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JAMAICA HOSPITAL MEDICAL CENTER 
Jamaica, New York 11418 

DISCHARGE SUMMARY 

NAME: SCHOOLCRAFT, ADRIAN 

ADM. DATE: 11/3/09 

MEDICAL RECORD NO.: 1298984 

ATTENDING PHYSICIAN: lsak lsakov, MD 

DICTATING PHYSICIAN: Same. 

DIS. DATE: 11/6/09 

HISTORY OF PRESENT ILLNESS: This is a 34-year-old white, single, male, a police 
officer, with no past psychiatric history and was not taking any psychotropic medications 
in the past. He denied any substance abuse history. He stated that he has been 
working in the police department for approximately six years and, from the beginning of 
his career, he was not "happy" with "how the precinct was run" and was making multiple 
complaints that were not "addressed". Instead, he was "declared emotionally unstable" 
and his gun was taken away from him for approximately six months after psychiatric 
evaluation by police department psychiatrist. Since then, he started collecting 
"evidence" to "prove his point" and became suspicious 'They are after him". 

On the day of admission, he had a verbal alteration with one of the officers who was 
"threatening" him. He left his job before his shift was over. Prior to leaving the work 
station, he excused himself that he was not feeling well. According to him, he came 
home and took Nyquil and fell asleep. He was awakened by police officers in his room. 
He doesn't know how they entered his room, who asked him to come with them to the 
precinct. After he refused to comply to go voluntarily, they involuntarily put him in the 
car handcuffed, and brought him to the emergency room of Jamaica Hospital where he 
was evaluated by psychiatrist after medical clearance, and transferred to Psychiatric 
emergency room with questionable diagnosis of psychosis NOS and admitted to Psych 
Unit 3 on 11/3/09 for further evaluation. 

On evaluation today, he was feeling anxious. He was suspicious and guarded. He was 
demanding to be discharged and appeared restless. He denied any suicidal or 
homicidal ideations, denied any auditory or visual hallucinations. He expressed 
questionable paranoid ideas of conspiracy and cover-ups going in the precinct. His 
cognition and memory were intact. Insight and judgment were partial. He was admitted 
with the diagnosis of psychosis NOS, rule out adjustment disorder with anxiety. 

HOSPITAL COURSE: A decision was made to obtain additional information prior to 
initiation of treatment. Patient was not taking any medications. The next day, a meeting 
was held with the patient's father and a representative from the precinct. Patient 
repeated his story which was of concern to his father. During the observation in the unit 
without taking any medications, patient was appropriate in interaction, calm and not 
agitated. He denied any suicidal or homicidal ideations. J--te was not experiencing any 
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PAGE TWO 

NAME: SCHOOLCRAFT, ADRIAN MEDICAL RECORD NO.: 1298984 

paranoid ideations, but was concerned about issues in the precinct. After observation 
for a few days on the unit, there were no significant psychiatric symptoms to treat with 
medications. 

Patient was discharged on his own on 11/6/09 with recommendation to follow-up with 
the psychotherapist and, if he becomes symptomatic, to see a psychiatrist for 
medication. 

DIAGNOSIS ON DISCHARGE: 
Axis 1: 
Axis II: 
Axis Ill: 
Axis IV: 
AxisV: 

ll:rps 

Adjustment disorder with anxious mood. 
Deferred. 
None. 
Related to stress at job. 
On admission 40; on discharge 65. 

D: 3/22/10 
T: 3/26/10 
7070 
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SCHOOLCRAFT, ADRIAN 

( PROGRESS NOTES 

M/R: 1298984 PT#: 13038187 4 
DOS: 06/21/1975 34Y M F/C: 19 S 
ADM:11/03/2009 15:00 03MH 9HAL 01 
Ur'\\1/I."U::C'I/\1\1 C'I.JIIC'Llf\1\.1 

DATE& START MD START RN AND ALL OTHER ~OTES IIERE 
TIME NOTES HERE 

~} 01 
Focus ~unlna Dlscbarie Summary Notu 

\\ 
~ 

~ I 

Data Patleot Dlscbarae Date~, Home w/ Homehealtb 
, Referral PMR Facility adult, Home Skilled Nurslna 
Facility (SNF) Specialized Facility 
otber 

- - Patient left unit via Ambulatory, wheel chair, 
stretcher ac~anied 
by: tk.u-
Mental Status: 

/t 1'0 '((? 
--

l:?+ 
' ~ 

Assessment: L-::J ~h ~ (....,._ ~0 
CoodJtJoa of patteat upon dlscharae ~~ >I I ·rl1 related to admJttlna dlaaaosl• and 

~~ ~1-J or problem(t) o• H 
Adml11lo• or durin a bo•pltallzatloa 
(pertJaeat pby1Jeal plycho•oc:lal 
behavioral a11nsment e ... skJa 
coadltloa,breatblnl 
pattera,prtsence of pal.li coodltfoa 
J/~ surz_ery) · 

Accomplished Goals (NCP & Tucblna Goals) 

et-- ~~J ~;y-j->~ o--f. 

~ '-"-1 ') [y).r-( I/)} C- G5'~~ 
J ·-

~ ,A}- f))-f~-,...-'--r\. ~( 

v 1 ~ ~ \/USoU~ ~;Lu:)~~---c9 __ 

b) (_ l"~~~ s ' . 

L - Signature: ~~ Title: 1-t-:J--
-- ·--
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JAMAICA HOSPITAL 
I MEDICAL CENTER 
8900 VANWYCK EXPRESSWAY, JAMAICA, N.Y. I 1418 

PROGRESS NOTES 

0 Skilled Nursing Facility 

(Please rovide details) 

LJ State Psychiatric Hospital 

Ll Supportive Housing 

SCHOOLCRAFT, ADRIAN 

M/R:1298984 PT#:1J0381874 
DOB: 06/21/1975 34Y M F/C: 19 S 
ADM:11/03/2009 15:00 03MH9HAL 01 
HOVANESIAN, SHUSHAN 

0 Inpatient Substance Abuse Treatment 

0 Other:______________ _ 

Aftercare: 0 Mental alth Clinic 0 Assertive Community Treatment Team 

0 Continuing Day Treatment 

0 Case Management 

Mode of Transport: 

(Please rovide details) 

0 Self 

Medications: o Prescriptions 

0 P 1al H.$?pi~al~zati~n Prm.:am , . LJ Assisted Outpatient Treatment 

orher:_.pd0Kt..:.e.-n1 c_lt,ia.._-fr,st- · 
~--

0 Motor Transport 0 Ambulette 

0 Medications ____ week supply 

0 Financial Office 0 SSI/SSD 0 Medication Grant Program 

WHITE COPY- MEDICAL RECORD 
FO 000121 REV.3/08 
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· JAMAICA HOSPITAL 
MEDICAL CENTER 
BOCO VoYl Wyd'. ~ Jzma.ca.. NY 11418 • 718-200-ro:Xl 

~..-.a.L;O;..- Department of Psychiatry 
INPATIENT DIVISION. 

SCHOOLCRAFT, ADRIAN 
M/R: 1298984 PT# 
DOB 06/21/1975 34 y M ·13~381874 
ADM:11/03/200g lS·oo Fl ..... 19 S 

· 03MH 9HAL 01 
HOVANESIAN, SHUSHAN 

I sqci~1.);·woRKCONTJNlJJNG~cARE AGREEMENT! 

Dea@Ms/Mrs 

Your Social Worker, in collaboration with the Interdisciplinary Treatment Team, worked with you in 

G t~nM. ;t). V Us5 
J 

develo~ing the following plan. . '~-

You will reside at: eta -(oO i)o f). 
The following appointments/referrals were scheduled for you: 

Outpatient Program: 

1. 

2. 

3. Partial Hospitalization/lntenszve Psych Reha : 

4. Other Clinic: -------------------------

Income Maintenance Center: -----------------------

Social Security Administration: 

Case Manager's Name: -------------------------
Other: ______________________________ _ 

Family/Guardian Signature [if applicable] Date 

F0256 12/95 

WHITE MEDICAL RECORD YELLO\V SOCIAL WORK 
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alii Jamaica Hospital Medical Center 
SCHOOLCRAFT, ADRIAN 

M/R: 1298984 PT#:13Q381874 
DOB: 06/21/1975 34Y M F/C" 19 s 
ADM:11/03/2009 15:00 03MH9HAL 01 

DISCHARGE INSTRUCTIONS Un\/1\l'dCC'li\1'1.1 CUI IC"UAI'd 

PHYSICIAN: 21~~ .st~~(~ DISCHARGE DATE: 11/~()) 1 TIME: 

DIAGNOSIS: A! \Lt.)~~ J /" t.t.-1~ ALLERGIES: IJ~Jl·~ 
Call your doctor o~c~fOlhe ER if MEDICATIONS: PRESENT LIST OF MEDICATIONS TO YOUR PROVIDER 
you develop: Attention Physicians: All Drugs Written Below must be Noted in the Discharge Note 

NAME OF DRUG DOSAGE ROUTE FREQUENCY 

.. --
""\ 

/ 
/ 

/_ 

=- / / 

v 
I 
( 
'-... 

OSmoking cessation advised. 
OMedication reconciliation was perfonned 

I PHYSICIAN'S REFERENCE ONLy I 
FOR PATIENTS WITH AMIICHF Ejection Fraction: 

I Check off those medications deemed contraindicated at the fime of discharge: 
DAce Inhibitor DARB OBeta Blocker OAspirin 

Diet: Olow Salt • Avoid high sodium food (canned vegetables & soups, frozen dinners, crackers, deli food, fast food, soy sauce, fried food, etc.) 
• Add no salt when cooking or eating • Read food labels for sodium amounts • Check with doctor before using salt substitutes 

OUmit daily fluid intake to ___ quarts DOther: ---------------------

ODiabetic: Always eat lean meats, whole grains, fresh fruits and vegetables 

OWeigh yourself each morning • Same fime, after you empty your bladder • Same scale & amount of clothing • Show your log to your doctor 
• Weight gains mean you are retaining fluid • Report weight gains of 2-41bs. over 1-3 days 

Activity and Exercise: a{_) :f? ·t~ ~ (-c J) 
Immunizations Pneumococcal OGiven DContra/not-indicaled OPt refused Influenza OGiven OContra/not-indicated LIP!. refused 

APPOINTMENT WJm ,,.,. MD OJH ACG .OMe<ISys """"' {h · H om.c li/T Tim" f J i ~ 
REFERRAL TO: 0\f'ISiting Nurse/ Home Care OSocial Service OOther(s): _______________ _ 

Other Required Follow-up if any: __ \)~Q...:::.__::O-=""---~'--___:__.:_::_-II-p~~7'P'=~=.l.-cc_ ________ _ 

Date: I 1 I (, /J Time: PHYSICIAN'S SIGNATURE: 

NURSE: 

NURSE'S SIGNATURE: · Date: \ I f (/{ ..J' Time: 

the information that has been iven to me. 

PATIENT/SIGNIFICANT OTHER: Date: 

SIGNIFICANT OTHER ONLY: Relationship: 

INTERPRETER: Print Name: Date: 

WHITE • MEDICAL RECORD YELLOW- PATIENT'S COPY 
1357- Fonn 214 Revised 04/04, 06/05, 10105, 3/08 
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~ JAMAICA HOSPITAL 
~ MEDICAL CENTER 

,.........,.lY PA TJENT HISTORY & ASSESSMENT 
PSYCHIATRIC NURSING 

SCHOOLCRAFT. ADRIAN pT#: 13038187 4 

: M/R: 1298984 4Y M F/C: 19 S 

oOB: 06/21/2/66~515300 03MH 9HAL 01 
·. ADM·11'03 
. HOVANESIAN. SHUSHAN ""_,. u IS 

~========~------------~ 
I. ADMISSION 

-Datel l_J1.l_Qi Time __ _ 

Information Received From: ~t Language Spoken f, ~ J i ~ k 
Age 11- Religion f"'P ,..1 )_. , Previous Jamaica Hospital Admission [].-rro1J Yes Date ___ _ 

Admitted via: 0 Wheelchair 

From: 0 Home 

~ 0 Other____ Admission: 0 Elective ~ncy 
0 Nursing Home [jet!'ler 7 /lftrv J w e.d Ftv~ fVI E:A..-9 PEl<. 

Prosthesis/Assistive Devices 0Eyeglasses Ocontact Lens OHearing Aid fL .. _.__~ 

Dentures ~Lower OUpper DFull OPartial 0Denture Cup Provjded OOther 

Instructions to Patient cacai1 Light ElBed Control 81"V G1elephone OSiderails 

~Rules ~}iours ~es Procedure 

Nursing Staff Admitting the Patient s h ().I 011 'l5 fA/ n 61 t7 Title 

T 3.1..!:_ P J R 2-0 
BP J J 0 Ht ~· 0 ll Wt ~ ~J 

tr"' ~0 
II. ADMISSION DATA 

Admitting Diagnosis __.._~f-+-'0~h=-"-'J:....''c..:J=--_.___I?...:S~-- General Appearance( emaciated, 

PAIN 

0 3 4 5 6 8 9 10 

Description·-----=~==-----------
(Location & Duratio 

Pr'=vious Blood Transfusion es When ____ _ 

Blood Transfusion Reaction 0No DYes 
If YES Specify _______________ _ 

Allergies: Medication/Food/Environmental~ 

Prescribed medication 

Over-the-counter medications~ 

Herbal M~ns/Aitemative Treatments 

QNoLJYes 

Medication Taken Prior to Admission ~s 
fl<>~ 

Medications brought to hospital/disposition 
If YES Specify ,....------

cal ~Date Received ____ Influenza ~es Date Received ---

Status ingle 0 Married Divorced 0 Widowed 0 Separated 

Occupation f'J~.f D vtl\W 0 Retired, Prior Occupation---------­
- J 

Smoke 

Living Arrangement: Live with 

---.-,----------second hand smoke~ 
YfJ ~ ,..._.t._ Person to Assist You after Discharge t1 ll-- ' 

F0227 SEQ. 746 6/95, 2199, 9/02 
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,-----
·IV. FALL RISK ASSESSMENT 

~r ~ 
i Skin Condition MARK SITE OF ABNORMAL 

Directions: Use the following assessment tool to identify patients at I OMoist 
SKIN FINDINGS ON 

0 DIAGRAM BELOW 
risk for falls_ Circle the score for each risk factor that applies to your 

OPoor OPale Dory patient. Patients with a score of 5 or more must be placed on the fall 
prevention program (Spot the Dot)- Ocyanotic ~ 

OJaundice 0Cold 
RISK FACTORS SCORE Mucous Nails OAbrasions 

Age 65 & older ~ne ONonmal DEcchymosis 
5 k 

~~Y~ 
OPale DB listers 

History of previous Falls 5 OPale Ocyanotic DRash 
Ocyanotic 0Ciubbing OEdema 

Mental Status: Dementia;Psychoses; Delirium 5 
OMoist OBrittle DB urn 

Tremens; Seizures Dory OOiher OPressure 
Ulcer 

Debilitation/weakness/cachexia 5 V. PRESSURE ULCER RISK ASSESSMENT 
Directions: Use the following assessment tool to identify patients at risk for 
pressure ulcers_ Circle the score for each risk factor that applies to your 

Communication Deficits: Dysarthria; Aphasia; 1 
patient. The care plan should be initiated for a patient with a score of 5 or 

No verbalization; language banrier more_ 

Mobility Deficits: Hemiparesis; Paraparesis; 5 RISK FACTOR ASSESSMENT INDICATOR SCORE 
Hemiplegia; Paraplegia; Ataxia ; Use of prosthetic 
devices; Use of cane/crutches; Amputee; Parkinson's Age <65 0 
disease -. >65 1 

Visual Deficits: Blindness; Mobility Ambulatory, bed rest< 3 days 0 

·:· Blurred vision; Night blindness; Post-{)p eye 5 Ambulatory only w/assist; bed rest > 3 1 

surgery days restrained 

·:· Use of eye glasses /contact lenses 
1 Non-ambulatory, quadriplegic, 5 

paraplegic, hemiplegic 

Medications: Pattern of 
Fully continent 0 

·=· Barbiturates; Tranquilizers; Parenteral Pain meds; 5 Elimination 
Fully incontinent of urine or feces 2 

Hypnotics; Anesthetics Fully incontinent of urine and feces 3 

•!• Antihypertensives; Diuretics; laxatives; 1 Mental Status 
Fully oriented 0 

PO/Patch Pain Meds. Eye gtts. pain p.oJpatch. Confused, disoriented 2 

Alteration in bladder function Comatose 5 

·:· MedicaVSurgical {pU with FC, incontinent of urine) 1 Good; feeds self 0 
·:· Rehabilitation Unit (pt. boweVbladder program) 5 Nutritional Feed w/assist; TPN, tube feeding 2 

Status Cachexia, obese, NPO > 3 days 4 

Auditory Deficits 1 Skin Intact 0 
Poor turgor. dry, cracked/peeled areas, 
inflamed areas, pressure ulcer 5 

Orthostasis/Hypotension 5 Health Status Good 0 

·:· Syncopal episodes Fair 2 

·:· Vertigo 
Poor 3 
Moribund 5 

RISK ASSESSMENT SCORE AJ RISK ASSESSMENT SCORE -e-
VI. FUNCTIONAL SCREEN VII. NUTRITION SCREEN If score is 6 points or more, a Nutrition 

If score is 6 or more, notify physician 
consutt must be reported to the Nutrition Department via ielephone ext 4031 
or enter into the computer. 

Assessment Indicator SCORE Risk Associated Parameters SCORE 
Transfer skills Total assist 3 Weight loss/gain last 30 days:+ or- 10 lbs. 6 
Bed-Chair Moderate/minimum assist 2 

Independent 0 
Ambulation Total assist 3 Pressure Ulcer: any stage 6 
skills Moderate/minimum assist 2 
Be-LBathroom Independent 0 

Self care skills Total assist 3 Feeding/swallowing difficulty 2 
Feedir:J!Eating Moderate/minimum assist 2 

Independent 0 

Toileting Total assist 3 Nausea and vomiting > 3 days 3 
Moderate/minimum assist 2 
Independent 0 Food Allergy/Intolerance 1 

Dressing/ Total assist 3 Pre-hospital diet/diet restriction: Diabetic. Renal 2 
Hygiene Moderate/minimum assist 2 

Tube feeding. Parenteral · · Independent 0 6 
I 

Range of Total assist 3 Socio/CulturaUReligious needs relating to nutrition 1 
motion all Moderate/minimum assist 2 
extremities Active 0 ~ 

~ '--" 

TOTAL SCORE TOTAL SCORE 
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~~~~ HOW'nA& .,;::; c••ril 
--··-... r OF PSYCHIATRY 

(RE.-t nvE ,i~n TH£1ltPY Assr-ssm:.vr --------------·-rm 
functional 'ikill Aru l ~ l: 

SCHOOLCRAFT, ADRIAN 

M/R:1298984 PT#:130381874 
DOB: 06/21/1975 34Y M F/C: 19 S 
ADM: 11/03/2009 15:00 03MH 9HAL 01 
LJI""\\ /li .. ICC"Ill .. l C'UIIC'U f\. .. 1 

--------:--::-::~-::----:-;:-7- -·----------

·~ ' ... --·-·-- ---- - -- ·-

~fi_ --~~~-~YL~l~ ~-tt~ ~~_b~------ _ ··• \ lot,i' at ion I .,.., 
l ------·--- ----~--- r--

· ·ft1llow!l Dire<tions ·· f--0d~I-J5'l(}.IJ __ ~ l>~--~~0!1~- ~~{_4:0/- ________ 

t l ~ L -- fkh !oralE am£!! (If ¥.£1tcable) 

\ ---------- --·- -~ .......... ~ .. 

Plans/Organizes +o c.mr. 
~ S I . 

-·-· ----------------l Prublem ~"'"I 
~----+----------- -·· -· -- -· ·-· --- -l -- ,___ 

' Works lndepeoden.tly 

~Frustration Tolerance 
·- - --------- -·- ···------- -------; 

' 
~- ·---------·-- .. "i 

Concentration I 

-··---- -- ----·---- ~~~~~------ j Maina Declsiona 
-----

Meetina New People 
... 

Beina ASIC!rtlve 

Reltlednell 

Accept1n1 Responsibility 

Accepclna Feedbeck 

lmpul• ConltOI 

Reality Testlna 

Self-Awnne• 

E:tpresa-abillly J; 
tSt:entthll A•ta: 

I ;. / ---
I I I --L.. -

I WtaknuaeJ: 
-- I ---------· -

T 

L :_~-~-Z ----------- -' 
P~::•d-~~:llty ':• ~ ~ ·~•l: rt, >i••~m•nl •lcJ_ / _I _- _ _ __ _ __ ~ _ =~---_ ; 
G"olso__ _ ___ __ _ _ _ !~ -j-_ _ _ _ -~ _ -~ j 

------ -- -------- . / -; 
RrcommfndallonJ: 

1
_ _ / __ / . 

I ' I 

. -. --· ---- --·--- / 

·- - -·· 

'II narure: 
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JAMAICA HOSPITAL 
MEDICAL CENTER 

DEPAR.TMENT OF NiJRSING 

SCHOOLCRAFT, ADRIAN 
1298984 M DOB: 06/21/1975 34Y 
ADM:11/01/2009 1628 130381874 99 ALDANA-BERNIER, LILIAN R PSYC 

DIUC'XIONS: Use the follgwing assessmett tool to i.denti.fy patients at risk fer 
falls. Circle the SCO%e for eacb risk factor lolhi.ch applles to yo1:r patient. 
Patients with a score of 5 or more must be pla.=ed em ~ fall. preventi.0%1 program 
(Spot the Dot} • Risk fac:=crs alCDg with ~eess Standards mast .be ~ccrpo:::ated 
in the Pati.em: care Plan. 

RISK FACTORS 
l. Age 

2. History of previ.oas 
Falls 

Mel:ltal. Statas 
- Dimenti.a 
- PsyChoses 
- Del.i.ri.tml ~ns 
- Sei.=res 

l. age ehanges related 
f1mcticm&l status (over 

65 years ole!) _ 
1. ' ' £raiD patient and 

atil.y ~ fall 'patte:llS 
ad. initiate SpOt tbe Dot 
Progr;as. ac ~s:ary. 

2. D.i$cass acti.vi.t:y l.imi.tati.ons 
with patieDt and famlly. 

3. P:ovide safe ~ 
- .can tight w:ithi.n reach 
- Be in low ~iticm 
- Bed wbeels ~ocked 
- Side ralls up. 
- Kight llg:l:rt or :batllrooi:D. 

light en 
1. Assess p&ti.e:xt • s mexrtal 

status ' 
- Or.ieDtati.On 
- Mellary 
- Jvdg:ment 
-Behavior 

2. Assess· Deeds £cir reSt.railrts. 
3. Assess Deed for plac:i.ng 

pati.ent in room .near nurses· 
staticn. 

4. Agess need for companion 
supertisicn. 

4. Debilitati.on/wea.kz!ess/ 1. Assess patient • s; seli-care 

5. 

cachexia abil.ity. 
2. · ~ssess patient· s ae.illty 

Mobility Defi.cits 
- Hemiparesis 
- Paraparesis 
- Remi.pl.egi.a 
- Parapl.egia 
- Ataxia 
- 'Dse cf prosthetic 

aevi.ces 
- 'Cse of c:ane/crutehes 
- Ampatee 
- Parkinsoo' s disease 

to t;u:n, pall anc1 move about 
:f:Ml.y. 

3. i\r:ange furniture/eqnipDent 
to provide safe env.i.rcmment. 

1. Assess patient • s a=bul atory 
statvs; ~ patj.ent demons­
t:at~ wa1king. 

2. P2:ovide safe ~: 
- M.a; ntdn bed i.n low 

position with breaks locked. 
- Keep sic!e ralls i.n operable 

and withil:l reaeh. 
- Place assistj,ve devi.ees 

and nec:essacy equi.pllellt 
within reach while mai.n­
ta.iniDg safe envi.romnent. 

- Save patient ~ appro­
priate footwear when 
ambulating. 

- Oti.li.ze :Ught 1~ght. 
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NOTICE OF STATUS AND RIGHTS 
EIIERGENCV ADIIISSlON 

(ID be gitles2 m tbe p!atieftt at tbe time of 
vir· ·aa 1D tbe hl:lspital) 

, Fac:ilily Name 

. /} I oa.,....., I . I -rr I 
TO: oJ!'-/rvf;LjfCA 41 b L; Q J/J./1 p a..- ' ~ Dw lt 

Based upon an examination by· a staff physician, you have been admitted as an emergency-slaWs patient 
to this hospilaJ for peSOiis with merdal illness for iaanediate observation. care and treabnent. Within 48 hours 
of the time of your admission; )'OU will be eiCal1lined by another physician. wflo is a membei of the psyctJiabic: 
staff of ttis ~ ff he or she confirms~ filst physicias1's findings, you ·may then be kept in the hospit!J for 
a period of up to 15 days from the dale of your arrivaL During this 15 day period you may be released, conver1ed 
to invDiur1laJy status, or aslced to remain as a volunlary ar inbmal-patient. · 

"mu. and anyone acting on )'OUr behalf, should feel tree 1D ask~ stalf about your condition. your staiUs 
and r!ghls under the Menial Hygiene ~ and 1he nJieS and regulations of this hospilal. 

_ If you, or those acting on your behalf, believe 1hat )'CU do not need imrnediale observalion. care and treat-
ment, you or they may make a wrilten request for a ~ hearing.: Copies of such a request will be forwarded 
bY the hospital diredDr 1D 1he appluptia1e court ai1d 1he Mental Hygiene Legal Service. 

IIElNTAL HYGIENE LEGAL SERVICE 

The Mental Hygiene~~ a court .agency independellt of this hospi!al, can provide you and :yOur 
family wilh p;roledive legal services, advice and assislance. including rep~llaHon, wilh rt!gal'd to your hospilafi2a- . 
tion. "Jbu are entitled 1D be infonned of your righls reganing tmpitafizatioi'l and treabnent. and have a right to 
a court hearing, 1o tie rep~esented by a ~ and to seek independent medicaJ opirDon. ; 

)bu. or someone acling on~~ may see orccmmunicatewilh aJepreSaJtaliweofthe Uental Hygiene 
Legal Service by telephoning Of writing directly to the office of the ServiCe or by requesting hospital staff tD make 
-such arrangements for you. 

The Menial Hygiene Legal Service repr:ese.datiW for this hospilal may~ reached at 

MENTAL HEALTH LEGAL SERVICES 
CREEDMOOR PSYCIDATRIC CENTER 

80-45 WINCHESTER BOULEY ARD 
QUEENS VILLAGE, NY 11247 

TELEPHONE NUMBER (718) 264-3342 - . 

A copy at this Notice af Slatus and Rights is also being sent to the llental Hygiene Legal Semce. 
State and Federal 4-aiiS prohibit disCJimination base(J Ofl ~ cdDt; Creed. na!iDnal origin. age. sec, or disabili!:y. 
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EMERGENCY ADMISSION 
Section !L39 Mental Hygiene L= 

I. General Pmvisions tor Emergenc:y Admission 

SCHOOLCRAFT, ADRIAN 
MIR: 1298984 - ' 

- ~8~; 1 ~1~ff1121197S 34Y M Pi#; 130381874l 
009 1S·oo FtC· 19 s . 

HOVANESJAN, SHUSHA~3MH 9HAL 01. ' . 
I 

-~ ~-~ I 

--
A In oruer lor a ~ ro be aommoo ro a nospnal acccnbng 10 Sedlon !139 of 1i'>e Ulll'ltlJ H)9ene "-· all tt>e blloowlng reQU1n!men1S must boo met 

1 The hQSP<till must be aDI>'QYed by tn" Ccmm~ cl Menzal Health 10 ,_ ancl nllllln paDeniS IICCIOn:ltng 1D 1ta:s Secbon: 
2 The person mus1 De alleged 10 hava s mental rDnes:s tcr which rmmeQIBI!! Obsenr.lllon. care. and 1I8Simtmt '" a hospllal.s appropna~e ancs 

whJeh IS buty 10 II!SIIII m sencxs nann ID himself or ~ or Dlhers. hLJicelihooO 1D ltiSIIIt 111 ~ harm'" "'-= 
-a subSiai'IIGII n:s1c of PITY$Caf.llarm 10 !he person as mal utesled by lhrals a! or ~ c suicide or serious bOdily nann or other 

=nduet CleltiiiiiQJOIIIIIg lftaJ tne pe!'5DO IS ClangllniU$ ID hn'nSell 01' lll!tself r'DIMr r:DntJut;r 5lwll indutfe llle petSICift'S rr!!lugJ or 11>­

abiltty 10 met!f Jrrs 1¥ her r=errMl nHtf *"" loof1. sheirN. t:ICfhing. Dr '-'!II c:mt. ptr1lfirjed r1lllf :;ut:h rBfU:sal DT inal)ihry IS lilraly lD 
teS:Jt! m SM.:~~~S narm H 111ent r:s liCit ~ ho$pt!Pfimnnl, a 

-a $UbSZallllal n:s1c ot l)hySical ham> 10 lllhet PII<SOIIS as manifel;ed by homicidal or Glher "'iooenn: behavior by WhiCb mter.s are placed 
m nsascnallle lll8r Cl :senous pnyscal l'lllml. 

3. A Sl3ll Pl1yslcliln ot the aornl!bllg hOsl:lnal m1152 111:1::1n11ne l:he person .nd fmellllat Uoe per.;cn meets u.e $tiiltldard tor ac1rn1ssoon ui\Oer tn1s 
SecDon. The physlaan tnen ccmp~e~es tn1s Form. ONH 474. Emergency M1n1ss1c1ns.. 

B A pefSZ)I'I'IWtlo IS alleged or appealS Ill lie menially ill mlrf be Qllen cr= CIISU!dy. ~-a IIIIIIOIIIld 1D a hospl;al ~ b 3CC81X ~ 
aanussaons. a=orcJmg tD the IOIXMmg - o!lhe Mensa~ H)gtene Lao: 

-Se<:bon 9.41 -~a! CeRun Puce Ofhcers and Poitee Otfeers.. Form OMH lfT4AIC16A, I 
- SeclJOI'I 943 • Powers ol Ccuns - Form OUH 465. Civil 0nw lor Flemova!IO 1ictsp1a1 
- 5ea>on 9.45 • Powers of Oftat:xs rJ. Comrnunrty Serw:es. Form OUH 47-'AU75A., II 
- Sec:tton 955 . ~ of Oualiheo Psyr:na.-. Fcrm Ot.IH -47~ m 
- SectJCn 957 • Powers ol Emergency Room Pltysloans. Form OMH 47.cAK16A., IV 

c On a=ori. me~ will be gryen a wnn= nooce of s:t3tU$ ancl ngtus as a pa!Jen! aCilllllled acaxt1mg10~ Sec:tlon 9.39. This noac;e 
Mil atso be g.ven 10 tne Menrat H~ Legal Sernce and up 10 mree ctner persons deslgnalod by lfte l)erSOn actmllleCI. 

n a oerscn aommeo ~mg 1D li'IIS SeaJon tS 10 oe reliltned '" tne' I'IOSDIIal tor more 1han .ca hours. anomer.. flh'1SI:Ian. wno IS a member 
ct. 111e ll$VCfUBJn::: stilt ct. tne I'ICISPIIal. mus1 e:anune tne per30n as>C confirm tne aommmg Pnystc::•;uls finr:ltngs ~ c:crnplebng page 2 of !hiS 
lorm IOMH "74). 

Wrtrnr: 15 cays of BOmiSSion. r' n IS ~mnnea rna: ""' pe!'SOn rs nOI rn r>eeo ol•nvolul'IQt)' care and 111!aDnent. slhe snail tie ~ unleSS 
Sine rs surti!D>e an<l agrees to remam :as a ..,.uni:II'Y Dal-en: tl lne oerson IS"' """"of ""'"""ued lftP8Ueft'( c:are anc1 m:aunent. anc IS not: Qllilable 
a: wd: no: agrM 10 remaon as a ''<>IIJntary ~- s.'he mav oe reta~~ DeYOnd 15 CI;JyS only by COtnPietiOn of an~ Bnd twO mediCal 
exam•nattons as '"'lLIII'eC tor .aomtSS>O" a=ro•n~; to UHL Seci>On 9 T · ln\IOIUTtlary Aamrs:slon on Medtc:al Cemfic:aDon. 

11. Record of A.dmtsston 

Ta~o,..r l"'lc ras. ~e· 

I -
I 

II! BPPitcaDie) Person was tBken rrno CUSIOdy. t>onSPoned. 
or teti!O'te(l to llus has;llilal "' ~ W1tr1 i.tHL 
Sec!IOO 

' HA\': !:XAJ.41NE0 THE A.BCN"E-N.-.IollD "'ERS >p.; PRt()l; TO ADMISSION AND FIND THERE IS REASONABLE CAUSE 10 BEUEVE THAT 
TI-l~ ~>:RSOP..: H"-5;.. M!:l'>ll"A.~ I~LN!:SS "OR "><1::; .. ·ttJYEOtATE OBSERVATION. CARE AND TI=IEJUMENT IN A MENTAL HOSPITAl. IS 
APPRQI>Rt.e.l:: All:::> WHICH IS UI(!:LV .TJ RE:O.Jl~ It, SERIOUS HARII lO HII.ISElF OR HERSELF OR OTHERS 
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DATE AND TIME OF ARRIVAL 10/31/2009 23:03 u· :f~~~r!!~QN\. · _:·':~;::' .. :<' MEDICAL RECORD NO 1298984 

u 

SCHOOLCRAFT ADRIAN 
CITY STATE 

STAlUS FATHER'S NAME 

PATIENT COMPLAINT 

MODE OF ARRIVAL 

POLICE OFFICER NAME II BADGE NO. 

NEXT OF KIN TELEPHONE NO. 

TELEPHONE NO. ADDRESS TELEPHONE NO. 

PATIENTS EMPLOYER NAME CITY STATE ZIP CODE 

NAME GROUP NO. POLICY NO. 

INSURANCE #1: 
NAME GROUP NO. POLICY NO. 

INSURA~'h #2: 
HOSPITALIZED PAST 60 DAYS IF YES, WHERE AND WHEN? PLACE OF ACCIDENT CRIME VICTIM PCT. NO. CRIME VICTIM COMPLAINT NO. 

::-;:~·- ,, ... ; ~- . ;·y: .~:. 
·.::.3"_.,= 

TIME B.P. PULSE RESP TEMP 

PULSE RESP TEMP 

0 OXYGEN GIVEN 

0 CARDIAC MONITOIL_ 0 IV ANGlO#_ FLUID _______ _ 
0 EKG INITIALS INITIALS INlTIALS INITIALS 'METHOD 

AGENT'S NAME: IN0Rsifs(i\j()'f'E~ 0 ADVANCED DIRECTIVES DISCUSSED HEALTH CARE PROXY DYES 0 NO 

RN SIGNATURE 

DATE TIME TIME 

1- .. MEDICATION ORDERSC·I 
DOSE ROUT

E MD SIGNATURE RN SIGNATURE TIME 
--------~~----+---------~M~E~D~IC~AT~IO~N~--------~--~~~--~----~~~--t--------------t--------------------

DATE TIME 

----1---'--+-----------------+--------+------+------------lt---------r-----

<!;;,.,_··~ 

I 
i 



j 
~, 

I 

·-'-- ·-., 

i 1 / .. -L·__..; 

··. 

\. 

'· d 
•i 
;: 

--. ---. •. 
~ 

/·. 

.... 

SCHOOLCRAFT, ADRIAN 

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

01 130381015 

-r ACTION IF NOT CURRENT: 

DT CURRENT 0 YES 0 NO 

OPT CURRENT 0 YES 0 NO 

MMR CURRENT 0 YES 0 NO 

---~-

- .... 

\ 'I 

I 
-~ ; 

-,_ •-. __ ,.--"" 

ID# 

Prot-·- 'B/,;Olbl:OGXI 

0 HGB 
0 HCT 
DWBC 
0 NA 
OK 
0 CL 
0 C02 

0 BUN/CR 
0 GLUC. 
0 AMYLASE 
0 PT/PTI 

/ / 

-..:::O::....;:,U-"'C-"G'----+----- +---- ___ _ 

BLD KET GLU 
BLOOD TIME TIME 

GASES 
PH 
P02 
PC02 
HCO, 
HB02 
HGB 

HGCO 
<E:KG'RESUL ·Fs:l 
-----

X-RAY# ED READING 
0 CHEST 
0 ABDOMEN 
0 C-SPINE 
0 L-SPINE 
0 PELVIS 
0 TIRitVFIBUl A L R 
0 FEMUR L R 
0 WRIST L R 
0 ANKLE L R 
0 HIP L R 
0 CT SCAN 
0 

0 CPK ADDITIONAL MD NOTE:~c _____________ .c... 

CONSULTANT NAME SERVICE TIME CALLED 
1.----------~--------------

2.--------------------------------
FINAL DIAGNOSIS CODE 

3. 

0 ADMITIED, TIME:----- ROOM#--- SERVICE 0 FAMJL Y MEMBER NOTJFIEU-------:-:-:NA-:-:ME:-c_ R:::E:-cLA
1
::::

10
:-:-Ns""'H,c:-P ---'--

0 EXPIRED. TIME:_____ 0 M.E. CALLED, TIME: ____ ACCEPTED 0 YES 0 NO CASE#------------

0 DISCHARGED, TIME:-------- 0 INSTRUCTIONS GIVEN (TYPE)i----­

TIME:----DOTHER ________ ~~~~=-:-:~~-----
{AMA, WALK-GUT. TRA.'•-ISFER) 

CONDITION ON DISCHARGE--------------------------------------­
DISCHARGING 
PHYSICIAN NAME (PRINT)__ _______________________ SIGNATURE-------

EMERGENCY DEPT COPY 

0 PVT MD NOTIFIED OF DISPOSITION 

TIME:----
rNrrrALS 

I D #---DATE---­

FORM NO. J0001D 
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'· _ ... 

_____ ... 

HOSPITAL 

8900 VanWyck Expressway Jamaica, NY 11418 

SCHOOLCRAFT, ADRIAN 
1298984 M DOB: 06/2111975 
ADM: 11/01/2009 08:54 162B 
ALDANA-BERNIER, LILIAN R PSYC 

34Y F/C: 99 

130381874 

EMERGENCY DEPARTMENT 
AFTERCARE SHEET 

For Registration Only: 

0 MediSys Eligible 

0 Private MD 

0 Other or HMO 
Results of blood tests, cultures, x-rays, and cardiograms will be reviewed. You will be contacted if necessary. 

Name: ---'-------------c------- Patient's Phone#: ________ _ 

Chart#:-----------------'-- X-Ray#: __________ _ 

- · Diagnosis:---------------------------------­

Medications Given in ED:---------------=------------­

Medications Prescribed:--------------------------------

Discharge Instructions: __________________ _:_ _________ _ 

Diagnosis Related Written Instructions Given 0 

Follow-Up Advised Within __ Days. 

0 No school/gym_ days. (circle one) 

0 No work _ days. 

0 On-site or specialty clinic. 

Clinic: ______________ _ 

0 Workers Compensation patients. 

Call 718-206-8810 or your private physician. 

0 Contact your private physician for follow-up. 

0 OB patients call Women's Health Department 

at 718-206c6162 

MediSys Appointment Service: 

Pediatrics _ Podiatry 

Internal Medicine Dental 

__ Family Practice _Gynecology 

HMO I Managed Care patients must be seen 

by their Primary Care Physician or bring a 

written referral. 

The examination and treatment you have received in the Emergency Department has been rendered on an emergency 
basis only. It is not intended to be a substitute for or an effort to provide complete medical care. After the acute episode 
of illness, accident, or condition, you are advised to seek follow-up care with your private physician or an outpatient clinic. 
If your problem persists or worsens, call your doctor or return to the Emergency Room for further treatment. If your condi­
tion worsens, call your doctor or returns to the Emergency Room for further treatment. If your condition worsens prior to 
date of your clinic appointment. please return to the Emergency Department immediately. 

I have had the opportunity to ask any additional questions. I will arrange for follow-up care as instructed and have 
received a copy of this patient information. 

Date: I 

Time: ______ AM/PM 

x ______ ~~~~--~-=~~~--------
Patient or Representative/Relationship 

Discharged By 

PATIENT COPY FORM NO. J00019 
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........ ___ .-

SCHOOLCRAFT, ADRIAN: 
1298.98.4 .:_M···._.~oo'B:·o6i2111975 -34Y F/C:99· 

ADM: t1/01/20094:54 /1628 130381874 
ALDANA-BERNIER! LILI.+ R PSYC 

EMERGENCY DEPARTMENT··< 
AFTERCARE SHEET 

For Registration Only: 

0 MediSys Eligible 

0 Private MD 

0 Other or HMO 
Results of blood tests, cultures, x-rays, and cardiograms will be reviewed. You will be contacted if necessary. 

Name: ___ ..:.,._-:---------------- Patient's Phone#: -c---------

. Chart#: ----------c-----.,----X-Ray#:-~---------

Diagnosis: ____ ~~------~------------------~-~---------

Medications Given in ED:---,----'-----------------'----------~ 

Medications Prescribed: --------'--------'---'---'-'-------,--------

Discharge Instructions: -----:---------------------'--,------,--~----

Diagnosis Related Written Instructions Given 0 

Follow-Up Advised Within __ Days. 

0 No schqol/gym _ days. (circle one) 

0 
0 

0 

0 
0 

No worft_ days. 

On-site or specialty clinic. 

Clinic: ------~;___ ____________________ __ 

Workers Compensation patients. 

Call 718-206-8810 or your private physician. 

Contact your private physician for follow-up. 

OB patients call Women's Health Department 

at 718-206-6162 

MediSys Appointment Service: 

Pediatrics _ Podiatry 

internal Medicine Dental 

_ Family Practice _Gynecology 

HMO I Managed Care patients must be seen 

by their Primary Care Physician or bring a 

written referral. 

The examination and treatment you have received in the Emergency Department has been rendered on an emergency 
basis only. It is not intended to be a substitu1e for or an effort to provide complete medical care. After the acute episode 
of illness, accident, or condition, you are advised to seek follow-up care with your private physician or an outpatient clinic. 
If your problem persists or worsens, call your doctor or return to the Emergency Room for further treatment. If your condi­
tion worsens, call your doctor or returns to the Emergency Room for further treatment. If your condition worsens prior to 
date of your clinic appointment, please return to the Emergency Department immediately. 

I have had the opportunity to ask any additional questions. I will arrange for follow-up care as instructed and have 
received a copy of this patient information. 

Date: 

Time: ___ ----'-AM/PM 

x ____________ ~~~~--~~~~~---------
Patient or Representative/Relationship 

Discharged By 

MEDISYS COPY FORM NO. J00019 
JHMC 95 



_, 

SCHOOLCRAFT,AqRIA('J _ 

12989~4 X-rvl :Dcis; o6/:f1t197s 34Y Ftc: 99 

~~~~~~~~~~~~:~,~~~~~l1:2:~YC 13038187 4 

For Registration Only: 

EMERGENCY DEPARTMENT~,/·-
. ' .~)~· ·":- . 

D MediSys Eligible 

0 Private MD AFTERCARE SHEET 
0 Other or HMO 

Results of blood tests, cultures, x-rays, and cardiograms will be reviewed. You will be contacted if necessary. 

Name:------------------- Patient's Phone#: ________ _ 

Chart#: ________________ X-Ray#:~----------

Diagnosis:----------------------------------­

Medications Given in ED:---------------------------­

Medications Prescribed: 
----------------~--------------

Discharge Instructions:-----------'------------------------

Diagnosis Related Written Instructions Given 0 

Follow-Up Advised Within __ Days. 

0 No school/gym _ days. (circle one) 
- -~~ --

0 No worl_-_days. 

0 On~site or specialty clinic_ 

Clinic: ---------------
0 Workers Compensation patients. 

Call 718-206-8810 or your 13rivate physician_ 

0 Contact your private physician for follow-up_ 

0 OB patients call Women's Health Department 

at 718-206-6162 

MediSys Appointment Service: 

Pediatrics _ Podiatry 

Internal Medicine Dental 

_ Family Practice _Gynecology 

HMO I Managed Care patients must be seen 

by their Primary Care Physician or bring a 

written referral. 

The examination and treatment you have received in the Emergency Department has been rendered on an emergency 
basis only. It is not intended to be a substitute for or an effort to provide complete medical care_ After the acute episode 
of illness, accident, or condition. you are advised to seek follow-up care with your private physician or an outpatient clinic. 
If your problem persists or worsens, call your doctor or return to the Emergency Room for further treatment. If your condi­
tion worsens, call your doctor or returns to the Emergency Room for further treatment. If your condition worsens prior to 
date of your clinic appointment, please return to the Emergency Department immediately_ 

I have had the opportunity to ask any additional questions. I will arrange for follow-up care as instructed and have 
received a copy of this patient information. 

Date: 

Time: ___ . ___ AM/PM 

x ______ ~~~~-~~~~~~-----
Patient or Representative/Relationship 

Discharged By 

FILE COPY FORM NO_ J00019 

JHMC 96 
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SCHOOLCRAFT, ADRIAN 
34Y 

130381874 

ADULT EMERGENCY DEPARTMENT 
MISCELLANEOUS CHARGES- MEDICATIONS 

1298984 M DOB: 06/21/1975 
ADM: 11/01/2009 08:54 162B 99 
ALDANA-BERNIER, LILIAN R PSYC 

I PATIENT NAME, 

Code Medication 

25013701 Adenosine injection 6mg/ 2ml 

25013479 Albuterol 2.5mg/3ml inh U/D 

25013482 Albuterol 0.5% Inhalation 20m! 

25013108 Ampicillin 20m injection 

25013498 Atropine 0.5mg syringe 

25013499 Atropine I mg syringe 

25013348 Azithromycin (Zithromax) Inj 500mg 

25014443 Calcium Gluconate IGm injection 

25013136 Cefazolin I Gm injection 

25013291 Ceftriaxone (Rocephin) Inj I gm 

. 25013165 Clindamycin 600mg injection 

25013166 Clindamycin 900mg injection 

25014956 Charcoai25Grn/120mlliquid 

25015527 Cyanocobalamin I mg inj (B 12) 

25015055 Dexamethasone !Omg/ml injection I ml 

25914475 Dextrose 50% syringe 50ml 

25013756 Digoxin 0.25mg/ml injection 

25013758 Diltiazem 25mg injection 

25013060 Diphenhydramine 50mg injection 

25013919 Enalaprilat 2.5mgl2ml injection 

25013535 Epinephrine I mg syringe 

25013536 Epinephrine I mg/ml amp 

25013598 Epinephrine inhalation sol 0.5ml 

25014491 furosemide 40mg injection 

25014485 Furosemide IOOmg injection 

25013210 Gentamicin 80mg injection 

25015070 Glucagon I mg injection 

25014082 Haloperidol 5mg/ml inj l ml 

25013658 Heparin Sod IO,OOOU/ml vial I ml 

25014095 Hydroxyzine 50mg/ml injection 

1111111111111111111111111111111111111111 

Qty Code 

25013540 

25014288 

25014289 

25013908 

- 25013588 

25013804 

25014141 

25015246 

63614903 

25013819 

25016375 

25013244 

25014182 

25013848 

25015247 

25014224 

25014226 

25014376 

25015545 

25014921 

25013067 

25013569 

25015438 

25014543 

25014629 

25015148 

25015150 

63615294 

25015566 

25014951 

PATIENT ACCOUNT# 

Medication 

lpratropium inh sol 2.5m! 

Ketorolac 30mg injection (TORADOL) 

Ketorolac 60mg injection (TORADOL) 

Labetalol 1 OOmg injection 

Levalbuterol I .25mg/3ml Inh (Xopenex) 

Lidocaine 1 OOmg syringe 

Magnesium sulfate 1Gm/2ml inj 

Methergine 0.2mg injection 

Metoclopramide I Omg/2m1 

Metopro1ol 5mg injection 

Moxifloxacin (Avelox) 400mg/250ml 

Nafcillin 2Gm injection 

Naloxone 2mg injection 

Nitroglycerin 50mg injection 

Oxytocin I OU/ml injection 

Phenytoin I OOmg injection 

Phenytoin 250mg/5ml injection 

PPD STU skin test intenned 

Phytonadione I Omg injection (Vit K) 

Prochlorperazine I Omg inj 

Promethazine 25mg injection 

Robaxin IOOOmgi!Oml injection 

Silver Sulfadiazene cream 50Gm 

Sodium Bicarb 50mEq syringe 

Sod Chloride 0.9% inh sol5ml 

Solu-Cortef250mg injection 

Solu-Medrol 125mg injection 

Tetanus/Dip Tox 0.5ml (Adult) 

Thiamine I OOmg injection 

Zantac 50mg injection 

Qty 

FORM NO. J00021 

JHMC 97 
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LIMITED POWER OF ATTORNEY TO PURSUE PAYMENT AND APPEALS 
AND RELEASE MEDICAL INFORMATION- QUESTIONS AND ANSWERS 

This form is intended to offer answers to the most frequently asked questions regarding a Limited Power 
of Attorney to Pursue Payment and Appeals and Release of Medical Information. Please ask any additional 
questions you may have. 

1. What is a Limited Power of Attorney to pursue Payment and Appeals and Release of Medical 
Information {the "Limited Power of Attorney")? If you sign the Limited Power of Attorney, you are 
authorizing Jamaica Hospital Medical Center ("Health Care Provider") to pursue payment from 
your health insurer, health maintenance organization, self-insurance plan, governmental program or 
other payer ("Health Plan"), if your Health Plan denies payment for services provided by the Health 
Care Provider on the basis that such services are not medically necessary. 

2. What authority am I giving to the Health Care Provider if I sign the Limited Power of Attorney? 
You are authorizing the Health Care Provider to act on your behalf to appeal a decision by your Health 
Plan to deny payment for medically necessary services that the Health Care Provider has provided or 
intends to provide. The Health Care Provider will be able to pursue an appeal to your Health Plan under 
its policies and procedures and, if applicable, before an external appeal agent, arbitrator, court of law or 
other third party reviewer ("Independent Reviewer") where permitted under State and Federal law. You 
are also authorizing the Health Care Provider to release necessary information in your medical records 
to your Health Plan and/or the Independent Reviewer in pursuing payment or an appeal on your behalf. 

3. WiiJ the Health Care Provider be able to make other decisions on my behalf if! sign the Limited 
Power of Attorney? No. The Health Care Provider has no authority to make any other personal, 
business or health care decisions on your behalf. If you want to designate someone you know, such as a 
family member, to make health care decisions on your behalf, you should sign a health care proxy. If 
you have any questions regarding a health care proxy or other advance health care directives, your 
Health Care Provider can provide you with more information. 

4. Can I contact my Health Plan directly if I sign the Limited Power of Attorney? Yes. The Health 
Care Provider will act as your agent in pursuing payment from your Health Plan. As your agent, the 
Health Care Provider is available to discuss the process with you and, if you desire, you may take an 
active role in the process. If you decide to contact your Health Plan regarding a denial of payment for 
medically necessary services, we suggest that you keep the Health are Provider informed so efforts can 
be coordinated. 

5. Will the Health Care Provider charge a fee for its services as my agent? No. The Health Care 
Provider will not charge you for its services as your agent. 

6. What happens if I lose the appeal to the Independent Reviewer? The decision of the Independent 
Reviewer will be final and binding on you, the Health Care Provider and your Health Plan. 

7. Will the Limited Power of Attorney remain in effect if I later become disabled or incompetent? 
Yes. It will remain in effect for one year from the date you sign it, but you can revoke it earlier by 
Notifying the Health Care Provider. 

8. Will my health care services be affected ifl decide NOT to sign the Limited Power of Attorney? 
No. It is your decision whether or not to sign the Limited Power of Attorney. Irrespective of whether 
you decide to sign it or not, the Health Care Provider will provide medically necessary services as 
decided by you and your physician. 

11111111111111111111~ 111111111111111111 Form No. J00024 
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SCHOOLCRAFT, ADRIAN 

1298984 M DOB: 06/21/1975 34Y F/C: 99 

Department of Emergency Medicine 
Medication Reconciliation Form 

ED Visit Date: 

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

--~--~------~----------

Medications Dose Frequency Code* Name 

-

-. ~.-" .- -.· 

130381874 

Title 

**To all Patients: Please take this form to your next Doctor's visit** 

Discharge Date/Time: ___________________ ! _______________ _ 

At discharge all medications have been reconciled: 

------~~~~~~---------MD ________ -=-------~-----
PRINT NAME Signature 

* Codes: C =Continue; D =Discontinue; CH =Change; N =New 

FO ____ _ ORIGINAL: Medical Record COPY: Patient 

1111111111111111111111111111111111111111 

FORM NO. J00053 

JHMC 99 



SCHOOLCRAFT, ADRIAN 

1298984 M DOB: 06/21/1975 34Y F/C: 19 S 

ADM: 11/03/2009 15:00 03MH 9HAL 01 130381874 
HOVANESIAN, SHUSHAN 

CONSENT FOR GENERAL ADMISSION/ EXAMINATION/TREATMENT 

I authorize my admission to The Jamaica Hospital Medical Center ("Hospital"). I authorize the Hospital, the attending 
physicians and dentists on its medical staff, assisted by the House Staff, Nursing Staff, Allied Health Staff (employees of 
the Hospital) and students (nonemployees), to provide such medical and/or dental care and to administer such routine 
diagnostic tests and procedures, including but not limited to, diagnostic x-rays; the administration and/or injection of 
pharmaceutical products and medications; the drawing of and/or administration of blood or other derivatives, as is 
deemed necessary or advisable in my care. 

I understand that the attending physicians managing or participating in my care may not be employees or agents of the 
Hospital. I also understand that the Hospital is only responsible for the care rendered by Hospital employees and/or 
agents. 

I acknowledge that no guarantees or assurances have been made to me concerning the outcome of treatments or 
examinations in the Hospital. 

I confirm that I have read and fully understand the above. 

PaHenVA"tho,;zed Pe"ono ~~ ~ 
Signature 

" 

(If Required) 

Interpreter:----------------­
Signature 

Print Name 

Print Name 

Relationship, if signed by 
person other than patient 

w;tne% ~9 
Signature 

Print Name 

Date:_.:........;( n~1(_D_"l ____ _ 
*The signature of the patient must be obtained unless the patient is an unemancipated minor under the age of 18, 
incompetent, or is otherwise incapacitated. 

I NOTE: THIS DOCUMENT MUST BE MADE PART OF THE PATIENT'S MEDICAL RECORD. 
J00003 REV 9/06 . 

JHMC 100 



I .,..-..~~=­
J-1~-

SCHOOLCRAFT. ADRIAN 
1298984 M DOB: 06/21/1975 34Y 

MRt: ADM:11/01/2009 1628 130381874 99 
ALDANA-BERNIER, LILIAN R PSYC 

pepartmeD.t of~ 
-E.nlergeru:y Dmision . . 

Nttrsing Assessment 
·Form · 

~ 

MODE OF ARRIVAL: 
Walk it!: 0 Self :J Family O.Ambulance x~ 0 CcmrtRemand . 

PC!: _Pnscuaer. ~-Yes~o Police: __ _ 
Badge~----

Cardiac: 0 Yes 

Selmre Disorder: 

If~ Explatrr ----------------

Skfn Candffl:ms- ~tusionsiL:lceration: _ _)('Y~~= 
Describe locatum. ~ ~~ drainage. odor:;&~ 
Scars !Rashes: CJ Y~ No 
Describe location. SiZe: ____________ _ 

CJ Y0o ---------
u y~---------------

A!lergies/Med:ication: 

Food: 
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SCHOOLCRAFT, ADRIAN 

P:_<-<-.:=---
1298984 M DOB: 0612111975 34Y 
ADM:11/01/2009 1628 130381874 99 
ALDANA-BERNIER. LILIAN R PSYC 

R _ _..._.,;; __ 
. PA.TIEI\"TS APPEAR-\NCE 

~~---------------T~~~~~------------------------
Sleeping Pattern: 

Gestwes: 

Attempts: 

Normal Rate 
u .Loud 
0 lncoberent 

OY~ 

OY~No 

CJ Panic 
0 Sad 

0 Hostile 
uT~ 

tJ Y~ No 

- / 
tJ Ye§/2f'No 

-------------------------~---2-------------------------------
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SCHOOLCRAFT, ADRIAN 
1298984 M DOB: 06/21/1975 34Y 
ADM:11/01/2009 1628 130381874 99 
ALDANA-BERNIER. LILIAN R PSYC 

Pain _.;Ssessment Score: (from Triage Form): ___ -_··...,.¢;~--·---------
Dentures 0 Yes LjJper: Lower: __ ~ 
Eyeglasses 0 Yes ~ 

j CONDmONS-TR.~T MA~PlJACEAPATIENT AT GREATER RISKDlJRING 
· RES'fRAINT !SECLUSION· . . · . 

M~~Conmno~=---------~~~~~~~~~~------~--~ 
Phy.ri~Lrrmmti~: ________________ ~~~~~------------~-
lue you cmrently the victim of physical/sexual abuse? 0 Yes 
Were you at any time in the past the victim of physical or sexual abuse? 0 Y ~ _ o 
.RISK~T,FO~·~v.m . ' ·DISCQNTRQL. ··_ · -~ -,~_':f'-''>';::';{7:: ~':: -=;_.,:;x;-:·:q,-: .-
For Restraints/Seclusion: 0 Yes No If yes, specifY reasons: 0 CombativeNiolent 
Behavior 0 Jmpulsive BehaVior 
!FOR~ONO~¥:· . -/i 
Do you want yotir family/significant other to be notified? 0 Yes~ 
Family bas agreed to be no~ed at the ~on of~estraint/~~~dusion: J:! Y es~o 
Family bas agreed to be notified the foliowmg mo:L!!!!lg regaromg 2. Resttaint/Seclnsio 
whlch occurs after 9:00PM 

f'NURSfNG PROBLEM(S) /D:UGNO~ _ . 

< 

J Dischan!:ed. from Emergency DepaniiJ.ent. 
T to: 

3 

·I 

i 
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Private MD?; 

JAMAICA HOSPJfTAL 
MEDICAL CENirER 

HISTORY & PHYSICAL 

SCHOOLCRAFT, ADRIAN 
1298984 M DOB: 06/21/1975 34Y 

1628 ALDANA-BERNIER. LILIAN R PSYC 
ADM: 11/01/2009 130381874 99 

NAMEPLATE 

Duration: 

REVIEW OF SYSTEMS 

Expenencectn=xperienang 
signs or symptoms? 

A ROS is an inven1ory of AU body systems obtained through a seri~ of questions to identify signs and/or 
symptoms which the patient may be experiencing or has experienced. 

Constitutional Symptoms 
0 

(fever, wt loss, etc.) 

·Eyes o 

Ears, Nose, Mouth, Throat o 

Cardiovascular o 

Respiratory 

Gastrointestinal 

Genitourinary 

Musculoskeletal 

Skin and/or Breasts 0 l 
~------------------------------------------------------~ 

Neurological o 

Psychic:tric o 

Endocrine o : 
~-------------------------~----------------------------~ 

Hematologidlymphatic o ,_: -------------------------------------: 

Allergidlmmunologic o 

PRINT NAME 1ol4 

F0116 Item 1472 RevJmj Man:l1 '08 
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Prior Major Illnesses and Injuries: oN one 

SurgicaUiistory: oNone 

Prior Hospitalizations: oNone 

Current Medications; (Dose, Frequency) oNone CODE 

--" (.l.s-goo_rrioJ n . 'C....(M -(It) tril 
_V .___) ---

ALLERGIES {If Jles include ty:1;1e of reaction} 

~0 KNOWN ALLERGIES 

\ 

Age appropriate immunization status: Pneumococcal (Date: 

SOCIAL HISTORY 

An age appropriate review of past and current activities 

Tobacco oNone oQuit- When: _____ _ 

oYes c:::> Packs Per Day X years 

Alcohol oNone oQuit- When:. ____ _ 

oYesc:::> Quantity/Frequency/Duration: 

Substance Abuse oNone oQuit- When: _____ _ 

oYes c:::> Drug: _______________ _ 

Route: oiV oPO Other (Specify): _____ _ 

Quanti 

PRINT NAME 

SCHOOLCRAFT, ADRIAN 
1298984 M DOB 
ADM:11/01/2009 1628:06/21/1975 34Y 

ALDANA-BERNIER, LILIAN R ~3~;~1874 99 

NAME PLATE 

Current Medications- Continued: (Dose, Frequency) CODE 

C = Continue; D = Discontinue; CH=Cbange 

PERTINENT FAMILY HISTORY 

lnfluenza(Date: Other. 

Travel History: 

Marital Status: oSingle oMarried oSeparated oDivorced . oWidowed 

Current Occupation & Hx: 

Sexual History: 

Level of Education: 

·ADLs: 

Living Arrangements: 

Advance Directives: oNo 

2of4 
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MULTI-SYSTEM EXAMINAHON 
MUST INCLUDE 9 OR MORE OF THE 

FOLLOWING ORGAN SYSTEMS 

Check "oN" if NORMAL or NEGATIVE, 
otherwise Describe Significant or Abnormal Findings 

BP: ~ 
Constitutional 

oN A 

Eyes 
oN Pu ilsflrtses 

: oN Ears nN Nose 
ENT & Mouth 

! oN Oropharynx oN Dentition 

Neck 
~sses: -ol<rlrachea 

~s 

Respiratory 
1-dffi'nspection ~_psi on 

o;r;:et.iltation l~ation 
! 

..ardiovascular 
~ oN Palpation · oN Heart Size 

J~cultation _.eN-Murmurs .eJ!II'Rubs 

. Extremities ! .BN-f'ulses ~dema 

! oN Inspection oN Masses 
Chest - Breasts 

l oN Palpation oN Discharge 

~endemess .,..ldW.Masses 
Abdomen 

/ciNSpteen 
Gastrointestinal 

SCHOOLCRAFT, ADRIAN 
1298984 M 008: 06/21/1975 34Y 
ADM:11/01/2009 1628 
ALDANA-BERNIER, LILIAN R ~J$t81874 99 

NAMEPlATE 

oN Carotids. 

oN Thrills 

oN Gallops 

..a/<tBOwel Sounds 

!o~ys oN Rectal Exam (Stool Guaiac) 
:0 

! oN Pelvic (If Indicated) Cervix i::' 
"' .5 Female 

oN Uterus oN Adnexa 
;::; 
~ ·--------·-----+-i-=o~N..:::D::!:is:::::ch!:::a!.:lrgo:ce _____________ __:.P..:...Ao:...P.::sm:.:ce::::a::...r('-"da::::t:::~el ________________ _ 

"' 
C!) Male l oN Prostate {If Indicated) 

(@Inspection 
Skin ! -cl"f'Palpation 

j,.d'lNeck 
Lymphatic 

hJNGroin 

j l!llffi. O.M. 
Musculoskeletal · ~ 

j 6NGait 

Psychiatric 

! Mental Status A&O X :;") 

! _.Ell'lfDTRs (e.g. BabinskQ 

-al'ffiash 

dlit:sions 

oN Axillae 

Other. 

C'iNNaits 

.c:J1\!Mood & Affect: 

oN Cranial Nerves 
~ 

Neurologic i,___. :z:g/ll-8el1S(==so:::_ry~._._ ______________ __:::o~N..::M""ot:..:.o:_r ---------j 

3 ol4 
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SCHOOLCRAFT, ADRIAN 
1298984 M DOB: 06/21/1975 34Y 

Diff. - Neutro: Base: 

162B ALDANA-BERNIER, LILIAN R PSYC 
ADM: 11/0112009 130381874 99 

---
Calcium: CJ £ Cf 

Tol21 Protein: U/A: 

JNR· PT: PTT: C()z: Oi: HCO;: HGG: aPos aNeg 

CXR: 

FINDINGS' -- ~ f&±= 
DIAGNOSIS; 

THERAPEUTIC PLAN: 

------------ ... ________________________________ _ 

Resident (PRINT) Mecoa 
A TIENDING'S IMPRESSION: o I saw and evaluated the patient 

RELEVANT HPI: 

RELEVANT PHYSICAL EXAM: 

DIAGNOSIS/PLAN: o I agree with the residents note above 

ATTENDING {PRINT) 

s~NAlURf j;I:)fftW\0) BEEPER 12153 OATE O#TIME ·J~ 
o l reviewed the residents findings. . 

SIGNATURE 

4oi4 

BEEPER DATE TIME 

JHMC 107 
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JA~ lf9SI'ITAL 
•BDICAL ceiiTBR 

1900 VAN W'fQC EXI'W'I. 
JAMAICA, N.Y. 114ll 

P~OGRESS NOTES 
I 

Date Start _j Start AN and all 
..... --, 

I 

SCHOOLCRAFT. ADRIAN 
1298984 M DOB: 06/21/1975 34Y 
ADM:11/01/2009 1628 130381874 99 
ALDANA-BERNIER, LILIAN R PSYC 

fl I . ; ! 

SCHOOLCRAFT. ADRIAN 
1298984 M DOB: 06/21/1975 34Y 
ADM:11/0112009 1628 130381874 99 
ALDANA-BERNIER, LILIAN R PSYC 

---·--··--·-·-······ -·- . 

L__ 

I 

I r---r 
~ 
i 

f--
1 

f--
t r--
'f.---

~ 
i 

SCHOOLCRAFT, ADRIAN 
1298984 M DOS· 06121/1 
ADM:11101/2009 1628. 975 34Y 
A 

130381874 99 
LDANA-BERNIER, LILIAN R PSYC 

·, 

I ----

SCHOOLCRAFT, ADRIAN 
1298984 M DOB: 06/21/1975 34Y 
ADM:11101/2009 1628 130381874 99 
ALDANA-BERNIER, LILIAN R PSYC 
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Date 
& 

Tirne 

JAMAICA HOSPITAL 
MEDICAL CI:NTER 

JAMAICA. N.Y. 11418 

PROGRESS NOTES 

.. 

Start ~ 
MD Notes 
Here 
4 

----r·· 

., 

=i" 

.. ~- ·; 

Start RN and all 
Other Notes 
Here 
4 

SCHOOLCRAFT 
1298984 M • ADRIAN 
ADM:11/01/2009 1~~~: 06/21/1975 34 y 
ALDANA-BERNIER. LILIAN R P1J~~81874 99 

JHMC 109 



Department of Psychiatry 
Inpatient Division 

PSYCHOSOCIAL ASSESSMENT 

SCHOOLCRAFT, ADRIAN 

M/R: 1298984 PT#: 13038187 4 
DOB: 06/21/1975 34Y M F/C: 19 S 
ADM:11/03/2009 15:00 03MH9HAL 01 
HOVANESIAN, SHUSHAN 

Past Psychiatric History/Hospitalization:./UO K tV)lA_IVI\_____ \A l'(C. 

Outpatient Treatment (name & telephone#) ---1-/\-----'<orb'---"-'.'-/l.e~-----------
Outpatient Therapist (contact, date & time) ~.,_;1-->.....<~'----~-----------

(page 1) 
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SCHOOLCRAFT, ADRIAN 

MIR:1298984 PT#: 130381874 
DOS: 06/21/1975 34Y M F/C: 19 S 
ADM:11/03/2009 15:00 03MH 9HAL 01 
HOVANESIAN, SHUSHAN 

History OfViolence:.LZ_Ul=.:._-Z~~N_.::::~;_....:· _________________ _ 

PSA Involvement/Worker & Telephone:.!\Jo fSft- 'VJ\}0 \ \}--.(2~ 

(page 2) 
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SCHOOLCRAFT, ADRIAN 

M/R: 1298984 PT . 
DOB: 06/21/1975 34y M #.130381874 
ADM:11/03t200915.00 F/C: 19 S 
HOVANESIAN. SHUSHA~3MH9HAL 01 

N arne Of Person Living With Or lnvofived With Patient 

Is Religion A Source Of Strength For Patient?....<./V------=() ____________ _ 

Does Patient Wish To See A Clergy? Yes__ No~ / 
If Yes, Date And To Whom Referral Was Made ______________ _ 

Weaknesses: ____________________________ _ 
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,• 
SCHOOLCRAFT, ADRIAN 

M/R: 1298984 PT#:130381874 
DOB: 06/21/1975 34Y M F/C: 19 S 
ADM 11/03/200915:00 03MH9HAL01 
HOVANES!AN, SHUSHAN 

Initial Discharge Plan: £+-· LA_) \. \ \ f ~ { VL ~- • 

~::;/Significant Other Cootaet~rs<m: ~ 

Address: < r (2-e_ fd ~ 
Telephone #: // . ;= - ! 

~.~r.~ WiDing TA Bje Involved In Treatment And Discharge Planning? 

Add;tlonallnformatlon; 1\..o.!-z. @ eld· 

Print Name Signature 

(page 4) 
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DEPARTMENT OF PSYCHIA-T-RY 

SCHOOLCRAFT, ADRIAN 
1298984 M 0 
ADM:11/01/2009 16~~: 06/21/1975 34Y 
ALDANA-BERNIER, LILIAN R p1J$~81874 99 

MEDICATION R~CONCILIATION FORM 

LIST ALL MEDICATIONS. (PSYCHOTROPlC, NON-PSYCHOTROPIC, OVER-THE-cOUNTER, OTHER). 

CURllENI' MEDIC4TION DosE FREQUENCY COD I!. 

fVl:lANz--

~ 

A 

CODE: c=coNTINUE D=DISCONTTNUE lr-cHANGE 

Khwzja l(husro Tariq, MD 
DEA #AT0798061-736 

Reconciliation on Admission to Emergency Department z. /. . . /2J?;_,..__p . 
Signature ofERPhysician: -----<-jt/-~-'----~----,~-.---

Reconciliation on Admission to Inpatient Unit 
~~eofl~an~P~ci~:~~~~--~~=------------
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il:ev-'_s~ {10/97)_ (J./C:O) {::../0~) 

· Jfif~JAMAJCA HOSPITAL 
s~ !MEDICAL CENTER 
#g~! ./ - -- .· ·- ~ - - -- ... --··-·- --- _ .. 

PSY~C EVALUATION 

~ 0 Th"'P~~'"T 0 cr.::N.:.C 

J IDEN:Xl.Ff:lNG DATA: 

Age: 3'1 1 sex: ,y ~ Otie::aticm: 

Marital Status: s Rel.i.gi.cn: 

SCHOOLCRAFT, ADRIAN 
1298984 M DOB: 06/21/1975 34Y 
ADM:11/01/2009 1628 130381874 99 ALDANA-BERNIER, LILIAN R PSYC 

Race:Ga.-vt~ 

Lega:L Status: 

.ALE:R.TS: CI.i&t ::i.sk :factc:s =ncJnmng da:lge= =o se!:f/o~, a:;;. .sta::cs, ~caJ. ~:: ~~=/:eeQs, 
alle%¢-es.} 

Source of Ill.fc:r:mati.on: ~ Te~: 

Te2.: 

CHIEF COMPLAINTS: Oly pa~e::; az:t:/cr:: 0~) 
\, 

~ J~~ miD l1JfJ 
U£v~ a-rv;)_ Jvvr.,J h.-.~ _,1 o d m.R_ ) Jk b-i,y- r;u AAl- "' A. ... ..., _.:_.-.A IJ 'I p }J 

(J I I I I {) _() \• 
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'1J +f.._,_ '!! 1 1r ?Au/M''"; ~ ~ b-eUoM'L'---~ a~ 
~ ~ ~ Jv,_,· ~·YtV· jf(_ ~ &fF ~ ~· 

i1£p{ h )W, ~I ~ # ~ ~ j,.,W, fw-.· 

Jk ~·~~""'h..'~ ~~f.,~~ 
fv {'M_ ~ ~ r-f.v ~ t4,~4Jf ~IY\ r /k ~ ~ fa y-o 
!N>-u -11u¥~A-~ ~ ~he~ t\ ~ r c/Jr ~ ~ 
fo k ~ ~ ~~' ~ HLe_ ~-cd £--?( hf._t_~~#-

~~I ~~N~~ -{N_~M'.j)~ 
~r- , Htey ~ ~ r~ )'/flY- I, 

f~ ~ ~ ~ -/?M'Cr~~ ~·cl~ #~r 
~ ~AAIY?V? ~vy-- a¥1~~~~,~ '· 

~ N'n~ ~~7~ ~ ;u~~ ~ 
~ ,~~ ~-~ ektJ.e1-'r-eA~ /{V 

~~-(c.~~ eJ:,wt~' ~ ~J ~ ~?V)-Z ,, 
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COURSE OF '!RBATMENT 

LAB{S) OlmERED: ~L u'V\11 (,{)'6~ tA k \:i''(t\ q-wt_ l~ 
: 

ADORDL VALtiES: _,...., ·-~ "' y v 

MBD:Ie&nOR GJ:VBN and RESPOJISB: 

!\ 

~~ 
-

-
S:IDB .BPI"BCTS/ADVBRSB DJmG RBAC'nOBS: 

ORr1' PARTIC:IPAT:ION DJ: 

a) IDd2:v::i.dua.l seasi.cms: 1 2 7i) 4 5 

b) Group 'l'he:apy: 1 2 CY 4 5. 

c) Creative Arts ~= 1 2 {j 4 5 

d) Lei~ Activ:i ties: l 2 ~~"') 4 5 

PAHILT IJIVOLVBHBir.l.': ~~)A -" 1- . ·v-.11 .... .;,/\ •t , ... ,__,. .. ,. y 

COJIIDJ:TI:Qitl UPOIT DIS••waRGB (Brie£ !l~mt:a.l. Status) 

- ~\}_ ~-

- ' 

J 

~ 

MEDICATION (S) : 
" 

/ 
/ 

_;. 

{\)\) w~l 
-~ J 

-- -
~ 

Mupp1i"jl £~ / · .. cJ4I 
FOLLOW-UP APPOINTMENT: w~ ~~~ 
FOTtJRE RESIDENCE: \"""'~/' / 

Signa1::Ure: 7r -- ~ 

IJitL~-Name: 
''"'"''' k:~\aw M D 

Date, 

~l(?,~~~~~~[j~At2G4; St~ 

~ 
I I 

JHMC 1117 
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SCHOOLCRAFT ADRIAN 
1298984 M ' DOS 
ADM:11/01/2009 1628:06/21/1975 34Y 
ALDANA-BERNIER, LILIAN R ~J$~81874 99 

-
PAST pgyt •::; I ~me RJ:STO::RY: . 

E'i...-st psyclri.att:i.e sy=ptcms : ~ IA£.fo.-{ ~_.-.9 /v2- ~ ~pi .fu &-:14 /llj'j>J 
L. ~~ ~) ,/ 0 ( /. . 

/,JM. v0 )t . ~ t/41 1;1'e_;, • ~~ ~"::). .frzrD ~ I~ I 

''- gspi~adons: mme ./ r--"' yes 

I Slti.cide atteo;>to' __ yes nc~ t: ' 

-

/v~,- __ yes llO .;.:_ 

~ 
Past llled:icaticm ana response: ~ a ;/ );~ ~-~--tthvt_ ~ " u {/ 

~ -----:-' Ad:vel:se a:ug ·reac-ucm: :acme ___c_ yes __ 

I Last O.P .]). Visit' 1--· t() ( 11--- I~- llo.: N tIt-
HoD rJ (A ,_ 

: Prericms Prc:rotider eoa.tacted Y~ 0 (B:z:plaill.) 

DRDG cmd .B.LCOBOL :EISTORY (~-vious "b:'ea~-es and outcome. } 

~ ho~ o/" af.u:,),d fH" - 1.-i...v- A--I' /A L'' I 

rurJ . - " 

. 2 
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l 
I 

i 
- I 

SCHOOLCRAFT, ADRIAN 
1298984 M DOB· 
ADM:11/01/2009 1628 06/21/1975 34Y 
ALDANA-BERNIER, LILIAN R ~~$t81874 99 

-j MEDial. B:IS:L"ORY: Cz=l.:de al.l.=s:i-es a:d .,....;ea:==s-J 

FA"M'TTaY EJ:STORY OF MENTAii 
-

J:I.I.NESS: &--.... ~ f t 

-.. 

I 

~ 
'D ; ' 

"-

) ~ hD1'/4 jztvN£1 /cfa?+i? ~ . 6!. u.A' __..// .Ji, .4'1 .h Q Ad£: A-~' c/ ..A:47.r «" 01 
t1 {! ?' () Ju./.L~xu/1r._r/ ~ L.A ""ZA..,~ 

I ~' t/ 

. 
ClfRREm LIVD1G COlltD:r1'ION Am>~ SYS'l"RH: h}fA-&/7 

/,l' /h ~ 0 {A--,~ OJ 

_ilurr-, ~ ,-;> .4./.., a. L ~~ ~~ \ 
/' .A../1. Jk/Ul j~ h~ t.-7 

. ~~!/MA-y·~~~~ u~~~ 
(/ ,. 

7 

I 
I 

i 
3 
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SCHOOLCRAFT, ADRIAN 
34Y 

1298984 M DOB: 06/21/1975 

162B ALDANA-BERNIER. LILIAN R PSYC 
ADM: 11/01/2009 130381874 99 

I MENTAL STA-'f'US: -

j Appearance and Attitude: ~~~d~~~--./tn_,./ h#,v' 
j Psychomotor !Ioto~ Activi-ty: -.i~ 
Hood and A:f£eet: .fp-..J ./)_A rrv,_.,-f}-_j ( /1.-"'' L ! _.,.AUL/_/~ ;;kJAAA~/7·--~r> -
Speech and thought p,:-oc::ess:; ,1 / t-'1/ ~ 

S'/h_,l//~ AK~_.. k./2/ ~-fv-, ~ 
~~-

rr (/ / 

~ c::ou.te:a.t: tpz:e~:~ 'E -ems, del.ll$:i.a:s, Gi:ue u ± l ic:i:: _ple~>-

~1-M 
- .. 

'~ ~» AAA'fl ./ d /'7 · Yl. ~ ~~(;</f_A1J _ ofe.L,A A/1 fiA~.' .~ 

k 1-dt~ 
I 

~"AI 
(/. . {/ 

~ tJ Ull/./AAM.d -~ ~?._.ku_.(~ ~' 

r;_v,A:d fl- ~ · 3. 1 ,;..( A.L:?. //l ---...z,"'A ~_...,_ / ~fi!.-!L. _,.,_};z 
, / 

..... 
' 

V' I , 

Sa.i.ci.aa.J.. J:deati.on: yes r--':uo 1. 'Rami c::i da.l. ::Ldeaticm: yes "1 no 

RaJ J :uc:i llati.cns: _:____yes . ·r no' 
-

~ON: t~ ~-~ I!Ct&ct"a::: ) /t-roX >, 

MEMORY: c ·~- ~~ :ri:ID=e-> '}, ~vt/ILJ- . 
I 

Afi'FJitt:tON .Alm ~Oli: (,se:d-al. aew-e:zs) = Jr. .tf_ .. uf, I' 

A.BS'l"V.C'l''O!l: CP=ve:d=, Miai_J-=:;,;:t::;;;=-> :J:,.~ " 
.. 

EST!MATE OF ~ FtlNI.."".I.:.L.ONJ:HG: Ll. ..<:>~ rry........- ;:.e_ I 

l:BSIGB:T and JtJDGEMENT: f({l~ ~~~~~ 
(/ t/ f! 

4 
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SCHOOLCRAFT ADRIAN 
1298984 M ' DOS 
ADM:11/01/2009 1628:06/2111975 34Y 

ALDANA-BERNIER. LILIAN R ~~~~1874 99 

M.!i.S.~ SCORE: .tJ f<:IP 

~ 

BAaS scon: t~) 2 :~ 4 5 6 7 
'--" 

~t!IO~B~S: t:Jns,Q:mo (If A'Yes• please :fi.ll. cntt Al!I:S_ Fc:m... 

~: 

AXIS 1: 19-~~ ~-
_e_co >d}/1/J~~A 0, ~ ~ ~ 

.A:Z:XS n: MA9,od "
0 

' 

{ C/{1 

AXIS D:[; -~~~h!&_;, NW, 

AnS IVt /."';,.A>/_,7/h ~ ~;,t{ / ·, dN& j., ~r~ ~~ A.M---~·>1c:f~.~?t 
A%tS V: cw:reht: 30 

.I ~~est iU past l.2 Jrstm:t::ml! /~.1;--- / 

PBOGROSJ:S: ~/A~J~-

IN £"1 I:At, TPEA~ PLAN: 

Pl!:OBE·EM i l.: ~d~ .. 

~: xZ, ..dz.-, ~_e._ r Cdt"n""'r~ rll~-- •. 

-L~ 
e 

~: ttf,U!:ica:te: :mec1:i. , i.£ . a!at!"} :: 

. 
PROBLEM# 2: 

OB.lEC'!I:'i1E: 

l'LAN; ~ca:e me= ~:t::iiim., i:£ ~rl: 

17ISPoSXnON: ~ ~ ~£ ' 
Psychi.at_.....jst • s jjame: 1\hL<:j[ !<t;usrv Te.riq, t~o· S.i.gna:tl:Z--e: ):/u~ ~-· 

.,. DEA #AT0798061-736 

5 
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HOSPITAL 
SCHOOLCRAFT. ADRIAN 
1298984 M DOB: 06/21/1975 34Y LCENTER 
ADM:11/01/2009 1628 130381874 99 
ALDANA-BERNIER, LILIAN R PSYC 

W,dt~...\!nQica.P«11418 •718-206-EiiD:l 

MEDICATION RECORD 

.... .... . . 
. . · · ... ~?!'·':~\.X.1!N:c '· . 

~~~II!!D~ l!!5 v k ~1/V 
'I .-jf ~ ¥--

/ l<m I 
1 1){1) (j 152_ i:- ~ l?K [J~ 

L '~ 

-

-

-

95-FORM 120 JHMC 122 



JAMAICA HOSPITAL 
MEDICAL CENTER 

.. ooc:.JY.wiw,ck~.l!!mlic:a.tl'i1U18•71~ 

MEDICATION RECORD 

SCHOOLCRAFT. ADRIAN 
1298984 M DOB: 06/21/1975 34Y 
ADM:11/01/2009 1629 130381874 99 
ALDANA-BERNIER. LILIAN R PSYC 
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i-
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• J:zm:zit:3 Hospiz:d Mi-djczl Cazre:r 
PATIENT/F.AMILY lEACHING RECORD 

~lin22y lup2tiem.Adnhs 

!<>pies 
::::- Pa:rieut/ .&mily I cnegiver: will. 

E ver:balize/ demonsmre 
.::-

- « .: -= 
~= 

lmdf'T512D!ting of 

.£-
c: 

.0 

-...= ., c 
... -:: 
·g.~ 
..,;;:;.-

o8 
Food/D.t:ag b itf I am .., 
(I>ilamiD, Comnadin, 

g. Tewcyc::Due, ~ . 
-:: MA.O~~Ji!l 1 nion 
"' ~ ., E£f=s 2:lld side effects of 

~ 

NPO 
Re!dir dier: 

_g Low Sodiam diet 

~ Dlabetic diet 

z F.hlid I r-stricrion 
-...... :Rc:a:U l)jer <; 

B diet 

SCHOOLCRAFT, ADRIAN 
1298984 M DOS: 06/21/1975 34Y 
ADM:11/01/2009 1628 130381874 99 
ALDANA-BERNIER. LILIAN R PSYC 

~ Reinforced Edncariou 
c 

..:;; ma:teriaJ. 
Q 

provided ~ § 0 
.§ £ -.;; ";::! ... 0: l ~ 
-;:; ~ 0 c .. > 
f!. J::l 

CHmdoat/ 
p;mphlet 

DH::mdom/ 
~bier 

0 Ha:adom/ 
· pi> D 'f'blet 

-....::-
V'if' (J'. r.,,t,W fArir1WJ,rr<>· /1/l.fi!l • ,. ~6:f Nl~ DHzndoar/ 

~--"' r, r Afrc.:.' TJ, 1 ,l:ic, i1u--.,_ 
...::u (.'), </1 -"" ff!.Jtv(d·, ,_.;· 
~< c.>;;;.."l 1\.,1< <l..d.LAC!'A 

Pmssm:e Ulcer U!e:/Skia care 

CHF: Mo:uituxiug of~ at 
... home· 
() 

' li:J:i'¢! ... 01 Coattol . -a. 
o· ~ 

l 

"' "' .., 
~ 

§ 
"' ~ 

:&21mdimr 
A. Tdenrifies key pai:a!s 
B- v =:balizcs ~erstmding 
c. RebD:DS d.....,..stnfton 
D. Pc:tfozms Srillindepmderrly 
E. Appb~ 
F. No~ oflcamiDg 

(_~~~ 
- .. ------------

-

T~Med.ods: 
1. ";;":t:pl3mrion 
2~ 
3. RcMe p1:Ey 
4. Andiov.isaal 
5. Handout 
6. G1oap discnssioo 

~-.... 

pam:phkr 

CHaadaat/ 
pamphlet· 

j' 

D·Handoat/ 
pamphlet 
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Tel.: (718) 840-2536 
(718) 840-2539 

5r/. ,Br&?.n::i/1../' 
~~d-

Log#---------

l~emal Aff~irs Bureau 
Brooklyn North 
Group 31 

··--nme --

315 Hudson Street 
New York, New .York 10013 

Here 
4 

Steven P. Wachter 
Detective 

~;;-f: SCoH 
Internal Affairs Bureau 
Special Investigations Unit 
1 Police Plaza 12th Floor 
New York, NY 10038 

Tel. 1 (800) PRIDE PD 
Fax: (212) 7 48-8800 

E-mail: IAB-SIU@verizon.net 

SCHOOLCRAFT, ADRIAN 
1298984 M DOB: 06/21/1975 
1~8 ~y 

ALDANA-BERNIER, LILIAN R PSYC 
ADM: 11/01/2009 130381874 99 
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Date 
& 

Time 

JAMAICA H()SPII'AL 
•sDICAL CENTER 

8900 VN4 YNa< EXPWV. 
JAMAICA. N.Y. 11418 

PROGRESS NOTES 

Start 
MD Notes 
Here 
~ 

Start RN and all 
Other Notes 
Here ... 

SCHOOLCRAFT, ADRIAN 
1298984 M DOB: 06/21/1975 34Y 

1628 ALDANA-BERNIER, LILIAN R PSYC 

ADM: 11/01/2009 130381874 99 

UAN ALDANA- RNIER,J...4.D 
ATTE."JDING PSYCHIATfi{Jt~~ 

,. 



JAMAICA HOSPITAL 
MEDICAL CENTER 

8900 VANWYCK EXPRESSWAY, JAMAJCA, N.Y. 11418 

PROGRESS NOTE 

SCHOOLCRAFT, ADRIAN 
M/R: 1298984 PT #: 13038187 4 
DOB: 06/21/1975 34Y M F/C: 19 S 
ADM:11/03/2009 15:00 03MH 9HAL 01 
HOVANESIAN, SHUSHAN 

Case Management Initial Assessment Note 
I. 

Name: 

Name:Jx.i 

Name: 

Functional ADLs: 

Prior to Admission: 

At Present: s 
Communication: 

Inter reter Needed: 0 Yes 

Hearing Loss: 0 Yes 

Financial Resources: 

Health Care Prior to Admission: 

Home Care: 0 Yes iN...-:, o::.___ __ _ 

Name of Ager~9'..:......: __ 

SNF: 0 Yes ~o 
Name of SNF: Does 

Is there a need for a skilled nursing facility or home health care: 

I 

I· 
I 

I 

f--



Date 
& 

Time 

SEQ 624 F0127 

JAMAICA Hf)SI'n'AL 
"'EDICAL CENTER 

8900 VAN WYQI.. fXPWV_ 
JAMAICA, N.Y. 11418 

Start 
MD Notes 
Here • 

Start AN and all 
Other Notes 
Here 
~ 

JHMC 129 



Date 
& 

T.ime 

JAMAICA HOSPITAL 
MEDICAL CENTER 

JAMAICA. N.Y. 11418 

PROGRESS NOTES 

Start 
MD Notes 
Here 
~ 

Start RN and all 

SCHOOLCRAFT, ADRIAN 

M/R: 1298984 PT#· 
DOS: 06/2111975 34Y M ·130381874 
ADM:11/03;2009 15.00 F/C: 19 S 

· 03MH 9HAL 01 
HOVANESIAN, SHUSHAN ,·~ 
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Date 
& 

SEQ 624 F0127 

JAMAICA H()SPITAL 
MEDICAL CENTER 

8900 VAN WYCX £XPWV. 
JAMAICA. N.Y. 11418 

PROGRESS NOTES 

Start 
MD Notes 
Here 
4 

Start RN and all 
Other Notes 
Here 
+--

SCHOOLCRAFT, ADRIAN 

M/R:1298984 PT#:130381874 i 
DOB: 0612111975 34Y M F/C: 19 S ' 
ADM:11103/2009 15:00 03MH9HAL 01 I~ 
HOVANESIAN. SHUSHAN ' .... 
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Date 
& 

Time 

JAMAICA HOSPITAL 
MII!DICAL CENTII!R 

JAMAICA. N.Y. 11418 

PROGRESS NOTES 

Start 
MD Notes 
Here 
4 

; 
···~ 

. 
' ·.: 

Start AN and all 
Other Notes 
Here 
4 

SCHOOLCRAFT, ADRIAN 
MIR: 1298984 
DOS: 06/2111975 34 y M PT#:130381874 
ADM:11/03/2009 1S·oo F/C: 19 S 
HOVANESIAN, SHUSHA~3MH9HAL 01 
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:JAMAICA 
:MEDICAL 

· 8900 Van Wyclc E:<pressway Jamafca, NY 11418 

Date 
& 

Time 

PROGRESS NOTES 

Start 
MD Notes 
Here .. 

Start RN and all 
Other Notes 
Here 
•t--

SCHOOLCRAFT, ADRIAN 

1298984 M DOB: 06/21/1975 34Y F/C: 19 S 
ADM: 11/03/200915:00 03MH 9HAL 01 130381874 

HOVANESIAN, SHUSHAN 

i-



Date 
& 

Time 

PROGRESS NOTES 

Start 
MD Notes 

Start RN and all 
Other Notes 

SCHOOLCRAFT, ADRIAN 
1298984 M DOB: 06/21/1975 34Y F/C: 19 S 
ADM: 11/03/2009 15:00 03MH 9HAL 01 130381874 

HOVANESIAN, SHUSHAN 



Date 
& 

Time 

PROGRESS NOTES 

Start 
MD Notes 
Here ... 

Start RN and all 
Other Notes 

SCHOOLCRAFT, ADRIAN 

1298984 M DOB: 06/21/1975 34Y F/C: 19 S 
ADM: 11/03/2009 15:00 03MH 9HAL 01 130381874 

HOVANESIAN, SHUSHAN 

FORM NO. J00004 

JHMC 135 



Date 
& 

PROGRESS NOTES 

Start 
MD Notes 

Time Here ... 

Start RN and all 
Other Notes 

SCHOOLCRAFT, ADRIAN 

1298984 M DOB: 06/21/1975 34Y F/C: 19 S 
ADM: 11/03/2009 15:00 03MH 9HAL 01 130381874 
HOVANESIAN, SHUSHAN 

FORM NO. J00004 
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Date 
& 

Time 

PROGRESS NOTES 

Start 
MD Notes 
Here 
~ 

I 

Start RN and all 
Other Notes 
Here 
.. f--

/ 
I 

SCHOOLCRAFT, ADRIAN 

1298984 M DOB: 0612111975 34Y FIC: 19 S 
ADM: 11/03/2009 15:00 03MH 9HAL 01 130381874 

HOVANESIAN, SHUSHAN 

FORM NO. J00004 
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JAMAICA HOSPITAL 
MEDICAL CENTER 
8900 V&n Wyck Expressway JamaiClJ, NY 11418 

Date 
& 

Time 

PROGRESS NOTES 

Start 
MD Notes 
Here ... 

Start RN and all 
Other Notes 
Here ... 

lsak 1:.:;::;'-<ov M.D. 
uc22U~',f.:~~c;E..~7204198 

SCHOOLCRAFT, ADRIAN 

1298984 M DOB: 06/21/1975 34Y F/C: 19 S 
ADM: 11/03/2009 15:00 03MH 9HAL 01 130381874 
HOVANES~N.SHUSHAN 

·--· 

FORM NO. J00004 



I 

seq 665 
.- - .. ~lCAHOSPl. 
MEDICAL CENTER NEW YORK 

DO NOT USE these abbreviations, symbols or acronyms when ordering medications or documenting in the medical record: 
DO NOT USE USE DO NOT USE USE DO NOT USE USE 
00 or q.d. --·------··---- dally or every day Ug, meg-~------------------ microgram Lack of leading zE:Jro (.1) ---- 0.1 
00 -·-·-·------·--·--·-·-·--· daily or right eye U or u -····-----···-·------------ units Trailing zero (1.0) ·--·-·--·-·-·--- 1 
000 or q.o.d. --·-·-·-·-·---- every other day IU or iu -·----------------------- international units MS -----------·-- .. ------·-·---· Morphine Sulrate 
cc -------------------- ml MS04 MaS04 ·--·-·--·--·--- Macinesium Sulfate 

NON MEDICATION ORDERS 
ALLERGIES: 

MEDICATION ORDERS 
Date Time or order: AM Date Time ot order: 

PM 
SCHo 0 LCRAFT 
MIR: 1298 . ADRiAN oo8 06 984 

:~~11ch~YJ5Z~s~'it rv. PTt; 130381874 
ESIAN, SHUSHAZJMHgHA/~i' 19 S 

PRESCRIBER'S SIGNATURE AND NAME PRINTED Nurse OATE(fiME AM PRESCRIBER'S SIGNATURE AND NAME PRINTED 
PM 

Date Time of order: AM Date Time of order:. 
PM 

SCHOOLCRAFT. ADRIAN 
PT#: 130381874 

MIR: 1298984 y tvl FIG' 19 S 

~g~ 1 ~~~§~66~51s~do 03MH9HAL 01 

HOVANESIAN. SHUSHAN 

PRESCRIBER'S SIGNATURE AND NAME PRINTED Nurse DATE!TIME AM PRESCRIBER'S SIGNAnJRE AND NAME PRINTED 
PM 

Date Time ol order: 
~ 

Dall:~ Time or order: 

t<I~'N ~s~s1A 
cll.l'n.~'o pl#~~~c-. ,g 5 

scrlooL sA " lJI "'~ o' 
t-~~iP.· ~2~~~1;91\~~o o3\'!•rl

9
rl 

0orr-.,~lo312o09 r~usri"N 
p.DM· -lp.N.5 
J-10\J;>.NIO~_ 

PRESCRIBER'S SIGNATURE AND NAME PAINTED Nt -~ DATE!TIME AM PRESCRIBER'S SIGNATURE AND NAME PRINTED 

JHMC 139 

AM 
PM 

AM 
PM 

AM 
PM 



F0670 
seq 665 

JAMAICA HOSPl L-.. ~ 
MEDICAL CENTER 

JAMAICA 
NEW YORK 

DO NOT USE these abbreviations, symbols or acronyms when ordering medications or documenting in the medical record: 
DO NOT USE USE DO NOT USE USE DO NOT USE USE 
QD or q.d._ ------------------- daily or every day Ug, meg------------------------- microgram Lack of leading zero (.1) ---------- 0.1 
OD -------------------- daily or right eye U or u ----·--------------------- unils Trailing zero (1 .0) ----------------- 1 
QOD or q.o.d. --------------- every other day IU or iu ------------------------ international units MS ---------------------------------- Morphine Sulfate 
cc -------···----------------- ml MS04 Mg;i04 ---------- ------- Macinesium Sulfate 

NON MEDICATION ORDERS 
ALLERGIES: ;V/L-}1/- MEDICATION ORDERS 

Date 11/l/ 2--V tJ q Timeofr~r4-o ~ 
Date U {, f2----oo ~ Time of ordr~ Lt-() ~1:l, 

l+rXd. a-vv:K. $'~ L ':Z:""" _R .-----~ .})y---f _] f M fJ-6 (--tJ/f f't!N 
~ V'-, 'r-.-Jfi ~ &---::--~ SCHOOLCRAFT. ADRIAN ---frh~J~J ·~~-

0-teA--- /(J2a4. __( .-:v_ 
1298984 M DOB: 06121/1975 34Y ' - - ADM:11/01/2009 1628 130381874 99 _........__ 
ALDANA-BERNIER, LILIAN R PSYC 

u~ ~ '\. c__gvc:_ CMJ>, 1.!!/A-, ~ 
()--TV><: e 'il-i-C ·..;. H- !?-- p (_ j U)o 4,/;; ~ 
C T ~ S:c..£VY~ ~· 
PR~~~MEffll~~9 ~Gwsro Tariq, MD Nu<Se-»• -"~ 

?"~Jff· A., L::J~~?'I#'~ PAESCR,W..t S\GNATU.AE~ED 

Dale 11/2. /o:!J oL~-n,;,~'&/6:~~):·;~~ ~ v / ()0 /I Da\eli I o.<: I 0 .9 Time of or~; • J .:,· /P~ • '> PM~ 

- d-d-~ )- '-------" ~-~n,nlJ ~1 D -- fYJ '--------' ::, ~ 
-pp ~"'leg_,.....--_ ~ ffp;_p •. / 

:~~:-~.r),L nur· ,_ 
-- :.i_C;~.'_I:t\, i~~D SCHOOLCRAFT, ADRIAN 

,_,.,- !Ill! -:~~'vC(Jf. 
]!·~·-·::•: . : :. r~ ::!-t:1n1:llr 1298984 M DOB: 06/21/1975 34Y 'ro..J•/;;T~ I 1fr7t ., ,.., ..... 

ADM:11/01/2009 1628 130361874 99 , ; . ·:~: -~- ,; -~-: ;:·;~:s~~'~ _:_~-;• lt•l I ALDANA-BERNIER, LILIAN R PSYC 

' 
--- Q };j{(A~It) ~ 

~--
PRESCAIBEfi'S S~G~yu~ f}'1.2_ME PAINTED ~~~ u J\J 1Lblo_t' _ft,AJE~IMJ AM PRESCRIBER'S SIGNATURE AND NAME PRINTED 

.PM) 
1 rr- --- ------ .,_.'" ., .._. -1 ' : :c<f,'W"-of o<der: --+:t?A I fl'"l ~}_ if; Time of order: AM , r : _,_,;~:,.-, -- '·--- ----- .. -.rr.!-J•---- I'-- PM 

. ·~\.,---;,-,.,.-,Ji:;.,e~ih':? t0 0) :-.;_ . .;.. v -J / ---- . ,·; --- =I ~ '' ··=' / SCHOOLCRAFT, ADRIAN 
c -- .. ~-- --- I I 1298984 M DOB: 06/2111975 34Y ~ ADM:11/0112009 1628 130381874 99 

ALDANA-BERNIER, LILIAN R PSYC 
·- { 11 8' / 

---------------
' 

: .--:. .... ~~-:::·~--;. - v I U'""' 
\ ~ ~ . 

r I 
4 1 / 

PR~scRIIiER·s s!GNATIJFff~A-~AINTED --- '"" 1'\wseA/1.. - II . ,...., ......... .,. ....... --"'-- --
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04/20/201010:33:19 
z75mr 

Report Date: 11/01/2009 20:12 

Jamaica Hospital Medical Ctr 
CT HEAD W/0 CONTRAST 

Facility:0001 

Clinician:Staff, Physician 

Patient: SCHOOLCRAFT, ADRIAN Acct#:000130427248 MR#: 001298984 DOB: 06/21/1975 Loc: 0186 BLS/Discharged 

DEPARTMENT OF RADIOLOGY 

Patient Name: SCHOOLCRAFT, ADRIAN 
MRN #: 001298984 
Patient Loc: MENTAL HEALTH ER 
Exam: CT head w/o 

Result Date/Time: 11/02/2009 
MD 

10:45 AM 

Requested by: Staff, Physician 

Radiologists: ~anczuk, Peter 

Clinical indication: FIRST PSYCHOTIC EPISODE: RULE OUT 
LESION/MASS. 

NONCONTRAST HEAD CT. 

* NO ACUTE INTRAC~IAL HEMORRHAGE, no discrete lesions, no mass 
effect or abnormal intra-or extra-axial fluid collections. 
VENTRICLES and CISTERNS have NORMAL size and position. 
OSSEOUS 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. 

JHMC 141 
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PATIENT HISTORY REPORT 
Jamaica Hospital Medical Ctr 
Department of Clinical Laboratories 
8900 VanWyck Expressway, Jamaica, NY 11418 
Pathologist Name, Medical Director 

PATIENT: SCHOOLCRAFT, ADRIAN 
MRN#: J1298984 
ADMIT: 11/03/0 9 
Loc/Rm/Bed: J03MH-B3 58 -B 
DOB: 06/21/1975 AGE: 34 SEX: M 
ADM : HOVANES IAN, SHUSHAN 

ACCT#: Jl30381874 

H E M A T 0 L 0 G Y 
-------------- ------- -+------ -01011339------ -+---- -----------

COLLECTED 111/01/09 13o00 I REFERENCE R!lNGE 

PRIORITY, PRYSICIAN ISTAT STAFF, PHYSICIAN I 

c B c 
WBC 

RBC 

RGD 

HCT 

MCV 

MCH 

IJ 

MPv 

RDW 

Platelet Count 

Neutrophils Auto 

Lymphocytes Auto. 

1*8.6 

1*4. 83 

I*H.2 

- 1*42.6 

1*88.3 

1*29. 5 

1*33.-: 

l*8.a 

1*14.5 

1*232 

J.l!onocytes Auto I* 9. 0 

Eosinophils Auto. !*0.9 

Basophjls Auto. [~0.3 

Segs, Absolute 1•6.0 

Lymphs, Absoluce I *1.6 

Monos, Absolute 

Eos, Absolute 

Basos, Absolute 

J•o.a 
I* 0 .l 

j•o.o 

14.8-10.8 K/uL 

[4.50-5.90 M/uL 

IH-0-18.0 g/dL 

142.0-52.0% 

IB0.0-54.0 f[, 

I 2 7 . 0- 31. 0 P9 

132.0-36.0 g/dL 

17.2-10.4 fL 

111.5-14.5% 

1130-400 K/uL 

144.0-80.0-% 

113.0-43.0% 

12.0-15.0 % 

lo .0-3 .0 % 

IO .0-3 - 0 ' 
12 .1-8 .6 K/uL 

I o- 6-4 .6 K/uL 

JO.l-1.6 K/uL 

J0.0-0.9 K/uL 

J0.0-0.1 K/uL 

Absolute NRBC Instrumen ["'0. 00 I None %/100 ~JBC 

M ~ n u a l D i f f e r e n t i a l 
::r •.. ited RBC 

NRBC Absolute 

JNone /100 WOIC 

JNone K/uL 

C H E M I S T R Y 
· - - --- - --- - --- --- -- - --- +- - - - - - - Dl 011 3 3 9- -

COLLECTED Jl1/01/09 13o00 I REFERSNCE RJ>NGE 

PRIORITY, PHYSICIAN jSTAT S7AFF, PHYSIC!~~ 

E n d o c r i n e & N u t r i t i o n 
TSH 1•1.10 J0.-:7-<; 7Q uiU/ml 

* ~ RESULT REPORTED FIRST TIME KE'i FOR ABNORMAL COUJHN· ~-LOW, H-HIGH, _n_a-ABNO~MAL, 1?-PA.N:C 

MRN#: Jl298984 Att Phy: ISAKOV, ISAK 
Loc/Rm/Bed: J03MH-B358-B PATIENT: SCHOOLCRAFT, ADRIAN 
PRINTEDo 04/20/2010 10ol9 PAGEo 1 ot 2 
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PATIENT HISTORY REPORT 
Jamaica Hospital Medical Ctr 
Department of Clinical Laboratories 
8900 VanWyck Expressway, Jamaica, NY 11418 
Pathologist Name, Medical Director 

PATIENT: SCHOOLCRAFT I ADRIAN 
MRN#: J1298984 
ADMI'::': 11/03/09 
Loc/Rm/Bed: J03MH-B3 58 -B 
DOB: 06/21/1975 AGE: 34 SEX: M 
ADM: HOVANESIAN, SHUSHAN 
ACCT#: J130381874 

U R I N A L Y S I S 
---------------------- -+--- ----01011338------ -+---------- -----

COLLECTED : REFEi<ENCE IV.NGE 

PRIORITY, PHYSICIAN iSTA~ STAFF, PHYSICIAN 

-----------------------+----------------------+-------------

Color ! *ordered 

Appearance !*ordered 

pH Urine !•ordered 

Leukocyte Esterase !*ordered 

Nitrites !•ordered 

Urine Protein 1--orde r-ed 

JCOSe !•ordered 

Kec.ones !'*"ordered 

Urobilinogen !*ordered 

Bilirubin !•ordered 

Blood I •ordered 

Specific Gravity I *ordered 

M i c r 0 s c 0 p i c 
WBC I •ordered 

RBC j "'ordered 

S E R 0 L 0 G Y 
----------- ------------ +- ---- -- DlO 113 3 9---- --- +------- - --

COLLECTED ill/01/09 13 ,oo !REFERENCE RANGE 

PRIORITY, PHYSICIAN I STAT STAFF' PHYSICIT<K I 

RP 0 !'NON-REACTIVE l~onreactive 

RES!:LT RE?ORTED FIRST Tli<E K8Y FOR ABNORMAL COLUl...,N : L- LO~-J, r. HIGH, AB ABNORJVAL, P- PANIC 

MRN#: J1298984 Att Phy: ISAKOV, ISAK 
Loc/Rm/Bed: J03MH-B358-B PATIENT: SCHOOLCRAFT, ADRIAN 
PRINTED 04/20/2010 10,]9 PAGE: 2 of 2 
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11/01/2009 
22:40:48 OER 

JAMAICA HOSPITAL MEDICAL CENTER 
8900 VAN WYCK EXPRESSWAY 
JAMAICA, NEW YORK 11418-2897 

================================================================================ 
pr ~arne: ADRIAN SCHOOLCRAFT 
M: . 001298984 ACCT#: 130381874 
DOB: 06/21/1975 Age: 34Yr Sex: M 

Location: MH - ER FULL EME 
Att Phys: ALDANA-BERNIER, LILIAN 

Ord By: STAFF, PHYSICIAN 
================================================================================ 
Seq #: 0003 Test: CBC WITH AUTO DIFFERENTA Status: FINAL Page 1 of 1 
Collected: 11/01/09 13:00 By: J081X Received: 11/01/09 16:57 Lab#: D1011339 
TEST RESULT ABN REFERENCE UNITS 
WBC 8.6 4.8-10.8 K/uL 
RBC 4.83 4.50-5.90 M/uL 
HGB 14.2 14.0-18.0 g/dL 
HCT 42.6 42.0-52.0 % 
MCV 88.3 80.0-94.0 fL 
MCH 29.5 27.0-31.0 pg 
MCHC 33.4 32.0-36.0 g/dL 
RDW 14.5 11.5-14.5 % 
MPV 8.8 7.2-10.4 fL 
PJ1telet Count 232 130-400 K/uL 
K crophils Auto 70.7 44.0-80.0 % 
Lymphocytes Auto. 19.1 13.0-43.0 % 
Monocytes Auto 9.0 2.0-15.0 % 
Eosinophils Auto. 0.9 0.0-3.0 % 
Basophils Auto. 0.3 0.0-3.0 % 
Segs, Absolute 6.0 2.1-8.6 K/uL 
Lymphs, Absolute 1.6 0.6-4.6 K/uL 
Monos, Absolute 0.8 0.1-1.6 K/uL 
Eos, Absolute 0.1 0.0-0.9 K/uL 
B 'S, Absolute 0.0 0.0-0.4 K/uL 
Nk~~ Inst. 0.00 None %/100 WBC 
Nucleated RBC 0 None /100 WBC 
NRBC Absolute 0.00 None K/uL 

* * * * E N D 0 F R E P 0 R T * * * * 
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11/0'1/2009 
22:40:50 OER 

JAMAICA HOSPITAL MEDICAL CENTER 
8900 VAN WYCK EXPRESSWAY 
JAMAICA, NEW YORK 11418-2897 

================================================================================ 
Pt. Name: ADRIAN SCHOOLCRAFT 
[v, : 001298984 ACCT#: 130381874 
DOB: 06/21/1975 Age: 34Yr Sex: M 

Location: MH - ER FULL EME 
Att Phys: ALDANA-BERNIER, LILIAN 

Ord By: STAFF, PHYSICIAN 
================================================================================ 
Seq#: 0008 Test: BILL CBC W/AUTO DIFF Status: INTERIM Page 1 of 1 
Collected: 11/01/09 13:00 By: J081X Received: 11/01/09 17:12 Lab#: D1011339 
TEST RESULT ABN REFERENCE UNITS 
Bill CBC Automated D BILLING 

* * * * E N D 0 F R E P 0 R T * * * * 
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ll/01/2009 
22:42:06 OER 

JAMAICA HOSPITAL MEDICAL CENTER 
8900 VAN WYCK EXPRESSWAY 
JAMAICA, NEW YORK 11418-2897 

================================================================================= 
Pt Name: ADRIAN SCHOOLCRAFT 
~: : 001298984 ACCT#: 130381015 
DUB: 06/21/1975 Age: 34Yr Sex: M 

Location: EMERGENCY ROOM 
Att Phys: STAFF, PHYSICIAN 

Ord By: STAFF, PHYSICIAN 
================================================================================ 
Seq #: 0005 Test: LIPASE 
Collected: 11/01/09 0:22 By: J081X 
TEST RESULT 
Lipase ~-

Status: FINAL Page 1 of 1 
Received: 11/01/09 0:36 Lab#: D1010449 

ABN REFERENCE UNITS 
23-300 U/L 

* * * * E N D 0 F R E P 0 R T * * * * 
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11/0i/2009 
22:42:08 OER 

JAMAICA HOSPITAL MEDICAL CENTER 
8900 VAN WYCK EXPRESSWAY 
JAMAICA, NEW YORK 11418-2897 

================================================================================ 
Pt Uame: ADRIAN SCHOOLCRAFT 
~ 001298984 ACCT#: 130381015 
DOB: 06/21/1975 Age: 34Yr Sex: M 

Location: EMERGENCY ROOM 
Att Phys: STAFF, PHYSICIAN 

Ord By: NWAISHIENYI, SILAS 
================================================================================ 
Seq#: 0001 Test: AMYLASE SERUM Status: FINAL Page 1 of 1 
Collected: 11/01/09 0:22 By: J081X Received: 11/01/09 0:36 Lab#: D1010449 
TEST RESULT ABN REFERENCE UNITS 
Amylase 44 30-110 U/L 

* * * * E N D 0 F R E P 0 R T * * * * 
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JAMAICA : :==:-JJ;AL 
MEDICAL CENTirR 
~*'Yitdc~......,....NftSI11 •n.._,eoco 

Department of Psychiatry 

NURSING FLOW SHEET 
PRINT NAME INT .. PRINT NAME 

I 1)_ 

DATE: 

. HOSPITAL DAY I 

SCHOOLCRAFT, ADRIAN I 
M/R: 1298984 PT . ; 
DOS 06/21/1975 34Y M #.130381874/ 
ADM:11/03/20og 15.00 F/C: 19 S i 

--:: HOVANESIAN. SHUSHA~3MH 9HAL 01 ' 

INT. 

HOUR MN 4 8 N ·4 B MN 4 8 N 4 8 MN 4 8 N 4 8 MN 4 8 N 4 8 MN 4 8 N 4 8 

oc "F 
T 

41 106 
E 
M 
p 40.5 105 

E 
R 

40 104 
A 
T 
L.! 39.4 103 

R 
E 

38.9 102 
.· .· 

38.3 101 

37.8 100 

37.2 99 

:y 98.6 

36.6 98 

36.1 97 

35.5 96 

35 95 

PULSE 

RESPIRATION 

BLOOD I SYSTOLE 
PRESSURE I DIASTOLE 

SHIFT 11-7 7-3 3-11 11-7 7-3 3-11 11-7 7-3 3-11 11-7 7-3 3-11 11-7 7-3 3-11 

NURSE INITIAL 

F0247 SEQ 786 10195 JHMC 148 
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~. •• .. ~•~ll HOSPITAL ooLCt<Afl, ADRIAN p\#:130381~87 \ 
MEDICAL CENTER sc\-1 4 r:1c 
a~D'\MW,..~....,..._ m 1M1D •71&-XJ6.6CU> MJR.1291~~~g15 ~46 ~MI-I91-1AL01 

os· 06 oo9 ~ 5 ·0 

Department of Psychiatry 
_g C...[ ~ot-A·.11to312 sr~usr~.o.N . . , ~, 

,o.l'-lf-5\AN. )-\Q\J I 

NURSING FLOW SHEET 
KEY: C = Complete assistance rJ f-:~~~sslstance R = Refuses S =Self Care 

• ust ave a companying note on Progress Record. 

Date N D E N D E N D E N D E N D E 
Cl Wearing Bedclothes z 
Sl Wearing Street Clothes v ,/ 0 
0 Neat t/ IC r/ 
Cl 
UJ Disheveled 
z w Bathed 
~ Shaved I Made Up 

" 
-

% 

Diet ~ 

z 
Eats Adequate Amt. ·v-

0 Eats Small Amt. 
i= 

Eats Only w/Encouragement a: 
5 Overeats z 

Supplementary Nourishment 

Refuses Food" 

Mobility s s; 
tn Sleeps 7-8 hrs. / z 
a: 

Sleeps 4-6 hrs. v w 

~ Sleeps 1-3 hrs. 
~ 
~ Awake in Bed ... /_ w 
~ 

Awake O.O.B. v Q) 

w Occupational Therapy 
.J 

Recreational Therapy ;:) 
c 
w Off Unit Activities ::t 
c 

On Pass Ul 
>-

Day room, Activity Rooin, Lounge v t: 
> 
t Remains in Bed v ~ 
"' Remains in Room 

v 
~ 

~ Seclusion • 
z 1:1 Observation • w 
== Restraints • 
~ Elopement Prec • w a: 
t- ECT" 

Elimination s s 
Weight 

WAI N A~ <,;e;;<, Vl'l.t:?lJt ~a:u: () Q I 
N ( ~{J-' 

SIGNATURE 

~~ AND D 
TITLE 

E ~ 
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JAifAICA HOSPITAL 
.EDICAL CEIIJ'ER 

SCHOOLCRAFT, ADRIAN 
1298984 M DOB: 06/21/1975 34Y 
ADM:11/01/2009 1628 130381874 99 
ALDANA-BERNIER, LILIAN R PSYC 8900 VanWyck Expway,Jamaica,N_·:r.ll418 

Medical. Record Signature Sheet 

To A11 Heal thcare Provider:s: 

The first time you document in the chart, please print your full name 
and title, include signature on the line next to it, your 
service/ initials in the third column. 

'•. :;,,_.- .. ;;. i .;:.·· ~- ~ ,· .. 

9/98 

FORM # 264 
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SCHOOLCRAFT, ADRIAN 
• JAMAICA HOSPITAL MEDICAL CENJ'ER 

PATIENT CLOTHINGNALUABLES INVENTORY 
1298984 M DOB: 06121/1975 34Y 
ADM:10/31/2009 081X 130381015 01. 
STAFF, PHYSICIAN 

1. ALL PATIENTS CLOTHINGNALUABLESJSENT HOME 

2. DENTURES TAKEN HOME BY FAMILY MEMBER 

ADMISSION TRANSFER TRANSFER 
DATEfTIME: !f -of .-c) "-7 DATE/TIME: DATEITIME: 

UNIT ~ tU._ !JOOM / ROOM TO ROCMW TO 

INYCnl I UK" . UF ITI:Ml::i 1\eF A 

I UPPER DENTURE . 

::t LOWER 

~ PARTIAL 
COAT/JACKET 

DRESSJHOUSECOAT 

f p8ELED CUP PROVIDED D/ 

I /LABELED CUP PROVIDED rf 
I I l.ABEl.EO CUP PROVIDED fJ 

DESCRIPTION DESCRIPliOH 

; POCKETBOOK 1 ~~ ~ \I 'f_ 
;~CE~LL~P~H~ON~~==EE=P~E~R(~S)~---T--"n~------~~~.--~~,_--~~~--------------T---T-------------~ 

~ WALKER/CANE ~ \\~ 1:- ("-'-
~ HEARING AID .~ ~ \ ( 

E OTHER: ~ 
BRACELET (S) i'- J 1 

.i. EARRING (S) 

NECKLACE (S) 

~ RING (S) 

'i WATCH 

OTHER: ~- I "'" 

fJ 

MONEY AMOUNT ~~~ $ ~ < ?~ i',;i~' $ ;t~ $ 

VALUABLES SUBMITTED TO THE CASHIEIIl AND VALUABLES PLACED WITH SECURITY 
GLASSES/CONTACT(S) 

HEARING AID 

Pe&lti!iitti®Kt WAUET 

RADIO 

CELL PHONE/BEEPER 

OTHER: 

SECURITY/CASHIER SIGNATURE: ,., ' 

STAFF MEMBER RELEASING PROPERTY: ......,,..,..._ -fi:t?,..,o&.~· 
PATIENT/FAMILY MEMBER RECEIVING PROPERTY: ~-jJJ/ M # RELATlONSHIP: 

22731-FORM 554 Wllite ,l,py: 1\l{didl~t!'cord V Yellow Copy: Nursing PI JHMC 151 



• JAMAICA HOSPITAL MEDICAL CENTER 

PATIENT CLOTHINGNALUABLES INVENTORY 
SCHOOLCRAFT. A~cf~~~S/21/1975 34Y 
1298984 M 2B. 130381874 99 

1. ALL PATIENTS CLOTHINGNALUABLESISENT HOME DYES DNO 

D YES D NO 

ADM:11101/E2ROON91ER16 LILIAN R PSYC 
ALDANA-B · 

2. DENTURES TAKEN HOME BY FAMILY MEMBER 

() ~A~D~M~I=S~S~IO~N~-----------4-=~~T~RA~N~S~F~E~R~----1--=~-TRA~~N~S=F~E~R~--~ 
~ ~ _, DATE!TlME: DATEITIME: DATE/TIME: 

UNilii/Q.J! _y-( rf/;J/ ROOM ROOM TO ROOM TO 

L:!!v 1 1 Vttl OF ITEMS KI:!1"T AT 
-nn- DESCRIPTION cowmrt DESCRIPTION DEScRJPTlON 

:J Jllj PER DE;NTURE LABELED CUP PROVIDED c 
~ ~~-------------+---;------~-----------1--~~----------------+----r--------------~ 
~ LOWER LABELED CUP PROVIDED. C 

:!: PARTIAL LABELED CUP PROVIDED c 
COAT/JACKET 

DRESS/HOUSECOAT 
=~~--~~~-----+---1-------------------;~~~----------------4---~--------------~ :! PAJAMA~TGOWN 
~ SLACKtle_AN~EANS 
~ BLOUSEI'(.SHIRJISWEATER 

I liJ.JC o _ 
I fx.i/P 

i2 SKIRT/SHORTS 
:~U~N~D~E~R~WEA~~~~RA------t---4-------------------1---1------------------t----~--------------~ 

~0~~--~~~~:==~~~~~~==~~~~--J.:~=~~/:=======~==~==============~==~============~ GLASSES/CONTACJ§.._ 

iS HAT/GLOVEsmiif@.EL!) I n /0-v£(_ 
Z~--------~~~-+~~~~~~~v~--------;---;-----------------~----~---------------4 
i: PANTYHOSE/SOCKS -
;~---------------+---t------------------~---4------------------+---~--------------~ 
_, BATHROBE 1 I /J 
U~--~--~~---+~-r~~~rT·h,~~~~~~---------------r---r------------~ 
SHOEs@lEAKE~ / /)/Uf_ (l.)YJ f~1 LfJ</J.,L/ 
BOOTS/SLIPPERS 

I
. _,g~;:), POCKETBOOK 

- CELL PHONEIBEEPER(S) 

WALKER/CANE 

~ HEARING AID 

:iE OTHER: 

I I " I 

I 
BRACELET (S) T H Tllr::f11J 

.• EARRING (S) 

~ NECKLACE (S) 

~ RING (S) 

:; :WATCH 

OTHER: 

I L -1 hf 
01 ~ ....__,.., I 

\I I f ) 
rv t 

1 
r A 

\ :; II 

' If 

lr\( ,\) i 
\ L '--r<----- I 

'!ALUABLES SUBMITTEDTO 'THE CASHIER AND VALUABLES PLACED WI'THSECURITY -----.-----------=-=-=.:..:...:...:.,......---.----------------r----.-----------------r---.,.---------------i 
GLASSES/CONTACT(S) 

HEARING AID 

POCKETBOOK/ WALLET 

RADIO 

CELL PHONE/BEEPER 

OTHER: 
Jl 

SECURITY/CASHIER SIGNATURE: 

STAFF MEMBER RELEASING PROPERTY: 

PATIENT/FAMILY MEMBER RECEIVING PROPERTY: RELATIONSHIP: 

22731-FORM 554 Wh1te Copy : Me-dical Record Yellow Copy: Nursing PI 
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0 ·~ . 

0 

(~· 
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• JAMAICA HOSPITAL MEDICAL CENTER 

PATIENT CLOTHINGNALUABLES INVENTORY f 
/ 

YES CJ NO 

SCHOOLCRAFT. ADRIAN 
1298984 M DOB: 06/21/1975 34Y 
ADM:10/31/2009 081X 130381015 01 1. ALL PATIENTS CLOTHING/VALUABLES/SENT HOME 

2. DENTURES TAKEN HOME BY FAMILY MEMBER 

ADMISSION 

[J 

[J YES CJ NO 
STAFF. PHYSICIAN 

TRANSFER TRANSFER 
DATEITIME: // DATE/TIME: DATEillME: 

UNIT ()./~1(] fu ~OOM ROOM TO ROOM TO 

IINYJ::"I\,IIU' Of ITEMS KePT AT _... DESCRIPTION ........,., DESCRIP'TION DESCRIFIION 

= 
UPPER DENTURE I fABELED CUP PROVIDED Df 

II: 
:2 LOWER I I LABELED CUP PROVIDED d .. I 

~ PARTIAL I / LABELED CUP PROVIDED p 
1:1 

COAT/JACKET 

DRESSJHOUSECOAT 
a: 

"\~ 
= PAJAMAS/NIGHTGOWN 

' r·, -...__ 

§ SLACKS/PANTS/JEANS r/ / :<)"::~ ..... I 

--~ "' J\\ 
BI.DU$EIT .sJIIRTJSWEAniR v i:, ~· I -..._ ~) I~ ... 

~ SKIRT/SHORTS , ...... ~ ~ \,\ ·'I "-· r\ c 
u 

UNDERWEARIBJl'- L/" C'·.-:·, -~ ~. "-{ --\_._, ) () 
~ 
:I GLASSES/CONTACTS .)"1 

"1. 
~ ~~- _,j .• 

a ··~ 

i5 H.gwJDIIISSHIEIBELT ~/ 
~ .... C) 

.,., 
J \~~-. 

: 
/A"- ,, ~ ' z 

i ~OCKS c.-- ;, .. ;- \'-. :\ -
.... {;\ .\, .\.·' (') 

9 BATIIROBE _,..o· -:;, \I ' '-'" u ,-.... 'o 
I " 

fsHeESJSNEAKERS ,_/ ,, ' I 
·-. 1 '\ ~ 

BOOTS/SLIPPERS - \.}'. _\-~ (\ ~ ~ .. ""' -
POCKETBOOK ;'~ 

~~ \ ~ 
-

;) 
a 
Ill CELL PHONE/BEEPER(S) Y\ t;"" ..... ~ ~ z ,, ' 
:i WALKER/CANE .-\{ :,\\ t- F-... .......... , .. 

u 
HEARING AID r ~ r , ' "' \ ~-.. 

2 OTHER: '~ 
) . ) 

- ·~ 

BRACELET (S) --.... / fj J 

EARRING(S) ·; ,'-._{0 lj'w40w, .. · . 

~ NECKLACE (S) .I (\ (j I ·O 

RING(S) () ~ 
--.:.." 

WATCH 
J ·..J 

" i 
OTHER: ~· 1 

MONEY AMOUNT , F."~$ 4-lJ..e', ~.. ofrt~ $ l.t~ $ 
VALUABLES SUBMiTTED TO THE CASHIEII AND VALUABLES PLACED WITH SECURITY 

GLASSES/CONTACT(S) 

HEARING AID 

RADIO 

CELL PHONE/BEEPER 

OTHER: 

STAFF RECEIVING PROPERTY 7?)/'2!"' _ v/r- :)(<:L rJ ."""""" ~"""'"" 

{. 

~ 

I 
~· 

. ~ ~;~~~;~-;~~;;;;;F: ,r== .• /)' ( . '.; ./ A • • """""' """""' 

f. . 't .. · riofE:~vJiL"UA8t:IEsWiLt:·seiir:unk..,.sE"cuRryy{c~~iliDoR" No-MoR'E'ftiA"tC3o-oA"Y'sAf:l'E'RofsctiA"Ilsr·-------------""\J- PIIIM~ 
SECURITY/CASHIER SIGNATURE: 

STAFF MEMBER RELEASING PROPERTY: ""'' ... """"" f1J2,.._.),,: c [,/\.._.. 

PATIENT/FAMILY MEMBER RECEIVING PROPERTY: y'»>M>1_i/ JsJ/ (&.f- RELATIONSHIP: 
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• JAMAICA HOSPITAL MEDICAL CENTER SCHOOLCRA 
12989S4 :r. ADRIAN 

PATIENT CLOTHINGNALUABLES INVENTORY ~P~~x~~/2009 1~~g: 0612111975 34y 
1. ALL PATIENTS CLOTHINGNAlUABLESISENT HOME CJ YES CJ NO 

2. DENTURES TAKEN HOME BY FAMILY MEMBER CJ YES CJ NO 
ERNIER, LILIAN R pl§$~81874 99 

/-;n / f) ADMISSION TRANSFER TRANSFER 
~ DATEITIME: DATEITIME: DATEITIME: 

UN ILl /OU ---Y ( '{F-fi ROOM ROOM TO ROOM TO 

lli'fVCI II V~ _QI- ITI:IVI:S 1\t:t" A 
! ......... DESCRIPTION '"""""' DESCRIPTION .._,. DESCRIPTION 

:l I UJ PER DENTURE LABELED CUP PROVIDED c 
0:: 
:I LOWER LABELED CUP PROVIDED [] .. z .. PARTIAL LABELED CUP PROVIDED 0 g 

COAT/JACKET 

DRESS/HOUSECOAT 
II: 

" PAJAMAS~HTGOWN Ill 

~ SLAC~ANTS)JEANS / /:0._ 1r o 
0 

BLOUS~H~TJSWEATER 6uP 0 J "" i SKIRT/SHORTS 

" u 
UNDERWEAR/BRA ~ 

:) GLASSES/CONT ACJ§___ I I 0 
i5 HAT/GLOVESm~E~!) ( D fC--vf( z : .. PANTYHOSE/SOCKS 
0 BATHROBE } /1 .. I u 
SHOE~N_EAKE~ /; It-t€. LJFJ I fJ::' I {j /; :/1-r / I 
BOOTS/SLIPPERS I I I 

I 
:) 
0 

POCKETBOOK I 

Ill CELL PHONEIBEEPER(S) z 

" -.. WALKER/CANE ... 
Ill 
u HEARING AID ~c ' .•. 

ltJ . ' I ..... ~ 

i OTHER: ,/'"""-......._ \ \A -:~ 

I l\ 'I 

BRACELET (S) /\ 1/\ ....---. I"" ' I I /, : - I J-+- v l -~ .\ v . ·"~' 
.. ~ EARRING (S) { 1-1 -~Y _l \ I / ( ) l l ·-· 

~~ 
NECKLACE (S) .\,..-- I I 

...._______,, I I I '-' \ r I 
RING(S) 

I r A It~\ c t \ ) I l 
WATCH ' 

" I/ /1 \ '.j ~ '---· ~ I ! 
OTHER: \' If 

MONEY AMOUNT :f.:%:~8 $ J~<¥1$ '~$-ti $ 
VALUABLES SUBMITTED TO THE CAStiiEil ANI) VALUABLES PLACED WITH SECURITY 

GLASSES/CONTACT(S) 

HEARING AID 

POCKETBOOK/ WALLET 

RADIO 

CELL PHONE/BEEPER 

OTHER: 
)) 

ENVELOPE RECEIPT# i 
-~- ~---·-·-~-~-~-~-~- -~-~ '-~-~-·---~---·------~- .'·-·- ~-~-~-~-----~-~-~-·- ..,..._____ ------·-·---~---·-
·:!i:~~~~!~.!!"!_l!!~~_:r. ~N ~1fi~R~!~~~~~-~~-_!'~.!!'~~~~~~!~~~~~-!_~~I~~!_!.~~~~~_!!'!!>~.---·---J 
PATIENT/SIGNIFICANT OTHER: Z1fr"7 ,j) . 

U
.•<L. 

. 

STAFF RECEIVING PROPERTY 'HJ1 ~ P{7{:! It'! f Slc;mTU"; SJQI'I'ITU; 

~---#_,_, ___ ~------
-.. ~ I I SIGITJJU: """"""' WITNESSfTRANSFERRING STAFF: 

tiofE:-vACuA'8'LEsWiii-8Eiii:L:iJIN-sE'ciJilT'fflc'lsMiE'R'ForfNcnwoil"ETtiA'N3o6A'is~Aiol"Eif'DisctiARG"E-~-~---·-------
,.RJHTH.u.cflSIIlH.: 

SECURITY/CASHIER SIGNATURE: 
-JNAM~S.IGIC 

STAFF MEMBER RELEASING PROPERTY: 
PRIHTNA.NESlG"l. 

PATIENT/FAMILY MEMBER RECEIVING PROPERTY: RELATIONSHIP: 

22731-FORM 554 White Copy : Medical Record Yellow Copy: Nursing PI 
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THE .&4JIAIC4 IIOSPITAL MEDICAL CENTER 

MENTAL HEALTH CLEARANC 

[\ .1$ _ UJ _ : ,C\ SCHOOLCRAFT, ADRIAN 

-~- . TODAY'SDA1E:~c...· ____ ~---"--.! ~~:1ls~~1~~9~5 34Y PT#: 130381874 

0 
... 

. . 
. ..... _ 

ADM:11/03/2009 1S·OO M F/C: 19 S 
· 03MH 9HAL 01 

HOVANESIAN, SHUSHAN TO: 

~. 

-.! . ·' (/c)'L 
Hospital# Room# 

Notifk:lltion ollrppending Referral Received Ya: 

Mail_ Fax_ Brought In __ Phoned In _ ___,_ 

INSURANCE INF~ORMATION 

NAME OF INSURED: 
\._ \ 

.• - ·. \ .\_ .--{_): ·,_ ...... !,. 1\ \;'\'. r\~ 

INSURANCE COMPANY NAME: 

CONTACT PERSON: 

INSURANCE CO. TELEPHONE NO: 

INSURANCE COMPANY ADDRESS: 

~-~~no'te(~~~!AL ~~It\~~Ft~:~_d-~~ a~~· -et~~>=~-).f_; . ·r 
- {.' 0 'j ,_· ----'-_.t> \ _c -,\_, , . 

.n 
\ i ...,._____. 

. ~ 0
. 

,L. ··--:· .· ... , J·e --_ ·_,'j ; ' : --+- ;·.l (\ ...__, __ ---l,,- ·.t.;. \ I I lo -::> .. I .., ';> 9 
~ \ . ...__ -- ~ . -· - I ~.__') ·-, 1 I· 0 1 --)..ool 

AUTHORIZATION NO.::...: _1~~--, -~-' _-_,::,fc...,·: ~~L-_-_ 
u 

PRE CERT. COORDINATOR NAME:---~--------

DISPOSmON OF INSURANCE INQUIRY: 
I 

\ / 

APPROVED OJ ( 
-~~/ 

DENIED [] PENDING PHYSICIAN CONTACT 0 
PHYSICIAN NOTES: 

' 

PHYSICIAN NAME: 1G[\_t j 
* Financial Investigation (White Copy) • Mental Health Clinician {Pink Copy) * Social Work {Yellow Copy) 

3}12/95 (MHAlJTHZ. WK:,) FIN. INV.INS. UNIT 
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08/06/2010 
14:04:03 TTH 

JAMAICA HOSPITAL MEDICAL CENTER 
8900 VAN WYCK EXPRESSWAY 
JAMAICA, NEW YORK 11418-2897 

Pat Name: ADRIAN SCHOOLCRAFT 
Pat Numb: 130381874 

Loc: Discharged 
Sex: M 

Att Phys: ISAKOV, ISAK DOB: 06/21/1975 
Race: W 

Age: 35Yr 
============================================================================== 

Department: 008310 DIETARY 

Order: 00222200 REGULAR DIET 
Pt.Ord #: 0009 
Req Date/Time: 11/04/2009 0727 
Comment: 

SUPPLEMENT: NONE 

Completion Date: 11/12/2009 0005 

Priority: A 
Status: FINAL 

Ord By: HOVANESIAN, SHUSHAN 

SUPPL.FREQ: NONE 

JHMC 156 



-·· .. 

t 
'~-

'' REQUEST To: m_:l" : fd::f$!1:,;: ;: -~l':~'-F/:} 1.'0 
-~· .-_REQUES!FRO.M::~(:· •·N {);i.:~/~-,.s;.~~'t'~-·;~·y!~I'•-­

IMPRESSION: •••· p ~fft·.~ft_'6-. cir:J!:CifC~-1 N O._l> .. · 

SCHOOLCRAFT, ADRIAN 
1298984 M DOB: 06/21/1975 34Y 

081X STAFF, PHYSICIAN 

ADM: 10/31/2009 130381015 01 

DEPT/b!VISION: .·._ (>. dr~l'of?l g R 

M.wr·~r. <.LA. 

_ _ __ · /?.~1>~r ~~~if/- ~t,·tp_ A€Pr'''c:i ~ ·-hr~· feud t ~JJ-lo~r:cJ· __ _ 
cT)~..tn W J.~o(;y_• 'o;~.;-·J .... tV c(){{e_~hPJ ~LvJ -ct~ h..o.~ f.e--/J6Qoi 

,. . - -. 'r- o 2 J-f hi'J.. .fo- ~irr~~/C.c. fA~;:lu'fJ ., .H Q_ - k~ .. tY t-> c~,~~l_ 
'(k., .. 4\fi):j/~ -· ~c~< 

-,n.e ~ n·'£>~L :•Jlt1·ct':v:/J~C:.;<t1tJ6· A-i'dt~l-···· r~ bbu-1 e>tv-d CLf'/'o.c. f t tc..)--e.) - /--~ 

3 
~1(-·Ki'j0.. -· ::~_hrjflo;rt'fl'<M·_. _-~~f' :-· /&_ k~ ,f1 cf<'4• .·_do ~c.~~t~t/~ 
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