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Nurse's Notes Jokn T. Mather Memorial Hospital
Nane:m

Age: SO ycars Sex: Dow: MRN: 000000794138

Arrival Date: 01/132013 Time: 2128 Accounc¥: 000133888246

Ded: XT22 Private MD: Lin. Mttew

Diagnosis: Tharacke Spine Sprain; Sauiged ribs

Presentation:

2128 Method of Amivat Wik, 9

21;32%mm%mmm;mhwmmmmumumumu me
approx 11:30 pm. 12 was noted ot had mmwmmmwmhmmm(-)nmm.
mtp&\MMM.LOC.MMMES!-J Methos of amival In a wheelkehar.

21:41 Acuity: Level 3, : m

Triage Assessment:
2!.‘0Mnk~pcmwdwmm woll nourishod. Pain: Patient reports pain. Comglains of mt
manmmmm:mmnzm«wmamw.

number; . Patiant coes not have DNR
+ Family

Symgtoms recently

« Social history:: The patest lives wi family,.
¢ Bariatric Surgery:: No..

¢ The history from nurses notes was reviewed: and |
a3/ee with what is documented..

2348 Apuse screen: ac
No signs of abuse.
Nutritional screening:
No deficits noted.
Pvive Time. 17192000 1413 38 *** CHART COMPLETE = Page i ol )



MY MOTHERS ORIGINAL HCP AS DOCUMENTED BY MATHER
HospPITAL ON 1/13/13 AND 1/14/13.
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MATHER HOSPITAL REQUESTING MY SIGNATURE FOR MY

MOTHER AFTER | PROVIDED A COPY OF HER HEALTH CARE

PROXY ON 1/13/13.
RN oo il3885323c-0DT.ER-1/13/201a
Discharpe Insmuctions o Doemin Asage

DISCHARGE INSTRUCTIONS FORMS

Thoracic Strain TR g
RICE. with Fields Medication Reconciliation

FOLLOW UP INSTRUCTIONS PRESCRIPTIONS

Private Physician
When: 2 - 3 days Vicadin 5-50
Reason: Recheck today’s ¢co i 42) by ORAL rou every
mplaints Take 1 tables(s) by ORAL route &n
needed, Quantty: 20 tablet(s) ey

TESTS AND PROCEDURES

Labs
None

Rad
Ribs 1 Side Xr Rt, CHEST XRAY, Thoracic Spine Xr, Cervical Spine Compiete

Procedures
None

Other
None

SPECIAL NOTES
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HEALTH CARE PROXY THAT WAS SENT TO ME.
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Your Name
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; L_L_Fadgt Date Té@ i
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Your Sigrature _

Your Ad :!r

(6) Optional: Organ and/or Tissue Donation

[ heyeby make an anatomical gift, to be effective upon my death, of
(check any that apply)

7 Any needed organs and/or tissues

115356275 3e4134

02/0%/2013
,

) Dimag
., B
PCXT TArPERSON !

[ The following organs and/or tissues _ _ ___ & % i1y

O Limitations _ T P il

if you do not state your wishes or instructions about organ and/or tissue conation on this form, it wili
not be taken 1o mean that you do not wish to make a donation or prevent a person, who is otherwise
authorized by law, 10 consent to a donation oa your bebwll.

Your Signature Date AX.. e TEE S L

(7) Statement by Witnesses (Witnesses must be 18 years of age or older and carciot be the health care
agen or aifermate.)

1 declare that the parson who signed this document is personally known lo me and appears o be of
sound mund and zcting of his or her own frée will. He or she signed f(.: asked another to sign for him or
her) this document in iy presence.,

-1e_ﬂr33‘\3 - .. Date 4¢2/!3>.. s oo

Namez of \‘:ym:.ﬂ
(print) _

Signature
Address
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as my health care agent to make any ag:l’:dl healthcarz dacism;is for me, excg}t t6 l.e exfint that |
. state otherwise. This proxy shall take effect only when and if | Becorme unable to make miyown health
care decsions. ' . = g

(2) Optional: Alternate Agent

If the person [ appoint is Ww!cb!e to act as my health care agent, | hereby
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as my health care agent Lo make any and & health care decisions for me, excepl Lo the extent that [
state otherwise, '

appoint

(3) Unless [yevoke it ox state an expiration date or circusristances under which it will expire, this proxy shall
- fordain i effect indefinitely, (Optidmal If you-want this proxy (o expire, state the-date or conditions -
here ) This proxy shall expire (specify date or‘conditions): ol ikes T o e
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(&) Optiomal: I direct ry health care agent to make health care decisions according to my wishes and
limitations, as he or she knows or as stated below. (I you want Lo lrnif your agent’s autherity (6 make
health care decisions for you o ta give specific instructions, you may state your wishes or limitafions .
hire.) [ direct my health care agent to make health care decisions in accordanice with the following

limitations and/or ipstructions (attach adddionil pages as necessary): . —. . it
w2 l ,x\’!w OrdeR 1o be 1t place -
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In order for your agent to make health care decisions for you about arlificial nutrition.and hydration
frpurishmant and waler provided by feeding tube arid intravenous {rie), your agent must reasonably
“know your wishes.You can ¢ither Lel] your agent-whal your wishes ase o¢ include them in Uiis section.

See instructians for sample language that you could use if you choose to include your wishés of this

form. inchiding Your wishes about artificial nutrition 2:5d hydrat 135988562 734134 01/::/:(::;
- " @ |
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A CLOSER LOOK AT THE WITNESS SIGNATURE DATES STATED
TO BE 1/30/13 AND 1/31/13.

1/31/13

7) Statement by Witnesses {iﬁmﬂssas masst be 18
aiend or alfermate,)

I declare that the persoa who sigaed ¢his documen
cound mind and acling of his or her own [ree witl.
her) this document in my presence.
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