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- THE JAMAICA HOSPITAL

INFORMATION IN THIS RECORD 1S CONFIDENTIAL
DO NOT REMOVE FROM HOSPITAL

IMPORTANT

1. Information in this record may not be released without approval of
Medical Record Depariment

2. Medical Records must be avallable at all times. Do not leave In
Drawers, Cabinets, stc.
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Patient Fact Sheet

Name and Address Employer
SCHOOLCRAFT, ADRIAN UNKNOWN
82 60 88 PL
RIDGEWOOD NY 11385
Phone:
(718)570-6224 Sex: M Phone: (999)999-9999
SS No
469-97-6997 Marltal Status S
Race:
w Religion: NO
BirthDate: 6/21/1975 Occupation:
Patient's Maiden Name:
Nearest Relative Admission Data
SCHOOLCRAFT, SELF [ Account Number | [ Unit Number}
82 60 88 PL 130381874 l 1298984 ]
RIDGEWOOD NY 11385 [AdmitDate| | Admit Time[ [ER MD]
112009 | 854 I BERNIER
Home Phone: (718)570-6224 Rel: 09 [Trage Time ] “TPrim Gare MD]
Business Phone: 1 L NA 1
Guarantor Emergency Gontact
SCHOOLCRAFT, ADRIAN SCHOOLCRAFT
82 60 88 PL
RIDGEWOOD NY 11385
Home Phone (718)570-6224 Home Phone:  (718)570-6224 Rel: 01
Business Phone Business Phone:
Rel: 01 §S: 999-99-9999
Oce:
Employer UNKNOWN

insurance Information

Ins: AETNA US HEALTHCARE Insured:
Poticy Number: BBM6PBBA
PO BOX 981109

EL PASO >
Phone Number (800)451-8843
Auth Number PENDING

Group Number:

799981109

SCHOOLCRAFT, ADRIAN
Us008041009001 Rel:  SELF/
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Patient Name SCHObLCRAFT, ADRIAN
Account Number 130381874
Jamaica Hospital Medical Center

Emergency Department Record

Medical Record No. 1298984
Date 11/1/2009

ID 130381874

History of Present lilness
34 Year Old Male Patient Presents with Paranoid. see psychiatric assessment..

Review of Systems
{Symploms and Signs not covered in the HPI)

GuU Neuro ENT Resp Musculoskeletal

Skin Psych Heart Gl Endocrine

[CJAll other ROS negative Constitutional Sxs

Hematologic/Lymphatic
Allerglc/immun ologic

Eyes

[ vitat Signs/Triage/MNursing Notes
Reviewed and Agree

[[]Hx unobtainable due to Tx
urgency or poor historian(s}

D Additional Information from Palice,
Ambutance, Nursing Home or Relatives

] old Medical Records
Reviewed

Past Medical History
Other PMHx

) No Relevant PMHx [ ] Asthma

[J Diabetes [JHTN  [J Psychiatic

Jcopp [JcAD [ Cancer
(I Renal  [] Seizures

OcHe Ocva

Sociat History /] No Relevant SoHx [ JETOH [] Drugs [[] Smoking Additional Sx |

Family History W] No Relevant FmHx h\lo Significant FMHx

Physical Exam eemtime [ |

General Appearance
HEENT
Chest
Abdomen
GU
Extremities
Neuro

Skin

Back

Neck
Lymphatics

JHMC 3




Patient Name SCHOOLCRAFT, ADRIAN Medical Record No. 1298984

Account Number 130381874 Date 11/1/2009
Diag nostics Spedimen Cdlecled } ECG Rad Ordered
MD Result
Initials Time i i i Reviewed
Diagnostic Ordered Result Interpretation By Initials Time
KTA 117172008 12:59  Urinalysis Status-Cancelled - Patient Discharged
KTA 11/1/2009 12:59 Urine Tox Status-Cancelled - Autocancel by LIS-not collircv
KTA 11/1/2009 12:59 CBC Status-Interim KTA
KTA 11/1/2009 1259 THC (MARIJUANA) Status-Cancelled - Autocancel by LIS-not collfrcy
KTA 11/1/2009 12:59 Head CT s contrast CTH-- DEPARTMENT OF RADIOLOGY Patient Name: SPU

SCHOOLCRAFT, ADRIAN MRN #: 001298984 Patient Loc:
MENTAL HEALTHER Reguested by: Staff, Physician Exam:
CT head wio Result Date/Time: 11/02/2009 10:45 AM
Radiologists: Janczuk, Peter

MD Clinical indication:
FIRST PSYCHOTIC EPISODE: RULE OUT LESION/MASS.
NONCONTRAST HEAD CT. *NO ACUTE INTRACRANIAL
HEMORRHAGE, no discrete lesions, no mass effect or abnormai
intra-or extra-axial fluid collections. VENTRICLES and
CISTERNS have NORMAL size and position. OSSEQUS
STRUCTURES are UNREMARKABLE without definite acute or
displaced fractures or discrete lesions. PARANASAL SINUSES
and MASTOID CELLS are CLEAR without fluid or significant
mucosal thickening.

KTA 11/1/2009 12:59 TSH Status-Interim KTA
KTA 11/1/2009 13:00 RPR Status-Interim KTA
BWO 11/1/2009 13:50 Pylse Ox BW 1350

Recommended LOS/CPT/ICD-9 Code
Physician's LOS =
Nurse's LOS

Diagnoses
Paranoid 297.9ICD-9
4
RN Date/ Admit to
MD MD Time RN Time
Disposition
Condition
Physician (Print} Tarig, Khwaja (MD) Other Physicians

Physician Signalure Tariq. Khwaja (MD)~Peteru, Sachidanand (Psychosomatic Fellow)

JHMC 4




Patient Name SCHOOULCRAFT, ADRIAN Medical Record No. 1298984

Account Number 130381874 Date 11/1/2009

Primary RN (Print) Calise, Michael (RN CM) Other Nurses
Chen, Karen (RN)~Woodruff, Brian (RN)~Okuwobi, Bukunola (LPN)~Brady,
QOdette (RN)~Moonsammy, Victor (RN)~Calderone, Virnalyn (RN)~Harper,
Wendell (LPN)~Mero, Monica (Amb Care Rep)~Basi, Susheela (RN)~Calise,
Michael (RN CM)~Arias, Carielys (Reg)~Boswell, Gwendolyn (RN)~Stancu,
George (Clerk) :
This chart has been electronically signed via the EmpowER software.




Patient Name  SCHOOLCRAFT, ADRIAN
130381874

Account Number

Jamaica Hospital Medical Center

Emergency Department Nursing Notes and Vital Sign

Medical Record No. 1298984

Date 11/1/2009

TimeEntered: 111172009 16:39  Vitals Taken By:  BOK

Temperature Pulse Blood Pressure Respirations  Pulse Ox Pain Scale
0 99.2 Right 81 R 112 18 No Pain
T Left L 60

R

TimeEntered: 11/11/2009 17:00 Vitals Taken By: BOK

Temperature Pulse Blood Pressure Respirations  Pulse Ox Pain Scale
o 992 Right - 81 R 112 18 No Pain
T Left L 60

R

TimeEntered: 11/2/2009 6:26 Vitals Taken By: WHA

Temperature Pulse Blood Pressure Resplrations  Pulse Ox Paip Scale
O 984 Right 90 R 123 20 No Pain
T Left L 73

R

TimeEntered: 11/2/2009 10:51  Vitals Taken By: KCH

Temperature Pulse Blood Pressure Respirations  Pulse Ox Pain Scale
o 98.6 Right 88 R 127/63 18 100% No Pain
T Left L

R

TimeEntered: 11/2/2009 21:24  Vitals Taken By:  BOK

Temperature Puise Blood Pressure Resplrations  Pulse Ox Pain Scale
o 99.2 Right 93 R 124 18 No Pain

(T Left L 76
| R

TimeEntered: 11/3/2009 6:20 Vitals Taken By: VMO

Temperature Pulse Blood Pressure Respirations  Pulse Ox Pain Scale
Y 97°4 Right 86 R 12460 18 No Pain
T Left L

R

JHMC 6




Patient Name SCHOOLCRAFT, ADRIAN Medical Record No. 1298984
Account Number 130381874 Date 11/1/2009
Jamaica Hospital Medical Center

Emergency Department Nursing Notes and Vital Sign

TimeEntered: 11/3/2009 10:52  Vitals Taken By:  GBO

Temperature Pulse Blood Pressure Respirations  Pulse Ox Pain Scale
o 99.2 Right 80 R 123/68 18 No Pain
T Left L

R

JHMC 7




1

Patient Name  SCHOOLCRAFT, ADRIAN Medical Record No. 1298984
Account Number 130381874 Date 111112009
Jamaica Hospital Medical Center

Emergency Department Nursing Notes and Vital Sign

Nursing Notes
RN
Time Note Entered Initials  Note
;117112009 13:51 BWO Client is a 34 year old White male police officer who was BIB/MNYPD in handcuffs after he was
; apprehended at his home. Client had an argument with his supenvisor and then left the job, went
home and barricaded himseif in his apartment refusing to come out. Client failed his
psychological exam ai work one year ago and his gun was taken away. Client is reported to be
parancid believing that he has documentation to prove that his superiors are falsifying cime
statistics inorder to gamer promotions. Client also believes thal his superiors are out to get him.
Denies medical/ psych Hx. In control at this time. Will continue to monitor.
11/1/2009 15:38 BOK pt received on bed, awake and relaxing,pt spoke to his father on phone. Pi denies suicidal or .
homicidal ideation safety environment maintained will continue to monitor pt .
11/1J2009 20:11 BOK pl ate 100% of dinner with no sign of distress noted
11/1/2009 22:56 BOK pt awake on bed and relaxing, pt denies suicidal or homicdal ideation .safety environment
maintained will continue to monitor
11/2/2009 0:03 VMO Received pt in bed asleep side\rails up no sign\ symptoms of distress for hold\ stabilize
11/2/2009 5:52 VMO remains asleep in bed no sign symptoms of distress continue to monitor '
11/2/2009 6:25 VMO Pt awake in bed slept well s stable denies suicidal\ homicidal ideation calm in control
lile mteraction for hold\ stabiiize
11212009 8:23 KCH Received pt in founge, sitting, calm and cooperative. No sign of acute physical distress noted. No
: respiratory distress noted. Emotional supporl maintained. Encouraged pt to verbalize feelings and
thoughts. Safety maintained. Will continue to monitor pt's behavior.
11/2/2009 10:47 KCH Ptis in bed, awake. Calm and cooperative.No sign of acute physical distress noted. No complaint -
offered. Ate meal with good appetite. Able to approach staff with needs. Pt is for hold in Er. L,
Safety maintained.
11/2/2009 13:15 KCH Ptis in bed, awake. Calm and cooperative. No sign of acute physical distress noted. No
respiratory distress noted. Ate meal with good appeitite. Ptis for hoid in Er. Safety maintained.
11/2/2009 16:06 BOK pt received on bed, awake and relaxing, pt denies suicidal or homicidal ideation safety
environment maintained wilt continue to monitor
11/2/2009 18:10 BOK pt calm and quiet, pt 100% of dinner with no sign of physical distress noted
11/2/2009 22:43 BOK pt in the lounge area watching tv and pt denies hallucination or delusion safety environment
maintained will continue to monitor pt
1./3/2009 0:02 SBA Received the pt asleep in bed,easily arousable. Not in distress. Pt was seen by family practice o
MD, and has been medically cleared for inpt admission. Needs financial clearance. Observation |
continued. |
11/3/2008 3:.00 SBA Pt is seen sleeping in bed;easily arousable. No distress noted. Observation continued. ,
11/3/2009 6:10 SBA Pt slept well during night. He is awake now,seen him writing something. Denies any physical !
complaints. Denies any suicidal/homicidal ideation.Has been calm and pleasant. Ptis for inpt !
admission,pending financial clearance.
11/3/2008 8:27 MC6 Pts. Report received from nite shifi there is no behavioral changes noted at this time. He is found
awake and seated in dayroom alert,responce and verbal torward staff. He has refused assistance
from NYPD at this time. Requesting admission here at jamaica . He denies h/s ideations at this
time. His appearence : good ADLs good, behavior even mannered verbal rate normal and volume
nomal, contant approiated.Cognitive:preoccupied with curerent situation and slight paranoid
reguarding NYPD. He is treated and provided with support as required.
_d
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Patient Name SCHOOLCRAFT, ADRIAN Medical Record No. 1298984
Account Number 130381874 Date  11/1/2008
Jamaica Hospital Medical Center

Emergency Department Nursing Notes and Vital Sign

11/3/2009 12:55 MC6 Pt. remains on unit festing on streatcher this time. He is quite interactive and even mannered.He
refused AM medications and ADLS and appearance are good. Verbal : rate normal, volume
normal, cognitive. He still displays concern about NYPD actions towards him and paranoid at
times. Menory inatact. He is treated and provided with care and support as required. Pts report
give to psyh i pending 2 P.C.

11/3/2009 14:06 MC6 Pt. 2 P.C. Completed and pt and documents provided to patient. Reporl endorsed to Psych Ik
He departed unit in wheelchair with cothing and escorted by security.

Primary Nurse Diagnosis Primary Nurse Outcome Achieved

Primary RN (Print) Calise, Michael (RN}

JHMC 9
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Jamaica Hospital Medical

Center Triage

Category |4 ESI-4 (Less Ur

Arrival Date/Time Triage Time Waiting Rm Time Exam Rm Time Patient Name
T I SCHOOLCRAFT ADRIAN
PCP Staff Status  Family Physiclan Transported by Mode Medical Record Number
NA Police Walked 1298984
‘Historian Police Dept )
: o Account Number
Police [ Custody No Notification Yes Beat # I
Ch f'C ‘| . i - . — 130381874
lef Complaint Onset Time  Location ' a9
[PSYCH EVAL 1z owe Do 962578
_A_s_ — d s - p rtl — H‘ = Age 34 Years
SOC nen :
iated Sxs / Pertinent History Gender Male
Vitals
Past Medical Histor Additional Tem
W] No Significant PMHx Oral
T astma  [Jcord  [Jcap  [JCancer [JCHF [Jcva Rectal
10 oM [QHTN [psych [JRenal [ Seizures [7] Substance Abuse Tympanic )
Medications - ' Puise
] NoMeds [] Unknown Right 115'
Left '
R e Respirations
Allergi Immunizations UTD? Unknown T —
No Known Drug Allergies TB Hx, PPD Pos or No R
Infectious Exposures? Blood Pressure
*If ves to TB or Infectious question N Py
take precautions Right 1 13 9/80 e
— =" = — Left
Mental Status / Psychological Eval Glascow Cama Scale OB/Gyn
Alert Oriented Eye Spontaneous ) Pu'se Ox
Lung Sounds Eyé; R L Verbal  Oriented XX
G P Ab Miscarriages
M Obeys .
RL |Eul ®M™ otor Y o o0 o o Weight (Kg
Clear ¥ i Reactive [ Total 15 . ]
Diminished (1 (3 |Fied OO | [skin Extromitios
Wheezes [] [J | Consticted [} [} Color Normal F:i: o
2 . Ul
Rales [ [ || Dilated 00 Temp Normal rom
Rhonchi  [] [J | Cataract [] [ Moist Normal Full ROM ; :
Retractions [] [ {No Pain
Nutrition Domestic Violence Assessment Assessing Patient's, Child's or Parent’s
{Normal ' Co i ) ) readiness to leamn - )
Are you being hurt by someone you live

F‘él'! Rlsk Assessment
‘ No Fall Risks Identified

Suicide Risk Assessment '
| No risk identified i

‘Plan
MHU WR Time 10:34

Triage Nurse: Woodruff, Brian (RN)
Triageil: BWO
Triage lil: BWO

with or who takes care of you? Primary Language English
Yes/No NA Assessed Disability No Disability

* Mandatory completion of

Domestic Violence Referral. Communication Barrier O

. . e Language Translator 0
Functional D/C Planning )
Motivation Level Low

Daily Livi Independent
y Lving penden Knowledge Level Low

Living Conditions Alone Comprehension Ability Med

Going Home with  Unknown

J Lwes ] tw Completed T/ Eloped [_] AMA [} AMA Refused /] Patient Rights and Responsibilities and Guide to Pain Management

given lo Patient, Family, and/or Caretaker

JHMC 10
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Patient Name  SCHOOLCRAFT, ADRIAN Medical Record No. 1298984
Account Number 4130381874

Emergency Department Pharmacy and Supply Charges

11/1/2008

Diagnostics
Diagnostic Ordered Charge Code
CBC 0
!
Pulse Ox 0
Nurse LOS Charge Code

JHMC 11




Jamaica Hospital Medical Center

Medication Reconciliation

Patient Name SCHOOLCRAFT, ADRIAN " Medical Record No. 1298984
Account Number 130381874 Date of ED Visit 11/1/2009
Allergies

fNo Known Drug Allergies

Home Medications

Medications Administered in the Emergency Department

Medication Prescription provided on Discharge

JHMC 12




SCHOOLCRAFT, ADRIAN
1298984 M DOB: 06/21/1975 34Y F/C: 99
ADM: 11/01/2009 08:54 1828 130381874

ALDANA-BERNIER, LILIAN R PSYC
ASSIGNMENT AND RELEASE Of INFORMATION STATEMENTS

Authorization to Jamaica Hospital for release of information:

| hereby authorize and direct Jamaica Hospital heving treatod me, o rglgase to governmemal agencies, insurance cariers, or others
who are financially liable for my hospitalization and medical carm, all dnfor atiqn neaded 1o substantiate payment for such hospitalization und

medical care and to permit representalives thereof to ma\ke pies of all recuigls refating lto stch care
O NHASE A

and treatment. (\/f
7Date \ i Signature of Patient br Authorized

1 /2/69
Representative

Assignment to Jamaica Hospital

1
I hereby assign, lransfer, and set over to Jamaica Hospilal spfficlep) monies andior benefits to which | may be enlilied from
governmental agencies, insurance carrlers, or others who are financigllyl liable for my hospitallzation and medical care 1o cover the

costs of the ¢are and reatment rendared to myself or my dependent in' said Tspital. ") . R
/ ;/2//.@4 g/ )ﬂé’ Lise -/

Dale Signattk of Insured or Avihorized
Representalive

Sate Medlcal Device Act

] consent {o the provision of my soclal security number to the manufagturer of any device that must betracked pursuant to the mandales of
the Sale Medical Device Act. | understand that the manufacturer will beygively my social security number only for the purpose of finding me in

the event that 3 medical device, which is implanted in my body, or u gdi/' my mze(is dafective. j
' 3 UE =

Date A4 sign3ture of insured or Authorized
: Representative

Patient Entitled to Medicare Benatits

| certify that the information given by me in applying for the payment under Title XVIif of the Seocial Security Act is carrect. 1 autherize the
holder of medical or ather information about me to release 1o the Soclal Securily Administralion and Health Care Financing Administration or
its intermediaries or carries any information needed for Ihis or a related Medicare clain. 1 request that paymen) of the authorized benelils be
made on my behall. | assign the benafits payable for the physician services to the physician or organization furnishing the services or
autharize such physician or organization to submil a claim to Medlcare for paymant on my behalf.

Date Signature of Insured or Aulthorized
Represenlative

Financial Agreement

For and in consideration of services rendered or to be randered by the Jamalca Hospital, lo the patient whose name appears betow, the
undersigned (jointly and severally, if more than once) hereby agree(s) to be fully and totally responsible to the hospital for paynent of ali
charges as submitted by the Hospilal on the account of sald palient and make paymenl in accordance with the policy of payment of bills
at sald Hospital. 1t is Turther agreed that the charges as incurred represent the fair and ressonable value of services rendered and are in

accordance with the posted charges of the Hospital which -are available upon reguest. Payment may be desnanded al any time, and
the p%bem shalt not

failure to demand payrnent of a prerequisite 10 my {our} immeedﬁals responsi%ihty or payment.

The undessigned has read the above, been informed of its nalwre and signilicance and acknowledges the contents ol same and has
received a copy of this agreement,

Dated
Guarantor
SCHOOLCRAFT, ADRIAN
Name of Pahent Address - Guarantor
11/01/2009 08:54
Hospital No. Date of Admission Telephone - Guarantor
Date nf Discharge Witness Oate

FORM NQ. J00123

JHMC 13




SCHOOLCRAFT, ADRIAN

1298984 M DOB: 06/21/1975 34Y
ADM: 11/01/2009 1628 99 130381874
ALDANA-BERNIER, LILIAN R PSYC
lcownsents - . ]
PERMISSION FOR TREATMENT

FHEREBY AUTHORIZE THE JAMAICA HOSPITAL, THROUGH ITS MEDICAL STAFF, TO PERFORM OR HAVE PERFORMED. UPON THE PATIENT
WHOSE NAME ARPEARS HEREIN, SUCH MEDICAL AND SURGICAL SERVICES, SURGICAL OPERATION AND/OR OTHER PROCEDURES OR
THERAPY UNDERJANESTHESIA OR OTHERWISE. AS MAY BE DEEMED NECESSARY IN RELATION TO EMERGENTY TREATMENT ON THIS DATE

OR GUARDIAN WITNESS

PATIENT/RELATI o — -
- -7 -»"/ S
SIGNATUR ‘ SIGNATURE ’ 7 G D SN
. — ~ R TR N
AT NADE PRINT NANE A Ny (.//
T / /\_‘,.-'{\/- )/ {_-
DATE £ . 4

"-'ELAT!OEZHJF, F SIGHED BY FERSON QTHER THAN PATIENT
t -

|
| /
i

Yy
{7/ f }T ¢
__ ARANTEE OF PAYMENT ! L/L/' —

FOR AND IN CONSIDERATION OF SERVICES RENDERED OR TO BE RENDERED TO THE HEREIN NAMED PATIENT, | DO HEREBY GUARANTEE
TO PAY THE JAMAIGA HOSPITAL, THE FULL AND ENTIRE AMOUNT OF ANY AND ALt BitLS RENDERED FOR SAID TREATMENT.

| HEREBYAUTHORIZE THE HOSPITAL TO RELEASE ALL MEDICAL INFORMATION NEEDED TO SUBSTANTIATE PAYMENT FOR SUCH CARE AND
TREATMENT

;
PATIENTRELATIVE OR GUARDIAN WITNESS
SNAYLY SIGNATURE
“RRITNAE - —_ " e
DATE I

PELATS HIP, IF SIGNED BY PERSON OYHER THAN PATIENT

AUTHOR\ZE OF PAYMENT

__iEREBYASSIGN. TRANSFER AND SET OVER TO THE JAMAICA HOSPITAL SUFFICIENT MONIES AND/OR BENEFITS TO WHICH | MAY BE ENTITLED
“FROM THE GOVERNMENT AGENCIES, INSURANCE CARRIERS, ANG OTHERS WHO ARE FINANCIALLY LIABLE FOR MY HOSPITALIZATION AND MEDICAL
GARE TOGOVER THE COSTS OF THE CARE AND TREATMENT RENDERED TO MYSELF OR MY DEPENDENT.
i i

1 i

F'AT!ENTI' ELATIVE OR GUUARDIAN WATNESS
o SIGNATURE -
FRINT NAP\U : ’ - BRINT NAME - ”
. DATE

RELATIONS) P, IF STGNED BY PERSOH OTHER THAM PATIENT

FORM NO. J00018-2C

JHMC 14




i~ [ HETE
JAMAICA HOSPITAL
MEDICAL CENTER SCHOOLCRAFT, ADRIAN
9500 1 Wyt Esressny Aamca, NY 11412 1298984 M DOB: 0612111975 34y
ADM: 111012009 1628
ALDANA-BERNIER, LILIAN R PSY®S 130381874

ACKNOWLEDGEMENT AND CONSENT

By signing below, | acknowledge that I have been provided a copy of this Notice of
Privacy Practices and have therefore been advised of how health information about me
may be used and disclosed by the Hospital and the facilities listed on the back of this
form, and how I may obtain access to and contro! this information. I also acknowledge
and understand thal | may request copies of separate notices explaining special privacy
prolections that apply to HIV-related information, alcohol and substance abuse
treatment information, mental health information, and genetic information. Finally, by
signing below, | consent to the use and disclosure of my health information to treat me
and arrange for my medical care, to seek and receive payment for services given 1o

me, and for the business operations of the hospital, its staff, and the facilities listed at

the back of thi$\formn.

\

Sighaturg’of paticnt or authorized represenlative

Relutibnship to patient
\

Date

AFFIRMATION OF PRIOR RECEIPT

By signing below, | acknowledge that [ have already received a copy of the Notice of.

Privacy Practices, and have given my consent for the use of my bealth information for
the purposes noted above. I do not wish to receive another copy of the Notice Privacy
Practices at this time.

Signature of patient or authorized representalive

Relationship to patient

Date

THIS FORM IS PART OF THE MEDICAL RECORD

AR

MQG011 9106

JHMC 15




Jamaica Hospital Medical Center
8900 Van Wyck Expressway, Jamaica, New York 11418
Telephone # 718 206-6000

W

LIMITED POWER OF ATTORNEY TO PURSUE PAYMENT AND APPEALS AND
AUTHORIZATION TO RELEASE MEDICAL INFORMATION

i ("LIMITED POWER OF ATTORNEY")

i By signing this docament, 1 give the Health Care Provider, identified below, a Limited Puower of Attorncy to pursue
: payment from my health insurer, heath maintenance organization, self-insurance plan, gevernmental program, or
i other payer ("Heath Plan”} for medical services provided {v mc by the Health Care Provider, and ! authorize the
; velease of medical information.

1, the undersigned Patient/Principal, appoint JAMAICA HOSPITAL MED{CAL CENTER ("Nealth Cure
Provider"), located at 8900 VAN WYCK EXPRESSWAY, JAMAICA. N.Y. 11418 my Attorney-In-Fact and
authorized representative to act in nny way which I myself could do, if I was persomally present, and lo take ull
reasonable action, as delermined by the Health Care Provider, to pursuc payment from my Health Plan and/or
pursue any uppeals available to me under my Health Plan’s policies or procedures and sli applicable law, including
but not limited to External Appeals under sll State and Federal laws, relating to bealth care services provided by the
Heulth Care Provider. The Healit Care Provider, as my ugent, may pursue payment and/or appeal, only when my
{ ) Health Plan has denied prymient based on medical necessily. The Health Care Provider will not charge me for its '
s services in pursuing payment and/or nn appeal on my bebalf. 1 agree that my Health Plan will pay any amount owed

directly to the Henlth Carve Provider for these services. In pursuing such paviment and/or an appeal:

H I suthorize the Realth Carc provider and-my Health Plan to release all refevant medical information, including (i
applicable) any HIV-related information, mental health treatment informstion, or alcohoVsubstanee abuse trextment
informntion, reluting to my teeatment which is ecessary to pursne payment from my Health Plon. 1 undersinnd that
i this information may be releasvd, bui ouly as necessary, to my Health Plan, an external appeal agent, arbitrutor, court
[ of law, and/or other third party reviewer (“Independent Reviewer™) responsible for deciding if the Health Care
o, ‘) Provider's claim for services should be paid. [ understand that my Health Plan and/or the Independent Reviewer will
use this informntion to make a decisinn about payment to the Health Care Provider. 1 also understand that the
decision by the Independent- Reviewer will be final and bindivg on me, the Hiealth Care Provider, and the [Tealth Pian,
and:

1 anthorize the Health Care Provider to complete, execure, acknowledge, seal, and to deliver any consent, demand,
request, application, agreement; authorization or other documents necessary, tn reguest, on my behalf, payment
and/or appeal to my Health Plan and, if applicable, to the Independent Reviewer, the New York State Department of
{ ) Health, the State Insurance Departinent, the U.S. Depariment of Health and Human Services, the U.S. Department of
Labor, and/or any ether applicable agency or body.

H This Limited Power of Attorney shall pot be affected by my subsequent disability or Incompetence and MAY BE
REVOKED BY MFE AT ANY TIME upon prior notice to the I{ealth Care Provider. This Limited Power of Attorney,

including authorizution for release of medical information, will termiinate one (1) yeur from today’s date unless 1
agree to extend it beyond that date.

Any person or entity recelving this document may rely on a copy us if it were and executed original. i

_ 7"“\
isQﬂa’fof M)f S0
Pd YOU SIGN HERY
q\j @> PRINTED NAME_SCHOOLCRAFT ADRIAN

IN WITNESS WITEREOY, I have signed my na

ADDRESS: 82 60 88 PL RIDGEWOOD NY 11385
T MEDICAL RECORD # ___ 1288984 1)
el WITNESS: e 7@% /v 7 %’ Z] /L
PRINT NAME/ITTLE: < 7 Y YZ&
ADDRESS: 8900 Vun Wyck Expressway, Jamaica, New York 114}

Iﬂﬂmiﬂuﬂﬂﬁ Form No. 300023

JHMC 16




e e ——

SCHOOLCRAFT, ADRIAN

1208984 M DOB: 06/21/1975 34y FI/C. 99
ADM: 11/01/2008 08:54  162B 130381874
ALDANA-BERNIER. LILIAN R PSYC

ACKNOWLEDGEMENT OF THE REQUEST FOR EXTERNAL APPEAL AND RELEASE
OF MEDICAL RECORDS TO BE SIGNED BY THE PATIENT.

In order for a provider to appeal a health plan's payment denisl for a patient's treatment, the
patient must sign and data the following consent to the release of medical records. A certified

extemal appeal agent assigned by the New York State Insurance Department will use this
caonsent to obtain the patient's medical information relating to the extemal appeal request from
the patient’s health plan and health care providers. The name and address of the external
appeal agent will be provided with the request for medical information.

| SCHOOLCRAFT _ADRIAN . acknowledge that my health care provider may
request or is requesting an external appeal because of a retrospective adverse determination of
my heaith plan. )} authorize my HMO, insurer, or provider to release all relevant medical or
treatment records, including my name and other personal identifying information, date of
admission, assessment results and history, summary of treatment plan, progress and
compliance, treatment recommendations, any HiV-related information, mental health treatment
information, or alcohol/substance abuse treatment information, related to my provider’s extemal
appeal, to the extarnal appeal agent. | authorize the external appeal agent to use this
information solely 1o make a determination on my provider's appeal.

| understand that my records are protected under federal and/or state law and cannot be
disclosed without my written consent uniess otherwise provided for in regulations. | understand
that information disclosed pursuant to this authorization may no longer be protected by federal
privacy regulations, however, state privacy protections may still apply. | understand that my
health plan cannot condition treatment. enroliment, eligibiiity, or payment on whether | sign this
form. { understand that | may revoke this consent at any time, except to the extent that aclion 0 \\/'
has already bgen taken in reliance on it, by contacting the New York Stale Insurance AT
Deparmenyin\writing. {

J/in OF

Signaluriof Patient (or legal representative) (Date)

This eledse is

Descriplio?;\of legal representative’s authorily to act on behalf of the patient.

Patient's Health Plan 1D#:

If you have any qusstions contact the New York State insurance Department at: i
1-800-400-8882 or visit our Wab site at www.ins.state.ny.us.

A oo 1000
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EHIFHE T
MEDICAL CENTER SCHOOLCRAFT, ADRIAN

2900 Varn Wyck Exproavesy Jamakes, NY 11414 12358984 M DOB: 06/21/1975 34Y F/C: 99
ADM: 11/01/2009 08:54 1628 130381874
ALDANA-BERNIER, LILIAN R PSYG

Flease provide the following information and sign the patient certification so we may accurately bill Medicare.

ALL PATIENTS e

1. How old are you?, BimhDae __ 7__ /__ 4. Is this service for the ireaunent of an illnessfaccident for which
anviher party could he held responsible? 11 Yes O No
2. Areyou cligible for any programs {including government 1 ves, please provide the following information:
progroms) which could pay for this service? e.g.: Black
Lamg Mudical Benefits or Veterns’s Administration Name ind Address of no laulitliability insurer:
OVYes DONo

1f Y es, Nune of Program:

Policy 4: Duse of Accident: !
3. 1s lhl< servive for treatment of work related injury/accident?
O Yes O No Ifyes, date of Injury Accident f ! Type of Accident:
Employer Name and Address, Navie of {nsured:, }

5, Are you currently enrolled in a hospice 0 Yes O No

Nome sind Address of Worker's Conspensation plan IF yos, Name and Address of fucility
File/Cuse # (i available) Do you have & revocation lener? D 'ves 0 No
. Medwurne 42

PATIENTS UNDER AGE 65 PATIENTS OVER AGE 65

1. Are you currently employed (including >elf-cmp10)mcnl)' 1. Are you currently employed (including self- cmploy ment)?
O Yes O WNo If no, Disability Date ___ 7 B Yes 3 No If oo, Retirement Date____/ /
1 yes, does your employer have: {]J/{’ILT(.’ mz'lude Part and If yes, does your cmplo)er have: (please include Pary and
Full iime employees) Full time employees)
O Less than 20 employees [ 20-99 employees O Less than 20 employees T 20-99 employees
01 100 employees or more 0O 100 employees or more

AN PATIENTS
1. Are you married? O Yes 0 No D Widower or Widow. If yes, is your spouse working? O Yes O No If yes, does your
spouse’s employer have: (please include Purt and Full time employees)
0O Less than 20 employees 0 20-99 employees B {00 employres or more  Spouse's Retiremenmt Date: ___ ¢/ 7/
3. Do you have insurance eoverage through employee group health plan based on your current employmdat or a family member's
current cipployment? Q Yes O No If yes, Name of Policy Holder:
Relationship to patient, (Self, Spouse)
Name and Address of Employer:
Name and Address of Tnsurance Company:
Group/Policy Number:

4. Arc you a member of an HMO? (Please note if HMQ authorizution guidelines ure not foflowed. Medicare will not pay. the
heneficidry will e vesponsible for paymeny). 11 Yes O No
If Yes, is this coverage through an Employer Group Healih Plan? O Yes O No

5. Hove vou received a kidney waasplant or dialysis rrearments? O Yes B No | Yes, Date of Transplamt ____
Date maintenance dialysis begins /7 / ____ Have you received self-dialysis waining? O Yes O No

Patient or Guarantor Certification

I have unswered ihe above guestions completely and accurately to the best of my knowledge. 1 understand tha inaccumc'
information can affect the amount of payment ultimately made by Medicare and other insurance cartiers for covered services.

Paticnt'Guarantor Signature: Dauw:

Hospital Representative Witness: Date:

IARE BE—
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o AR ENRERE
E > @ @ SCHOOLCRAFT, ADRIAN
mp"'e = 1208984 M DOB: 06/21/1975 34y FIC: 99

BtueCross BUESHIELD ADM: 11/01/2009 08:54 1628 130381874
ALDANA-BERNIER, LILIAN R PSYC

COORDINATION OF BENEFITS QUESTIONNAIRE

Instructions: Please fill out all applicable sactions completely by. filling in the applicable circle(s) within sach section and print
clearly In black or blue Ink In order for us to quickly and accurately process your request.

[ Section 1 - Member Insurance Information j
Are any family members that are covered under O Yes O Medicare Only O Medicaid O No
the pollcy above coveraed under any other group ~
health insurance policy (currently or during the O E SRD O (fs Q:hAF};LéS /
past 2'years)?
Complsts Camplete sections 3-  Skip to section 7 Skip to

sectfons 2-7 Send7 seclion 7

[ h Section 2 - Other Insurance Information J

Indicate name of other insurance carrier (fill in only one)
(NOTE: it more than one other coverage, please provide the other carrier information from this section on additional page).

(O Aetna 1 Us Health Care (O Biue Shield of NENY (OcopHp OciGNA O GHI
QHip (OHorizon BG of NJ Omvp (O Oxlord (O united Health Care

Qoeramearcaren | | [ | [ [ [ [T T TTITTTTTILILTT]]
Cuslomer Service T?\}sﬂu&nﬂ l _.[ [ ‘ —]__[ l l LI

Type of enrolimant

fillin'only one): () Individual (OFamily (O Employse & Spouse (O Parent & Child(ren)
T f covera . . -
(ﬁ’,’,piﬁ a that z‘;pg'ey): O Hospital OMedical (OpPrescription Drug
(O Dental (O Vision (OMental Health } Substance Abuse
Effective date of the other
coverage: HEERERRE N EEEEEE
Effeclive Date (romddyyyy) Termination Dale (mmddyyyy}
{if applicable)
l Section 3 - Primary Contact Holder Information of Other Insurance 1
Primary Contract Holder on the Policy  Last Name First Nam»

saieain Secton ® (T T I T T I LT T]
emior tnasse ey L L L T T T TTTTTITTT
CCpseeer T T T T TTTTTTLT

(if avaifable):
Relationship of this contract holder ta the contract holder listed at the top of this form:

Sel S Dapendant Ex-Spousa or Legally
O sl O pouse O o O Sggara(ed Spduse

|
|

I relationship Is "SELF~ or “SPOUSE?®, indlcate employment status

O Aclively working with employer otfering other coverage.
O Not actively working ! Long Term Disabllity

ORelired from employer providing olher covarage. I(f,’r_%)trﬁgh%:;’xg l [ I I | l J

Services providad by Empire Heaith Choice HMO. inc. andsor Empia Haalh Choce Assurance, Inc.., licersees of Blue Cross and Blue Shield Associalion. @n associalion of
ingependent Blue Croas and Blya Shislds plans. corm No. MOGOT7J
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MEDICAL CENTER

B30V YBN TIpLa Exgemnaway Janmiie, NV 11410

FACE SHEET

ACCOINT NUMBER MEDICAL RECORD NUMBER ADMIT DATL & TMC CODE-MEDICAL RECORD NUMBER
130381874 1208984 1110172000 08:54 ﬂl llﬂlllﬂﬂllilllllllllll fl
LOCAYION FIN CLASS SOURCE TYPL DISCIWURGE GATT & TimEL ACCOUNT
1628 19 1 £ i
LAST NAME FIRST NAME ML ARA VETERAN
+ | SCHOOLGRAFY ADRIAN N
= |pate oF BiRTH AGE SGA | REL. | MARST { RACE | BLACE OF BIRTH LANGUAGE IWERPHETER NEEGELD
w | 06/2111975 34Y NO s | W |Ny ENG N
— |aooress Ty STATE 2P
: 82 60 88 PL RIDGEWOOD NY 11385
o TELESHONE NUMBER OCCUPATICN SOCIAL SECURITY NUMBER
(718)570-6224 e
EMPLOYER NAME AURRESY ciny LTATE 2P TELEFMORE NUMEILR
UNKNOWN {999)999-9999
NEXT OF KIN RELATIONSHIT ADORESS ony SYATE 2 TELEPHONE NUMRER
SCHOOLCRAFT, SELF 08 _gr6088PL RIDGEWOQOD NY 11385  (718)570-6224
EMERGENCY COMTACT RAME RELATIONSHIP ADDRESS TELEMHONE NUMBER
SCHOOLCRAFT, 01 {718)570-6224
AYTENOING FHYSITIAN ! CODE PVTSSERV | OTHER PHYSICIAN . COBE MEMNCAL, SFR‘IICE
| ALDANA-BERNIER, LILIAN R PSYC 3099 , PSY
§ ADMTTINNG DAGMOBIS WGD-2-CM CODE
E GEN PSYCHIATRIC EXAM NEC V70.2
= ADMITTING PRYSICIAN i CODE NEWBIRM WEIGHT RESERVATHIN DATE A 5IME TEAM COLOR
. i
GUARANTOR NAME "~ RELATIONSHIP OCCUPATION SOOAL SECURTY NUMEER |
?_; SCHOOLCRAFT, ADRIAN o1 999-99-5999
Z JAODRESS cIy STAIE Fdld TELEPHONE NUMBER
é 82 60 88 PL RIDGEWOOD NY 11385 (71B)570-6224
g EMPLOYER ADDRESS cry STATE 2P TELERPHOMNE NUMBER
1 UNKNOWN (999)399-9899
PLAN.CROE 7 PRINARY INEURANCE POLICY NUMBE!’; SED, s GROUP ¥ AUYTHORIZATION NUIMDER
AETN AETNA US HEALTHCARE BBMEPBBA US0080410090 PENDING
ANCRLSS cny STATE [l TELEMHMONE NUMBER
PO BOX 981108 EL PASO TX 799981109 (800)451-8843
SUNSCRIBERS MAME RELATIONSHIP €D DATE Of BIRTH SOCIAL SECURITY NURMDCER
SCHOOLCRAFT, ADRIAN 01 06/2111975 A g et
W [SECONDARY CARRIER POLICY NUMBRER BEQ { GROUP & AUTHORIZATON NUMBER
M)
j ADDRESE crry SFAlE P TELEFHONE NUMBER
z SUBSCRIMERS MAME QELANIOMSHIF C2 DATE OF BIRTH SCCIAL SECURITY NUMHBER
K
= TERTIARY CARRIER POLICY NUMBER $EU {GROUP £ AUTHORIZATICN NUMBER

ADERFSS

cny STATE

Pl

FLLCPHONS: NUMBDER

SUDSCRIBEAS NAME

RELATIONSHIP CO

[3ATE OF BIRTH

SOCAL SECUHITY MUMBER

OATE OF PREVIOLLS HOSATAL ADMISSION

FAGILITY NAIE

UNSFECIFIED

AOMITTED 8Y
calmonie

FORM NO MU0001
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LOCATION. 1628

57 1300 Uy Wrck Eiavwasway Japice. 87 11478

DATE AND TIME OF ARRVAL 11/01/2009  08:54 EMERGENCY MEDICINE RECORD |

LI;?_EGISTRATION o ) nrcorono 1298984 almaonte panent ivee B PATIENT ACCOUNT MO 381874 . ‘
-t PATIENTS NAME 5 SOCWL SECURITY N ] BIRTH | AGE
SCHOOLCRAF T ADRIAN Z w ‘9 7@"/( 7 R loer21/1975_{34Y
STREET ADORESS 383 STATE  zipCODE | YELEPHONE ND, FLAGE OF BIRTH i
826088 PL RIDGEWQOD ’ NY 11385 (718)570-6224 NY
FiN CLYSEX | RACE | RELIGION | MARITAL STATUS FATHER'S NAME T WOTIER'S MAIDFN MAME. FIRST NAME T
99 MW i NO s ‘
. “FRIVATE A1.D. NAME OR CJINIC NAJE PATIENT COMILARTY CAWGURGE INTERE. 16 —
: NA . IPSYCHEVAL ENG N oo
: MDDE OF ARRIVAT ACCOMPANIED BY RELATIONSHIP TELEPHORE NO. vt AT WORK?] AUTO ACGIDENT T
2 ; ! '
i DATE ARD TIMIE OF ACCIDENT POLICE TEFIGER NAME & BADGE NG, PCT. NOJ REFERIED FROM:
: !D evo Drruwe Demac Qe QOomicr_—
NEXT OF KIN ” TELEFHONE RO, NEXT OF HIN ADDRESS RECATIG nm'i
: SCHOOLCRAFT. SELF {718)570-6224 82 60 88 PL RIDGEWOOD NY1 1385 09
; [ . FNANCIAL = INSURANCE L i Tl T e . sl |
GUARANTOR'S NAME STREEY AGRRESS crY STATE ar CODE ' }
QCHOOLCRAFT ADRIAN ~ ‘|82 60 88 PL RIDGEWOOD NY 11385 I
] st st 4Ee 0| TELEPHONE NO. GUARAMITOR'S EMPLOYER ) ZUORESS o TELEPHONE NO. ‘
T 999-99-9999 ¢ (718)570-6224 UNEMPLOYED . (999)999-6099 .
PATIENTS EMELOYER NAME STREET ADDRESS oy ZIP CONE i
UNEMPLOYED | 5@'}’) ({,) )& !‘074:_ o
T i by e GROUP NG, eoucy ho. L 1
INSURANCE #1: NG NO COVERAGE/CHARITY CARE |
AE "TSROUP NG, Pow,v NO.
INSURANCE #2: 7 ,&M i {(1/ q
HOSPITALIZED PAST 00 DAYS § IT YES, VIFERE AND WHEN? ’ PLACE OF ACCIDENT ¢ CHINEE VICTIN PCT. NO. l ERINIE VICYI COMBLART FD.
1
R '\ —
[ comments]

NURSING' . .~ = - i ] — ]
| VITAL SIGNS TIME B.P. PULSE’ RESP TEMP .:# / (ﬁ) (g
TIME B8.P. PULSE RESP TEMP
. - I¥ ORDERED; CHECK WHEN COMPLETED: . .| I . D OXYGEN GIVEN
- e D CARDIACMONITOR .. [ IV ANGIOR____. FLUID, 4 ad .
1 EKG ~vas rutisg K INRALR =

THOALS METHCO SATALS

{NURSESNOTES ) ADVANGED OIRECTIVES DISGUSSED ___ HEALTH CARE PROXYLIYES_(INO__ AGENT'S NANE:

RN SIGNATURE

DATE THAE NON-MEDICATION ORDERS EKG, LABS. CULTURES, ETG) MD SIGNATURE | RN SIGNATURE | TIME :
{ i
- L MEDICATION gRQEEi T ;
—_“.E)ATE TIME  MEDICATION  Rowne MD SIGNATURE § RN SIONATURE TIME
L 4 . e e
- ! |
i — - - - —— i_ -
[ - . S . -
! I |

ACGOUNTING DEPT COPY FQRM NO. J00018
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HENTAL Hi TH

tooavspate: |- 0) 04 REASON FOR REFERRAL:
Bigibitty
TO: o
Sﬁxoo\ 0\ Crol X, BN 13021 574 4= _
Pationts Hosphal # Foom # Admiesion Gula I
Hod -t

Mail Fax " Broughtin ___ Phoned In

NAME OF INSURED: g@ Y\L(\t CR \q:(, ‘5\ ?ﬂ\ P(N
INSURANCE COMPANY NAME: f{—\ F TM A

INSURANCE Co. TELEPHONENG: (800 H S\ ~IRH D
INSURANCE COMPANY ADDRESS: |

LANATIONOFMENTALH&LTH 8 da tritho! etc.); . .o
C,\(?Z(’\\OR Okl 0o g ‘\g& o JZ‘ Jf‘(/wu:t e o ya_voy)\ sy
Peve  Cov Redda g 12183 BEC - ol-aoo]

RV VAT
AUTHORIZATION NO.- [’)'Q-/\Q \\% PRE CERT. COORDINATOR NAME:

DISPOSITION OF INSU CE INQUIRY:

APPROVED . DENED [] PENDING PHYSICIAN CONTACT [
PHYSICIAN NOTES: V{[‘s/

PHYSICIAN NAME: ] }f\(‘n\ ]
oy Y
* Financial Investigation (White Copy)  * Mental Health Clinician (Pink Copy) * Social Work (Yellow Copy)

312198 (MHAUTHZ. WK3) FIN. INV.INS, UNIT
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1255816 ) Austcrzaten
/ _,_4@ y

Roornl Admission Date
Mad___ Fax__ " Brought In Phened In

NAME OF INSURED:

L. INSURANGE COMPANY NAME: [/ /W—’

CONTACT PERSON:

INSURANCE CO. TELEPHONE NO: IL@ @29/~ [ 7%

INSURANCE COMPANY ADDRESS:

7 EXPLANATION OF MENTAL HEALTH BENEFITS( # of days authorized, etc.):

[éﬂéﬁ/@c’ TR B BB TS e ////V/ (o —
LM//M/ z /}4@// /4

' AUTHORIZATION NO.: ]/-/(’\ k-F// PRE CERT. COORDINATOR NAME:
DI SIT7: OF INSURANCE INQUIRY:
; ; 7/ DENIED [ ] PENOING PHYSICIAN CONTACT [ ]
PHYSICIAN NOTES; &
PHYSICIAN NAME;
S e Financial Investigation (White Copy)  * Mentat Health Cliricien (Pink Copy) * Social Werk (Yellow Copy)

AU12/96 (MHAUTHZ. WK3) FIN. INV.INS. UNIT
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Emdeon,
Batch: Asslistant

Inc.

11/03/09 13:49:35 T000188-~CARIAS
Status: CLOSED Id:176.1 Record: 1
Aetna
Subscriber Bligibility wv2.2
------ Input / Response Information------
Provider ID 111631788

Subscribar ID ’
{On File) ‘BBMSPBPA
Date Of Service 11/03/2009
SSN 469976997
Date OF Birth Q6/21/197s
Last Name SCHOOLCRAFT
First Name ADRIAN
Sva/Proc Code 30
--==------~-Betna Information------------
Trans Ref 091249298WEB
Requester ID 111631788
Plan Ntwk ID GNO1
Group/Policy USD0B0410090D11
. up/Policy PACES - CITY OF N ¥
PIan ID 5691654
Sub Last Name SCHOOLCRAFT
Sul» Flrst Name ADR1AN
Suk M1ddle Name P
Sub Birth Date 06/21/1975
sub Gendex MALE
Address 55 92ND ST APT E2
BROOKLYN
NY
e 11209
Eligibility
11/01/2007
Service
11/03/2009 - 11/03/2009
Trace 1 1151820050231103091249298
9MEDIFAXXX
----------------- Benefilb--~--v-ncrmmnoonn
Eligibility
Sexrvice
11/03/2009 - 11/03/2009
g00000149
Facllicy

Tdentification Code Facility Identifier
Other Source of Data

--------- we-a----Benefit------c--o---v---
Eligibility

11/14/2005

Active Coverage

Covyg Level FAM
Family

service Type Code 30
Health Benefit Plan Coverage

Insurance Type Code HM
Health Maintenance QOrganization (HMO)
HMO

b 3sage Commercial
N Bepefig----w-smwommmmmo -

Eligibility

Service

11/03/2009 - 11/03/2009

Limitatlons

Covg Level IND
Individual

Service Type Code 30
Health Benefit Plan Coverage

Period Lifetime
In-Network Yes
Message UNLIMITYED LIPRTIME BENEFITS
----------------- Benefit-------vcomrnmo-
Eligibility

Service

11/03/2009 - 11/03/2009

Limitatious

Covg Level FAM
Family

Service Type Code 30
Health Benefit Plan Coverage

Message NO NON-EMERGENCY COVG QON
---------------- Benefit-----wm-oowrmmman
Eligibility

Service

11/03/2009 - 11/03/2009

Limitations

Covg Level FAM
Family

Service Type Code 30
Health Benefit Plan Coverage

Message Plan req referral and precert
wemmeeme=--—----Benefib-------o--oseomem
Eligibility

Service

11/03/2009 - 11/03/2009

Cost Containment

Covg Level FAM
Family

Service Type (ode 30
Health Benefit Plan Coverage

In-Network Yes
Message NO PENALTY FAILURE TO PRECERT
---------------- Benefit---=r-=-mmos-----
Eligibilicy

Sexvice

11/03/2009 - 11/03/2003

Active Coveradge

Covg Level FAM
Pamily

service Type Code 33
Chiropractic

‘HMO

Eligibility

Service

11/03/2009 - 11/03/2009

Co- Insurance

Covg Level IND
Individual

Service Type Code ?3
chiropractic




]
i

Emdeon,
Batch: Assistant

Percent 100
in-Network Yes
Message Chixo
T e Benefit--w-------menn

e Eligibility
Service

11/03/2008 - 11/03/20039

Co-Payment

Covg Level IND
Individual

service Type Code 33
Chiropractic

Amount $20.00
In-Network Yes
Message Chiro
cemem—m s cme - cBenefit oo e e
Eligibility

Service

11/03/2009 - 11/03/2009

Co-Payment

g Level IND
L2 Individual
Service Type Code 33
Chiropractic

Pexiod Day
Amount $20.00
In-Network Yes
Message Specialist Chiro Office Visits
memmwmm - m—---Benefit-- v e e e
- ) Eligibilicy
el Sexvice

11/03/2009 - 11/03/2009
Limitations

Covg Level FAM
Family

Service Type Code 33
Chiropractic

Message 1 COPAY/SVC based on PROV type
 eemeo oo eBenefilea cmm oo m o oo
A Eligibility
Sexrvice

11/03/2008 - 11/03/2009
Active Coverage

Covg Level FAM
Family

Service Type Code 48
Hospital Inpatient

HMO

cee e mmm e --Benelite- o s s me e o

Eligibility

Service
11/03/2009 - 11/03/2009
Co-Iasurance

Cavg Level IND

I'ndividual
77 "vice Type Code 38
Ry Hospital - Inpatient
Pzrcent 100
Tn-Network Yes

Inc.

Facility Inpatient Hospital
---------------- Benefit------------o--nn
Eligibility

service

11/03/200% - 11/03/2009

Co-Payment

Covg Level IND
Individual

Service Type Code 18
Hospital Inpatient

Amcunt $300.00
In-Network Yes
Message Facility Inpatient Hospital
———————————————— Benefit--+---mvew-nooo
Eligibility

Service

12/03/2009 - 11/03/2009

Co-Payment

Covg Level INp
Individual

Service Type Code 48
Hogpital - Inpatient

Period Admisson
Amount 5300.00
In-Network Yes
Message PACILITY IP HOSP-MEDICAL
B E T TR + 131 Tal o K A
Eligibility
Service
11/03/2009 - 11/03/2009

Limitaticns

Covg Level FAM
Family

Service Type Code 48
Hospital - Inpstient

Message 1 COPAY/SVC based on PROV type
----------------- Benefit----~-~---r=-v--m-
Eligibility

Service

11/03/2009 - 11/03/2009

Limitations

Covyg Level FAM
Family

Service Type Code 48
Hospital Inpatient

Message Limitations
Eligibility

Service

11/03/2009 - 11/03/2009

Limitations

Covy Level FAM
ramily

Service Type Code 18
Hospital - Inpatient

---------------- Benefik-----=--=~----m- -
gligihility

service

JHMC 25




Emdeon,

Batch: Agsistant
11/03/2009 - 11/063/2009
Active Coverage
Covg Level FAM
ST Pamily
w.<vice Type Code 50
Hospital - oOutpatient
HMO
--------------- BEI)EEit‘- it i Rl
Eligibility

Service

211/03/2009 - 11/03/2009

Co~1Insurance

Covg Level IND
Individual

Service Type Code 50
Hospital - Outpatient

Pavcent 100
in-Network Yes
Message Hospital - 0/¥ Surgexy
Message HOSPITAL OUTPATIENT
Benefit-----coommneonon
Eligibility

Service

131/03/2009 - 11/03/2009

Co-Payment

Covg Level IND
Individual

Service Type Code 50
Hospital - Outpatient

Bmount $75.00
. jNetwork Yes
Mi¥Ssage Nospital - O/P Surgery
B i :1-1 -1 L R R L R
Eligibility

Service

11/03/2009 - 11/03/2009

Co-Payment

gqxg Level IND
o Individual
Y“efvice Type Code 50
Hospital - Ouhpatient

Amount $20.00
In-Network Yes
Muessage HOSPITAL OUTPATIENT
B T Benefit----------=rww- -
Eligibility

Service

11/03/2009 - 11/03/2009

Limitations

Covqg Level FAM
Family

Service Type Cade 50
Hospital Outpatient

Message 1 COPAY/SVC based on PROV type
e TR t 174 U1 & N e Rt
Eligibility

Service
11/03/2009 - 11/03/2009
Limitations

Inc,

Covg Level FAM

Service Type Code 50
Hospital - Ourpatient

Mesgage 1 COINS/SVC based on PROV type
----------------- Benefit~~-wvo-rernrmanon
Eligibility

Service

11/03/2009 - 11/03/2009

Active Coverage

Covg Level FAM

Service Type Code 86

Eligibilicy

Service

11/03/2009 - 11/03/2009

Co~Insurance

Covy Level IND
Individual

Service Type Code 86
: Emergeucy Services

Percent 100
In~Network Yes
Mesgage Emergency FRoom Copay
Message Urgent Care Copay

Service

11/03/200% - 11/03/2009

Co-Payment

Covg Level IND
individual

Service ‘Iype Code 86
Emergency Services

period Admisson
Amount $75.00
In-Network ves
Message Emergency Roomn

Eligibility

Service

11/03/200% - 11/03/2009

Co-Payment.

Covy Level IND
Individual

Service Type Code 86
Emergency Services

Amount $75.00
In-Netwark Yes
Message Bmergency Room Copay
————————————————— Benefit--- - -----e------
Eligibdlity

Service

11/03/2009 - 11/03/2009

Co-Payment

Covyg Level IND

JHMC 26




Emdeon,
Batch: Assistant

Individual

Sexvice Type Code 86
Emergency Services

7 unt $35.00
\__JNetwork Yes
Message Urgent. Care (Copay
———————————————— Benefit------c--ooroonan
Eligibility

Service

11/03/2009 - 11/03/2009

Limitations

Covg Level PAM
Family

Service Type Code 86

Emergency Services
Message 1 COPAY/SVC based on PROV type
e Benefit-e—-v--—n- PR

Eligibility

Service

11/03/200% - 11/03/2009

Y Limitations
9 Level ?AM
. Family

Service Type Code 86
Emergency Services

Message 1 COINS/SVC based on PROV type

———————————————— Bencfit-~~---nvooaeoann
Bligibility

. Sexvice
L 11/03/2009 - 11/03/2003
e Limitations
Covg Level FAM
Family

Service Type Code 86
Emergency Services

Message Limitations
e mw e mmemee—-Benelfift s s m e o e
o Eligibility
R Service
11/03/2009 - 11/03/2009

Limitations

Covg Lavel FAM
Family

Service Type Code 86
Emergency Services

Message call 1/800-624-0756
———————————————— Benefif-~---=-o-smmmr oo
Eligibility

Service

11/03/2009 - 11/03/2009

Active Caverage

Covg Level FAM
Family

Service Type Code 98
professional (Physician} visit -

office

g HMO

Eligibility

Inc.

Page 4 - S
Service
11/03/2009 - 11/03/2009
Co-Insurance
Covg Level IND
Individual

Service Type Code 96
Professional (Phygician) Visit -

Oftice

Percent 100
In-Network Yes
Message PCP After Hours
Message PCP During Hours
----------------- Benefit-----------------
Eligibility

Service

11/03/2009 - 11/03/2009

Co-Payment

Covg Level IND
Individual

Service Type Code 98
Professional {physician) Visit -

Office

Amount $20.00
In-Network Yes
Massage PCP After Hours
———————————————— Benefif--=v-v~uomranonmo
Eligibility

Service

11/03/2009 -~ 11/03/2009

Co-Payment

Covg Level IND
Individual

Service Type Code 98
Professional (Fhysician) Visit -

Office

Amcunt $15.00
In-Network Yes
Message PCP Twring flours
----------- ~-v--Benefit--------c--o-----
Eligibility

Service

11/03/2009 - 11/03/2009

Co-Payment

Covg Level IND
Individual

Service Type Code 98
Professional (Physician) visitc -

Office

pPeriod Day
Amcunt $20.00
In~Network Yes
Message specialist Off Visit Consult
----------------- Benefil-~--~-~---r---=---
Eligibility

Service

11/03/2009 - 11/02/2009

Limitations

Covg Level FAM
Family

S



Emdeon, fuc.
Ratch: Assistant

Page 5 - 5

Service Type Code 98
Professional (Physician) Visit

Office
Y " 1sage 1 COPAY/SVC based on PROV type
Sedmmm == -==---Benefit----------noaona
Eligibility
; Service
: 11/03/2009 - 11/03/2009
: Limitations
' Covg Level FAM
| Family
Service Type Code 98
: Professional (Physician) Visit -
; Office
¢ Message 1 COINS/SVC based on PROV type
o e r m - ""““'PCP ___________________
Period start
07/09/2008
i Name HERTZEL SURE
; Phone 718-760-0797
i Covg hevel ¥aM
R Family
: k ;Nice Type Code 30
. Health Benefit Plan Coverage
! Insurance Type Code HM

Health Maintenance Organization (HMO)
“~-w~--~-.~.-~Gateway Provider------------

Eligihility

Service
. 11/03/2009 - 11/03/200%
mtification Code 1083727762
Nafe SURE, HERTZEL , MD
9425 $0TH AVE UNIT B4
ELMHURST
NY
11373
Covg Level FAM
Family
Saervice Type Code 3a
20 Health Benefit Plan Coverage
i ‘emsurance Type Code HM :
H Health Maintenance Organization (HMO) !
——————————————— Disclaimer-------=------~
Receipt of this information does not
guaranty payment under state law.
Should provider wish to obtain
verification that payment will be made,
or if member information returned
. differs from Provider's patient
records, call Aetna Membex Services.

[ me== == Trangaction Stats =
PASS

t
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FMDEON ASSTSTANT Phoe 1 of

CARTAS
11/03/09 13:49:35 Status: CLOSED

ID: T000188 Aetna -~ Subscriber Eligibility v2.2

-Provider ID: 111631788

Subscriber ID: - DBMGPBPA
Date Of Service: = | ~ ~ 11/03/2009

55Nr - . ; 465976997

Date Of Birth: - 06/21/1975

Last Name: ° : . BCHOOLTRAFT

Pirst Rame: - ADRIAN

sve/Proc Code: -, .30

AETNA INE

tlpn'Ntwk I

Group/Policy:.. US0080410090011
Group/Policy: - PACES - CITY OF N Y

Plan ID:. - . - 5691654

Sub Name: .. SCHOOLCRAFT, ADRIAN p

Sub Birth Date:i . 06/21/1975 -
Sub Gendex: .. MALE )

Addcess: 55 92ND ST APT E2

) L ) _ BROOKLYN, NY 11209

‘Dates: ¢ © ¢ Eligibility - 11/01/2007

o : . Serviee - 11/03/2005 - 11/03/2009

n Individual Co-Insuranc Message: Chiro
Co-Payment $20.00 Message: Chiro
Co-Payment $20.00 Day Message: Specialist Chiro Office
Visits
Family Active mo
Coverage
Limitations Megsage: 1 COPAY/SVC based on PROV
type

Messzage: Emergency Room Copay
Message: Urgent Care Copay

Co-Payment %75.00 Admisson Me3sage: Emergency Room

Co-Paymént $75.00 Megsage: FEmergency Room Copay

Co-Payment $35.60 Message: Urgent Care Copay

Family Active HMO

Coverage

Limitations Message: 1 COPAY/SVC based on PROV
Lype

Limitations Mesgage: 1 COINS/SVC based on PROV
type

Limitations Message: Limitalions

Limitations Message: call 1/800-624-0756

NO PENALTY FAILURE TO

Cost Message:
Containment PRECERT
1n Individual Limitations Lifetime Message: UNLIMITED LIFETIME
BENEFITS
Family Active Insurance Type Code: HM .
Coverage Health Maintenance Organization
’ (HMO)

3iviel
Message: Commercial

Limitations Message: NO NOW-EMERGENCY COVG OON

JHMC 29




; CARTAR A . EMDEON ASSTSTANT Paage 2 of 1
: Limitations Message: Plan req referral and
precert

nsurance

: Hospital
: Co-Payment $300.00 Megsage: Facllity Inpatient
Hospital
Co-Payment $300.00 Admisson Message: FACILITY IP HOSP-MEDICAL
Family Active HMO
Coverage
H Limitations Message: L COPAY/SVC based on PROV
: Lype
Limitations Message: Limitations
Limitations

A5k : L
Message: Hospltal - O/P Surgery
Message: HOSPITAL OUTPATIENT

T s
Individual Co-Trnsurance

100

Co-Payment $75.00 Message: Hospital - O/P Surgery
. Co-Payment $20.00 Message: HOSPITAL OUTPATIENT
: o Family Ackive HMO
ool Coverage
: e Limitations Message: 1 COPAY/SVC based on PROV
. type
: Limitations Message: 1 COINS/SVC based on PROV
H type

Co- Insuran, Message: PCP After Hours
Message: PCP During Hours

[ Co-Payment $20.00 Message: PCP AFfter Hours :
: Co-Payment 15,00 Message: PCP During Hours ;
Co-Payment $20.00 Day Message: Specialist Off Visit
Consult
' Family Active HMO
! Coverage
Limitations Message: 1 COPAY/SVC based on PROV
: type
; ST Limitat.ions Message: 1 COINS/SVC based on PROV
! : type

|
. Service :
: 11/03/2009 - 11/02/2009 : i
i 000000149 :
: Facility
Identification Code: Facility Identifier

Other Sourve of Data

PP - N FES - kE
period Start - 07/09/2008
Name : : HERTZEL SURE
Phone: 718-760-0797
Covg Level: FAM - Family )
Service Type: 30 - Health Benefit Plan Coverage
" Insurance Type: HM - Health Maintenance Organization (HMO) :

GATEWAY: PROVIDER '
Eligibility

JTHMC 30




ARTAR FMDEON ASSTQTANT Paags 3 of 1

Service
11/03/2009 - 11/03/2009
Identiflication Code: 1083727762
Name 1 SURE, HERTZEL , MD
SN 9425 GOTH AVE UNIT B4
L ELMHURST, NY 11372
Covg Level: FAM - Family
Service Type: 30 - Health Bemnefit Plan Coverage
Insurance Type: HM - Health Maintenance Organization {HMO}

his information

Receipt o nes not guaranty payment undexr state

wish to obtain verification that payment will be made, or if menber information rveturned
differs from Provider's patient records, call Aetna Member Services.

JHMC 31
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Change Provider: JAMAICA HOSPITAL MED CTR - 1225176175

<~ £ligibllity Response Details

= Eligibllity Xnformation:

Subscriver/Insured Nol Foung

~. Cllant Information:

Clienl ID: Date of Birth:

Chlient Nams: 1 ALKRS Gender: b
Covnty:
Office:

v Medicaid Coverage Information:

N Coverage Leval: Dare al Service:
Suppert Files
.. Insurance Type: Annversary:

Recartilication:

Medicald Managed Care <. Medjcald Restricted Recipient

Pian Name: Kestrictinn Type:

v eriedny.onreP ACE

Pr—~tol2
o

AEVS/EligibilityDetailsPSOQLaspx TFROM=2& UID=743CARIAS2000 1 103 135827306227&... 1132009

JHMC 32




R A TG

htlps:,"."\vww.mnudny_ur_,_g’cl’A(f :

Co-Payment Information

Co-Pay Remaining:

' Additional Payer Information

Medicaid Messages

1. Ladividua! Exception Coda:

2. Cateriory ol Assistanca:

;ibilil)-Dn:luilsI’SO,nspx':‘I-'R(_).'\‘lv-E&:UID;74_‘\CARU\SZ()0‘)I 103135827306227&... 11372009
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Cipire Eacility Online Services Page | of'2

o Erire &
., R R O e e . RIS 2.

Onlitre 3ovwcss War kb With Emnirs | Faciiiy Librory ) toire’s Mlans | Aol E

Member Search
£ Logout

Enter your patient's Information in the fields-helow and then click search. If you a

: altempting to search lor a member i our national systems you must include the
prefix.

b '\, % Sup F Dapendest

PN

lasggreoey b

Padeart Nz,

i
i i
Note: To view a sample 1D card, ok b ]
# Minirnun Reqguired lor Search
i
"'\-/- .
i
t
i
)
. ]
VoL i
: 3 !

hnps:!;"www.empirchea]thca1'e~com.’hospita\servicc.s:-"hospimH’nnu]/9 }117600685085575462...  L1/272009
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Empire Eacility Online Services Page 2 of 2
Tt o

—

ol

https”"www.e.mpirchealthcmucom/hospitalservicesﬂmspitulP(mal/‘)l 17600685085575462...  11/2/2000
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Empice Facility Online Services Page 1 ol 2
- - " e

Eﬁe} jre g

e e i e i g e ety s g . —
{ Home Vf Memnars Y tmpioyers Y @iokers Vf Phywicians \EYTOCCD BueCross BrieSmits
L : Woritg Wt Froees ¢ Fasiiity Uirary §

Ao

o Memher Search
Logout

[SIENIY

. o
Blur Tople ™

Enter your patient’s Information in the flelds below and then click search. H you a
atiemnpling to search for a member in our national sysferas you must include the

prefix.

ETGETHIE T

Crapencent

1469976997
i
Svpno Libiao
Note: To view a sample 1D card
i # Misimun Requiral for Seach

hitps:/fwww.cmpireheal lhc-are.com/hospimlserviccsﬂmspilalPonul/()%DB 16583794747361... 11/2/2009
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Empire Facility Online Services Page 2 of 2

https:./s‘www.empireheahhcare.com./hospitalxerviccs.-’hospi(alPanul/l)4603 16583794747361.  11/2/2000
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R

_ Emdeon,

Batch: Assistant

11/02/09 17:48:51
Status: RETRY

TO00188 - MMERO1
Id:1350.1 Record: 1

TN
y
1\,‘_._,." Medicare
Eligibility wv2.3
—————— Input / Response Information------
Provider ID 1245370717
Medicare HIC # 469976997A
Begln DOS 11/02/2009
End DOS 11/02/2003
pate Of Birth 06/21/1975
Last Name SCHCOLCRAPT
First Name ADRIAN
Gendey M
Service 'T'ype 42
Service Type 2 47
Service Type 3 15
Service Type 4 14
Service Typue 5 AG
Service Type § 30

P \

| jemm=a=s Transaction Stats s====s=zzs===
(JUery: - FAIL »RHO247 - Patient Not
Found

Inc.

JAMC 38




[ HDBE B

SCHOOLCRAFT, ADRIAN
1298984 M D08: 06/21/1975 34Y
ADM: 11/01/2009 162B 99 130381874
o = ALDANA-BERNIER, LILIAN R PSYC
| oo ) .
I DATE; | HISTORY & PHYSICAL | TION IF NOT CURRENT;
'TIM'E ; DY CURRENT O YES O NO
- - - DPT CURRENT (I YES £1NO
B ) _MMR CURRENT O YES O NO

}IMPRESSIONS ; PHYSICIAN NAME (PRINT)! 10 #
_ :’: wae PHYSICIAN NAME {SIGH) |
: ] o Prol ICA ESIGN,) .
| LABTESTS |m RESYLTS | RADIOLOBY] ,
- A BLD. . KEY.. . GLU. _ X-RAY# _..EDREADING
O HGB o BLOOD e IC O CHEST
O ner : A - —{J ABDOMEN . T __
O WaC . . I v, OCSPINE G _ —_
'—Ta‘co N 10 L-SPINE 4 R -
~{"ncos O PELVIS ! L
HBOS -t O TEIVEBUA bR e
T8 co; . g o O FEMUR. LR
__OBUNCR & 7 —ieeo - OWRIST. LR ' . -
OgeLuc. L HGCO 1 OANKLE _L_R
- o : EKG-RESULTS ) =
_OaMviase l )\ F (O HIP
QPPTI. ¢ o - {0 CT SCAN o -
0 ucs . - a i
fJ cPK : — ~| ADDITIONAL MD NOTES. -~ -
CONSULTANT NAME SERVICE TIME CALLED - [
1 . e mmma . = i — _—. . = - - —
- N i _ -
N o o L FINAL. DIAGNQSIS _ e .
DISPOSITION - L B ]
0O ADMITTED. TIME: -1 ROOM £ ... - . SERVICE e OO FAMILY MEMBER NOTIFIED—-- - -

0O EXPIRED. TIME: —— . O M.E. CALLED, TIME: .

T DISCHARGED, TIME oo e O INSTRUCTIONS GIVEN {T'TPE) -~

D OTHER ... .

R AL OO TAANSFER;

CONDITION ON DISCHARGE ____

Al RET

ACCEPTED (O YES OONO CASE#. .o e

e O PVT MD NOTIFIED OF DISPOSITION

TIME: . T|N\E:___mms—-

DISCHARGING

ID#. - e DATE e
FORM NO. JOU018

N
PHYSICIAN NAME (PRINT} _ | e wirees. SIGMATURE i - o

EMERGENCY DEPT COPY
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b

gi, - s T *\{\f

DATE AND TIME OF ARRIVAL 10/31/2009  23:03

o

EMERGENCY MEDICINE RECORD

681X

QG Frrrek)

REGISTRATION | MEDICAL RECORD NO. 1208984 PATIENT TYPE E PATIENT ACCOUNT NO. 130381015
PATIENT'S NAME SOCIAL SECURITY NO. DATE OF BIRTH | AGE
SCHOOLCRAFT ADRIAN 06/21/1975 |34Y
STREET ADDRESS cIryY STATE  ZIP CODE | TELEPHONE NO._ PLACE OF BIRTH
FIN.CL| SEX | RACE RELIGION MARITAL STATUS | FATHER'S NAME “MOTHER'S MAIDEN NAME, FIRST NAME
01 | M- -
PRIVATE M.D. NAME OR CLINIC NAME PATIENT COMPLAINT LANGUAGE INTERP. REQ.
) ENG N
MODE OF ARRIVAL ACCOMPANIED BY RELATIONSHIP TELEPHONE NO. INJURED AT WORK?] AUTO ACCIDENT?
DATE AND TIME OF ACCIDENT POLICE OFFICER NAME & BADGE NO. PCT. NOJ REFERRED FROM:
Oevo DOmwuwe Ocunme Ore [DotHER__
NEXT OF KIN TELEPHONE NO. NEXT OF KIN ADDRESS RELATIONSHIP
TO PATIENT
L FINANCIAL - INSURANCE St B R . L
GUARANTOR'S NAME STREET ADDRESS CITY STATE ZIP CODE
- B R .
GUARANIOR'S so.:. sbsc. h‘lO. TELEPHONE NO. GUARANTOR'S EMPLOYER ADDRESS TELEPRONE NO.
PATIENT'S EMPLOYER NAME STREET ADDRESS CITY STATE ZIP CODE
NAME GROUP NO'. POLICY NO.
INSURANCE #1:
NAME GROUP NO. POLICY NO.
INSURANCE #2;
HOSPITALIZED PAST 60 DAYS?, IF YES, WHERE AND WHEN? PLACE OF ACCIDENT CRIME VICTIM PCT. NO. | CRIME VICTIM COMPLAINT NO.
- . COMMENTS:
[ GOMNENTS] ] o "
NURSING ]
VITAL SIGN: TIME B.P. PULSE RESP TEMP
TIME B.P. PULSE RESP TEMP
[ IFORDERED, CHEGK WHEN COMPLETED: J O OXYGEN GIVEN
[ CARDIAC MONITOR___ [0 IV ANGIO# FLUID. —.
1 EKG mimas INTIALS IHHTIALS INITIALS METHOD INITIALS
liNURSE'S.NOTEé ] ADVANCED DIRECTIVES DISCUSSED HEALTH CARE PROXYLOYES [ONO AGENT'S NAME:
RN SIGNATURE
DATE TIME NON»MEDICATION ORDERS (E‘KG, LABS, CULTURES, ETEk MD SIGNATURE | RN SIGNATURE TIME
[ MEDICATION ORDERS ]
DATE TIME MEDICATION DOSE ROUTE MD SIGNATURE RN SIGNATURE | TIME
ACCOUNTING DEPT COPY qu PP@ . AQ})MS
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I ! o ! ') ! _Requesod By Codo
e 2] ! H H Other Vehicle |
— Dis| alched La Sns : : L) : :
\ ' -
=) AI Lr‘ ‘" : H i - ' g 3 E g .
En Al Daunallon H B m} ! Facios o 1al8lelR18l. ol [Bl=]a(E
2 : : T He S B g PRI,
5, -
!L' ~— ) | Alesllnannn :'l:l 4 O ) 312 (512 333%;-5;88‘
In Sonvica ! 14 SN - } ToSceno 1 1
' R ) 1 To Padert 1 1 .
! — D a § O irommw Ty g i
! - 1 aH r H
A R " D D atio pott From |0 only enep b
@Tmamlenmpem EMD Coda Emsrgency {Immediate) -] Noorost Fndury Patienl /Family Choical 14°] Home / Resldence - Usg --
a'l’lanlad I Transferrsa Cara |DDNu5-Emurucncy a Bmg{n Superinee g Managed Care 200 Aosidortil, Custodie Faciy  FNEROI Fram Codo
Freatad / Ro Transport O Ml A Cove. foroama; Patent Physicien 33¢ene of Accident of Aculn Event T~ -
) Tranaported / Rofussd Carol | O nisdtocifty = 8:‘;@'5“"”” O oter Q Educabonal Inst, (1 Stoaithey 5
Ocancenea 1 O swend-By o rn o200 Diverted From Code | 3 Fom o

Typo  Priorty Desc! [ nrercept

[ Pronounced Deed 0158} (A-0). (1- n)'

[ Mans Casualry

OrestTranspon Privets Ven

3 spaciat

[JNo Trenspor/Retused Cara fLightsISIran -zmﬂ Benarsded | Nogreyt Facliity Passed Esl. Miies Bayond eartod Timo
Jowme: E§°E"_°____El____El-_ 2 [Bte of Tranater b . Patianis
: {Bstwnen Ambuiancos) " P° atScane

o Patiant Foung ‘G Deatnation [}

£ Induskrial Place O unspoct’ad Transport To Gode
0 Mina s Quorry =

O Pubke Bulding TI
03 Recrostion/Sport

# of Patlanis)

Inckien| Addio3a Chcd(mueolxlaumaac‘l'mman e ,,__M____
1 1o lul T2l ELJ:D:LI
O —

PHI

RRNERNE

1 fl_IIfI
! W /BET]

l J-Ifi[a NN (DG EER lololfblclrlcl“hl R

Addmls Chock the Box i ame a3 inddent Mdms: _
a 8—'(‘ '

ANRERRRRNINN

TR BrE

Weight (,“)

lelnlﬂrb[i le] l

State/Prov.
|

_[N L

euﬁwlnwl MET [/ I_ﬁJo ‘uiﬁ E": 7 ﬁ'—_?

P L LTTLTT

DVI/HMPI
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~“Breathing
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Guorantor Last Name L1
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Ynit Measurs

Tgm &meg 7 mo/min 10 LPM 13 mog/kgimin] [V 1M ET‘I REClBl
B G 5 e i e s B 5581845 | M
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ushbn sugpericd In zcum {_] Bed Confnod £ Unconsclous L[] Neaded O~
mDAs\hma {JChronic Renal Failura [JCancar [JCVAIStoke [JOlalyals [JHWV/AIDS [ Psychiatric Prablems O Substonce Abuse [J Tuberculosis
) OAmputos (JChronic Respiratory Failure  [JCardlac  [] Diabetes O Emphysama (JHyperension [ Seiure Oisorder  [J Tracheostomy 3 Other
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" SCHOOLCRAFT, ADRIAN

_ JAMAICA HOSP’TAL | 1298984 M ISOB: 06/21/1975 I 34y

S MEDICAL CENTER aom, 1%737§6§9HYS'CI?§0381015 o1
CONSULTATION REPORT
THIS SECTION 70 BE FULLY COMPLETED BY THE REQUESTING PHYSICIAN

REQUESTTO: Dr. Palel [ Ds- Lesim DEPTRMSION: Py chrdTry & R
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IMPRESSION:  psgchofi'c ofivorelor, ArO 2
REASON FOR CONSULTATION:

CICONSULTATION ONLY CICONSULTATION WITH ORDERS CICONSULTATION WITH FOLLOW-UP
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CONSULTATION REPORT CONTINUATION
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JAMAICA HOSPITAL MEDICAL CENTER

'PATIENT CLOTHING/VALUABLES INVENTORY

SCHOOLCRAFT, ADRIAN
/ 1298984 M  DOB: 06/21/1975

E{ ADM:10/31/2009 081X
YES NO STAFF. PHYSICIAN

34Y

130381015 O

1. ALL PATIENTS CLOTHING/VALUABLES/SENT HOME a}
2. DENTURES TAKEN HOME BY FAMILY MEMBER D YES ONO
ADMISSION TRANSFER ] TRANSFER '}
- DATEMIME: // — 7/ — 0% |pATETINE: (ParEmmar: AR
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OTHER:
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White Copy : Medical Record
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JAMAIGA HOSPITAL ‘ | | SCHOOLCRAFT, ADRIAN
MEDICAL CENTER 1208984 M DOB: 06/21/1975 34Y F/C: 01

8900 Van Wyck Expressway Jamaica, NY 11418 ADM: 10/31/2009 23:03 081X 130381015
STAFF, PHYSICIAN

ASSIGNMENT AND RELEASE OF INFORMATION STATEMENTS

Authorization to Jamaica Hospital for release of information:

I hereby authorize and direct Jamaica Hospital having treated me, to release to governmental agencies, insurance carriers, or others
who are financially liable for my hospitalization and medical care, all information needed to substantiate payment for such hospitalization and
medical care and lo permit representatives thereof to examine and make copies of all records relating to such care

and treatment. %

Date N Signature of Patient or Authorized

Representative

Assignment to Jamaica Hospital

I hereby assign, transfer, and set over to Jamaica Hospital sufficient monies and/or benefits to which | may be entited from
governmental agencies, insurance carriers, or others who are fingficially liable for my hospitalization and medical care to cover the
- costs of the care and treatment rendered to myself or my dependen aid hospitat. -

\

Date \ Signature of Insured or Authorized
Representative

Safe Medical Device Act

| consent to the provision of my social security number to the manufacturer of any device that must betracked pursuant to the mandates of
the Safe Medical Device Act. 1 understand that the manufacturer will be given my social security number only for the purpose of finding me in
the event that a medical device, which is implanted in my body, or used in my home is defective.

Date \ Signature of Insured or Authorized
Representative

Patient Entitled to Medicare Benefits

| certify that the information given by me in applying for the payment under Title XVili of the Social Security Act is correct. 1 authorize the
holder of medical or other information about me to release to the Social Security Administration and Health Care Financing Administration or
its intermediaries or carries any information needed for this or a related Medicare claim. | request that payment of the authorized benefits be
made on my behalf. | assign the benefits payable for the physician services to the physician or organization furnishing the services or
authorize such physician or organization to submit a ciaim to Medicare for payment on my behalf.

Date Signature of Insured or Authorized
Representative

Financial Agreement

For and in consideration of services rendered or to be rendered by the Jamaica Hospital, to the patient whose name appears below, the
undersigned (jointly and severally, if more than once) hereby agree(s} to be fully and totally responsible to the hospital for payment of all
charges as submitted by the Hospital on the account of said patient and make payment in accordance with the policy of payment of bills
at said Hospital. 1t is further agreed that the charges as incurred represent the fair and reasonable value of services rendered and are in

accordance with the posted charges of the Hospital which are available upon reguest. Payment may be demanded at any time, and
failure to demand payment of the patient shall not be a prerequisite to my (our) immediate responsibifity for payment.

The undersigned has read the above, been informed of its nature and significance and acknowledges the contents of same and has

received a copy of this agreement.
Dated /
Guarantor

SCHOOLCRAFT, ADRIAN

Name of Patient Address - Guarantor
10/31/2009 23:03
Hospital No. Date of Admission Telephone - Guarantor
Date of Discharge Witness Date

i



[ coNSENTS ]
PERMISSION FOR TREATMENT

SCHOOLCRAFT, ADRIAN

1298984 M DOB: 06/21/1975 34y
ADM: 10/31/2008 081X 01 130381015
STAFF, PHYSICIAN

| HEREBY AUTHORIZE THE JAMAICA HOSPITAL, THROUGH ITS MEDICAL STAFF, TO PERFORM OR HAVE PERFORMED, UPON THE PATIENT
WHOSE NAME APPEARS HEREIN, SUCH MEDICAL AND SURGICAL SERVICES, SURGICAL OPERATION AND/OR OTHER PROCEDURES OR
THERAPY UNDER ANESTHESIA OR OTHERWISE, AS MAY BE DEEMED NECESSARY IN RELATION TO EMERGENCY TREATMENT ON THIS DATE.

PATI /RELATIVE OR GUARDIAN

WITNESS

SIGN&URE

PRINT NAME

RELATIONSHIP, IF SIGNED BY PERSON OTHER THAN PATIENT

ARANTEE OF PAYMENT

SIGNATURE

PRINT NAME

DATE

FOR AND IN CONSIDERATION OF SERVICES RENDERED OR TO BE RENDERED TO THE HEREIN NAMED PATIENT, | DO HEREBY GUARANTEE
TO PAY THE JAMAICA HOSPITAL, THE FULL AND ENTIRE AMOUNT OF ANY AND ALL BILLS RENDERED FOR SAID TREATMENT.
I HEREBY AUTHORIZE THE HOSPITAL TO RELEASE ALL MEDICAL INFORMATION NEEDED TO SUBSTANTIATE PAYMENT FOR SUCH CARE AND

TREATMENT.
PATI /RELATIVE OR GUARDIAN

ANATURE

PRINT NAME

RELATIONSHIP, IF SIGNED BY PERSON OTHER THAN PATIENT -

AUTHORlZE OF PAYMENT

{EREBY ASSIGN, TRANSFER AND SET OVER TO THE JAMAICA HOSPITAL SUFFICIENT MONIES AND/OR BENEFITS TO WHICH | MAY BE ENTITLED

WITNESS

SIGNATURE

PRINT NAME

DATE

FROM THE GOVERNMENT AGENCIES, INSURANCE CARRIERS, AND OTHERS WHO ARE FINANCIALLY LIABLE FOR MY HOSPITALIZATION AND MEDICAL '
CARE TO COVER THE COSTS OF THE CARE AND TREATMENT RENDERED TO MYSELF OR MY DEPENDENT. ‘

-

PATIENT/RE/%XTIVE OR GUARDIAN

SIGNATURE

PRINT NAME

RELATIONSHIP, IF SIGNED BY PERSON OTHER THAN PATIENT

WITNESS

SIGNATURE

PRINT NAME

DATE

FORM NO. J00018-2C
JHMC 48




SCHOOLCRAFT, ADRIAN

R

900 Van Wyck Expressway Jamalca, NY 11418 1298984 M DOB: 06/21/1975 34Y

ADM: 10/31/2009 081X
STAFF, PHYSICIAN

01

130381015

ACKNOWLEDGEMENT AND CONSENT

the back of this form.

K/

By signing below, I acknowledge that I have been provided a copy of this Notice of
Privacy Practices and have therefore been advised of how health information about me
may be used and disclosed by the Hospital and the facilities listed on the back of this
form, and how I may obtain access to and control this information. I also acknowledge
and understand that I may request copies of separate notices explaining special privacy
protections that apply to HIV-related information, alcohol and substance abuse
treatment information, mental health information, and genetic information. Finally, by
signing below, I consent to the use and disclosure of my health information to treat me
and arrange for my medical care, to seek and receive payment for services given to
me, and for the business operations of the hospital, its staff, and the facilities listed at

Signatufe of patient or authorized representative

Relationship to patient

Date

AFFIRMATION OF PRIOR RECEIPT

Practices at this time.

By signing below, I acknowledge that I have already received a copy of the Notice of
Privacy Practices, and have given my consent for the use of my health information for
the purposes noted above. I do not wish to receive another copy of the Notice Privacy

Signature of patient or authorized representative

Relationship to patient

Date

THIS FORM IS PART OF THE MEDICAL RECORD

AR

MO0011 9/06
JHMC 49




N

Jamaica Hospital Medical Center
8900 Van Wyck Expressway, Jamaica, New York 11418
" Telephone # 718 206-6000

LIMITED POWER OF ATTORNEY TO PURSUE PAYMENT AND APPEALS AND
AUTHORIZATION TO RELEASE MEDICAL INFORMATION
("LIMITED POWER OF ATTORNEY")

By signing this document, I give the Health Care Provider, identified below, a Limited Power of Attorney to pursue
payment from my health insurer, heath maintenance organization, self-insurance plan, governmental program, or
other payer ("Heath Plan") for medical services provided to me by the Health Care Provider, and I authorize the
release of medical information.

I, the undersigned Patient/Principal, appoint JAMAICA HOSPITAL MEDICAL CENTER (""Health Care
Provider"), located at 8900 VAN WYCK EXPRESSWAY, JAMAICA, N.Y. 1i418 my Attorney-In-Fact and
authorized representative to act in any way which I myself could do, if I was personally present, and to take all
reasonable action, as determined by the Health Care Provider, to pursue payment from my Health Plan and/or
pursue any appeals available to me under my Health Plan’s policies or procedures and all applicable law, including
but not limited to External Appeals under all State and Federal laws, relating to health care services provided by the
Health Care Provider. The Health Care Provider, as my agent, may pursue payment and/or appeal, only when my
Health Plan has denied payment based on medical necessity. The Health Care Provider will not charge me for its
services in pursuing payment and/or an appeal on my behalf. I agree that my Health Plan will pay any amount owed
directly to the Health Care Provider for these services. In pursuing such payment and/or an appeal:

I authorize the Health Care provider and my Health Plan to release all relevant medical information, including (if
applicable) any HIV-related information, mental health treatment information, or alcohol/substance abuse treatment
information, relating to my treatment which is necessary to pursue payment from my Health Plan. I understand that
this information may be released, but only as necessary, to my Health Plan, an external appeal agent, arbitrator, court
of -law, and/or other third party reviewer ("'Independent Reviewer™) responsible for deciding if the Health Care
Provider's claim for services should be paid. I understand that my Health Plan and/or the Independent Reviewer wil}
use this information to make a decision about payment to the Health Care Provider. I also understand that the
decision by the Independent Reviewer will be final and binding on me, the Health Care Provider, and the Health Plan,
and:

I authorize the Health Care Provider to complete, execute, acknowledge, seal, and to deliver any consent, demand,
request, application, agreement, authorization or other documents necessary, to request, on my behalf, payment
and/or appeal to my Health Plan and, if applicable, to the Independent Reviewer, the New York State Department of
Health, the State Insurance Department, the U.S. Department of Health and Human Services, the U.S. Department of
Labor, and/or any other applicable agency or body.

This Limited Power of Attorney shall not be affected by my subsequent disability or incompetence and MAY BE
REVOKED BY ME AT ANY TIME upon prior notice to the Health Care Provider. This Limited Power of Attorney,
including authorization for release of medical information, will terminate one (1) year from today's date nnless I
agree to extend it beyond that date.

Any person or entity receiving this document may rely on a copy as if it were and executed original.

IN WITNESS WHEREOF, I have signed my name this day of ,200
YOU SIGN HERE: UQ’C
PRINTED NAME: SCHOOLCRAFT ADRIAN
ADDRESS:
MEDICAIL RECORD # 1298984
WITNESS:
PRINT NAME/T ITLE:

ADDRESS: 8900 Van Wyck Expressway, Jamaica, New York 11418

[ Form No. J00023
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SCHOOLCRAFT, ADRIAN

1208984 M DOB: 06/21/1975 34Y F/C: 01
ADM: 10/31/2009 23:03 081X 130381015
STAFF, PHYSICIAN

ACKNOWLEDGEMENT OF THE REQUEST FOR EXTERNAL APPEAL AND RELEASE
OF MEDICAL RECORDS TO BE SIGNED BY THE PATIENT.

_ Inorder for a provider to appeal a health plan's payment denial for a patient’s treatment, the
patient must sign and date the following consent to the release of medical records. A certified

external appeal agent assigned by the New York State Insurance Department will use this
consent to obtain the patient's medical information relating to the external appeal request from
the patient's health plan and health care providers. The name and address of the external
appeal agent will be provided with the request for medical information.

| SCHOOLCRAFT ADRIAN , acknowledge that my heaith care provider may
request or is requesting an external appeal because of a retrospective adverse determination of
my health plan. | authorize my HMQ, insurer, or provider to release all relevant medical or
treatment records, including my name and other personal identifying information, date of
admission, assessment results and history, summary of treatment plan, progress and
compliance, treatment recommendations, any HIV-related information, mental health treatment
information, or alcohol/substance abuse treatment information, related to my provider's external
appeal, to the external appeal agent. | authorize the extemal appeal agent to use this
information solely to make a determination on my provider's appeal.

I understand that my records are protected under federal and/or state law and cannot be
disclosed without my written consent unless otherwise provided for in regulations. | understand
that information disclosed pursuant to this authorization may no longer be protected by federal
privacy regulations, however, state privacy protections may still apply. | understand that my
health plan cannot condition treatment, enroliment, eligibility, or payment on whether | sign this
form. | understand that I may revoke this consent at any time, except to the extent that action
has already been taken in reliance on it, by contacting the New York State Insurance
Department in writing.

This release is valid for one year from (today's date). o
Sig?ﬁture of Patient (or legal representative) (Date)

Description of legal representative’s authority to act on behalf of the patient.

Patient’s Health Plan ID#:

If you have any guestions contact the New York State Insurance Department at:
1-800-400-8882 or visit our Web site at www.ins.state.ny.us.

(L -
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SCHOOLCRAFT, ADRIAN

1298984 M DOB: 06/21/1975 34Y
ADM: 10/31/2009 081X 01 130381015
STAFF, PHYSICIAN '

DATE HISTORY & PHYSICAL ' ' S . | ACTIONIF NOT CURRENT.
VE . : - ’ DT CURRENT (O YES ONO

DPT CURRENT [ YES CJ NO

MMR CURRENT (1 YES 01 NO

IMPRESSIONS | ' - | PHYSICIAN NAME (PRINT) L
ugx ' PHYSICIAN NAME {SIGN).
RBC_ WBC—_ Prot— [amocs
LABTESTS |me RESYLIS ) ) [RADIGLOG
: BLD—_ KET.° GLU . |X-RAY# : ED READING
O HGB BLOOD TIME TIME O CHEST N .
0O HCT . ’:j__fs O ABDOMEN
O WBC ol 0 C-SPINE -
O NA e O L-SPINE_
Ok , O PELVIS
&) HCO >
= CL "HBO: O TIBIAFIBULA._L__R
S o HGS Dveer 5
0 cLuc HGCO L o ANKlS_E I _R
O AMYLASE — . EKG RESULTS | ST
O PT/PTT O CT SCAN
0 UCG o .
0 CPK — ADDITIONAL MD NOTES.
CONSULTANT NAME SERVICE TIME CALLED -
1. .-
2.
s FINAL DIAGNOSIS ‘ ' CODE
[DISPOSITION | - R
0O ADMITTED, TIME: ROOM#——__ SERVICE —— O FAMILY MEMBER NOTIFIED O —
O EXPIRED, TIME: O M.E. CALLED, TIME:______ ACCEPTED O YES O NO CASE# A&
CIDISCHARGED, TIME:____ 3 INSTRUCTIONS GIVEN (TYPE) O pVT MD Nonmer%\)asposmw
) 0 OTHER TIME: TME—
[AMA, WALK-OUT, TRANSFER}) INITIALS
CONDITION ON DISCHARGE :
- DISCHARGING . ,
PHYSICIAN NAME (PRINT) SIGNATURE ID# DATE —_

EMERGENCY DEPT COPY FORM NO. J00018
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Patient Fact Sheet

Name and Address Employer

SCHOOLCRAFT, ADRIAN UNEMPLOYED

826088 PL

RIDGEWOOD NY 11385

Phone:

(718)570-6224 Sex: M Phone: (999)999-9999
§§ No:
469-97-6997 Marital Status S
Race:
Religion: NO

BirthDate: 6/21/1975 Occupation: UNEMPLOYED

Patient's Malden Name:
Nearest Relative Admission Data
SCHOOLCRAFT, SELF [Account Numberj Unit Number]
82 60 88 PL - 130381015 | 1208984 |
RIDGEWOOD NY 11385 [AdmitDate| [ Admit Time] [ER MD]

10/31/2009 | 2303 [F, PHYSY

Home Phone: (718)570-6224 Rek: o1 [Tn'age TimeT lErim Care MD]—
Business Phone: I_ NA ]
Guarantor Emergency Contact
SCHOOLCRAFT, ADRIAN SCHOOLCRAFT
82 60 88 PL
RIDGEWOOD NY 11385 )
Home Phone (718)570-6224 Home Phone: (718)570-6224 Rel: 01
Business Phone Business Phone:
Rel: 01 S§S: 999-99-9999
Occ: UNEMPLOYED
Employer UNEMPLOYED

Insurance Information

ins:  NO COVERAGE/CHARITY CA

{ Auth Number

Policy Number: Group Number: Rel: SELF/
826088 PL
RIDGEWOOD NY 11385

; Phone Number (71 8)570-6224 FIN 99

Insured: SCHOOLCRAFT, ADRIAN
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]

Patient Name SCHOOLCRAFT, ADRIAN Medical Record No. 1298984
Account Number 430381015 Date 10/31/2009
Jamaica Hospital Medical Center ID 130381015

Emergency Department Record

History of Present lliness SNW
34 Year Old Male Patient Presents with Abdominal Pain Epigastric for 15 Hour(s). The Onset is Sudden. The symptoms are Mild, sharp, Intermittent,

unknown duration. Symptoms improve with without ireatment. Additional Symptoms or Pertinent History also involve None. Furthermore, the Patient/Family

Denies Anorexia; Fever; Genital Pain; Back Pain;. Patient states exacerbating Factors that occur are unknown. Radiating Symptoms include No Radiations.
Patient is a Police Officer brought in handcuff by his colleagues.As per Patient he wasn't feeling well about 15hrs ago and at about 2 pm he told his
superiors that he was leaving for home.His colleagues from his Prescinct went to his home and hand cuff because the EMS said Patient was behaving
jrrationally.

Review of Systems
{Symptoms and Signs not covered in the HPI)

GU Neg Neuro Neg ENT Neg Resp Neg Musculoskeletal Neg Hematotogic/Lymphatic Neg
Skin Neg Psych Neg Heart Neg Gl Neg Endacrine Neg Altergicfimmunologic Neg

A|| other ROS negative Constitutional Sxs Neg Eyes Neg

Vital Signs/Triage/Nursing Notes [} Hx unobtainable due to Tx {J Additional Information from Pofice, [ Otd Medical Records
Reviewed and Agree urgency or poor historian(s) Ambulance, Nursing Home or Relatives Reviewed

Past Medical History W] NoRelevant PMHx [JAsthma  [Jcoprd [1caD [JCancer [JCHF [JCVA
Other PMHx () Diabetess [JHTN [ Psychiatic [ Renal [} Seizures

Social History NoRelevant SoHx [ | ETOH [ ] Drugs [[] Smoking Additional Sx ’—

Family History

[ No Relevant FmHx lﬂo Significant FMHXx 7

Physical EXam cammme [ 003

General Appearance Awake A&Ox3

HEENT PERRL EOMI Moist Mucous Membranes No lcterus

Chest RRRNoM Lungs CTA No Ret Chest Wall NT

Abdomen No Pulsating Masses BS-NIL/No Bruits Tenderness-None

GU

Extremities Throughout all extremities erythematous impressions on the wrist bilaterally at the site of handcuffs application CBR < 2 sec Active
ROM-Full mild tenderness on the wrist where the hancuffs were applied

Neuro

Skin No pallor/ rashes warm & moist

Back NT no CVAT, Back Flexion 80

Neck NT Full ROM No JVD

7 b bt
Ymprratcs

Repeat or Additional Clinical Notes

MD Notes Time

SNW The following Life or Limb Threatening Differential Diagnosis were considered: 11712009 0:03
Appendicitis; AAA Leaking or Rupture; Incarcerated Hernia; Mesenteric Ischemia
or Thrombosis; Myocardial Infarction or CAD; Testicular Ovarian or Salping
Torsion; Large or Small Bowel Voivulus; Liver Failure Pancreatitis; Rupture
Viscous (Liver Spleen Bowel); Intraabdominal Abscess; Ectopic Pregnancy,
Intussusception; Hemolytic Uremic Syndrome;

SNW Looks Comfortable; Not lIt Appearing; No Peritoneal Signs; Genitals Non Tender; 1112000 0:03
No Hernias; No Puisating Masses; Murphy's Sign Negative; McBurneys & Rovsing
Sign Neg; Femoral Pulses 2+ Bilaterally; Psoas Sign Negative; Obturator Sign
Negative;

SNW Pt Sx(s) improving. No Sx(s) or Objective findings that are life or limb 11/1/2009  0:14
threatening. Medically Screened and Stable for disposition(Transfer) from the ED.
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SCHOOLCRAFT, ADRIAN

Medical Record No. 1298984

Patient Name
" Account Number 130381015 Date 10/31/2009
M onw - Psychiatry consult called 1171/2009  1:43
SNW Patient seen by Psychiatry team led by Dr Patel who recommended transfering 11112009 6:50 i

Patient to Psychiatry ER after medical clearance
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Patient Name SCHOOLCRAFT, ADRIAN
- Account Number 430381015

Medical Record No. 1298984
Date 10/31/2008

Diaghostics Spedamen Cdllecled / ECG Rad On:har\edT
MD Result
Initials Time i i . Reviewed
L Diagnostic Ordered Result Interpretation By Initials Time
GLE 10/31/200 2310 pPylse Ox 9% SN GLE 2310
SNW 11/1/2009 0:12 Amylase Amylase-44,Status-FINAL SN VCA 0:14
SNwW 11172009 0:12  Troponin Cancel SN VCA 0:14
SNW 11/1/2009 012  CBC VWBC-12.3,Hgb-14.8,Hct-44.0 Platelets-251,Neut-82 4,Lymph- SN VCA 014
11.0,E05-0.2,Bas0-0.7 Mono-5.7, MCH-29.4 MCHC-33.6 MCV-
£7.6,MPV-8.5,RBC-5.02,RDW-13.7,Abs Baso-0.1,Abs Eas-
0.0,Abs Lymph-1.3,Abs Mono-0.7 Abs Segs-10.1,Smear Review-
Completed,Nucleated RBC-0,NRBC Inst.-0.00 Status-FINAL
SNW 11/1/2009 0:12  Chem 20/CMP AGPK-14.10.Na-138 K-4.1,C1-104,C02-24 BUN-14,CR- SN VCA 014
1.0,Glucose-94,Ca-9.4, AST-46,ALT-51 Alk Phos-57 Albumin-
- 4.7.T-bili-0.6,Protein-8.2, Anion Gap-10.00, Status-FINAL
NRI 11/1/2009 022 | jpase Lipase-55, Status-FINAL SN NRI 033
Medical Orders
MD RN
Initials Time Order Initials Time  Location-Response-Quantity RN Remarks
SNW  11/4/2009 0:14  Heplock VCA 014
MD Procedures
Procedure Description Comments Recommended LOS/CPT/ICD-9 Code
Time 657 MD GLE
s _ )
oulse Ox 476026 COT Physician's LOS = 4 99284-26
' Nurse's LOS = 5 612 APC
Diagnoses
Abdominal Pain 789.001CD-9
Psychosis NOS 298.91CD-9
RN Date/ Admit to
MD MD Time RN Time
Disposition SNW  6:56 Transfer Psychiatric ED VCA 11/1/2009 6:58
Condition SNW 656 Stabie VCA 658
Physician (Print) Nwaishienyi, Silas (MD) Other Physicians

Physician Signature /’1 4

i

\
P

Nwaishienyi, Silas (MD)~Lwin, Khin Mar (RES}
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Patient Name SCHOOLCRAFT, ADRIAN Medical Record No. 1298984

" Account Number 130381015 Date 10/31/2009

Primary.RN (Prnt}  Calderone, Virnalyn (RN) Other Nurses
Ledbetter, Glenda (RN)~Calderone, Virnalyn (RN)~Shankar, Koesmawatie
(PIR)~Rinehart, Nedie (RN)~Ward, Germaine (Reg)~West, Juanita
(RN)~Charran, Donna (PIR)~Paris-Taylor, Elyane (WC)~Bido-Rosa, Ana !
(Reg)~Stancu, George (Clerk) :
This chart has been electronically signed via the EmpowER software.
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_ Patient Name  SCHOOLCRAFT, ADRIAN
Account Number 130381015

Medical Record No. 1298984

Date 10/31/2009

Jamaica Hospital Medical Center

Emergency Department Nursing Notes and Vital Sign

TimeEntered: 11/1/2009 4:52 Vitals Taken By:  NRI
Temperature Pulse Blood Pressure Respirations  Pulse Ox Pain Scale
0 98.0 Right 81 R 12577 21 100% Discomfort 1 -2
T Left L
R
Nursing Notes
RN
Tlme Note Entered Initials  Note
111172009 - 0:00 VCA Brought in per strelcher by EMT on Patice custody.A & O x3. Unlabored resp.(+)Left Lower
quadrant abd. Pain 3-4/10 x 15 hrs ago.Denies nausea & vomiting.Abd, soft, non-tender.
BS{+)normoactive. Skin warm, moist, intact w/ good capillary refill.
11/1/2009 2:00 NR} Noted w/ redness on the Rt wrist with the hand cuff.Polce officer made aware.& requested to
foosen a itile bit yet refused.Will closely monitor for poor circulation.
11/1/2009 4:39 NRI pt. Resting;A & O x 3. no distress.waiting for evaluation and disposition.under palice custody.
11/1/2009 5:54 VCA Psyche consult in progress w/ recammendation to transfer to Psyche EO until medically
cleared.Pt. Verbalized, "My wiist is numb, | dont feel anything right now."Encouraged to stay still
on bed.Avoid unneccessary movements Conversant to his father by phone.
11/1/2009 6:58 VCA Psyche ED made aware of pt. For transfer.ML pulied out.Awaiting transfer.

Comfort, Altered

Primary Nurse Diagnosis

Primary Nurse Outcome Achieved
Demonstrale Decrease S & S

Primary RN (Print) Calderone, Virnalyn (RN)
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’

- Jamaica Hospital Medical Center Triage Category

Arrival Date/Time  Triage Time ‘Waiting Rm Time Exam Rm Time Patient Name

[ 10r31/2009] 230 2303 1 SCHOOLCRAFT,ADRIAN
PCPSta’ff Status F_amlly Physlclan Transported by Mode Medical Record Number
None NA JHMC Ambulance Stretcher 1298984

‘Historian - Police Dept

JuSt cO u

Self [Custody Yes Notification Beat # PCT- 81, #27009 J ?: 0 3;;::1,; mber
Chief-tbmpiaiﬁt - Onset Time Lacation ' o taeTE

- ~ Prt-Aagerh G PR St S B4 - 05,2 I1

lAbdomlnal Pain (Lower) 14 Hour(s) bos 1975
e Age 34 Years
Associated Sxs / Pertinent History. Gonder  Male

Denies vomiting and diarrhea. Pt under police custody, Pt became anxious with increased BP @ the scene. _

Vitals
Past Medical Histor = Additional: | Tem .
. No Significant PMHx Oral 990 . ;
[Jasthwma ([JCcOPD [JCAD [JCancer [JCHF [JcCvA Rectal ) B
OoM [HTN Opsych [JRenal [ Seizures [ Substance Abuse Tympanic
Medications Pulse
{v] No Meds [} Unknown Right
Left J11s
——|| Respirations

. - T8 Hx, PPD Pos or No LI

Infectious Exposures?

No Known Drug Allergies

*If yes to T8 or Infectious question
take precautions

=S e —— — — 51 Left 139/80

Mental Status-/ Psychologlcal Eval . ‘Glascow Coma Scale ‘OBIGyn :

Alert Oriented Eye I Pulse Ox

— - T 1970,
Lung Sounds Eyes . R L Verbal {97%
Motor G P Ab Miscarriages
R L Equal OO o o0 o 0 Weight (Kg
Clear Reactve [} [} Total 0 N 109 Kg
Diminished (] [ | Fixed OO [ sk [ Extremities Head
; N Height cjrcumfe
renc
Wheezes [ [[] || Constricted [] (] Color Normal Pulses r ; ’ “umfere
Rales O {3 ¢ Dilated 80 Temp Normal com ] o
L .

Rhonchi (] (] fcCataract [J Moist Normal :Pa.m Scale .
Retractions [} [] L ﬁ'lvlld _ 3-4

Nutrition Domestic Violence Assessment Assessing Patient’s, Child's.or Parent's

al o - ) di o le

[Nor“m S — j Are you being hurt by someone you live readiness to leam

Fall Risk Assessment  ~ with or who takes care of you? Primary Language English
\ No Fall Risks Identified Yes/No No Assessed Disability ~ No Disability

o D : - - * Mandatory completion of ;
Sulcide Risk Assessment Domestic Violence Referral. ! Communication Barrier 1
| No risk identified _
Language Translator O
Plan [Fun_c"clonalvnl_c Planning
A3-09 Time . 23:03 Motivation Level Med
: Daily Living Independent

Triage Nurse: Ledbetter, Glenda (RN) ] ) Knowledge Level Med

Triage I:  GLE _ Living Conditions Alone Comprehension Ability Med

Triage Wl GLE Going Home with  Seif T
O wwes [ LW Completed Tx/ Eloped [} AMA [] AMA Refused {1 Patient Rights and Responsibilities and Guide to Pain Management

given to Patient, Family, and/or Carelaker
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* PatientName  SCHOOLCRAFT, ADRIAN Medical Record No. 1298984

Account Number 130381015 10/31/2009
Emergency Department Pharmacy and Supply Charges
Interventions
Intervention Name Comments Charge Code
Hepilock
Diagnostics
Diagnaostic Ordered Charge Code
Pulse Ox : 0
CBC 0
Nurse LOS 5 612 APC Charge Code 0
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Jamaica Hospital Medical Center

Medication Reconciliation

Patient Name SCHOOLCRAFT, ADRIAN Medical Record No. 1298984
Account Number 130381015 Date of ED Visit 10/31/2009
Allergies

I No Known Drug Allergies

Home Medications

Medications Administered in the Emergency Department

Medication Prescription provided on Discharge
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e T
EMERGENCY MEDICINE RECORD

DATE AND TIME OF ARRIVAL 10/31/2009  23:03

7
i \

[REGISTRATION - ~ 1 enica, recoro o 1208984 paTiEnTTYPE € pangnTAccountno. 130381015
PATIENT'S NAME ’ Fucm SELCURITY NO. DATE OF BIRTH | AGE
SCHOOLCRAFT ADRIA_N 062171975 134y

- . -
vﬂEErwgﬂess S city STATE 27 CQE TCLEPH NENO PLACE UF BIRTH
- 50 (\«f‘r’M FRL S Th T R sk
I 5 & [’/ o AR ¢ .

Fid L ssx RA9r IGKJN w::yr, STATIS T A THEIFS NAME I’Mo'n IEFS MATDEN NAME, FIRST RAME T
01 v o A
“PRIVM'E M.D. NAML OR LLINII, NARE PATIENT COMPLAINT : LANGUAGE INTERM, REQ.
JUP - — ENG e h‘
"MODE OF ARRIVAL ACCOMPANICO BY T RELATIONSHIP { TELEPHONE NO IULREN AT WORK?] AUTO AGCIDENT?
i
DATE ANTI TIME OF ACCIDEMT POLICE OFFICER NAME & BAOGE RO. PCT NO| HEFERRED FROM:
Oevo QDraome Ocume Ofp QOMER el -
NEXT OF KiN [ TELEPHONE NO. ! NEXT OF KIN ADDRESS Rgéhr!g%zsgl’
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@ JAMAICA HOSPITAL MEDICAL CENTER
PATIENT CLOTHING/VALUABLES INVENTORY

SCHOOLCRAFT. ADRIAN
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ADM0/31/2009 081X

STAFF. PHYSICIAN
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SCHOOLCRAFT, ADRIAN

1208084 M DOB: 06/21/1975 34Y F/C: 01
ADM: 10/31/2009 23:03 081X 130381015
STAFF, PHYSICIAN

«_.  ASSIGNMENT AND RELEASE OF INFORMATION STATEMENTS

Authorization to Jamalca Hospital for raloase of infarmation:

! hereby authorize and direct Jamaica Hospilal having treated me. to releasa to govesnmental agenties, insurance carriars, or others
who are financially liable tor my hospitalizalion and medical cara, all information needed to substantiate payment for such haspitalization and
medical care and lo permit rapresentatives theren! to examine and make copies of all records relaling to such care

and traatmant. A/

Date N Signature of Patient or Authorized
Represcntative

Assignment to Jamaica Hospital

| hereby assign. fransfer, and set over to Jamaica Hospital sufficient monies andfor benelits to which | may be entitied from
governmental agencies, insurance carriers, or others who are fingficially liable for my hospitallzation and medical care to cover the
costs of the care and trealment rendered to myself or my depsndenldn baid hosplial.

Date -\ Signalure of Insured or Authorized
Rapresentative

Sale Medical Device Act

| consant to the provision of My social security number to the manufactures of any device thal must betracked pursuant lo the mandates of
the Safe Medical Davice Acl. | understand that the manufacturer will be given my social security number only for the purpasa of finding me in
the event that a medical device, which is implanted in my body, or used in my home is defeclive.

A,
Date 1 Signature of Insured or Authorized
Reprasentative

Patlant Entitied to Medicare Benefits

I certify that the information given by me in applying for the paymant under Tille XVIIl of the Social Security Act is correct. | authorize the
holder of medical or other information aboul me to rejesse to the Social Sacurily Administration and Health Care Financing Administration or
ils Intermediaries or carries any. information needed for this or 2 refated Medicare claim. ) cequest thal payment of the authorized benefits be
made on my behalf. | assign the benefits payable for the physician services to the physician o¢ organization furnishing the services or
authorize such physician or organization io submit a claim to Medicare for payment on my beohall.

Date Signature of Insured or Authutized
Rapreseniative

Financlal Agreement

For and in considerativn of seivices rendered or 1o be rendered by the Jamaica Hospilal, to the patient whose name appears balow, thy
undarsigned {jointly and severally, if mars than once} hereby agree(s) o be fully and totally responsible to the hospital for payment of all
charges as submitted by the Hospital on the account of said patient and make payment in accordance with the policy of payment of bills
at said Hospilal. It is further agroed that the charges as incurred represent the fair and reasonable value of services rendered and are [n

accordance wilh the posted charges of the Hospital which are available upon retiuesl. Paymant may be demanded at any time, and
failure 1o demand payment of the patient shall not be a prerequisite to my (our) immedlate respansibility for payment.

The undersigned has read the above. been informad of ils nature and significance and acknoaiadges the contents of same and has
received a copy of lhis agreement.

Dated. /)
Gupramor

SCHOOLCRAFT, ADRIAN

Name of Patient Address - Guarantor
- 10/31/2009 23.03
Hospital No. Date of Adimission Telephone - Guaranior
Date of Discharge Wilness Date

FORM NO. J00123
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SCHOOLCRAFT, ADRIAN

1298984 M DOB: 06/21/1975 34y
ADM: 10/31/2000 081X 01 130381015
STAFF, PHYSICIAN

'MEDICAL CENTER

4900 Vare Wyes Exprenawey Jemales, Y Vi

i CONSENTS ]
PERMISSION FOR TREATMENT

I HEREGY AUTHORIZE THE JAMAICA HOSPITAL, THROUGH ITS MEDICAL STAFF, 10 PERFORM OR HAVE PERFORMED, UPQON THE PATIENT
WHOSE NAME APPEARS HEREIN, SUCH MEDICAL AND SURGICAL SERVICES, SURGICAL OPERATION AND/OR OTHER PROCEDURES OR
THERAPY UNDER ANESTHESIA OR OTHERWISE, AS MAY BE DEEMED NECESSARY IN RELATION TQ EMERGENCY TREATMIENT ON THIS DATE.

PATIMT/RELATIVE OR GUARDIAN WITNESS

MURE s SemTRE. T

TRINT NAME ' o FRET RAE I
DATE . ...

WL ATIORSTRR, IF SIGNED 8 PERSGR OTHER THAN PATIENT

«_-ARANTEE OF PAYMENT

FOR AND IN GONSIDERATION OF SERVICES RENOERED OR TO BE RENDERED TO THE HEREIN NAMED PATIENT. ) DO HEREBY GUARANTEE
TO PAY THE JAMAICA HOSPITAL. THE FULL AND ENTIRE AMOUNT QF ANY AND ALL BILLS RENDERED FOR SAID TREATMENT.
) HEREBY AUTHORIZE THE HOSPITAL TO RELEASE ALL MEMCAL INFORMATION NEEDED T SUBSTANTIATE PAYMENT FOR SHUCH CARE AND

TREATMENT.
PATIEMVRELATIVE OR GUARDIAN VWITNESS

FARATURE T SIGNATORE o
PRINY AT o ) o PRINT RAME - -

DATE . e —

85,2 VIONSHIP_ IR SIGRED £¥ PERSON OTHER THAN PATIENT

AUTHORIZE OF PAYMENT

- EREDY ASSIGN, TRANSFER AND SET OVER TO THE JAMAICA HOSPITAL SUFFICIENT MONIES AND/OR BENEFITS TO WHICGH | MAY BE ENTITLED
FRAM THE GOVERNMENT AGENCIES. INSURANGE. CARRIERS, AND OTHERS WHO ARE FINANCIALLY LIABLE FOR MY HOSPITALIZATION AND MEDICAL
CARE TO COVER THE COSTS OF THE CARE AND TREATMENT RENDERED TO MYSELF OR MY DEPENDENT.

PAT)ENTIREI/Ié”VE OR GUARDIAN WITNESS

SR : S — S

PRINTNAME T o N PRINT NAME T
..... DATE .

FORM NO. J00018-2C
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SCHOOLCRAFT, ADRIAN

9 500 Von yc Exprevawsy Jamaics, AT 11018 1298984 M DOB; 06/21/1975 34y
ADM: 10/31/2008 081X
STAFF, PHYSICIAN 01 130381015

ACKNOWLEDGEMENT AND CONSENT

By signing below, 1 acknowledge that I have been provided a copy of this Notice of
Privacy Practices and have therefore been advised of how health information about me
may be used and disclosed by the Tlospital and the facilities listed on the back of this
tform, and how 1 may obtain access to and control this information. 1 also acknowledge
and understand that | may request copies of separate notices explaining special privacy
protections that apply to HIV-related information, alcoliol and substance abuse
treatment information, mental health information, and genetic information. Finally, by
signing below, [ consent to the use and disclosure of my health information to treat me
and airange for my medical care, t seck and receive payment for services given to
me. and for the business operations of the hospital, its staff, and the facilities listed at
— the back of this form.

Signatafe of patient or authorized representative

Relationship to patient

Date

AIFFIRMATION OF PRIOR RECEIPT

By signing below, 1 acknowledge that I have already received a copy of the Notice of
Privacy Practices, and have given my consent for the use of my health information for
the purposes noted above. 1 do not wish to receive another copy of the Notice Privacy
Practices at this time.

Signature of pahenl or anthorized representative

Relavionship o patient

Date

THIS FORM 1S PART OF THE MEDICAL RECORD

IR s s
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- _ Jamaica Hospital Medical Center
JAMAICA HOSPITAL 8900 Yan Wyck Expressway, Jamaica, New York 11418
i MEDICAL CENTER Telephone # 718 206-6600

LIMITED POWER OF ATTORNEY TO PURSUE PAYMENT AND APPEALS AND
AUTHORIZATION TO RELEASE MEDICAL INFORMATION

("LINITED POWER OF ATTORNEY™)

By signing this document, Igive the Health Care Provider, identified below, a Limited Power of Attorney to pursne
payment from my health insurer, heath maintenance organization, self-insarance plun, governmentrl program, or
other payer ("Heath Plan') for medical services provided to me by the flealth Care Pravider, und I wuthorize the
release of medical informnation.

1, the undersigned Paticnt/Principal, appoint JAMAICA HOSPITAL MEDICAL CENTER ("Health Care
Provider™), located at 8900 VAN WYCK EXPRESSWAY. JAMAICA, N.Y, 11418 my Attorney-fn-Fact and
anthorized represencative to acl in uny way which T myself could da, if | was personally present, aund to take all
reasonable actlon, as determined by the Health Care Provider, to pursue payment from my Health Plan and/or
pursuc any appeals available to me under my Health Plan's policies or procedures and ali upplieable aw, including
but not limited to External Appenls under all State and Federal laws, relating io health care services provided by Lbhe
Henith Care Provider. The Health Care Provider, as my agent, muy pursne payment and/or appesl, only when my
Health Plan has denied payment based on medical necessity. The Health Care Provider will not charge me for its
services in pursoling payment and/or an appcal on my behall. 1 agree that my Heolth Plan will pay any amount owed
direcily to the Health Care Provider for these services. du pursuing such pasyment asnd/or an appeal:

1 apthorize the Health Care provider and my Health Plan to release sil relevant medical information, inclading (if
applicable) any RIV-reloted information, niental health {reatment information, or nlcohol/substance abuse ireatment
information, relating to my treatment which is necessary to pursne payment from my Health Plan. 1 understand thar
this information may be reteascd, but only as necessary, to my Health Plan, an external appeal agent, arbirrator, court
of taw, and/or other third party reviewer ("independent Reviewer™) responsible for deciding if the Health Care
Provider’s claim for services should be paid. T understang that my 1leaith Plan and/or the Independent Reviewer will
use this information to make a decision about payment to the Bealth Cure Provider. [ also understund thst the
decision by the Independent Reviewer will be final ind binding on me, the Health Cure Provider, and the Health Plan,
and:

T authorize the Healih Care Provider to complete, execute, acknowledge, seal, and to deliver any conscot, demaud, -
request, application, agreement, nuthorization or ofher documents nevessary, w request, on my behalf, puyment

and/vr nppeal to my Health Plan and, if applicable, to the Tndependent Reviewer, the New York State Department of

Headth, the State Insurance Department, the U.S. Departmeat of Ilealth and tumen Scrviees, the U.S. Department of

Labor, and/or any other applicable agency or body.

This Limited Power of Attorney shall not be affected by my subseguent disabillty or incompetence and MAY BE
REVOKED BY ME AT ANY TIME upon prior notice to the Health Care Provider. This Limited Power of Attorney,
inciuding authorizstion for release of wedical informuation, will terminate one (1) year from todny's date unless [
agree to exrend it beyond thar date.

Any person or entity recelving this document suay rely on a copy as il it were and executed original.

IN WITNESS WHEREOF, I have signed my name‘ElisC day of . 2200 _ .
YOU SIGN HERF:
PRINTED NAME:; SCHOOLCRAFT ADRIAN
ADDRESS:
MEDICAL RECORD # 1208884
WITNESS:
PRINT NAME/TITLE:
ADDRESS: §900 Van Wyck Expressway, Jamaica, New York 11418

mﬂn@mmmﬂm Formy No. J00023
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SCHOOLCRAFT, ADRIAN

1298984 M DOB: 0672111975 34Y F/C: 01
ADM: 10/31/2009 23:03 081X 130381015
STAFF, PHYSICIAN

ACKNOWLEDGEMENT OF THE REQUEST FOR EXTERNAL APPEAL AND RELEASE
OF MEDICAL RECORDS TO BE SIGNED BY THE PATIENT.

In order for a provider to appeal a health plan's payment denial for a patient’s trealment, the
patient must sign and date the following consent to the release of medical records. A certified

external appeal agent assigned by the New York State Insurance Department will use this
consent to obtain the patient's medical information relating to the external appeal request from
the patient's health plan and heallh care providers. The name and address of the external
appeal agent will be provided with the request fur medical information.

| SCHOOLCRAFT _ADRIAN . acknowledge that my health care provider may
request or is requesting an exiernal appeal because of a retrospective adverse detarmination of
my health plan. 1 authorize my HMO, insurer, or provider to release all relevant medical or
treatment records, including my name and other personal identifying information, date of
admission, assessment results and history, summary of treatment plan, progress and
compllance, treatment recommendations, any HiV-related information, mental health treatment
information, or alcohol/substance abuse treatment information, related to my provider's external
appeal, to the external appeal agent. | authorize the extemal appeal agent to use this
informalion solely lo make a determinaticn on my provider's appeal.

I understand that my records are protected under federal and/or state Yaw and cannot be
disclosed without my written consent unless otherwise provided for in regulations. | understand
that information disclosed pursuant to this authorization may no longer bs protected by federal
privacy regulations, however, state privacy protections may still apply. | understand that my
health plan cannot condition tfreatment, enroliment, eligibility, or payment on-whether 1 sign this
form. ! understand that | may revoke this ¢onsent at any time, except to the extent that action

has already been {aken in reliance on it, by contacting the New York State Insurance
Department in wnting.

This release is valid for one year from

o

Sig}lalure of Patient (or legal representative) {Date)

{today's date}.

Description of legal representative's authority to act on behalf of the patient.

Patient's Health Plan \D#:

if you have any questions contact the New York State Insurance Department at:
1-800-400-8882 or visit our Web site at www.ins.state.ny.us.

(b S—
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PATIENT HISTORY REPORT

Jamaica Hospital Medical Ctr
Department of Clinical Laboratories

8900 VanWyck Expressway, Jamaica, NY 11418 ADMIT:

Pathologist Name, Medical Director

COLLECTED
PRIORITY, PHYSICIAN

}11/01/09% 00:12
| STAT NWAISHIENYI, SILAj

PATIENT: SCHOOLCRAFT, ADRIAN
MRN# : J1298984

10/31/09

Loc/Rm/Bed: J081X--

DOB: 06/21/1975 AGE: 34 SEX: M
ADM: ,

ACCT#: J130381015

HEMATOLOGY

----------------------- 45 5= -D1020449-ML == - -hmmmam o s

| REFERENCE RANGE

CcBC
WBC i*12.3 H |4.8-10.8 K/uL
RBC |*5.02 [4.50-5.90 M/uL
HGB |*14.8 [14.0-18.0 g/dL
HCT |*a2.0 J42.0-52.0 %
MCV " |*87.6 180.0-94.0 £L h
MCH |*29.4a }27.0-31.0 pg
W ’ 1+33.6 |32.0-36.0 g/dL
MPV |*8.5 }7.2-10.4 fL
RDW |*13.7 |l1.5-14.5 5%
Platelet Count |*251 j130-400 K/uL
Smear Review: | *Completed |
M1: Troponir was cancelled on 1:1/01/2009 at 00:12 by HIS; KEANE HISH 2
ORDERED
KEANE
Neutrophils Auto |*82.4 H |44.0-80.0 %
Lymphocytes Auto. f*11.0 L |13.0-43.0 %
Monocytes Auto |*5.7 i2.0-15.0 %
Eosinophils Aute. |*0.2 |o.¢-3.0 %
3asophils Auto. [=0.7 {0.0-3.0 %
Segs, Absolutz t216.1 |2.1-8.6 K/uL
Lymphs, Absolute [*1.3 |0.6-4.6 K/uL
Mc s, Absolute -1*0.7 J¢.1-1.6 K/uL
5N Absolute {*0.0 10.0-C.9 K/eL
Basos, Absolute |*0.1 jo.0-0.4 K/uL

Absolute NRBC Instrumer|*C.00
Smear Review

Manual
Nucleated RBC |*0

NRBC Absclute j*0.00

4 - RESULT REPURTED FIRST TIME

jNone %/100 WBC

| *Agree w/Auto |

Dif ferential

|None /100 WBC

{None K/uL

KEY FOR ABNORMAL COLJMN: L-LOW,

H-HIGH, AB-ABNORMAL, P-PANIC

Att Phy: NWAISHIENYI,

Loc/Rm/Bed: J081X--

PRINTED: G4/20/2510 1u8:39

SILAS

MRN#: J1298984
PATIENT: SCHOOLCRAFT, ADRIAN

PASE: 1 of 2
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v\ PATIENT HISTORY REPORT

Jamaica Hospital Medical Ctr

Department of Clinical Laboratories

8900 VanWyck Expressway, Jamaica, NY 11418
Pathologist Name, Medical Director

PATIENT: SCHOOLCRAFT, ADRIAN
MRNi : J1298984

ADMIT: 10/31/09

Loc/Rm/Bed: JO81X- -

DOB: 06/21/1975 AGE: 34 SEX: M
ADM: ,

ACCT#: J130381015

CHEMIGSTRY

------------------ mamee 4o ----B1010449 ML -~ e -t ommm oo mmo oo

COLLECTED j11/01/09 00:22 | REFERENCE KANGE

PRIORITY, PHYSICIAN | STAT NWAISHIENYI, SILA|

................. e oo e e e g ecmecciadan

Glucose | *94 |74-106 mg/dL

BUN [*14 ]3-20 mg/dL

Creatinine [*1.0 fo.7-1.3 mg/dL

Sodium |*138 1137-145 mEQ/L

pdtassium |*4.2 }]3.5-5.1 mEq/L

Chloride |*104 |98-107 mBg/L

C |*24 |22-30 mEq/L

Calcium 1*9.4 |8.4-10.2 mg/dL

Protein ixg. 2 |6.3-8.2 g/dL

Albumin |*aq.7 [3.5-5.0 g/dL

Bilirubin (Total) |*0.6 {0.2-1.3 mg/dL

ALT (SGPT) J*s1 ]21-72 U/L

AST (SGOT) j*ag [17-39% U/L

Alkaline Phosphatase 1*57 |37-126 U/

Lipase |*ss |23-300 U/L

Anion Gap With K f*14.10 | mmoL/L

Anion Gap |*10.c0 ; mEq/L

Amylase | *aq }30-110 U/L

Ml: Troponin was cancelled on 11/01/2009 at 00:12 by HIS; KEANE HISK 2
ORDERED
KEANE

* - RESULT REPORTED FIRST TIME KEY FOR ABNORMAL COLUMN: L-LOW, H-HIGE, AB-ABNORMAL, P-PANIC

Att Phy: NWAISHIENYI, SILAS
Loc/Rm/Bed: J081X--

PRINTED: 04/20/2010 1G6:39

MRN#: J1298984
PATIENT: SCHOOLCRAFT, ADRIAN

PAGE: 2 of 2
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SCHOOLCRAFT

» ADRIAN

{

[arfo

FACE SHEET

B it
N i 8900 Van Wyck Expressway Jamalca, NY 11418

)it

Oﬂ/‘ﬂW

™ JaccounT NuMeeR MEDICAL RECORD NUMBEZ ADMIT DATE & TIME R CODE-MEDICAL RECORD NUMBER
130381874 [1298984 11/03/2009 15:00 IM IIIIIIIIIIlIIIIIlIlIIIIIIIII
LOCATION FIN CLASS |SOURCE TYPE RGE ATE a TIME ODE-ACCOUNT NUM|
CMH__ oHAL O w |7 | » i] N
LAST NAME FIRST NAME M1 AKA VETERAN
— SCHOOLCRAFT ADRIAN N
= JOATE OF BIRTH AGE SEX REL. | MARST | RACE | PLACE OF BIRTH LANGUAGE INTERPRETER NEEDED;
w | 06/21/1975 34Y M NO S W [NY ENG N
— JADDRESS CITY STATE 2P
: 82 60 88 PL RIDGEWOOD NY 11385
N TELEPHONE NUMBER OCCUPATION SOCIAL SECURITY NUMBER
(718)570-6224 HRE e
EMPLOYER NAME ADDRESS CITY STATE  2IP TELEPHONE NUMBER
UNKNOWN s (999)999-9999
i NEXT OF KIN RELATIONSHIP ADDRESS Ity STATE zP TELEPHONE NUMBER
SCHOOLCRAFT, SELF 09 82 60 88 PL RIDGEWQOD NY 11385  (718)570-6224
EMERGENCY CONTACT NAME RELATIONSHIP ADDRESS TELEPHONE NUMBER
% SCHOOLCRAFT, 09 (718)570-6224
ATTENDING PHYSICIAN / CODE PVTSERV. | OTHER PHYSICIAN / CODE MEDICAL SERVICE
1] HOVANESIAN, SHUSHAN 5904 S s PSY
g ADMITTING DIAGNOSIS ICD-9-CM CODE
E PSYCHOSIS NOS 298.9
2 [ ADMITTING PHYSICIAN  CODE NEWBORN WEIGHT RESERVATION DATE & TIME TEAM COLOR
HOVANESIAN, SHUSHAN 5904 11/03/2009 15:00
. GUARANTOR NAME RELATIONSHIP OCCUPATION SOCIAL SECURITY NUMBER
§ SCHOOLCRAFT, ADRIAN 01 999-99-9999
2 ADDRESS [*18% STATE pal TELEPHONE NUMBER
é 82 60 88 PL RIDGEWOOD NY 11385 (718)670-6224
% EMPLOYER ADDRESS cITY STATE zP TELEPHONE NUMBER
©1 UNKNOWN (999)999-9999

| PLAN CODE / PRIMARY INSURANCE

POLICY NUMBER

SEQ./ GROUP #

AUTHORIZATION NUMBER

AETN AETNA US HEALTHCARE BBM6PBBA US0080410690 PENDING
ADDRESS crry STATE P TELEPHONE NUMBER
PO BOX 981109 EL PASO TX 799981109 (800)451-8843
SUBSCRIBERS NAME RELATIONSHIP CD DATE OF BIRTH SOCIAL SECURITY NUMBER
SCHOOLCRAFT, ADRIAN 01 06/2111975 TR xx_whmy
W } SECOMDARY CARRIER POLICY NUMBER SEQ./ GROUP # AUTHORIZATION NUMBER
O
Z [avoress cIry STATE zip TELEPHONE NUMBER
<
2 FSUBSCRIBERS NAME RELATIONSHIP CD DATE OF BIRTH SOCIAL SECURITY NUMBER
pum
ol
- | TERTIARY CARRIER POLICY NUMBER SEQ./ GROUP # AUTHORIZATION NUMBER
ADDRESS [ol10% STATE Fald TELEPHONE NUMBER

SUBSCRIBERS NAME

RELATIONSHIP CD

DATE OF BIRTH

SOCIAL SECURITY NUMBER

DATE OF PREVIOUS HOSPITAL ADMISSION

FACILITY NAME

UNSPECIFIED

ADMITTED BY

n09%ad

FORM NO. M00001
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/13/2009 UIS Data System Page 1 of 1

.amaica Hospital Attestation Statement Codex:vdozrch
X Miglical Cée%tter . .
atien rl Num Age Admit Dt/Hr Exempt Admit Source
Medical Rec Num Patient Name DOB Discharge Dt/Hr IPC Gend Disposition
130381874 SCHOOLCRAFT, ADRIAN 34 11/03/2009 15 M 7 - ER
1298984 06/21/75 11/06/2009 14 01 - DC Home
Payors
Primary:  HMO INSURANCE ALC Days: 0  Acute Days: 3
ALC Type: Leave Days: 0
ALC Date: . LOS: 3

ATTENDING PHYSICIAN: 003819 ISAKOV, ISAK LIC#: 00220352

Admit DX: 2989 PSYCHOSIS NOS Cause DX:
Prin DX: 30924 (Y) ADJUSTMENT DIS W ANXIETY Place DX:

Secondary DXs (PoA)

—DRG Information

DRG: 427 NEUROSES EXCEPT DEPRESSIVE
MDC: 19 MENTATL DISEASES & DISORDERS
NYS Version: 026

Short Trim: 2 Long Trim: 11
Weight: 0.73860 Avg LOS: 5.0
(Base) + (ALC) = Total
$3,693.00 $0.00 $3,693.00
PROCEDURE DATE SURGEON
1 - 9438 SUPPOR VERBAL PSYCHOTHER 11/03/2009 -- 003819 ISAKOV, ISAK LIC #: 00220352
2 - 9425 PSYCHBIAT DRUG THERAP NEC 11/03/2009 -- 003819 ISAKOV, ISAK LIC #: 00220352
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