachiing method:

New/Reinforcement teaching:

Specific topic(s) taught :

Response/evaluation:

Educ Cuntent™:

~~ Medicdation Reconciliation ~~

Patient Compliance:
Why 15 Patient Non-Compliant:

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



Age/Sex: 55 f Attending: Kol Kichard L ‘g“gﬁ I WILLTAMS L VNNAE D | EKWH} Page: 2y
Unit #: Joouulsl2r Account #: J84090717463 ] ] ; . .
Admitted: 10/30/09 at Lliug Location: J 2A Dominion Hospital Patient Care *Live* Prionted 11/UZ/0Y ot Uoss
Status: DIS IN Room/Bed: J 227-8 CLINICAL DOCUMENTATION RECGRD
Intervention Description Sts Directions From Intervention Description Sts Directiong Fruin
Activity Occurred Recorded Ducumented Activity Uccurred Recorded ] Docuniented ’
Lope [ale T by Oore Ly Ly Comnent Hnite (hange lupe Dale Tige by Date D O Coliient Ungte Chanae
Aottty [t 1030409 Lime- 1459 (oontinged) Activity Date: 10/30/09 Dime 1459 coonringed)
10062002 POYS Admt History/Systems Assessment +  (continued) 1002002 POY: Admit History/Systems Assessment +  (continued)
Home Medications:
~~~ PATIENT 'S HOME MEDICATION LIST ~~~
Medicatiun-Strength DosesRoute Frequency (Last Dose Taken) Is patient following fall prevention directions: update Date of Last Fal
) Montn/Year of Lact tall
ADDERALL - 30 MG ORAL T DAILY 7
(10/30/09) Fall Kisk Comment:
o bnd of Medication List High Risk tor Falis

Suurces bsed For This Documentation: PATIENT REPORTED

Routine Pharmacies Used: (VS

Clarirication niceded tor any Medication: N

Hutie: MediCatton Disposition: NONE

ARKAKKRAKKAR KKK RKKAKKAAKA KA RKKKRAKAK AKX KKK KA KAk AA KK Ak
* Home Medication queries have peen &
* reviewed/updated by J NUR.MP RN *

B S 3 KKKKKAKKAA KX

Kk kkkkxkk

l< patient KResponsive:

fall Rick tlements:

AddT Falbl Risk Elements .

Fall Precautions:

Fall Precautions Comment :

Fall thic arcount /uicit:

2310 —]

Activity Date- 10730409 Lime-

Patient Notes:
Create

NURSE NOTES

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

A. MEDICATION EFFECTIVENESS: Pt. rates mea efficacy a5 "good”
Pt. denies any side effects to meds at this time.

dal this time

B. SYMPTOM STATUS: Pt. up and visible in milieu, observed on Lhe pdyphune 1
the back lounge for the majority of the shift. PL. presents with a consiricted
affect and anxious mood. Pt. demes need for Tx.. stated "1 don't need to be
hiere. this 1s Just a misunderstanding”. Pt. demies events and slalefents made
prior to admission. Pt. wanted Lo request AMA discharge, however spoke Lo the
CN and decided to remain at DH. Pt. denies dny auditory or visual
hallucinations at this time

C. SAFETY STATUS: Pr. on a locked umit and maintained un burlding restiction
throughout shift. Pt. mdaintained on routine Qlomin. and mouth checks
throughout shift. On 1:1 Pt. gave a safety level of 10710 out of 10 Pt
denies any suicidal or homicidal 1deation at this time.

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



Age/Sex: 33| Attending: Kuth Richard L L I WILLTAME [ rHNAE D I iu;aj Paye: 30
Unit #: JOULUIBLY Account #: Ju409021/463 j o A
Admitted: 10/3U/0y at lisg Location: J. 2A bemimon Hocpital Patient Care *Live* Pronted 11 uZ/u9 al Uuss
Status: OIS IN Room/Bed: J 2208 CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions From Interventian Description Sts o Directions Fram
Activity Gcecurred Kecorded Documented Activily Occurred Recorded ‘ Documented )
Lape e L Ly late D Dy Comen] lnits Chaage lype Lale Dme Dy late Lige Dy Congpent Ungte Ll
ACtivity Dare: 160730009 Tle 2310 (continued) Aottty Lite 10031709 Lupes (0819 (contioned)
Patient Notes: NURSE NOTES (continued) 1051009-A CARE AREA STATEMENT: MH Adult + (continued)
bEoAUL"S: Selt cdre. complete. 2 CARE GUALS: Dominion MH Adult o Al
30 STANDARD: DUMINION HOSPITAL WIDE CARE Al?'
FoOMEDICAL CIF TNUICATED): Pt. denies any somatic complaints at this time. No 4. PSY_PROBLEM: Anxiety o Alo
S/5 of arstress evident at this time 5. PSY PROBLEM: Alteration 1n Thought Proc: Al/
0 c18:
G. NUTRITIONAL STATUS: Pt ate 100% of meals this shirt 7: }9
Note lype  Descriptiun 8 50:
o Tepe e 9: ,:7}
l 10: 22
Seryary bate- 10730704 [lnge - 2314 11: 123
1z C 24
1051009 A CARE AREA STATEMENT: MH Adult + A At End of smift CpP I have reviewed the Pt problems listed above and the lreatment Plan for pL: ¥

~~DOCUMENT AT END OF EVERY SHIFT-~
10 be docunented every shitt, Lo review
current PL. problems and to verify that
the MH Adult Patient Population Care
Standards have been followed.
10730709 2314 SNR 10/30/09 2314 SNR
1) Review of Patient PROBLEMS w/Status on PLAN of CARE

- Docuiment

I Developmental Age 18-40 yrs-YOUNG ADLT - A13:
Z: CARE GOALS: Dominion MH Adult © ALY
3: STANDARD: DOMINION HOSPITAL WIDE CARE - AlS:
4. PSY . PROBLEM: Anxiety - AlG:
50 POYCPROBLEM: Alteration in Thought Proc: Al7:
b. C 18
74 19:
8: 20
9: 21
10: 22
115 1 233
12: 24

[ nave reviewed the Pt problems 1isted above and the Treatment Plan for pt: Y

Ihe Pt Care Standards appropriate for this patient detined for his/ner patient population
fave been met throughout the shift (unless otherwise documented): YES (Review-SHFT F8)
Did the pt. start a new medication this shite? N

Did pt have any adverse reaction Lo med this shift? N 1T yes. follow ADR Policy to report

The Pt Care Standards appropriate for this patient defined for his/her paticnt population
Ndve Deen met throughout the shift (unless otherwise documented): YES (Keview -SHET Foy
Did the pt. start a new medication this shift? N

Did pt hdve any adverse reaction to med this smift? N 11 yes. follow AUR Policy to repor
Commient :

foarer Uote? B ohart- 11PM-7AM

Slgnatie FANRER BARRARA P bl

Cominent
Forer fere? 4 et 3iM 1P Slguot e ROMULUS SAUNRA - R
oty Dare- 16731409 L (0619
10510UY-A CARE AREA CTATEMENT: MH Adult + A At End of shift Cp

~~DOCUMENT AT END OF EVERY SHIFT—~
l6 be documented every shift. to review
current P, problems and to verify that
the Ml Adult Patient Populdation Care
Standards have been tollowed.

10/31709 0619 BRK  10/31/09 0020 BRK

L) Review of Patient PROBLEMS w/Status on PLAN of CARE

Lo bevelopimental Age 18-40 yrs-YOUNG ADLT - AL3:

- Docunent

Activity Qate- 10731709 Tipe - 0948
1002003 Psychosocial Assessment std + A cp
- Document 10731709 0948 AXZ 10/31/09 1008 AXZ

Reason Far Admission®:
Pt is psychaotic.

Does Patient Meet Criteria for Current Level ot Care: Y
Supervisor Informed:
Primary Language: ENGLISH ENGLISH
socidal/Cultural /Educational Influences®
Pt works 1n the State Department. She grdtuated 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
15 suspicious, talking to herself, and is exhibiting
anxiety. Pt denies A/V hallucinations.

~~~FAMILY HISTORY~-~~
Family Psych Ha: ¥



Age/Sex: 33t Attending: Rott, Kictard | \iuJ} l, WILL TAMS  LYNNAE D I K_‘} Page: 31
Unit #: JOubUlsir? Account #: J8409071/483
Admitted: 10/30/09 at Llbg Location: J.ZA bominion Hospital Patient Care ALivex Printed 1102709 ot Uuds
Status: DIL 1N Room/Bed: J. 2208 CLINICAL DOCUMENTATION RECOKD
Intervention Description Sts Directions Fram Intervention Description Sty Directions From
Activity Uccurred kecorded Documented Activaty Occurred Recorded Docunerited
T [IRIR e Ly Date Luce  fy Comrent lUnite (hange Tope lale Tiwe Ly Date Lo by Comment LUnite NIRTIwTS
ALy oty Uate- 10731704 Luge s 0948 (continued) Actiaty Date- 10/31/09 Lige Q948 (cont yed)
1002003 PSychusuCial Assessiient <td +  (continued)

Family boych Relationsting: MA AUNT C SCHIZUPHRENTA

Describe Family Poycn Ha™:

SEE AbUVE

Faiitly Ha 0f Surcide: N

Family Suicide Relationship. N/A

bescribe Family Ha of Suicide™:
N/A

Family CU Ha: N

tatil 1y CO Relationship. N/A

Descrive Fanmmly CD Ha®

Palient Psych/CD Tredtient Hx: N

becCribe Trealinent Ha™:

N/A
Additional Sutcide Kisk Elements Hx of risky behiavio
Sev. dnalety/panic/agitat
[0S WORK AS STRESSOR
HomCidal7Violence Kisk Factors:
/A
Marital Status: Single

Seatal Urientation:,

#oor Marmages: 0 How Long/Current: N/A
How Long Frevious Marriages®

N/A

Number of Craldren: 0 Ages s NZA

1602003 Psychiosocial Assessment std +
Living Arrangement: Own Place
Heeds AlL Living Arrangemment: ¥

SoCial Support Network: Excellent

Support Person(s): Famly
Friends
Treatment Participants: Parents

Support Comtients”®

were to stay. she would like her parents to be
involved in her tx here.

Describe Typical Day:
Hobbies/Interests: Reading

Exercise

Watching movies

Studying languages

Religion: CHR CHRISTIAN

Spiritual Practices: None

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

Last Grade Completed: MS
Degrees/Certificates:
GTU

Current Student: N
Where: N/A

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

Problems with Benavior at School: N
Truaricy: N

Learming Problems/Special Education: N
bescribe Learning/Behavioral Problems™:
N/A

FOREIGN SERVICE FRUM

(continued)

Pt states that she eapects to be d/c today. bul 1f she

work. shower, edat. talk
with friends on the pnone




Age/Sex: 33 | Attending: Kolhi Richard | A 4 l, WILLFAMS  LiAE O I \g_,f Fage: 3
Unit #: JOUOLIBlC! Account #: Js40u01/463 ‘ R »
Admitted: 10/30/09 at 1158 Locatian: J ZA Dominion Hospital Patient Care *Live* Pronted 110209 al veds
Status: DY IN Room/Bed: J 207 B CLINICAL DOCUMENTATION KECORD
Iitervention Description Sts  Directions From Intervention Description Sts Directions From
ACLIVILy lccurred Recorded Documented ACtivity Occurred Recorded Documented
Laps JINIRE Dl by Qate Lupe by Compent Lot Changs Tepe Late Tupe Dby Oagte Line Dy (odien] UniLe (haty
Act1aty Dst 10731209 Ligge US4 ccontinged) Actyyaty DOate- 10731709 Lwe - 0948 (continged]

LuuZuus Psychosocial Ac

Currently Employed
Pt Occupation
lime at Current Job:
Job Satisfaction:
Longest Time at One Jub:
Frequent Job Changes :
Redavon for Job Changes™

Uneinpioyed 1n Last Year
Reacon for Uneingloyment®

Parent UcCupat 1on
Spouse Uccupdtion
Financial Needs

Military Hs
Branchies ) :

# ot Yedrs:
Ml 1Lary Reserve
Discharge Type

Year

sessment std + (continued)

~—~EMPLOYMENT HISTORY~~~=
f
Foreign Service
5 months
High
2.5 years
N

N

Finances dre not 4
problem tor pt
N

Dischigrye R/T SubStance Abuse:
Discharge R/ Psych Condition:

ALl oor Pending Litigation
Nuler ol Arrests

Reason tor Arrest

Arrests Involving Violence
LUl /0wl

Whien

Pubbic Intosication

~~~~ARKEST HISTORY <~~~
Civil Charges Ha: N

1002003 Psychosocial Assessment std +
When:
Probation Hx:
Why /Wnen:
Parole Hx:
Why /When:

(continued)

Describe Pending Litigation/Civil Charges™:

~~~~CAFFEINE HISTORY~~~~
Pt Use Caffeine: N

Types of Caffeine: Nune

Ant per Day:

~~~~NICOTINE HISTORY~~~~
Nicotine Ha: N

Kind of tobacco:

Age First Used:
Packs/tins per day:

How many years:
Any Consequences :

Quit:
When:




Age/Sex; S5 i Attending: Kuth Richard L

Unmit #: Jououlsler Account #: Ju40u0217483
Admitted: 10/30/09 at 11ub Lacation: J.2A

Status: D15 IN Room/Bed: J 222-

g&;,

WILLTAME  LYNNAE D

| U

Dominion Hospital Patient Care *Live*
CLINICAL DOCUMENTATION RECORD

Page

34

Praunted 11, 02/0Y at be33

Intervention Description Sts Directions From Intervention Description Sts Directions Fra
ACLivity Uccurred kecorded Documented Activity Occurred Recorded Documented
Tope [ate Lime by Dote Luge by Compent Units Change Type [aie Time Ly Date Tige Dy Coent o Lhapye
ctieity Daig- J023170¢ Lige - 0948 outined) Actiaty Oare- 10731709 e 0948 Ceontimed)

1002003 Psychosocial Assessment std +  (continued)

Does Patient Drink Alcoholic Beverages: N

lype of Alcohiol:

How Often:

How Long:

How Much

Last Orink:

Iype of Alcohol

How Uften:

How Long:

How Much:
Last Drink:
iype of Alconol:
How Often:
How Long:
How Much:
Last Drink:

Alcanel Comnent™:

Pt Believes ET0H Use a Problem: N
Negative Effects on Life: N/A

Medical Problems from CD Use:N/A

Longest Sobrety:
hien:

Sober Support System:
Who:

AA/ZNA:

Last Contact:
Sponsor:

Last Contact:

ETUH Sobriety/Support /Treatinent Comnent s™
N/A

Agditiunal Drugs or Chemmical Use: N
Type of Drug:
How Often:
How Long Used:
How Much
Last Used:
Iype of Drug:
How Otten

1002003 Psychosocial Assessient std +
How Long Used:
How Much:
Last Used:
Type of Drug:
How Often:
How Long Used:
How Much:
Last Used:
Drug Use Comment”:

(continued)

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

Medical Problems from CD Use:

Longest Sobriety:
When:

Sober Support System:
Who:

AA/NA:

Last Contact:
Sponsor:

Last Contact:

CD Sabriely/Suppart/Treatment Comments™:
N/A

~~~~ABUSE HiSTURY—~~
{(Emotional, Physical, Neglect, Seaual) Abuse: N
Physical:
Describe Physical Abuse®:

tmotional :
Describe tmotional Abuse™:

Sexual:
Describe Sexual Abuse™:

Neglect:
Descrive Neglect™:




Age/Sex: 33 F Attending: Kol Rictiard L \2Mj [47 WILLTAMS  LviniAE D J WY Page. &
Unit #: Joobulsler Account #: Jsd0u021/483
Admitted: 10/30/09 at llss Lacation: J A Uominion Hospital Patient Care *Live* Frinted 11:02/09 at Uu33
Status: UIS IN Room/Bed: J 227-B CLINICAL DUCUMENTATION KRECORD
Intervention bescription Sts Directions From Intervention Description Sts Directions From
AClivity uccurred kecorded Documented Activity Occurred kecorded Documented
Liae Oate [le by Date Llge Ly Comnent unire (hange Type Oate Tone by Date Lug: by Cougent Uit (e
Actaaty Date- 10731709 Luge 0948 (oontinued) Actavaty Date ](V/'ﬂ[ 04 Lime- 0948 (continued)
1002003 Poychosocial Assessment std v+ (continued) 1002003 Psychosocial Assessment std +  (continued)
“["11 call someone on the phone or go out to eat with
friends.”
Fatient Has Hx of Abuse o Others: N Does Your work Schedule Interfere With Your Leisure Activities: N
Descripe Hx of Abuse to Uthers”: Do You Belong to Any Social Groups/Community Organizations: Y
lmprovement Needed 1n ANY of the ftollowing dreas
Pt does not identify
Was CPU/APS Report Made: N needing any improvements .
Describe CPS/APS Report™
Pt Perception of I1lness™:
Descrive CPS/ARS Invol vement ™ "l think the car accident precipitated me being here
N/A I don’t think I need to be here. 1 think there are
misunderstandings, which caused me to be here. "
Pt Perception of Needs*:
“Nothing."
ADuSe Cotients”:
N/A Pt's Goals for Treatment”:
"To be discnarged as soon as possible.”
=== =STRENGTHS / WEARNE SSE S~~~
Stabi ity of Home tovironment s Strength Cammunity Resources Current/Needed:
N/A. Pt seems totally
Motivation for Ta: Weakness clear in her thinking at
this time.
Insignt into Current Problems: Wedkness Anticipated Treatment Mgr Role in TX/DC Planning:
DISCHARGE PLANNING
Judgeinent kegarding Current Problens FAMILY CONTACT
Weakness
Stabi ity and Support of Employment ; Goals of Treatment: IMPROVE COPING SKILLS
Strengtn
Function of Marriage/Famly System
Strength
Suppourt Systen 1n and Beyond Family Activaty Oate- 10731709 o 0994
Strength
1751000 VS: Momtor + A Datly or per MO order cp
Bducation Attaimment . Strength - Document 10731709 0954 RFM  10/31/09 0954 RFM
Temperature: 98.1
Iitel lectual Skills: Strength Temp Scurce: TYM
Pulse: 93
Kange or Lersure ACtivities™: Pulse Source: BRACHIAL
Adequate Respirations: 16
Blood Pressure: 110/73
Type of Recent Leisure Aclivities™: BP Source: AUTO ARM R
Reading. ledarming ldnguages. walchiing movies .
BP Lying: HR Lying:

Wil 0o Tou Do when Bured/Lunely™:

BP Sitting: HR Sitting
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Age/Sex: 3o f Attending: Koth kichard L WILLTAMS LYHNAE D Page: 34
Unit §#: JooGulsler Account #: Jusd09021/483 ,
Admitted: 10/30/09 at live Location: J.ZA Dominion Hospital Patient Care *Live* Fronted 116200y at bess

Status: DIS IN Room/Bed: J 227 CLINICAL DOCUMENTATIUN RECORD
Intervention Description Sts Directions From Intervention Description Sts Uirections From
ACLIVIty Occurred Recorded Documented Activity Occurred Recorded Documented
Tepe Lt Lige Ly Qate Ll by Coggent Unite Change Type late Tiwe by Date Lile by Coment Lpite Lhange
LCI1 Ly Date 107317049 Tiges 0954 (oantinued) Activaty Dare- 10/31/09 Tige: 1258 (eontinged)
1751000 Vo Monitor + (continued) 5021012 DISCHAKGE : MED REC PATIENT MED List + (continued)
s ctansing b Slanding
ACTl ALy Oare- 10788704 Dime - 1047
Patient Notes: SOCLAL SERVICES NUTES
- Create 10731709 1047 AXZ 10731709 1050 AxZ
PLychosocial Acsessiient was completed and placed in pt's chart. Pt denies
teeling depressed in any way at this time.  She denies recalling any of the
Statetients that led 1o her aamission here. AL Ls Uime, pL appears cohierent |
and 10 no danger Lo herself or others. She 15 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 Lone
Actiuaty Oare- 10731 /0G Tige 1708 Sources Used For This Documentation: BOTTLE LABEL
5021012 DISCHARGE: MEU KEC PATIENT MED List + A CpP

- Ducumnent 10731709 1258 DPS  10/31/09 1259 DPS
Medications Urdered to be Taken at Home: Y =

Hurme Hedicaltions:
DISCHARGE - Patients Medication List

Medication Strengh Dose/Route Frequency

ADDERALL TUBOMGORAL DALY

tnd of Medication List

koutine Pharmacies Used: CVS

Claritication needed for any Medication: N

Home Medication Disposition:

cRKKKKKKKK KKK KRAKARKAK KKK KRR ARRAAKKAKKRKAAAAAKAAAKRAAAAX

* Home Medication queries have been *
& reviewed/updated by J REG.DPS RN *

KAKKKKKKKKKhAKKRKKhhhkkKAKkhkhAKKkAKkhkhkAhkhkhhkhhkhkkhik

Actiyify Date- 10/31/09 Tige- 1317
5021012 DISCHARGE : MED REC PATIENT MED Last + A .E
- Document 10/31/709 1317 GSL 10/31/09 1318 GSL

Medications Urdered to be Taken at Home: N




W L

WILLTAMS LyniAE D l

Age/Sex: 35 | Attending: Kulh Kictiard L \N;jf Faye  Su
Unit #: JOubulsil” Account #: Jud0u021/483
Admitted: 10/50/09 at llus Location: J ZA bominion Hospital Patient Care *Live* Printed 1L u2/09 at Uu3sd
Status: DIS IN Room/Bed: J 20K CLINICAL DOCUMENTATION RECOKD
Intervention Description Sts Directions From | Intervention Description Sts Directions From
ACLIVILY Uccurred Recorded Documented Activity Occurred Recorded Documented
Lo Ll Toge by Oate Lime by Comrend lUnits Change Type Dare Tiae by [Oate Lie by Loiienl g [WIRTINTS
Actiiry Date- 10731709 e 1317 ool ioged ) Activaty Oate- 10/31/09 Time- 1318 (oot inuedd
502101 DISCHARGE: MED KEC FATIENT MED List + (continiued) 1051009-A CARE AREA STATEMENT: MH Adult + (continued)
Standards have been followed.
- Document 10/31/09 1318 LXT 10/31/09 131y LX]
1) Review of Patient PROBLEMS w/Status on PLAN of CARE
1: Developmental Age 18-40 yrs-YOUNG ADLT - Al3:
2. CARE GOALS: Dominion MH Adult C ALY
Hotie Medications. 3: STANDARD: DOMINION HOSPITAL WIDE CARE : AlS:
4: PSY PRUBLEM: Anxiety : Alo:
5: PSY:PROBLEM: Alteration in Thougiht Proc: Al7
6: 18
7: 19:
8: 20:
9: 21
10: 22
11: 23
12: 24
[ have reviewed the Pt problems 1isted above and the Tredbment Plan for pt. ¥
fhe Pt Care Standards appropriate for this patient defined fur his/her patient population
have been met throughout the shift (unless otherwice documented): YES (Review-SHET tu)
D1d the pt. start a new medication this shift? N
Did pt have any adverse reaction to med this shift? N If yes, follow AUR Palicy to report
Comment : PT CURRENTLY NOT ON ANY MEDICATIONS
Enter Note? N Shift: 7AM-3PM Signature: TROFORT,LIONELLE - Ky
5021012 DISCHARGE: MED REC PATIENT MED List + C Cp
Ed Sratuc 10/31/09 1318 G 10731709 1318 64 L
2 Activity Date- 10731709 Time- 1339
2120365 ASSESSMENT: AT Evaluation + A L Time cp
- Document 10/31/09 1339 KAO 10/31/09 1340 KAO
PROBLEMS TO BE ADDRESSED BY ACTIVITY THERAPY:
Suurces Used tor This Documentation: Difficulty Identifying and Eapressing Feelings: ¥
Poor Concentration: Y
Disorganized Thougnts: Y
Routine Pharmacies Used: Poor Lmpulse Control: ¥
Low Frustration Tolerdnce:
Distractability:
Clarification needed for any Medication Restlessness:
Low Self-Esteem:
Hote Medication Uisposition Soc1al lsolation/Withdrawal :
Poor Reality Testing: ¥
Inadequate Social Skills:
Distorted Body lmage
Aol by Oate 16771 09 Tige 131K Foor Leisure Time Management :
lnadequate Lersure Skills:
LUL100Y-A CAKE ArbA STATEMENT: MH Adult + A AU End of stift CP Letsure Time/Activities Related To Drug/Alconol Abuse:

~DOCUMENT AT END OF EVERY SHIFT=-

1o be ducumented every shtt, to review
current Pt. probleins and to verify that
the MH Adult Patient Population Care

uther

Prhysical Problems/Safety Concerns: psychosis, impulsivity



Age/Sex: 43t
Unit #: JoouUlsle?
Admtted: 10/30/09 at

Attending: Koth Richard L
Account #: J840950717483
Location: J 2A

W

1158

WILLTAME L YRNNAE D

| W

Domimon Hospital Patient Care *Live*

‘\)\1«:,

Pronted 11/02:09 at Ue3s
Status: DIS IN Room/Bed: J 2271 CLINICAL DOCUMENTATION RECORD
Intervenition Description Sts Directions From Intervention Description Sts Directions Frevin
ACtivity Uccurred kecorded Documented Activity Occurred Recorded Documented
Type Date Tiwe Late L by Comment nits (hange Tepe latg Dme by Date T Gy Comgent Lo Choa
[hlxw[ Lo 1074109 e 12339 (continged) Activary Date- 10731709 Luge - leld  icontinued)
2120365 ASSESSMENT: AT Evaludation + (continued) 5021010 DISCHARGE : Complete Discharge Form +  (continued)
Issued written materials (
Famly given structions f
CONCLUSTONS . ACTIVITY THERARY INTERVENTIONS WILL FOCUS UN
PROVISTONS OF ACTIVITIES THAT FACILITATE: £* ; NIA ) Neat Topic py.- -~
[dentitication and Expression of fFeelings: Y Patient Status at Dischdrge: PT SAFE AND IN CONiROL
Focus of Attention and Organization of Thoughts: Y Follow Up Destination: DOMINION PARTIAL
Atlending, Concentrating and Completing Tasks: Y Therapist Who Will Follow Pt: DR ROTH
Feelings of Mastery and Self-Esteem:
Development of Realistic Body Image: Comment: PT DENIES ANY FEELINGS 10 HARM SELE OR UTHEKS
Socidl Interaction: Y : ABLE TO VOICE UNDERSTANDING OF DISCHARGE PLANS
Levelopient of More Functional Social Skills: Y : THOUGHTS ARE CLEAR AND SPEECH 1S LOGICAL
bevelopment of lmpulse Control: Y
ldentitication of Leisure Time Skills and Interests: Following 1tems returned:
Developiment of Structured Leisure Plan For After Discharge: Valuables Sharps Y Medications N
laentitication of Healty Alternatives to Drug Related Behavior:
bischiarge Twme: 1600
Ao Accompanied by: PARENTS
Relationship to Pt: MOTHER
Activity Date: 1073109 Lige 1440
Patient Notes: SOCIAL SERVICES NOTES
Create 10731709 1440 AXZ 10/31/09 1440 AXZ
PL did not attend group, as she was being d/c L s NIt
Note Type  Description
o Tepe Mo Activaty Date- 10731709 Time- 1623
lznr\ 1y Date: 1021709 Lge- 1ol 1001070 Admssion Initial Safety Assessment + D AL
* To be done on Admission *
5021010 DISCHARGE: Complete Discharge Form + A LP - Ed Status 10/31/09 1623 his  10/31/09 1623 his A=-0D
ALSO: 1001083 ADMISSION: Medication History + D AL
Complete paper torm-when going hoie * Medication History to be done on
- Document 10731709 1617 DPS  10/31/709 1621 DPS Admission *
PATIENT EDUCATION OQUTCOME STANDARDS/DISCHARGE NOTE - Ed Status 10731709 1623 his  10/31/09 1623 mis A--D
1001451-A CARE PLAN : MH ADDITIONS + D cp
AL discharge pt oand/or family can verbalize understand of - ~~Use in place of Add Interventions—-
Allows customization of Patient Care
Illness/Need for hospitalization Y Plan.
S1gns & symproms of recurrence Y - Ed Status 10731709 1623 his  10/31/09 1623 his A-- 0
Need for continued treatment Y 1002001 NURSE/TRIAGE std + 0] AL
Awdrenest ol effective coping skills for Symptom management Y - Ed Status 10/31/09 1623 ms  10/31/09 1623 nis A=> 1
Meds: Instructions. Side effects & Food/drug interactions Y 1002002 PSY: Admit History/Systems Assessment + [ AS
- Ed Status 10/31709 1623 his 10/31/09 1623 tis Al
1002003 Psychosocial Assessment std + b (ol
Patient’s level of understanding of D/C plan: - Ed Status 10731709 1023 his 10/31/09 1623 his A=)

Adequate (sufticient, correct) Y Partial, necds reinforcenent (1f Chieched, complete:) ¥
Reterred to continuation of care provider Y




| W

Age/Sex: st Attending: Kot Richard L ﬁu_gi WILLTAMS  LYNNAE D Pagye ™ 34
Umit #: JGubulelzy Account #: J84090217483
Admitted: 10/30/09 at 1lus Location: J ZA baminion Hospital Patient Care *Live* Pranted 11020y ab uu3s
Status: UIS IN Room/Bed: J.227-B CLINICAL DOCUMENTATION RECORD
Intervention Description Sts Directions From [ntervention Description S5ts Directions From
ACLIvVILY Uccurred Recorded Documented Activity Occurred Recorded Document ed
I ype Date Tine by Date e by Comnent Units Change Type Date Tine by Date e by Comment Units Chanye
ACLIvity Date 10731709 [1me: 1023 Activity Date: 10/31/09 Time: 1623  (continued)
1002030 PSY- Anxaety Disorder, Assess D CR 1002051 POY: Thought Disorder, Assess  (continued)
* Physician to assess mental Status and * Encourage pt to esplore ddaptive
effectiveness of medications. behiaviors that ncrease socialization
* RN Lo assess anaiety and patient * Encourage pt to explore adaptive
perceptiun of effectiveness of behaviors that help to accomplish ADL's
medications . - Ed Status 10731709 1623 his 10/31/709 1623 ms A=-D
1009999 UPDATE: Clarification of Medications + D GP
* Patient education related to effects - Ed Status 10/31/09 1623 his 10/31/09 1623 ms A=-D
and side effects of medications 1051009-A CARE AREA STATEMENT: MH Adult + b} AL End of shirt GP
adinmistered to treat 111ness ~~DOCUMENT AT END OF EVERY SHIFT~~
To be documented every shift, to review
* Patient educal1on regarding managemment current Pt. problems and to verify that
of anxiety [1. coping skills. the MH Adult Patient Population Care
Standards have been followed.
* Encourage Patient to attend Jrroup - Ed Status 10731709 1623 his 10/31/09 1623 ms A =~ D
Lherapy related to [ 1300006 Age Specific Care: Young Adulthood + 0] cp
L. Assess patient’'s self-perception for
A AsSIsU palient Lo identify motivation.
anatety-producing situations and plan 2. Assess body 1mage.
for such events 3. Assist with identifying usetul coping
mechanisms and support systems.
A Assist an the developinent of coping 4. Encourdge to talk about
skills to mandge anxiely 1l11ness/injury - how it may affect
Ed Ltatus 10731709 1623 his 10/31/09 1623 his A=>10D plans. famly/finances.
1002081 POY: Thought Disorder, Assess D cP 5. Encourdge patient and family in
* Physicidn to assess mental status. and decision making and patient care, 1f
eftectiveness of medications. wanted.
6. Educate re injury prevention and
* RN L0 assess mental status and patient healthy lifestyle.
perceplion of ettectiveness of - Ed Status 10731709 1623 his 10/31/09 1623 his A= U
medications. 1572301 ASSESS: Weight as Ordered and Record + D R
- Ed Status 10/31/09 1623 his 10/31/09 1623 his A=-D
* Patient education related to thought 1751000 VS: Monitor + D Darly or per Mo urder LR
aisorder and effects and side effects of - Bd Status 10731709 1623 mis  10/31/09 1623 his A=
fediCations admimstered to treat 2120363 MH Daily Nursing Assessment + D Every 24 hours Cr
Hness - Ed Status 10731709 1623 s 10/31/09 1623 his A=oD
2120365 ASSESSMENT: AT Evdluation + D1 Tme cp
¥ Encourage patient to attend group - Ed Status 10731709 1623 his  10/31/09 1623 his A => 0
tnerapy reldted to [] 2120366 MH Psycho-Educational Group + D P
- Ed Status 10/31/09 1623 his 10/31/09 1623 tis A=>1D
Y AsSIEL ptoto 1D Lenaviors that 2120370 MH SW Group Therapy Session + D cP
allendte significant othiers and Tamly - Ed Status 10/31/09 1623 his 10/31/09 1623 his A=>10
Metibers 2120752 Preceptor Documentation Co-Sign + b Cp
- Ed Status 10/31/09 1623 his 10/31/09 1623 his A=>1
* Collaporate with pt to adentify 3766530 NUTRITION: Monitor Meals, Record % + ) Cr
datizious betiavior and coping techinques - Ed Status 10731709 1623 his 10/31/09 1623 his A==0D
4136600 MEDS. Administer PAIN-MEDS(prn/standing) D CP

Collaborate with pt to establisn g
datly, aChievable routine

- Ed Status

1. Monitor effectiveness/side effects
(and any adverse reactions)
10731709 1623 tis  10/31/709 1623 ms



Age/Sex: 55 1 Attending: Roth, Kichard L \“u;f [7 HILLIAMS, L YNNAE D I
Unit #: JOUOULslZ2 Account #: JB4090.17483
Admitted: 10/30/09 aL 11 Location: J A bominion Hospital Pdatient Care *Live*
Status: OIS [N Room/Bed: J 222-8 CLINICAL DOCUMENTATION RECORD
Litervention Description Directions From
ACtivity Uccurred Recorded Documented
[vpe Date [ime by Date e by Comment Units Change
Aclivaty Date: 10/31/0y Time: 1623
4801200 LDUCATION: Interdisciplhinary 4 cP
- Ed Status 10731709 1023 ms  10/31/09 1023 mis A=>D
5021010 DISCHARGE . Complete Discharge Form + Cp
ALSO:
C(}Illplrkg paper torm-when going home
- kd Status 10731709 1623 his  10/31/09 1623 mis A=>D
5100004 QUICK ADMISSION DATA + AS
Nursing Quick Start
td Status 10/31/09 1623 s 10/31/09 1623 hae A==

Monogram Initials

AKL
BRA
DPS
ERC
Gst

HEB
JLW
FAQ
LX1

MyP
RFM
SNR
s

Nariie Nurse Type
J NUR.AXZ  ZALK ANITA M
J.NUR BRK  KAHRER,BARBARA K KN
JUREG.DPS  SCHMITZ  DAVID RN
J.NUR.ERC  CONCEPCION. EDGAR M
JONUR.GSLT  LEWIS .GLENNA S, RN
J NUK HEB  BLACK, EL [ZABETH KN
JONURCJLW WRIGHT L JESSICA L KN
J NUR KXO  OTTINGER, KIMBERL Y ACT
JONURCLAT - TROFORT, L IONELLE RN
JUNUR . MP PERRY , MARTLYN kN
J NUR KREM McCALL . RUBERT MHT
J . NUR. SR RUMULUS . SANDRA KN
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Age/Sex: 33 F | WILLIAMS, LYNNAE D (DIS IN) | Page: 1

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
sdmitted: 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

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
/31/09 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 questions 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
|
lonogram Initials Name Nurse Type
AX7Z J.NUR.AXZ ZALK, ANITA SW
ERC J.NUR.ERC CONCEPCION, EDGAR MHT




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

Unit #: J000018122 J.2A-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:
:) Leisure Time/Activities Related To Drug/Alcochol Abuse:

KKK

Other:

Physical Problems/Safety Concerns: psychosis, impulsivity

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

Identification and Expression of Feelings:

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

:) Development of More Functional Social Skills: Y

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:

KO

Other:

Monogram Initials Name Nurse Type

KAO J.NUR.KXO OTTINGER, KIMBERLY ACT




Age/Ler. 331 Allending: Bothi Richard L \~aj WILLLAMS LYNNAE D I hg;g

Status: Discharyed Paye |
Uit #: Joblolblzz Account #: JB4090717483 lmtiated: 10/30/09 Pronted
Admitted: 10730709 at Ll Location: J.2A Duinmon Hospital Patient Cdre ALive* Completed 110209
Status: DIS IN koom/Bed: J.222-8 batient’s Plan Of Care Protocol: al Uods
I IITIRETS [FG] LO0E ey LUTEEYENTIONS [T Ky (b By Laft s TIH DIEFCT Tt L

Gevelopmental Age 18-40 yrs-YOUNG ADLT D 10/30/09 MVP

Bused on Erickson’s eight stages of
developuient .
-Developuental Need:
*Relationsimps
*Coimt Lment

<trid of text>
EBROTOCOL: AGE 18400
* Fatient will verpalize understanding of |0 [10/30/09 MvP
Ifestyle changes. therapy/treatment
options, and resources/support groups
that may be beneficidl to themselves
and their family.
The patient will be able to wake an
informed decison about their health
Care

<tnd of teat>

*

Age Specific Care: Young Adulthood +

1. Assess patient’s self-perception far
motivation.

2. Assess body 1mage

3. Assist with identifying useful coping

mechanisms and support systems.

4. Encourage to talk about
illness/injury - how it may affect
plans.family/finances.

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

6. Educate re injury prevention and
healthy lifestyle.

- PROTOCOL - AGF 18-40

CARE GOALS: Duminion M Adult D 10/30/09 MVP
Related to the following Standards of
Lare:

I Patient Care/Nursing Process

S Patient bducdation

J. Patient Discharge Planning

4. Patient Safety/Intection Control
5. Patient Rights

ARKKEKKKRKRAKRR((JA| S KAARARKKKKKRN KA AAK A

L. The patient will receive care which
reflects an ongoing process of
mterdisciplingry care based or
their specific care needs. Coping
responses to hospitalization will
be assessed and addressed
[he patient and/or sigmficant
Others cdn eapect to be invoived 1n
the plan of care with attention to
cultural. religious. and spiritual
beliers, privacy dnd
confidentiality

y. The patient and/oe sigmticant
others will pdrticipate 1n the
process of coordination of
resources 1 preparation tor
d1scharge.

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

el Cave angd pust diceharge cdre




Agu/ben: 33 f Attending: Koth Kicnard L LJ I WILLLAMS LYNNAE D l w Status: Dischdiy.od Page 2

Ut # Joouuislz? Account #: JB40YG. 17483 {nJLluLeu 10730709 rﬂl”th

Admitted. 10/30/0% at 1158 Location: J.2A Lamimion Hospital Patient Care *Live* Completed: 1102709

Status: OIS IN Roam/Bed: J.222-B Pdatient's Plan Of Care Protocol : at (o33
Nl [T By I LOMp By LR UTIONT W Ky Lullb gf pedt s LTI DL CTTCI

Verbalization of questions and
concerns will be encouraged.

S, The patient and sigmficant othiers
will have therr environment dnd
care marigged Lo minimnze risk to
themcelves and olhers

o, The patient will be supported in
their effort to retamn personal
ldentity, self worth and patient
rights.

tnd of test-

» Standards of Practice U LU/30/09 Mup ‘ ‘ f
* CARE AREA STATEMENT: Mi Adult + 10730709 Myp 1030709 1410] . AL End o1 shot )
‘ ~~DOCUMENT AT END OF EVERY SHIFT~~
~tud of test- . To be docuniented every shift, to review i
| current Pt. problems and to verify that
l the MH Adult Patient Population Care
Standards have been followed.
| L PEOTOCOL - SOCMHANL |
STANDARD: DOMINION HOSPITAL WIDE CARE D 10730709 MyP
Lare standards related to the following
care goals:
1. Patient Care/Nursing Process
Z. Patient tducation
3. Patient Discharge Planning
4. Patient Safety/Infection Control
5. Patient Discomfort/PAIN
b. Patient Rights
- PROTOCOL - SOCMHADG e — _—
* The patient will receive care which D 11G/50/09 MvP
retlects an ongoing process of *VS: Monitor + 10/30/09 MvP 10730709 1410| .Darly or per MD order . )
interdisciplinary care based on the * ASSESSMENT: AT Evaluation + 10/30/09 Mvp 10730709 1410]. 1 Te )
patients specific needs and the * ASSESS: Weight as Ordered and Record + 10/30/09 Mvp )
hospitale Patient Population Standards * MH Psycho-Educational Group + 10/30/09 Mvp
of Care. These will include those needs * CARE PLAN : MH ADDITIONS -+ 10730709 Myp h
which are age-specific. Coping ~~Use in place of Add Interventions—~
fesponses to nospitalization will be Allows customization of Patient Care
ascessed and addressed. Plan.
* Preceptor Documentation Co-Sign + 10/30/09 Myp
* MH SW Group Therapy Session + 10730709 mMvp 9]
* NUTRITION: Monitor Meals. Record % + 10730709 Mvp )
* DISCHARGE: MED REC PATIENT MED List + 10730709 MVP | 10/31709 GsL L
* UPDATE: Clarification of Medications + 10/30/09 MvpP D
Folhe patient and/or significant others D L0/3070y Mup
can eapect to be involved in the plan
Of Care with attention to cultural and
religious beliefs, communication
barriers. privacy and confidentiality.
Effective commnication methods are
utilized for the hedaring and speech
impaired as well as barriers to
|auguagd
e parient sodvoe sigoificant orbier OO0 S0 1Y Myp
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Agesien: 330 Altending: Koth Richard L ; Status: Discharged Fage 5
Uit 4 Joubolelze Account #: JB4090217483 e ltrated: 1u/30/09 Finnted
Adiitted: 10730709 ot 1156 Location: J.2A Domrnron Hospital Patient Care *Live* Completed: L1762, 09
Ltatus: DIS IN Room/Bed: J Patient’'s Plan Of Care Protocol : al 033
oI 1T BY RGI 0P By WTEEJFUTLANS JIT By COMP EY pelt s T Dbt o Tt
will receive teaching about the ndture * EDUCATION: Interdisciplinary + 10/30/09 Mvp )
of their health condition, procedures.,
Lreatments, self cdare and post
dischdrge care. Verbalization of
questions and concerns will be
erncouraged
* batient and/or significant other will D 110/30/09 MvP
participate in the process of * DISCHARGE : Complete Discharge Form + 10730709 MyP b
coordination of resources in ALSO:
preparation for discharge. Conplete paper fori-when going home
* The patient will receive care which will | D [10/30/09 MVP
reflect g safe environment  Infection * MH Daily Nursing Assessiment + 10730709 Mvp 1036709 1410] Every 24 nours 5
control rieeds will be assessed and
addressed. Care will be given 1n a
controlled environment to reduce risk
of injury or further jllness
* The patient will be dassessed for pain D {10/30709 MvpP
ssessment to include: * MEDS: Admimister PAIN-MEDS(pro/standing) | 10/30/09 Mup ]
a - (W) Words that describe 1. Monitor effectiveness/side effects
(1) Intensity (and any adverse reactions)
(L) Location
(D) Duration
(A) Aggrevating facrors
(A) Alleviating factors
L - Scoring of pain intensity,
utilizing appropriate pain Scale
d - Effectiveness of medication/pain
control method
* Thie patient will be supported n their D (10730709 mvp
effort to retdin personal identity, * Psychosocial Assessment std + 10/30/09 Mvp L
el f woeth and pataent pights
PSY_PROBLEM: Anxiety 0 10/30/09 MyP W T == St -
* STG: Palient’'s Anxiely will decredse D 110/30/09 MvP
ALB * PSY: Anxiety Disorder, Assess 10/30/09 Mvp )

*Lia
At

Patient s Anxtety will decrease

=

) 11U/ 30/uy MyP

* Physician to assess mental status and
effectiveness of medications.

* RN to ascess ansiety and patient
perception of effectiveness of
medications.

* Patient education related to effects
and side effects of medications
admimstered to treat illness.

* Patient education regarding managenient
of anxiety []. coping skills.

* Encourage Patient to attend group
therapy related to [].

* Assist patient to identify
dnxiety-producing situations and plan
for such events.

* Assist in the development of coping
skills to mandage anxiety.
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WILLTAMS  LYNNAE D I

Agersen; o Attending. Koth Richard L kud Status: Urscharged Page
Unit #: Juubuisize Account #: J840y0217483 lintiated: 10730709 Frinted
Admetted: 10/30709 at llss  Location: J.2A Daminon Hospital Patient Care ALive* Completed: 11, 02/09
Status: DIS IN koam/Bed: J.222-8 Patient's Plan Of Care Pratocol : at (o33
o IS 1 25 Il LOUP kg JUTER BT 10NS LUl By LUHb B LAl X LI OUEECTIG 8
PUy PROBLEM. Allecation din Thought Proc D I0QA0Q9 MVP I o "
* S1G: PATIENT WILL HAVE DLCREASE IN D 1G/30/09 Mvp
DISTURBED THOUGHTS AEB
A LIG: PATIENT WILL HAVE DECREASE IN b [L0/30/709 MvpP
DISTURBED THOUGHTS AEB * PSY: Thought Disorder. Assess 10730709 Mvp L
* Priysician to assess mental status, and
effectiveness of medications.
* RN to assess mental status and patient
perception of effectiveness of
medications.
* Patient education related ta thought
disorder and effects and side effects of
medications administered to treat
i11ness.
* Encourage patient to attend group
therapy related to [].
* Assist pt to ID behaviors that
alienate significant others and family
nembers
* Collaborate with pt to identify
anxious behaviar and coping techniques
* Collaborate with pt to establish a
daily. achievable routine
* Encourage pt to explore adaptive
behaviors that increase socialization
* Encourage pt to explore adaptive
behaviars that help t0 sccomplish AN <
AUNTLIOuA YT RrgTion: 11T RY e Ry DATE 4 TIME  DIRFCTIONS SIS SRC
* NURSE/TRIAGE utd + 10/30/09 HEB D] AS
X QUICK ADMISSION DATA -+ 10/30/09 Mvp D|AS
Nursing Quick Start
A ADMISSION: Medication History + 10730709 Myp D|AS
* Medhcation History Lo be done on
Adimssion 4
*PSY: Admt History/Systems Assessiient + 10730709 Mvp D] AS
AAdmscion Inmitial Satety Asse: 10730709 Myp D] AS
* T e done an Aomtecign *
Honogram  luirigle [l Hurae Type
GSL JONURLGSLY LEWIS GLENNA S, RN
HEB JUNUR HEB | BLACK ELLZABETH KN
MU LR Mp PERRY Mep Il -




