bvPGl - WOOQ3an

Ward/ Secti on:

v
LAST, FIRST Mi

 (Hematol /4) S

TEST ' ET’ REF. RANGE
4.8-10.8x 10°

LABORATORY RES ULT FORM
Subject to the Privacy Act of 1974)

Mnsc. Serology

TEST ’ RESULT REF, RANGE

RPR Negative
4.7-6.1x 10 App N/A Mono Negative
Hgb Glu Negative . Microbiology
Het 12:52% () Bili Negative Source |
37-47% (F) - )
80-94 11 (mp) Ket Negative Gram
81-99 1 (1) . Stam .
130:500 x 10° SG N/A OccBId | Negative
verified )
Lymph U7 20.5-51.1% Bld Negative H_ pylori Negative
(Hematology) Mannal leferentlal I pH NA Micro )
R Parasites
Segs Mono Prot ' Negative Malaria
Urob L0.2~1.0
. Nit Negative
Leuk Negative , Mu:roscoplc :[Ifr.'iliaily_s'i'sj_,_"

HCG Negative

Spun
Hematocrit

42-352% %)) T . CSF R i Blood Bank
37-’47%(_!7) ‘ L AT R

Cell " THvsTs SUBMIT SF 518 WiTh
Count EVERY UNIT REQUESTED
Directigen Ncsaﬁve ABO/Rh

o -'_-f'=fCﬁ?gﬂ_lét,i“‘_l"s..mbﬁe?ﬁ"j"-"':.-". R Bload od Bank Unit-Crossmatch
SRR e (MUSTSUBMITSFSIB WITH EVERY UNITOFBLOOD
“REQUESTED) .

UESTED

- l CROSSMATCH =

9.8-13.6 secs

- J
21-34 secs , ’
\\\— \ .

APTT

D dimer

FDp

REMARKS:

REPORTED BY: DATE: LABID o

M@Qé/\/\ S Nl



| Ward/Sectiog: REQUE ) | LABORATORY RESULT FORM
: N (Subject to the Privacy Act of 1974)
LAST, FIR T. MI. . ' _ 1 8SN/PSEUDO SSN:
Fi) b (a)
- (Hematy CBC) e B Unnalysxs s e _I.j'-' e Mnsc. Semlogy
TEST | RESULT | REF. RANGE | 7557 RESULT REF. RANGE | TEST | RESULT | REF RANGE
WBC 4.8-10.8x 10° Color | - N/A RPR Negative
RBC _ 4.7-6.1x 10° App N/A Mono ~Negative
Hab J—' ' | 1418 rat vy Glu | Negative “- . Microbiology
‘ 12-16 g/dl (F) e e B
Het 42-52% (M) Bili Negative Source i
| 37-47% (F) s |
Mcv 80-94 11 (M) Ket Negative Gram
81-99 fl (F) . | Stain |
' Plt ' 130500 x 10° SG ‘N/A 1 OccBIg
verified )
Lymph % | 20.5-51.1% Bld Negative FL pylori
(Hemnlwology) Maaua] Dlﬂ'erentlal - pH NA Micro
L Parasites
— ] L
Segs Mono Prot Nepative Malaria
Bands . Eos Urob 0.2-1.0 O&Pp :
_Lymph ' Baso -« | Nit Negative Other B R
Atyp Imm |- Leuk Negative . Microscopic Urinalysa
RBC 'HCG | Negative — —
Morph ' .
Spun 42-:;52% M B - CSF VN BlOOd Bank
Hematocrit 3747% (F) S I S
Se jCell ] MUST SUBMIT SF 51 WITH
Count f EVERY UNIT REQUESTED
Directigen Ncgative ABO/RA"
e Qﬁggu,litiop;‘s__tuhﬁés.'_f'j' SR B Blood Bank Unit- Crossmatch -
SR e (MUST SUBMIT SF 518 WITH EVERY UNITOF BLOOD
LR . REQUESTED)
TEST l RESULT | REF RANGE UN]T TYPE I CROSSM4TC]-[
PT [ ’ 9.8-13.6 secs
APTT f 21-34 secs
D dimer | — <20 ug/mi
FDpP <10 vg/ml
REMARKS:
REPORTED BY: DATE: LABID NO.:
(@)~

MEDCOM - 15442




()2 .

. -STING PRYSICIAN,

Ward/Sep_tion:
(Tt

CHh. _..STRY RESULT FORM
Subject to the Privacy Act of 1574)

LAST, FIRST, MI.

SSN

O 8SN:

o ()Y

Dfo o3

REF. RANGE REF. RANGE
Na 138-146 mmol/L. | ATB 3555 ga GLU 73-118 mg/dl
K 354wl ALP 26-84 Wl BUN 7-22 mg/dl
I i 98-105 mmolL. | ALT 104703 CA™ 80103 mad]
pH 7.31-7.35 AMY CRE 0.6-1.2 mg/dl
3545 mmHg (art) | AST NAT T 128145 mmol))
41-51 2 (ven)
P02 :32?5 m;rﬂig @y TTBIL 02-Lemg/dl |7 3347 ol
yel
' TCO2 B2 mmoll ((am) BUN 722 rog/dl CL- " 98108 mmoi
24-29 mmol/L (ven
HCO3 ;32223 mmogli @) [ CA™F | 8.0-103mg/dl tCO, f 18-33 mumol/]
. -2 mmob/L (ven) . e
sO2 95-98% CHOL 100200 mg/a) |7
BEecf , (2} -(+3) CRE 0.6-1.2 mg/di TEST RESULf ,' REF RANGE
mmok/L |
AnGap 10-20 mmol/L GLU B-18mgdl [ALR 3355 gd
Ca LI2-L32 mmolC | TP 6.481 gidl ALP 26-84 wl
—_—
BUN 8-26 mg/di ALT 1947wl
GLU 70-105 mg/dl RESULT REFR AMY 1457wl
' ' RANGE
Creat 0.7-1.5 mg/di GLU B-118mg/dl | AST 1138 w1
Het 38-51% PCV BUN 7-22 mg/dl TBIL 0.2-1.6 mg/di
Hgb 12-17 g/ CRE 0&-12mgdl | GGT 5-65 W
iy CK 39-380w1(M) | Tp 6.4-8:1 g/dl
% 30-190 wl
TEST |RESULT | REF RANGE [ NA™ 128-145 mmoi [z -
rom—— I 3347 mooll | 7gsT , RESULT I REF. RANGE
Drug of 98-108 mmol/j [ NAT 128-145 mmoiji
Abuse .
18-33 mmol/i 3.3-4.7 mmolfi
98-108 mmol/1
S
REMARKS:
ot - |
Y.}M-x_/ 2L Tl ¢uu £ g2 7 fw—n/‘f
REPORTED BY: DATE: LAB ID KO.:

B R

MEDCOM - 15443




Ward/Se_qtion: REQUESTING P

¢ ™
Bk 1 Nt

" | CHEMISTRY RESULT F ORM

Subject to the Privacy Act of 1974)

PORTED BY:.

LAST, FIRST, M1, SSN/PSEUDO §
3 TEST
: RANGE :
Na 138-146 mmol/l. | ALB 3.5-5.5 gdl GLU - 73-118 mga
E ~ 3549 mmolL | ATP 26-84 BUN 722 mgdi
Cl 98109 mmolL | ALT 1047w ’ CA™ 80163 mg/dl
pH 7317.45 AMY 14-97 wi CRE 0612 mgdl
PCO2 3545 mmHg (art) | AST 1938 i NAT 128133 mmol]
. 41-51 mmHg (ven) L
PO2 $0-105 mmHg (art) TRBIL 0.2-1.6 mg/dl K 3.3-4.7 mmoid
N/A [ven) .
TCO2 23-27 tamol/L. (art) BUN 7-22 mg/d CL’ : " 98-108 mmalfl
24-29 mmel/L {ven)
aco3 226 mmollL, (ar) | CA™ 8.0-103mgd | 10, 18-33 mmoi/l
. 23-28 mmol/LL {ven)
sQO2 95-98% CHOL 100-200 mg/di Piccolo) Tiver Pan:
BEecf -6 CRE O612mgd "1 TEST | RESULT | REF River
mmo. .
AnGap 1020mmall. | GLU B-U8mgd | ALB 3355 gd
Ca L2-132 mmol/L | Tp 6481gdl | ALpP 26-84 u
BUN 8-26 mg/di : th : 1047 W
GLU 70-105 mgdl TEST | RESULT [ gt AMY 1357 un
' RANGE
Creat 0.7-1.5 mg/dl GLU 73-118mgdl | AST 1138 w1
Het 38-51% PCV BUN 732 mg/dl TBIL 0216 ng/d
Hgb 217 gdl CRE 0612mg/dl | GGT [ 565wWi
: st CK 39-330w1(M) | Tp 6.4-8.1 g/dl
: i 30-190 wl (F)
TEST | RESULT REF. RANGE NA* 128-145 mmo/]
Troponin] K 3347 mmoll "V TEST | RESULT | RER Raver
Drug of CL | 98-108 mmoln NA® 128-145 mmoln
Abuse -
1CO, 18-33 mmol/] K 3.3-4.7 mmolA
CcL- 98-108 mmol]
T ' 1CO; 18-33 mmoll
REMARKS:
' co ~ o N
42)6 LLETY farir)s 537 2o g CLLA
| RE 7 I DATE: - t LABYD NO.:

bl-7

 MEDCOM -

15444



MEDCOM - 15445

War d/s“fiD"i ! ; CHEMISTRY RESULT FORM
e, FIRST S 1\_/;— —_{Subject to the Privac ' Act of 1974) .
: I SSN/PSEUDO SSN: _
\)(@»tﬂ\s‘ Y I T T 4
Iy ST -
REF, RANGE | RESULT | RER et e
RANGE = e PICCOLD - _,:jp‘]
Na 138-146 mmolfl. | AT 35550 02/08/03 19 v
K 3549 mmill, | ATP 2684 L )H;\
. - ST . -
FC]\N 8-109 mmol/. [ ATT 1047 wi rli\]ll{i’rllL i - ble
e — 731745 AMY 157w DISC LOT_#° EERY
PCOZ 3545 mmHg (ar)) | AST 138 OPER #: b LAY
_ 4151 muntig (ven) — SERIAL #:
P02 80-105 mmbig (art) | TR 02 L6 mgd i
L N/A (ven) S Tttty
TCO2 igmmmglvlt m) BUN 722 mg/dl Gy 11t 3--_1 18 r’lii/. L
HCO3 2226 mmollL (art) CA™ 8.0-10.3mg/di BUN tee 722 MG/ l.)L
2328 mmol/L. (ven) CRE  3.1x  0.5-1.2 MG/OL
sQ2 95.98% CHOL 100-200 mg/an K 637% 39330 U{’L
BEecf (2)=(+3) CRE 0.6-1.2 mg/d; NA + 131 128 145 MM0iL
mmol/L, K+ 3.6  3.3-4.7 MIOW
AnGap 10-20 mmol/1, GLU 73-118 mp/dl L - 121% 984100 MMOEL
Ca 112-L.32 mmol/L | TP 6.4-8.1 g/dl thos 21 18-33 MM
BUN 8-26 mg/dl -
. . NS G 0K CHTMN G Gk
GLU 1 70-105 mg/dl TEST | RESULT REF. HEMO . LIP 1+, ol o
- - RANGE
Creat 0.7-1.5 mg/di GLU 73-118 mg/dl
Het 38-51% PCV BUN 722 mg/lt L L{
Hgb 217 gd CRE 0612 mg/di Q™
CK 39-380 ufl (M)
: AR 30-190 wl (F)
TEST | RESULT | REF. RANGE [ NAT 128-145 mmo/]
Troponin- K 3347 mmol] |
Drug of CL- 98-108 mmol |
Abuse .
10O, 18-33 mmol/
CL- 98-108 mmol/
S \\“—\N
tCO, 18-33 mmol/l
REMARKS:
REPORTED BY: IRERE DATE: LAB ID NO.;
\ .
__“b( vy~ - 2402,
= 7



Ward/Section:

14 4

LAST, FIRST, M,

" MEDCOM - 15446

Na 138-146 mmoliL. IO 73-118 mg/di
K 3549 mmolL: 3UN 122 mgidl :
TIzz=== P] 0 z=zzzz==
Ql 98-109 mmol/L 02/08/03 0. 15:18 JAT 8.0-10.3 mg/di
pH 7.31-7.45 REFERENCE RANGE : LE 2 ' - 06l mgd
PCO2 3545 wmHg (u;t) PATIENT #: A7 128-135 mmol}
-31 mmHg (ven' o
- — a~ METLYTE 8 Ty —_—
80-105 mmH v T 34,
POz NAGem 0 DISC LOT ¢ 31S2A84 & 3347 mnol
: 23-27 VL (art) . ey . - :
TCO2 2429 mmol wy  OPER #: = LR 000 L 58-108 mmoll
HCO3 226 mmollL (ar)  SFRIAL #: CO, 18-33 mmol/)
. 23-28 mmiol/L S e
s02 | 95.98% Gl U """" e '
BEeef () -(+3) - BN
| mmolL CRE . e
Ca AL | s 100 T .
BUN 8-26 mg/al SR MOy iT 1047 vl
=t MMOIA
GLU IR e 28 18-33 MoK, MY 1497 ul
Creat 0.7-1.5 mg/dl - INST 6C: oK CHEM QC: Ok 8T f 11-38 w1
g 3851%PCV HM O, LIPO, ICT 1+ BIL 02-1L6 mydl
Hgb 1217 gt iGT 565 Wi
Sty P 6.4-8.1 gidl
TEST . | RESULT REF, RANGE
Troponint _ TEST | RESULT ’ REF. RANGE
Drug of ‘ N 128-145 mimall
Abuse . :
¥ 3.3-4.7 mmoll)
- 9%-108 mamoll
B l l , tCO, 18-33 mmol)]
REMARKS:
68 b il gl (i Jode )
REPORTED BY: DATE; JLABIDN 0O.:
oy bly)- 7 Qe



Ward/Section: ' REQUESTING PHYSICIAN. s + 2| CHEMISTRY RESULT FORM
L~ : Subject to the Privacy Act of 1974)
.. [|LAST FIRST 34 TIME SSN/PSEUD ssr}r:
™. (:\ Iz \ £ o
v ( (CHRAN
REF. RANGE RESULT | REF TEST REF. RANGE
: RANGE
Na | 138196 umolil. | ALD 3555 gl GLU 73-118 mg/d
K , 3545 mmolL | ALP P BUN 722 mgid]
“1¢] 98-109 mmol/L. ALT 1047 w1 CA™ 8.0-10.3 mg/di
IpH 731-7.45 AMY. 1497 CRE 0.6-1.2 mg/dl
PCO2 35-45 mmHg (art) AST 138 w1l . NA* 128-145 mmol/}
i 41-51 mmFig (ven) § ’ B : )
PO2 $0-105 mmbg ant) | TRT T 02 lémgdl [ 3.34.7 amolt
N/A (vew) '
- 2327 mmoilL (arf) 22 mgdl “T98-108 mmal
TCO2 Y nm_;"“gu (::n ) BUN 722 mg/d CL 108 mmaoal/l
.‘ 2226 mmol/L (art ++ 010,
HCO3 2226 mmolL E:c 3) CA 8.0-103mgdl | (Co, 1833 mmol]
502 95.98% CHOL 100-200 myg/al
 BEoct 2-63) CRE 0612 mgdl RESULT |
| mmolL,
AnGap 10-20 mmol/1. GLU 73-418 mg/d ALB
Ca L12-132mmollL | Tp 6481 gdi ALP
|
BUN 8-26 mp/d! 1 ALT
GLU 70105 wgfdl TEST | RESTLT | s AMY T&57
: ' RANGE
Creat 0.7-1.5 mg/di GLU B-118mgdl | AST 1138w
Het 3851% PCV BUN 722 mg/dl TBIL 02-16 mg/di
Hgb 12-17 gl CRE 06 12mgdl [ GGT 565 M
§ st CK 39-380w1 (M) [Tp 6.4-8.1 g/dl
30-190 w (F)
NA* 128-145 mmoY/ ctrolyte
Troponin T K 3347 mwalll 1 7EST TRESULT | REP RANGE
Drug of CcL { 98108 mmoli NA® 128-145 mmoll
Abuse _ ' .
tCQO, 183 mmoll |7 3.3-4.7 mmolf}
CL: 98-108 mmol/}
1O, 1833 camoll
REMARKS: .
L e Lo j o — -
M C‘ Fy ez (;.Lf/ 3 L 276G IpAy 2
REPORTED BY: DATE: - | LAB D NO.:
| 2 o
v lw T ~/
) " MEDCOM - 15447




LAY, ALY RESUL L FUNNE

§
( !Sub_}_cCt 10 the Privac Act of 1574 3
{ DATE T TiME | SSNPSEUNG S5 !

s S5N: i
&,gfoo_ ; V(¢ "7
______ > - — H
Na BTN
« 5359 winol e FEIzIz I = B
o I 109 trsol . g ’ '{ § 0103 g §
pll T Z.ﬁi’ﬁ@ 73i7a5 REFERE RAINGE : W\" ST g j
Pom T —ZD S 13545ty PATIENT #: 19 NAT T - _,l 126135 ol 8
T SSlmae s GENERAL CHE T —
W mmiip . T [ 3.34.7 auoo 1
S R e Lot #: I T N i
OOl (? *33-23“‘”03{{ OPER #: DR #: 000 [ a- 987108 rmls; |
24-29 1rung) k
"ﬁ(;(_}?"'“'“"}m SERIAL #: tCo, | 1 iﬁ'f{'[nTET“ !
99% N , 5
E"(')Q__V 1 - . ALB ¢ 3.3-5.5  G/DL . )
Blicef M AP g 26-84 U/L | TeST RJJ.S‘Z/IT REF T T
S o, N "
AnGap 1020 mmobt.  ALT 14 10-47 u/L ALB ! 3355 /dl f
Ca B L1-32mm - AMY  579% 14-87 UL ALy T sy 4
BN | T S e AST 5% 11-38 WL TJ T e
131 e 4 TBIL 2.1* 0.2—1 .6 MG/DL ALl f
GLu T 70-108 mgfell BUN X 7-22 MG/DL AMY R B W
o= —_ CA++ 9.6 8.0-10.3 M3/DL S R
Creat BTLSmyd gy ooy 100-200 MG/DL | AST Li-38 w1
Het 38T TEY CRE  2.7x 0.6-1.2 MG/DL | T35 '(i'.nym 7
ETVOEEE S - . GLU 70x  73-118  MG/DL Eraee

TP ¢4 6.4-8.1 G/DL

0.4-8. l g,-’d)

INST GC: 0K CHEM GC: oK
S~ , HEM 1+, LIP O , ICT 0

— A

RE' /\:(/I

Yimup of
HEER Hu'\‘C

198 H's ol l

! !
- ) .5-}5‘..'.%—-4‘_'?'mnmi.'i ﬁ;

i - T ‘)‘b--lOS nanol 1
T T

o R W

REMARKS: R

REPORTED BY: ' DATE:

MEDCOM - 15448




Ward/Section- W

REQUESTING AN: ! LABORATORY RESULT FORM
niey-2 (Subject to the Privacy Act of 1974)
‘ DATE [ SsNps SSN:
- : 1 A4
o Unnalysns Y E i
TEST RESULT RA_NGE TEST | RESULT | TGF RANGE
WBC 4.8-10.8 x 10° Caolor N/A RPR. Negative
RBC 4.7-6.1x10° App N/A Mono Negative
Hgb . 14-18gdl(M) Glu Negative Microbiology o
' | 12-16 g/dl (F) AR L+
Het 42-52% (M) Bili Negative Source '
37-47% (F) N
MCV 80-94 11 V) Ket Negative Gram
81-99 11 (F) . Stain .
Plt 130:500x 10° SG N/A 1OccB T Negative
verified }
Lymph % ° 20.5-51.1% Bld Negative H. pylori Negarive
3.';'_(Hém_n_ﬁ)'l§'gy). Masnual Differential | pH N/A Micro '
I T Parasites
Segs Mono Prot Negative Malaria
Bands. | | Eos Urob 0310 Toar
Lymph Baso Nit Negative Other ]
Atyp Imm Leuk Negative L Microscopu: Urinalysis o
RBC HCG " Negative T
Morph -
Spun | 42:52% (M) . CSF. . . Blood. Bank
Hematocrit 3747% (F) T R N B A
Sed Rate | Cell MUST SUBIV[[T SF 518 WITH
Count EVERY UNIT REQUESTED
Other Directigen Ncgaﬁvc ABO/Rh
':"_’C:ég_gu,l@ﬁqi_:-’s__tt_ld'ies.';”_'-."-':.,5‘, A Blood Bank Unit Crossmateh B
T I A _ (MUST SUBMIT SFSIS WITH EVERY UN!TOF BLOOD
TEST | RESULT REF. RANGE UN]T TXPE CROSSM4T CH
PT 9.8-13.6 secs
APTT - 21-34 secs '
D dimer <20 ug/mj} L
FDp <10 ug/mi
REMARKS: % C
REPORTED BY: DATE: LABIDNO.

Wai T

MEDCOM - 15449




MEDICAL RECORD - ANESTHESIA
E Z For ust s form, see AR 40-66; the proponent agency is the 3
2 o ; 3 _ TOTALS
33> (u~ )|/ 13,
5289 (2 ) |2 i}
{832 | Fo (e 1 0 o p |V 5o 65 & 1)
| 582 [T MY L]
8.2 { )
£es C )
332 %o 1O 0o b [ 4 | 6 [LG[L0 NN
gEL"’ % e.t. !
;| ggf_ AIR L/Min
S N20 L/Min COLLOID? 12
02 LiMin | 2 2Z-1 2 [ Z L 7Tz 1T 11T =2 7 / ]
s - BLOOD- L
| WITH NOMBERG & e e om, PO ¥ ey ly el b
LINE site/ [ O warmed | ——na— ~ {ov - E :
4 b/{ (KVQ( ] warmed T oo - —f— " /bDD %4 | 3%V | coe drugs with numbers,
! [J warmed events.with lettters
] Warmgd i /é%‘ ID l.)'f
EST BLOOD Lossfiiel- Ojsp 260 ; ) ¢)
URINE - / Yo /70 | H57, '}%o ./Jé""‘-z'./“‘z .
. » D
TIME B 7™ v 20y @ .« Zo . [i7 T % YWT.dbt ~
b’ No T R 1Ttz 708 Ly S TR Y 1302 T~ | N Tt~ €
220 [ 28D | 456G 1 24, & | 77, £ REMTTRIZRZT 20 | IS Sy Ous W
_l\f 7150 . I')_' r?? w,/’Z N5 2 3.2 120 “ g LA ‘? “[/ "
BP b\\;cuif 200 _?gor [(;'r 3T T .277:q e Arii 'ti.ql_z, Lﬂ’g__ !3 3 BN /G ,/0‘
A 180 i T i R R o B 1 R R EARES .
Heartrate i1 if - : ER R TR R R i DN s N ] o€ Mﬁﬂ _
. S e NI A R I R B Vés. QLSO tic
Resp rate 140 : T — N ﬁgg—(.ﬁ—s‘t’lf)cf{'z 4]
BR
{transduced)
o ,
T S
TOURNIQUET! =
T—1 . RS
OK for & — —
PROCEDU% ANES- X-X 20 f——— N — -
: b VT - mi 1) 1030 G bvo
3 f - breaths/min /D /9. | )2 k1
Peakinf pres /PEEP_ [ 5C |ZA7 [23 |32
MODE - Stpon). Atssistl. Clon) | Y | (N T€ &
BP/Auto Cuft | [ETCO2(tom)  [Z } |5 |3 |32
BP/oth o2 Fracor %) [ Fe | Fb | ¥ .o
ART line Sp02 %) /02 1/00 [0 |io0
Steth- PC/ES | |ECG ST 127 1sr 57
Gas analyzer TEMP-site 6404 < q:ﬁ- 76 Vi
N-M Block (T/4} Q;U’ 0/;/ o o -
s .m Start >Roo-r; End
5| |Warming bikt 2 Zj] Z;f) Z]op
=] _|conv warmer EVENTS ©| Ready | Begin | End
lark wii T mbols, (=] - L
gp/fsm J:éi:’ggnﬂz(sb 8 Position — ¥ @J T — — O— —~— H g / éc/J /Q‘fs/ Zﬂ-{{)
PROCEDURES and CPT Codes:

(2 f ~

gﬁ}r_ﬁmws T
PATIENT IDENTIFICATION

: Type/ or written entries: Name, Grade/Rate,

Medical facility

= iy

k(@—q

DA FORM 73

89, FEB 1998

Al WAY MAN, QEMENT:. Intubati
[5(‘ /-»&’ZYA» “ (CJ(HF

SURGEONS:

ANESTHETIC TECHNIQUES: Describe block technigue under Rem.

arks

BB sz ey

PROCEDURE
LOCATION:

oA/

DATE:

20 o L2

PAGE

[ o 2.

EDICAL RECORD !

USAPA V1.00



S

AR 40-66: the proponent agency is the

RECORD - ANESTHE

ED\GAL
5 forms see

Vi

For use

N
EN?‘EARK o GRID
R AN REMARKS

0
DRug

RS &

¥
S
53

GLE

4 Sy
T N

1 wi

|

ntries’ Name, Grat
\)Im\
fEDCOM - 15451

S
S oY .
22 T =
== -—
28 =
®
= =
D
©
? 2
©
@ j

<]

73 |

Fnem 73

I
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AEDICAL RECORD - ANESTHESIA
For use . s form, see AR 40-66; the proponent agency is the o
" TOTALS
33z | Veamdin () 30
ogg Vorsed (nd V] | ,’ S
95z | Fulf (F% ) S0 s00
gzl (. 7)
W P
&2z { )
W
| 555 — -
1352 150 %gel [ o TLS LTH 410X
2a9 % e.t. : CRYSTALLOIV
EQr AIR L/Min
86 N20 L/Min COLLOID/
02 LUMin | 2 +T T +2
: - BLO
| WITH NUMBERS & Cvren REMARKS g i . >’
LINE gite /5. L] warmed X AJS 40 —~—] N .
L/L lﬁ) SC, ] warmed ‘;132 0 ~—— /SU(/U !
\/ ] warmed / events with lettters
D Warmed
EST BLOOD LOSS . S000
URINE - 217/ 490

12345

TIME S Zaw & 30 45 700

KG | ep by cuft SR BT T N O I o e m A

TOURNIQUET| 6

LB 0 e e e

X 180 |— : T NS B ; I R § ;: :.::l'--';. g '

Heart rate 160 i i 5 Ly | | e : , 1 . | oy -

. TR B Y 9% I O L R S E -

BP- |, Resp rate |140 R i . T *
—gffﬁ:/]:zt 2R E R 0 L4 ey T : f
HR- BR ol i 4 Y . N
(transduced) {100 [—— ) . : T
el + 80 . =

T4

40

OK for

I i i
t | ! 1 i 1 ]
PROCEDURE? ANES- X-X 20 Fm ; : j
- i ] * I
TIME- PROC % R oo ted

VT -m}
f - breaths/min
Peak inf pres / PEEP

MODE - S(pon), A(ssist), C{on)

BP/Auto Cuff | AET CO2 {torr}
- PACU ICU {Specity)
! BP/oth 102 (Frac or %) | (\b .“ 1 f( \,K
ART line Yop02 (%) 100 110 T(pp (0D OTHER
steth- PCES | Xgcq ST IS8T g7 [§] CONDITION:
Gas analyzer Y’J EMP-site L’k qa; RESP-
Zmem Block (17a) | 0/ O] [OfT Y\ ' BP-
T Tt 7
1
”‘.Z g Start | Room | End
&1 [warming bikt <
2| [Conv warmer © | Ready | Begin | End
Mark with letters & symbols, EVENTS_’. o
explain under REMARKS ~ Position 6 " — &
PROCEDURES and CPT Coi:: ANESTHETIC TECHNIQUES: Describe block technique under Remark i \
TC’ Lo wf €€
PATIENT IDENTIFNATION: Typ96 or written entries: Name, Grade/Rate, AIRWAY MANAGE T: Intubation route, blad, echnique, commerks

Medical facility

;ﬁj 'b ((}q ‘ SURGE ( E‘E%S?%::E Cﬂ I
- L( ANE _20 3\}'}/
o Wi)- T pace T oF X

DA FORM 7389, FEB 1998 MEDCOM - T _COPY 1 - PATIENT'S MEDICAL RECORD USAPA V1.00
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PROPOSED PROCEDURE:

SURGICAL SERVICE: 2
NPO SINCE: = _
HABNS: PREOPERATIVE
TOBACCO: PAST MEDICAL RIST ORY/SYSTERS REVIEW
ETOH: ___ Cardiovascular:
DRUGS: Hypertension K Y
Angina KR Y
URRENT MEDICATIONS: (% H N Y
1 } = ordered as premed CVA N Y 7 —
Other N Y -
) Pulmonary System: —
) Preatiin Asthms N Y
N L / BronchiisdRl K Y ,
) / COPD N Y [
B V4 Other R yp ] 74 o _
9 N Renal System: ( 0 & HEENT - Teoth -
Acuta/Chyonic B Y, i Trachea L
*REMEDICATIONS: Gastroint {H Thid/iecic _
None Yes (@ ° Hrs) /cC Hepatitis Y Orophsmyx N
mg IV I PO Miatal Herrila N Y ~ ‘Nares
mg IV I PO PUD/GERD N Y CHEST:
mg IV IM PO Endocrine Sysiem:
. Diabetes éz CARDLAG: ~
-ABORATORY STUDIES: Steriods
Thyroid N Y Y4 EXTREMITIES:
HBMHCT: / Neurological: d;/ ‘7
U/A: Seizures N ~ R 1 IV Azcess:
JTHER: Neur N AT T A Utnar Fitiing:
Other N ~ A1
Gynecoi BACK:
Preg N Y
Other Significant Hx: OTHER:
N
N Y
Familial HX N Y
NPO Since

ANESTHETIC PLAN: { JLOCAL { }mAC

{ } Regionai (Specify):

INFORMED CONSENT/COUNSE
discussed with the patientflegal

THESIA EVALUATS
{ } NO APPARENT ANESTHETI

Signed:

bl -2

agrees. Questi

Patient Identification: (Ward)

CBLO*

v e

»5henr

Date: Time:
ON AND NOTE {NON ASU)
C COMPLICATIONS  { } OTHER
Date: _Time: Hrs : / ‘
M

MEDCOM - 15454

LING STATEMENT: Plans, aiternatives and risks of anesthesia including deatn have Been explaine
guardian.

(DD ..

SEDATION KEY:

1. WAL (RIctioly sis) Putiv
responds normally to verbei
commanas

z. MODERATE (consciaus Seqac
Patient responas purposeiuliy w

verbai commands alone or
accompanied by Byat tactije
stimulzton. Alrway assistance
mecessary.

3. DEEP SEDATIOWANALGSE:

Patient responcas purpeseiuily
foliowilig repested or patet{ui

Slimuiation. Ainvay assistance ¢

E{L_ O



518-124 NSN 7540-00-634-4159

MEDICAL RECORD BLOOD OR BLOOD COMPONENT TRANSFUSION
SECTION | - REQUISITION
COMPONENT REQUESTED (Check one) TYPE OF REQUEST (Check ONLY if Red Blood Cell REQU NE DHYSICIAN (Print)
E Products are requested.)
RED BLOOD CELLS
V(@)- 72
[ FresH rROZEN PLASMA [ Tvee anp screen DIAGNISIS O PR
D PLATELETS (Poot of units) D(CROSSMATCH

(] CRYOPRECIPITATE (Poor of units)

SIP Exp lap Ny 2Ll

I have collected a blood specimen on the below
named patient, verified the name and D Ng. of the
patient and verifieg the specimen tub& TalfeX, to be
correct.

DATE REQUEST

30

DATE AND HOu

Eju( 03

REQUIRED

(] rh immune aLosuLn

[] oTher (Specify)
_

VOLUME REQUESTED (If applicable)

7 ML
—_t

REMARKS:

KNOWN ANTIBODY FOR
REACTION {Specify)

MATION/TRANSFUSION

IF PATIENT IS FEMALE, IS THERE HISTORY OF:

RhiG TREATMENT? DATE GIVEN:

HEMOLYTIC DISEASE OF NEWBORN?

SECTION If - PRE-TRANSFUSION TESTING
TEST INTERPRETATION
ANTIBODY SCREEN CROSSMATCH

UNIT NO. TRANSFUSION NO,

PATIENT NO.

RECIPIENT

[ "] crossmarch noT REQUIRED FOR THE COMPONENT MEQ
ABO REMARKS:

/ﬁxpf Db - o~

SECTION Il - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA

POST-TRANSFUSION DATA
ignature L TIME /DATE COMPLETED/INTERRUPTED

1243 z/lp2
RDEIyION TEMPERATURE PULSE BLOOD PRESSURE
NONE [ suspecTep 4 i 22 115 /5
If reaction is Suspected—IMMEDIATELY:

! have examined the Blood Component container label and this form and | find al 1. Discontinue transfusion, treat shock if present, keep intravenous line open.
informatiop jdeotie g the container with the intended recipient matches item by item. | 2. Notify Physician and Transfusion Service,

The regj € person named on this Blood Component Transfusion Form and | 3. Follow Transfusion Reaction Procedures,

on Bion tag. 4. Do NOT discard unit, Return Blood Bag, Fiter Set, and 1.V, sclutions to the Blood Bank.

1st ; ’ DESCRIPTION OF REACTION
\,D( U\r 2 (] vericaria [ cune [ rever [ pay

(] OTHER (specin)

AT (Hour) ’ 'y o,
IDENTIFICATION

1ES (Equipment, clots, etc.)
¥ YES (Specify)
PERSON NOTING ABOVE

.Y g
o
TlMEg_
}

DATE OF TRANSFUSION TARTED - 1
2o Jut ©5 34 T, AN LR
PATIENT IDENTIFICATION—USE EMBOSSER (For typed or written entries give: Name—L4 we, grade; rank; SEX

rate; hospital or medical facility)

M WARi w >

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR {41 CFR) 201-9.202-1

@ MEDCOM - 15455 Medical Record Copy




518-124

NSN 7540-00-634-4159

MEDICAL RECORD

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION | - REQUISITION

COMPONENT REQUESTED (Check one)

Products are requested.)
RED BLOOD CELLS

[[] FRESH FROZEN PLASMA [] TYPE AND SCREEN

CROSSMATCH

[] PLATELETS (Pooi of units)

TYPE OF REQUEST (Check ONLY if Red Blood Cell

REQUESTING PHYSICIA|

W )-
OPERATIVE PROCEDURE

;‘7\\/1[\ Uy ‘

[} CRYOPRECIPITATE (Poof of units)

DATE %UEGS’TEQJ\JI O 3

I have collected a blood specimen on the below
named patient, verified the name and ID No. of the

[] RhIMMUNE GLOBULIN

patient and verified the specimen tube label to be

DATE AN EQUIRED
D OTHER (Specify) )0 correct.
VOLUME REQUESTED (ff ghplicable) KNOWN ANTIEODY FORMATION,/TRANSFUSION SIGNATURE OF VERIFIER
REACTION (Specify)
Jat ML
REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DATE VER.F,E/ i \)L
- O RhIG TREATMENT? DATE GIVEN: SZ:C WS A
M IFED
HEMOLYTIC DISEASE OF NEWBORN?
A\ L SECTION Il - PRE-TRANSFUSION TESTING
UNIT NO. b @ } [ ] TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:
ANTIBODY SCREEN CROSSMATCH (] recoro NO RECORD
PATIENT NO. [ SIGNATURE OF PE ¥ IO ( (LS 7
/V A Om ’ o Y
DONOR RECIPIENT i i
O @ [ ] CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED |oare SQ3a7d?
% —
ABO ABO REMARKS: %f 0? ﬁ "y 8 B i

Rh /05 Rh /OS

SECTION Il - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA

POST-TRANSFUSION DATA

INSPEE:TQ[) AND ISSUED BY (Signature) AMOUNT GIVEN TIME/DATE  COMPLETED/INTERRUPTED
k(ub-’z, bomg™ ML | [8EC 7/30/03
= REACTION TEMPERATURE | PULSE BLOOP PRESSURE
AT (Hour) oN Dare)? A Il e &N NONE [ ] SUSPECTED <Gl /W L 6’7
[d

IDENTIFICATION

| have examined the Blood Component container label and this form and } find all
information identifying the container with the intended recipient matches item by item.
The recipient is the same person named on this Blood Component Transfusion Form and

if reaction is suspected—IMMEDIATELY:

1. Discontinue transfusion, treat shock if present, keep intravenous line open.

2. Notify Physician and Transfusion Service.

3. Follow Transfusion Reaction Procedures.

4. Do NOT discard unit. Return Blood Bag, Filter Set, and L.V. solutions to the Blood Bank.

DESCRIPTION OF REACTION
[Jurncama  [Jomr  [Jrever [ pam

[] OTHER (specify)

yJ
7 /

g “Z 0%, 7/

TEMP. I PULSE / g 4[ 2134 ;
7
DATE OF TRWON TIME Tﬁ' ED i
20 J/ J2 g
PATIENT lDENTIFI@'ION—-USE EMBOSSER (For typed r written entries give: Nam
rate; hospital or medical facility)

EWW - v L)Y

MEDCOM - 15456

ES (Equipment, clots, etc.)
YES (Specify)
SON NOTING ABOVE

=W

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR} 201-8.202-1

Medical Record Copy



518-124

MEDICAL RECORD

NSN 7540-00-634-4159

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION | - REQUISITION

TYPE OF REQUEST (Check ONLY if Red Blood Celt
Products are requested.)

COMPONENT REQUESTED (Check one)

REQUESTING
v

[ ReEDBLOOD CELLS

FRESH FROZEN PLASMA [] TYPE AND SCREEN

[T} PLATELETS (Pootof ______ units) {1 crossmarcu
[_] CRYOPRECIPITATE (Poo of units) DATE REQUESTED :
0 ! have coliected a blood specimen on the below
(] RnhIMMUNE GLOBULIN named patient, verified the name and ID No. of the
DATE AND HOUR BEQUWIRED 7 patient and verified the specimen tube label 1o be
D OTHER (Specify) OV ﬁ@ correct.
VA
VOLUME REQUESIED (if apfiichbie) KNOWN ANTIBODY FORMATION/TRANSFUSION SIGNATURE OF VERIFIER
REACTION (Specify)
lan, 3 ML K
P
REMARKS: {F PATIENT IS FEMALE, IS THERE HISTORY OF: DATE VERIHV ) (AR~ )
RhIG TREATMENT? DATE GIVEN: ok /\Jr A«M
TIME VERIFIED
0 HEMOLYTIC DISEASE OF NEWBORN? /

[I»,\"T

/| TRANSFUSION NO.

SECTION Il - PRE-TRANSFUSION TESTING
TEST INTERPRETATION

PREVIOUS RECORD CHECK:

ANTIBODY SCREEN CROSSMATCH ] recorp WECORD
PATIENT NO. C /( SIGNATURE, OF PERSON PERFORMINGAEST bLQS 7
DONOR RECIPIENT P // ;

WCROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTE|

VRENARKS: E)//o 3/ Su/ 02 o500

ABO

ABO /§) 5
Rh /90 _S Rh

~ SECTION Ilil - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA

POST-TRANSFUSION DATA

TIME/DATE (COMPLETED/INTERRUPTED
3o ul03 0730

PULSE BLOOD

AMOUNT GIVEN

R owm

INSPECTED AND 1SS

L6 -

RESSURE

REACTION— TEMPERA}‘U?E
AT (Hour) ON(Date) B “JA/32 [Ta6NE [] suspecteo Of - [O7 Uz 54
IDENTIFICATION If reaction is suspected—lMMEDlA'l’ELY:

| have examined the Blood Component container label and this form and | find all | 1. Discontinue transfusion, treat shock if present, keep intravenous line open.

information identifying the container witn the intended recipient matches item by item.
The recipient is the same person named on this Blood Component Transfusion Form and
on the patient identification tag.

2. Notify Physician and Transfusion Service.
3. Follow Transfusion Reaction Procedures.
4. Do NOT discard unit. Return Blood Bag, Filter Set, and LV. solutions to the Blood Bank.

S

DESCRIPTION OF REACTION
[urmcama [Jome [Jrever  []ran

[T] oTHER (specify)

/2

OTHERDIFACULTIES (Equipment, clots, etc.)
No [ ] vES (spaeif

DATE OF TRANSFUSION

Ao3ulY 03

TIME STARTED

Q705

PATIENT IDENTIFICATION-—USE EMBOSSER (For typed or written entries give: Name—Last,
rate; hospntal or medical facility)

MEDCOM - 15457

SIGNATURE OF

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medicat Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

Medical Record Copy



518-124

MEDICAL RECORD

NSN 7540—00—634—4159

BLOOD OR BLOOD COMPONENT TRANSFUSION

COMPONENT REQUESTED (Check one)
[J reosLoop ceis

FRESH FROZEN PLASMA
D TELETS (Poof of units)
[J crvoprecipiare {Pool of units)
[J rhivmune GLOBULIN

[ orHer (specisy
VOLUME REQUESTED § ppiicadie)

REMARKS: &

SECTION | - REQUISITION ‘

TYPE OF REQUEST {Check ONLY if Red Blood Cely REQU Tl NG PHYSICIAN Prinr)
Products are requested.)

S

L] 1vPE aND screen

DiaGNS
N

OR OPERATIVE PROCEDDRE
[ crossmarcy

DATE R‘E)SU?E R
DATE AND&O‘? ﬁyED

KNOWN aNTIBODY FORMATION
REACTION (Specify)

/TRANSFUSION

IF PATIENT 1S FEMALE, 15 THERE HISTORY OF:

DATE VERIRED
RhiG TREATMENT? DATE GIVEN:
—_——

IME VERIFIED
HEMOLYTIC DISEASE oF NEWBORN? &

TRANSFUSION NO.

PATIENT NoO.

RECIPIENT

ABO 4 ABO 0
- S s

|7

SECTION N - PRE-TRANSFUSION TESTING

TEST INTERPRETATION
ANTIBODY SCREEN CROSSMATCH

VA g

ROSSMATCH NoT REQUIRED
REMARKS:

PREVIOUS RECORD CHECK:

[ ] recomp L4 No Recorp
SIGNATURE OF PERS g pegenpiy = ST
X

i

FOR THE COMPONENT REQUESTED

¥ 5 S/ 02 @ oS‘co'

2w /4

PRE-TRANSE 1cian DATA
INSPECTED AND |

AT (Hour)

O ¢ S b

IDENTIRICATION

-
TEMP.

DATE OF JRANS; SIO/\!

iU

ble) -7

lﬂﬁﬂﬂllﬂﬁﬂﬂﬁllllll

and this form and | find al | 1. Discontinye
ipient matches item by item, 2. Notify Physic

SECTION 11} -~ RECORD OF TRANSFUSION

POST-TRANSFUSION DATA
AMOUNT GIVEN TIME/DATE g

D/ 23

BLOOD PRESSURE

Nel718

resent, keep intravenoys line open.
ian and Transfusion Service,
ansfusion Form ang 3. Follow Transfusion Reaction Procedures.

4. Do NOT discard unit, Return Blood Bag,
DESCRIPTION OF REACTION

[J urmicaria [T cre (7 rever (] pain

[J oTHeR (specisy)

REACTION
[ 4womE [ suspecren

If reaction is suspected—lMMEDlATELY:

TEMPERATU%E

transfusion, treat shock if p

OTHER BIFFICULTIES (Equipment, cots, et
NO [T YES (spegis :

PATIENT IDENTIFICA'HON—USE EMBOSSER (For typed or
rate; hospitai or medical facility)

Eow

written entries give: Name—Lasgt,

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record
STANDARD FORM 518 {REV. 9~-92) )
Prescribed by GSA/ICMR, FIRMR (41 Crm »~- ,
- 15458 '
MEDCOM - 15 Medicat

DXINTERRUPTED i



518-124 NSN 7540-00-634-4159

MEDICAL RECORD 55 W45089 BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION 1 - REQUISITION

TYPE OF REQUEST {Check ONLY if Red Blood Cell REQUESTING PHY
Products are requested.)

COMPONENT REQUESTED (Check one)

RED BLOOD CELLS

FRESH FROZEN PLASMA (] TveE AND screen

DIAGNOSIS OR OPERATIVE PRO

/‘5( (/ v
CRYOPRECIPITATE (Pooi of units) DATE REQUESTED .
./ E I have collected a blood specimen on the below
Rh IMMUNE GLOBULIN O hamed patient, verified the hame and ID No. of the
DATE AND HOUR REQUI patient and verified the specimen tube label to be
-_—

E|
D OTHER (Specify) a d correct.

VOLUME REQUESTED (I{apdlicabre) KNOWN ANTIBODY FORMATION,/TRANSFUSION
REACTION (Specify)

REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF- DATE VERIRIED

RhiG TREATMENT? DATE GIVEN;
—_—
HEMOLYTIC DISEASE OF NEWBORN?

PLATELETS (Poof of units} \QOSSMATCH

Uoog

SIGNATURE OF VERIFIER

SECTION 11 - PRE-TRANSFUSION TESTING
TEST INTERPRETATION
ANTIBODY SCREEN CROSSMATCH

TRANSFUSION NO.

PREVIOUS RECORD CHECK:

[] recorp cB/No RECORD
SIGNATURE OF PERSON PERFORMING TEST

PATIENT NO.

Come

[ 7 CROSSMATCH NoT REQUIRED FOR THE COMPONENT REQUESTED

ABO o REMARKS: E )44 03 /\'“‘j 33

w05

SECTION Nl ~ RECORD OF TRANSFUSION

POST-TRANSFUSION DATA.
AMOUNT GIVEN TIME/DATE - QOMPLETED, INTERRUPTED
: M [3l0 odulos
REACTI TEMPERATURE | PULSE [ 8LOOD PRESSURE
ON (Date) None [ suspecten | O 7 3 [2 ¢ I 5/¢ 9
IDENTIFICATION ) If reaction is Suspected—IMMEDIATELY-

I have examined the Blood Component container label and this form and I find an | 1. Discontinue transfusion, treat shock if present, keep intravenous line open.
information identifying the container with the intended recipient matches item by item. | 2. Notify Physician and Transfusion Service.
The recipient is the Same person named on this Blood Component Transfusion Form and | 3. Follow Transfusion Reaction Procedures.

on the patient identification tag. 4. Do NOT discard unit. Return Blood Bag, Filter Set, and 1.V. solutions to the Biood Bank,
i DESCRIPTION OF REACTION
() l
4;5
»

[ urmcaria [ eanie [ rever ] pain

(7] oTheR (Specify)

OTHER DIFFICULTIES (Equipment, clots, etc.)
PRETRANSFUSION TN | No o [T ves (Sbecify)
TEMP.
DATE OF TRANSFUSION

0 Jul b /QSS—/

PATIENT IDENTIFICATION—USE EMBOSSER (For typed or written entries give: Name—Last¥ first,
rate; hospital or medical faciliz))
(

BLOOD OR BLOOD COMPONENT TRANSFUSION

—
_./‘ Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

MEDCOM - 15459 Medical Record Copy




518-124

MEDICAL RECORD

NSN 7540-00-634-4159

BLOOD OR BLOOD COMPONENT TRANSFUSION
SECTION | - REQUISITIGN

COMPONENT REQUESTED (Check one) TYPE OF REQUEST (Check ONLY if Red Blood Celi
[g Products are requested.) X
RED BLOOD CELLS _
[T] FRESH FROZEN PLASMA [C1 TvPe AND SCREEN ? W,-j
[] PLATELETS (Pool of ______ units) [] crossmarch % |
. .
[] CRYOPRECIPITATE (Pool of units) 5 ATE RE ES .
| have collected a blood specimen on the below
[C] RnIMMUNE GLOBULIN named patient, verified the name and ID No. of the
DATE AND HOUR REQUIRED patient and verified the specimen tube label to be
[} OTHER (Specify) - correct. ( G- o
VOLUME REQUESTED (ifapplicable) KNOWN ANTIBODY FORMATION,/TRANSFUSION
WA REACTION (Specify)
v ML
REMARKS: IF PATIENT IS FEMALE, 1S THERE HISTORY OF:
RNIG TREATMENT? DATE GIVEN: 30 J” / l{ 73
TIME VERIFi
HEMOLYTIC DISEASE OF NEWBORN? ; /;R 5 ED
SECTION H - PRE-TRANSFUSION TESTING
UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:
& | ANTIBODY SCREEN CROSSMATCH [} Recoro NO RECORD
— PATIENT NO. i / SIGNATURE OF PERSON PERFORMING TEST
DONOR RECIPIENT /r 10 ({,q a
O ) [} CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED [oate 393070}
ABO ABO O REMARKS: ,E “ o2 {4 ) )
Rh / ‘ } Rh /00 S

SECTION Hi — RECORD OF TRANSFUSION

AN

REy:TlON

j PRE-TRANSFUSION DATA
INSPECTED AND ISSUED BY (Signa

; \Cf(u\if - z
YR 4 20T t3

POST-TRANSEISIERHRATA,

TIME/DATE (COMPLETED/| ERRUPTE%S/

TEMPERATORE | PULSE l BLOPD PREZSURE
MNONE (] suseecten %7 9 f 3 O
'1f reSotjon is suspected—IMMEDIATELY:

AT (Hour) | oN (Date)

IDENTIFICATION

| have examined the Blood Component container label and this form and 1 find ali
information identifying the container with the intended recipient matches item by item.
The recipient is the same person named on this Blood Component Transfusion form and
on the patient identification tag.

1. Discontinue transfusion, treat shock if present, keep intravenous line open
2. Notify Physician and Transfusion Service.
Follow Transfusion Reaction Procedures.

Do NQT discard unit. Return Blood Bag, Filter Set, and 1.V. solutions to the Blood Barnk.

Awh

1st VERIFIER

wly-2

DESCRIPTION OF REACTION
[urnearn [Jeme [ rever

[T} oTHER (Specify)

[ eain

OTHER DIFFICULTIES (Equij ts, etc.}

'1.7] 9‘7 |Bp/1:7/rf

| PuLse

wlud-2,

DATE &;RA&I\}}SKS% L

“UBO

Clwiy

PATIENT lDENﬂH
rate; hospital or medical facility)

-b(u\ “

MEDCOM -

R

ION—USE EMBOSSER (For typed or written entries give: Name——Last, first,

WARD

EMT

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92;
Prescribed by GSA/ICMR, FiRMR {41 CFR) 2¢1-9.202-1

15460

Mordiral Rorard Came



518-124

NSN 7540-00-634-4159

MEDICAL RECORD

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION | - REQUISITION

COMPONENT REQUESTED (Check one)
[} rep BLOOD CELLS

FRESH FROZEN PLASMA

TYPE OF REQUEST (Check ONLY if Red Blood Cell
Products are requested.)

‘[XL/WPE AND SCREEN
7 j

REQUESTING P

OPERATIVE PRCCEDURE

PLATELETS (Pool of units}
[] CRYOPRECIPITATE (Pool of units) BATE REQUESTED .
MM ) ! have collected a blood specimen on the below
[] RhIMMUNE GLOBULIN N3 named patient, verified the name and ID No. of the
DATE AND HOUR RE D i patient and verified the specimen tube label to be
D OTHER (Specify) ) M correct. -~ n /
VOLUME REQUESTED {if ap;iliﬁ‘ble) KNOWN ANTIB60Y FORMATION/TRANSFUSION SIGNATURE OF VERIFIER
- REACTION (Specify)
W AN ML $
s
REMARKS: IF PATIENT 1S FEMALE, IS THERE HISTORY COF: DATE W
RhIG TREATMENT? DATE GIVEN:
TIME
HEMOLYTIC DISEASE OF NEWBCRN?
[ yd
AY SECTION Il - PRE-TRANSFUSION TESTING
UNIT NO. @j TfRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:
ANTIBODY SCREEN CROSSMATCH ] recorp NO RECORD
PATIENT NO. SIGNATURE OF PERSON P w ) -7

RECIWIENT

065

M

/

(TACROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED

patE 363 af O3

T REMARKS:

E*r:

3/ 3903 & 0330

SECTION Il - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA POST~TRANSB1$$9N-9§TA
; AMQUNT GIVEN TIME/DATE MPLdr
INSPECTED AND ISSUED BY (Signature) ! /! O</‘\C
1 > ML 20
L )-2

t o g RID:?/ T RAT:iU PULSE . BLOOD PRESSURE
AT (Hour) D3S /) ON (Date) O T 0 NE [ ] susPECTED - /db R3S
IDENTIFICATION If reaction is suspected—IMMEDIATELY:

| have examined the Blood Component container label and this form and | find all
information identifying the container with the intended recipient matches item by item.
The recnplem |s the same person named on this Blood Component Transfusion Form and

1. Discontinue transfusion, treat shock if present, keep intravenous line open.

2. Notify Physician and Transfusion Service.

3. Follow Transfusion Reaction Procedures.

4. Do NOT discard unit. Retum Blood Bag, Filter Set, and 1.V. solutions to the Blood Bank.

2nd VERIFIER (Slg

Wit -2

PRE-TF

NSEUSION
TEMP. -2 ‘;"’F’ULSE

DESCRIPTION OF REACTION

DATWRFUW TIME STARTE]

(urncara  [Jowne [ rever [ pain
] OTHER (Specify)
OTHER D (Equipment, clots, etc.)
NO  [] vES (specify .
o \le)-z

PATIENT IDENTIIGATION—USE EMBOSSER (For typed or written entries give: Name—Last, first, m

rate; hospital or medical facility)

\\
> -4

"

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR; 201-9.202-1

MEDCOM - 15461

Medical Record Copy



518-124

NSN 7540-00-634-4159

MEDICAL RECORD

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION | — REQUISITION

COMPONENT REQUESTED (Check one)

Products are requested.)
[} RrED BLOOD CELLS

&ESH FROZEN PLASMA

[] PLATELETS (Pooiof

[] 7YPE AND SCREEN

units) [} crossmatch

TYPE OF REQUEST (Check ONLY if Red Blood Cell

REQUESTING PHYSICIAN (Print) ‘
bl w)-2

DIAGNOSIS OR OPERATIVE PRCCEDURE

O
0J

CRYOPRECIPITATE (Poal of units)

Rh IMMUNE GLOBULIN

DATE RE%?ED }Jl & 3

Se—
) ‘/‘A,\/wc‘,

| have collected a blood specimen on the below
named patient, verified the name and ID No. of the

[] OTHER (specity)

DATE A%wamo

patient and verified the specimen tube label to be
correct.

VOLUME REQUESTED (if apgplicabie)
_ﬁ REACTION (Specify)

KNOWN ANTIBODY FORMATION/TRANSFUSION

SIGNATURE OF VERIFIER

IAVPY 7 ML
REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DATE. VERIFIED Sz—ﬁ
RhiG TREATMENT? DATE GIVEN: (7 [
TIMEXERIAED
HEMOLYTIC DISEASE OF NEWBORN? ERIFIE U/l j g /
SECTION Il - PRE-TRANSFUSION TESTING
uNI TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:
ANTIBODY SCREEN CROSSMATCH [ recorp ) _940 RECORD
4 PATIENT NO. SIGNATURE OF PERSON}
DONOR RECIPIENT /l// { 5 Z/I/ﬁ b(&) -2

[____] CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED

A
/775

ABO ABO REMARKS:

o
an /o_s

Rh

Exe 3/ S/ @3 @ 6500

SECTION |l - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA

POST-TRANSFUSIGIQATA

INSPECTED AND ISSUED BY (Signature,

TIME/DATE W/lmama——"‘-

w | OS][O—"<y. L33

AM7UNT GIVE

oS

AT (Hour)

ON (Date)

3 93l ©3F

REACTIO TEMPERATURE BLOPD PRESSURE
NE [} suseectep O) . ,Z%

IDENTIFICATION

| have examined the Blood Component container label and this form and | find alt
information identifying the container with the intended recipient matches item by item.
The recipient is the same person named on this Blood Component Transfusion Form and
on the patient identification tag.

99 (
If reaction is suspected—IMMEDIATELY:

1. Discontinue transfusion, treat shock if present, keep intravenous line open.

2. Notify Physician and Transfusion Service.

3. Follow Transfusion Reaction Procedures.

4. Do NOT discard unit. Retum Blood Bag, Filter Set, and 1.V. solutions to the Blood Bank.

wlu)-2

DESCRIPTION OF REACTION
[Juerncara [Jemr  [J eever [ ram

] OTHER (specify)

_~

PRE-TRANSEUSIO) 'Ed
TEMP. (g lPULSE % ?

OTHER

CULTIES (Equipment, clots, etc.)
[ ves (specis)

W) -2

| gp
TIME S?{T%O

DATE OF TRANS SI
)2)3/\ u’&

SIGNAT/

e hospital or medical facility)

F) e

PATIENT IDENTIFICATIONF‘E EMBOSSER (For typed or written entries give: Name—Last, first, middle; grade; rank;

-4

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR; 201-9.202-1

MEDCOM - 15462

Medical Record Copy



518-124

NSN 7540-00-634-4159

MEDICAL RECORD

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION | - REQUISITION

COMPONENT REQUESTED (Check one)

Products are requested.)
(] rep BLOOD CELLS

FRESH FROZEN PLASMA [C] TvPE AND SCREEN

] crossmaren

TYPE OF REQUEST (Check ONLY if Red Biood Cell

[] PLATELETS (Poof of units)
(] CRYOPRECIFITATE (Poo o units) OATE REQUESTED _
a T 0 ! have collected a blood specimen on the below
[:] Rh IMMUNE GLOBULIN ‘J named patient, verified the name and ID No. of the
DATE AND éED “ patient and verified the specimen tube label to be
[ oTHER (Specity) (ﬁ t'[ﬁ correct.
- "
VOLUME REQUE?TED (Ifap(/iible) KNOWN ANTIBODY FORMATION/TRANSFUSION SIGNATURE OF VERIFIER
REACTION (Specity)
U 'V‘y ‘ ML ¥

A SN
REMARKS: ] IF PATIENT 1S FEMALE, 1S THERE HISTORY OF: DATE VERIFIED _5( ()
RhIG TREATMENT? DATE GIVEN: M{ A - )
T RIF] r—ayz
HEMOLYTIC DISEASE OF NEWBORN? VERIFIED 94 9
SECTION Il - PRE-TRANSFUSION TESTING
UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:
ANTIBODY SCREEN CROSSMATCH {1 Rrecorp AQ(NO RECORD
PATIENT NO. : é SIGNATURE OF PERSO)] RMINGTEST | ¢ <Q_>' 2
RECIPIENT /l//?

CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED

[oare 20T /P

e,
08

ABO REMARKS:

Rh

57 3/ Suvl 93&2 9500

SECTION 1li — RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA

INSPECTED AND ISSUED BY (Signature)

ol -7

POST-TRANSFUSION.DAT
AMPDUNT GIVEY TIME/DATE OMPLETFD
( w | YT OO

AT (Hour) 4] S_ % O03u/0 _?

ON (Date)

REACTION - T%?A
E [] susPecTeD e

IDENTIFICATION

I have examined the Blood Component container label and this form and ! find all
information identifying the container witin the intended recipient matches item by item.
The recipient is the same person named on this Blood Component Transfusion Form and
on the patient identification tag.

%ﬁ) 7!_&7?;¢ESSURE
If reaction is suspected—IMMEDIATELY:

1. Discontinue transfusion, treat shock if present, keep intravenous line open.

2. Notify Physician and Transfusion Service.

3. Follow Transfusion Reaction Procedures.

4. Do NOT discard unit. Return Blood Bag, Filter Set, and 1.V, solutions to the Blood Bank.

1st VERIFIER (S;

(] urncaria [ chne
{] OTHER (specify)

DESCRIPTION OF REACTION
[ rever [} Pamy

B

PRE-TRANSFUSH

TEMP. q\;z ¢
DATE O@SFUS!ON {

0 LOD
PATIENT :DENTuﬂc@

E W QE! B w)-4

7
TIME STARTm

ON--USE EMBOSSER (For typed or written entries give: Name—Last,
rate; hospital or medical facility)

MEDCOM - 15463

\
; OTHE CULTIES (Equipment, clots, etc.)
/ ] NO ] YES (Specify)
| ep ; 7/

SIGNAT| PERSON NO'

b(ggg .7
;1

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

n e; grade; rank;

Medical Record Copy



518-124 NSN 7540-06-6534-415¢

MEDICAL RECORD BLOOD OR BLOOD COMPONENT TRANSFUSION
SECTION | - REQUISITION
COMPONENT REQUESTED (Check one) TYPE OF REQUEST (Check ONLY if Red Blood Cell REQUESTING PHYSICIAN (Print)
Products are requested.)
[] Rrep BLOOD CELLS
K FRESH FROZEN PLASMA < E AND SCREEN RATIVE PROCEDURE
[} PLATELETS (Pool of units) ‘%m»m X 47 W
[T} CRYOPRECIPITATE (Pool of units) DALE RE
: . | have collected a blood specimen on the below
[} rn tMMUNE GLOBULIN é}l UE\D\! () 3 named patient, verified the name and ID No. of the
DATE ANB‘HO R RECEU RE| patient and verified the specimen tube label to be
(] OTHER (Specify) kx W correct.
VOLUME REQUESTER (If appi KNOWN ANTIBODY FORMATION,/ TRANSFUSION SIGNATURE OF VERIFIER
REACTION (Specify) .
ML
fe
REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DATE VEV D
RhIG TREATMENT? DATE GIVEN:
m RIFI
HEMOLYTIC DISEASE OF NEWBCRN? y( ED
SECTION 1l - PRE-TRANSFUSION TESTING
UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:
ANTIBODY SCREEN CROSSMATCH [] recorp /'QZNO RECORD
PATIENT NO. /]4 SIGNATURE OF PERSGN PERFORMING TEST
RECIPIENT y ! (/l/ /(' __\0( (-93 -7
0SSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED DATE 5 éj.,// op
"4
ABO ABO O REMARKS: R
é S Exo" 3/ Ful 03 C ©320
Rh /6 0 Rh mﬁ

SECTION HI - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA POST-TRAWSF(SW

INSPECTED AND ISSUED BY (Signature) ( \_, AMOUNAGIVE! TIME /DATE \CPMPLETED, ERRUPTED
’ - TION TEMPERATURE PULSE BLOOD HPRESSURE
AT (Hour) 03232 ONate) 399 ewf @5 &ONE L] suspecren / (V'] %{
i f

IDENTIFICATION if reac}on is suspected—IMMEDIATELY:

| have examined the Blood Component container label and this form and | find all | 1. Discontinue transfusion, treat shock if present, keep intravenous line open.
information identifying the container with the intended recipient maiches item by item. | 2. Notify Physician and Transfusion Service.

The recipient is the same person named on this Blood Component Transfusion Form and | 3. Follow Transfusion Reaction Procedures.

on the patient identification tag. 4. Do NOT discard unit. Return Biood Bag, Filter Set, and 1.V. solutions to the Blood Bank.

15tV DESCRIPTION OF REACTION
[ Jurmcaria  [Jomue [Jrever  [Jran

(] OTHER (Specify)

DIFFICULTIES (Equipment, clots, etc.)

(¢ -2

PRE ==
TEMP. | PuLse % | ee ‘3/(

DATE OF TRANSFUSION TIME STARTED 4-.
30 3l é CZW4'E

PATIENT IDENTIFICATION—USE EMBOSSER (For typed or written entries give: Name—Last, fi

F WARD,
rate; hospital or medical facility)

~ ,2—-/

C@F - R BLOOD OR 8LOOD COMPONENT TRANSFUSION
ba\ &f

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

MEDCOM - 15464 Medical Record Copy



518-124

NSN 7540-00-634-4159

MEDICAL RECORD BLOOD GR BLO

OD COMPONENT TRANSFUSION

SECTION | - REQUISITION

COMPONENT REQUESTED (Check one)
Products are requested.)

(L _She—mmry

[] repBLOOD cELLS
ESH FROZEN PLASMA

PLATELETS (Poof of units)

TYPE OF REQUEST (Check ONLY if Red Biood Cell

HYSICIAN (Print)

ERATIVE PRCCEDURE

SOy U»,O

CRYOPRECIPITATE (Pool of units)

O
0

DATE REQUESTED
Rh IMMUNE GLOBULIN

I have collected a blood specimen on the below
named patient, verified the name and 1D No. of the

DATE AND HOUR REQUIRED

patient and verified the specimen tube labet to be

[] orHer (specify) correct.
VOLUME REQUESTED (If applifable) KNOWN ANTIBODY FORMATION,/TRANSFUSION SIGNATURE OF VERIFIER
1 AL REACTION (Specify)
ML
>
REMARKS: IF PATIENT 1S FEMALE, IS THERE HISTORY OF: DATE VERW
RhIG TREATMENT? DATE GIVEN:
T RIFIED

HEMOLYTIC DISEASE OF NEWBORN?

SECTION II - PRE-TRANSFUSION TESTING

TRANSFUSION NO.

TEST INTERPRETATION

PREVIOUS RECORD CHECK:

ANTIBODY SCREEN

A

PATIENT NO.

RECIPIENT

CROSSMATCH

CaRk

] Rrecorp RECORD

SIGNATURE OF PERSQ]

/
/[ CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED

ABO O
n ﬂoj

/REMARKS: = 2

354 3 (& 0330

SECTION Il - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA

POST-TRANSPYSION DAYA

INSPECTED AND ISSUED BY (Signature,

(-2

AT o) D530 ON (Date) O T A2

CTIo
ONE [ ] SUSPECTED

AMOU rvfu TIME/DATE {2OMPLETED/INT| Rum?
- w | 30 Sv(—f@} osYo
N TEMPERATURE

B%URE

IDENTIFICATION

| have examined the Blood Component container label and this form and | find all
information identifying the container with the intended recipient matches item by item.
The recipient is the same person named on this Blood Component Transfusion Form and
on the patient identification tag.

' reaction is suspected—IMMEDIATELY:

P : %
1. Discontinue transfusion, treat shock if present, keep intravenous line open.
2. Notify Physician and Transfusion Service.

3. Follow Transfusion Reaction Procedures.
4. Do NOT discard unit. Retumn Blood Bag, Filter Set, and LV. solutions to the Blood Bank.

DESCRIPTION OF REACTION
[Jurncara  [Jemne [ rever [ ean

[] OTHER (specify)

OTHER DIFRICULTIES (Equi}

PRE-
TEMP.

(} 9 | e
D%OOF '%A:)VTFUS&E TIME STARTED 03 ? r

Z%

| PuLse

PATIENT I[SENTIFICA];ION——-USE EMBOSSER (For typed or written entries give: Name—Last, fir:
rate; hospital or medical facility)

\rib( r,,ﬁ.b -y

MEDCOM - 15465

etk

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REY. 9-92)
Prescribed by GSA/ICMR, FIRMR {41 CFR1 201~9.202~1

Medical Record Copy



518-124

NSN 7540-00-634-4159

MEDICAL RECORD

BLOOD OR BLOOD COMPONENT TRANSFUSION

°

SECTION | - REQUISITION

COMPONENT REQUESTED (Check one)

Products are requested. )
[} rep BLOOD CELLS

FRESH FROZEN PLASMA TYPE AND SCR

PLATELETS (Pool of units)

TYPE OF REQUEST (Check ONLY if Red Biood Cell

d
U

CRYOPRECIPITATE (Pool of units)

DATE REQUESTED
Rh IMMUNE GLOBULIN

| have collected a blood specimen on

named patient, verified the name and 0. of the

(] OTHER (Specify)

DATE AND HOUR REQUIRED

patient and verified the specim label to be

correct.

REACTION (Specify)

~
VOLUME REQL\ESBD /{(:ﬂd_cable)

ML

KNOWN ANTIBODY FORMATION/TRANSFUSION

SIGNATURE OF VERIFIER

REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DATE W
RhIG TREATMENT? DATE GIVEN:
Tl RIFIED
HEMOLYTIC DISEASE OF NEWBORN? "/ME’VE
SECTION Il - PRE-TRANSFUSION TESTING
UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:

ANTIBODY SCREEN

PATIENT NO.

CROSSMATCH (] wrecorp

SIGNATURE OF PERSON P!

NO RECORD

RECIPIENT /l// / f /’/ Cb (A
0 ,,Z_nROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED patE 50T n [0S
ABO ABO REMARKS: = 4 P 3 /fw/‘g g 0330
Rh / OS Rh % 05
SECTION Ili - RECORD OF TRANSFUSION
PRE-TRANSFUSION DATA L, POST-TRANSEUSICIFSAA
INSPECTED AND ISSUED BY (Signa . AMO%G'{ET TIME/DAWERR —
by~ 2 L] om | 80, _
CTIoN TEMPERATURE | PU 9 BL s':9;’RE
AT (Hour) 0% oN(pate)  3€ Tewro } %E [] suspectep ? ? 51
IDENTIFICATION W reaction is suspected—IMMEDIATELY: /

| have examined the Blood Component container label and this form and | find alt
information identifying the container witn the intended recipient matches item by item.
The recipient is the same person named on this Blood Component Transfusion Form and
on the patient identification tag.

1. Discontinue transfusion, treat shock if present, keep intravenous line open.

2. Notify Physician and Transfusion Service.

3. Follow Transfusion Reaction Procedures.

4. Do NOT discard unit. Return Blood Bag, Filter Set, and 1.V. solutions to the Blood Bank.

DESCRIPTION OF REACTION

[Jurmcara  [Jenne [] rever [ pain
[] oTtHER (specify)
ER DIFFICULTIES (Equipm. ete.)

Y

TEMP. | PULSE | ep

nlew)- 2

TiME STARTED 0 3 l{ D

"N T3

Cowy

PATIENT IDENTIFICATION—USE EMBOSSER (For typed or written entries give: Name—Last,
rate; hospital or medical facility)

+ Y- (e

MEDCOM -

first, " y n M WARDZ
L]
BLOOD OR BLOOD COMPONENT TRANSFUSION
Medical Record
STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR {41 CFR} 201-9.202~-1
15466

Medical Record Copy



518-124

NSh 7540-06-634-4159

MEDICAL RECORD

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION | - REQUISITION

co NT REQUESTED (Check one) TYPE OF REQUEST (Check ONLY if Red Blood Cell REQUEST

Products are requested.) .

RED BLOOD CELLS
[} rResH FROZEN PLASMA (] 7vpe anD screen DIAGNOSIS OR QPERATIVE PROCEDURE
(] PLATELETS (Pool of units) \@ CROSSMATCH B 4’7 u_?
[] CRYOPREGIPITATE (Pool of units) ONE REQUESTED .
| have coliected a bilood specimen on the below

[] RrnIMMUNE GLOBULIN &uu D} named patient, verified the name and ID No. of the

DATE AND HOUR UIRED \ patient and verified the specimen tube’ jabel to be
[} oTHER (specify) correct.

(\ . =
VOLUME REQUESTED (Ifiapplicable) KNOWN ANFMBODY FORMATION/TRANSFUSION SIGNATURE OF VERIFIER f’ )
U N REACTION (Specify)
\ ML
. A o’
REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DATE VERI%/()L/
’ RhIG TREATMENT? DATE GIVEN:
TIME \erTR
HEMOLYTIC DISEASE OF NEWBORN? /m, ED
SECTION Il - PRE-TRANSFUSION TESTING

UNIT NO, TRANSFUSION NO. TEST INTERPRETATION i PREVIOUS RECORD CHECK:

ANTIBODY SCREEN CROSSMATCH ] recoro KNO RECORD

TIENT NO. SIGNATURE OF PERSON PER
; N

DONOR RECIPIENT 7 o e L

D CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED

ABO

w YOS

REMARKS:

Exs O3 fhas 9

SECTION I} - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA POST-TRANSEUSION DATA
INSPECTED AND ISSUED BY (Signature) AM(7JNT GIVER TIME/DATE (COMPL Lmnuﬂ&e—a——
blu) -7 L Y/

AT (Hour) b’i [= X &Y

p 7S

L
REACTIO TEMBERA PULSE
E { ] susPectep |

ON'(Date) B~ Yo O3

IDENTIFICATION

! have examined the Blood Component container label and this form and | find all
information identifying the container with the intended recipient matches item by item.
The recipient is the same person named on this Blood Component Transfusion Form and
on the patient identification tag.

BLS?%%SSURE
If reaction is suspected—IMMEDIATELY:

1. Discontinue transfusion, treat shock if present, keep intravenous line pen.

2. Notify Physician and Transfusion Service.

3. Follow Transfusion Reaction Procedures.

4. Do NOT discard unit. Return Blood Bag, Filter Set, and 1.V. solutions to the Biood Bank.

~.

b (- 2

DESCRIPTION OF REACTION
urncara [ Jeome [Jrever [ ram

[] OTHER (Specify)

PRE-TRAN ION

2.5

TEMP.

RT3,

[ puLSE

OTHER [CULTIES (Equipment, clofs, etc.)
0[] ves (specity)

l

DATE OF Tl?SSWSION

(0]

yre

SIGNATURE OF

b 2

rate; hospital or medical faci

PATIENT IDENTIFICATION—USE EMBOSSER (For typed @men entries give: Name—Last, first]

[y~ %

MEDCOM - 15467

e

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medicat Record

STANDCARD FORM 518 (REV, 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

Medical Record Copy



518-124

NSN 7540-00-634-4159

MEDICAL RECORD

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION | — REQUISITION

COMPONENT REQUESTED (Check one)

Products are requested.)
RED BLOOD CELLS

[C] FRESH FROZEN PLASMA [} TYPE AND SCREEN

[(] PLATELETS (Pool of units) ] crossmarcH

TYPE OF REQUEST (Check ONLY if Red Blood Cell

REQUEST# ICIAN (Print)

)

DIAGNOSIS OR OPERATIVE PROCEDURE

7~

[[] CcRYOPRECIPITATE (Poot of units) DATE BEQUESTED )
O @ O I have coliected a blood specimen on the below
{Z] ®rn mmUNE GLoBULIN J named patient, verified the name and ID No. of the
DATE AND I} IRED patient and verified the specimen tube label to be
D OTHER (Specify) @L;Eﬁ'b correct.
VOLUME REQUESTED (Iffp icable) KNOWN ANTIBODY FORMATION/TRANSFUSION SIGNATURE OF VERIFIER
REACTION (Specify)
1 ' Wall ML
7V L

/

REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DATE VERIFIED
. RNIG TREATMENT? DATE GIVEN: S .
o TIME VE (
: HEMOLYTIC DISEASE OF NEWBORN? O/VS A
SECTION ll - PRE-TRANSFUSION TESTING i
UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:

ANTIBODY SCREEN

otz

PATIENT NO.

RECIPIENT

CROSSMATCH

[Omf

(] recoro . o RecorD

SIGNATURE 'OF PERSQN PERFORMING TEST

ble) o

[ ] CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED

0
25

o O

/708

ABO REMARKS:

Rh Rh

ST RILD,

/54)@_03/4@ 03 '

SECTION )} - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA

POST-TRANSFlﬁIDN‘DﬂQ

INSPECTED AND ISSUED BY (Signature) b

¥

AMOU7f GIVEN " TIME/DATE COMPLETED/INFERRDPTED
M

i
Vot -
AT (Hour)

I%Y. 203w/ 95
IDENTIFICATION

| have examined the Blood Component container label and this form and | find all
information identifying the container with the intended recipient matches item by item.
The recipient is the same person named on this Blood Component Transfusion Form and
on the patient identification tag,

if reaction is suspected—IMMEDIATELY:

1. Discontinue transfusion, treat shock if present, keep intravenous line open.

2. Notify Physician and Transfusion Service.

3. Follow Transfusion Reaction Procedures.

4. Do NOT discard unit. Return Blood Bag, Filter Set, and LV. solutions to the Blood Bank.

]

1st VERIFIER (Signature)

2nd VERIFIER (Slgg
iq

.

olay-1T

DESCRIPTION OF REACTION

PRE-TRAN N
TEMP. :Q ‘g"

[Jurncaria  [Jeme [ ]rever [ Pan

(] oTHER (Specify)

OTHER CULTIES (Equipment, clots, etc.) .
0[] ves (specify §

SIGN

Lo 25/
DATE OF TRANSFUSION; TIME STARTEmD '
IO

blod-2

PATIENT IDENTIFICRYION"=USE EMBOSSER (For typed or written entries give: Name—Last
rate; hospital or medical facility)

”

MEDCOM -

, first,

rade; rank;

WARDO’/A

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

15468 Medical Record Copy



518-124 NSN 7540-00-634-4159
MEDICAL RECORD BLOOD OR BLOOD COMPONENT TRANSFUSION
SECTION | - REQUISITION
COM! ENT REQUESTED (Check one) TYPE OF REQUEST (Check ONLY if Red Blood Cell
: Products are requested.)
ED BLOOD CELLS

)o(te)—’g

[ FRESH FROZEN PLASMA G IS OR OPERATIVE PROCEDURE
] PLATELETS (Poolof ______ units) CROSSMATCH '6\0(?
[] CRYOPRECIPITATE (Poo! of units) DATE REQUESIED g —
L ‘3 | have collected a blood specimen on the below
[] #hIMMUNE GLOBULIN N A D named patient, verified the name and ID No. of the
DATE AND HOUR REQ e \ patient and verified the specimen tu label to Qe
D OTHER (Specify) correct.
VOLUME REQUESTED (If ahptieabie) KNOWN ANTIBODY FORMATION,/TRANSFUSION SIGNATURE OF VERIFIER
VAN ML REACTION (Specify)

9
REMARKS: IF PATIENT 1S FEMALE, 1S THERE HISTORY OF: DATE q%,ﬁ@y
RIG TREATMENT? DATE GIVEN:
TJEAERIFIED
HEMOLYTIC DISEASE OF NEWBORN? L
SECTION il - PRE-TRANSFUSION TESTING
UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK;
ANTIBODY SCREEN CROSSMATCH ] Recorp 58{ NO RECORD
PATIENT NO. (-0 SIGNATURE OF PERS TEST
RECIPIENT /‘ 5 L, ( (e\) -Z

D CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED

]lDATE 300 25

O
jZo%

ABO REMARKS:

Rh

=% 934 sy o3

SECTION It - RECOR!

D OF TRANSFUSION

PRE-TRANSFUSION DATA POST-TRANSEUSTONTBTA,
INSPECTED AND ISSUED BY (Signature) AMOUNA GIVEN TIME/DATE [COMRLETED /DA ERRUPTE ~
) " ﬁ ; /
\9 ku) - /
REACTION TEMPERATURE PUL7 BLOOD PRESSURE
AT (Hour) O<o3 3I3A 23 ™| none [] suspectep (5(9 /e (7
IDENTIFICATION Af rew is suspected—IMMEDIATELY: / 4

| have examined the Blood Component container tabel and this form and ! find alt
information identifying the container with the intended recipient matches item by item.
The recipient is the same person named on this Blood Component Transfusion Form and

1. Discontinue transfusion, treat shock if present, keep intravenous line open.
2. Notify Physician and Transfusion Service.
3. Foliow Transfusion Reaction Procedures.

4. Do NOT discard unit. Return Blood Bag, Filter Set, and L.V. solutions to the Blood Bank.

S

on the patient identification tag.
AT

a
play-1

DESCRIPTION OF REACTION
[Jurncaria  [Jewne  [Jrever [ ran

[ ] oTHER (specify)

017€R DIFFICULTIES (Equip

e

PRE-TR
TEMP.

| PuLse

bl 2

ol 1. 27w

DA?Fp rasn\s)r_’sma } TIME STARTED 0 5 Og

PATIENT IDENTIFICATION—USE EMBOSSER (For typed or written entries give: Name—Last, first,

rate; hospital or medical facility)

Ly P

MEDCOM - 1

"OR B

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medicat Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

5469 Medical Record Copy



518-124

NSN 7540-00-634-4159

MEDICAL RECORD

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION ! — REQUISITION

COMPONENT REQUESTED (Check one)
) RED BLOOD CELLS
FRESH FROZEN PLASMA

TYPE OF REQUEST (Check ONLY if Red Biood Cell
Products are requested.)

[} TYPE AND SCREEN

o L)1

DIAGNOSIS OR OPER.

PLATELETS (Pool of ________ units) CROSSMATCH p
CRYOPRECIPITATE (Pool of units) v
ATE R T

DATE EQéSg D | have collected a blood specimen on the below
D Rh IMMUNE GLOBULIN /3 named patient, verified the name and iD No. of the

DATE AND HOUR REQUIRED AN patient and verified the specimen tube labg} to be
[] otHeR (specity) KY: correct.
VOLUME REQUESTED (If ap;’{c_aﬂe) KNOWN ANTIBODY' FORMATION/TRANSFUSION SIGNATURE OF VERIFIER

REACTION (Speci

| JA,/ ML k4
e
N

REMARKS: IF PATIENT 1S FEMALE, IS THERE HISTORY OF: DATE VERW

RhIG TREATMENT? DATE GIVEN:

TIME FIED
HEMOLYTIC DISEASE OF NEWBCRN?
SECTION 1t - PRE-TRANSFUSION TESTING

UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:

ANTIBODY SCREEN CROSSMATCH [} Recorp NO RECORD

PATIENT NO. SIGNATURE OF PERSWPERFORMIN_G TEST
DONOR RECIPIENT / f [ 0 L
0 O - | [[] CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED DATE 2 ()
ABO ABO REMARKS:
Ey, 035 03
Rh f 0 S Rh F O S
4

SECTION Ill - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA POST-TRANSEUSSOMDRTRSN
INSPECTED AND ISSUED BY (Sig ( Ulb 2 AMOﬂTV N TIME/ DATEW RUPdED i
- Mo | gd ) S
REAGTION TEMPERATURE PUL7E 00 8L ESSURE
AT (Hour) %2 0 3 /03 NONE [ ] SuspecTeED 0O
IDENTIFICATION 4t reaction is suspected—IMMEDIATELY: !

! have examined the Biood Component container label and this form and ! find all
information identifying the container with the intended recipient matches item by item.
The recipient is the same person named on this Biood Component Transfusion Form and
on the patient identification tag.

1. Discontinue transfusion, treat shock if present, keep intravenous line open.

2. Notify Physician and Transfusion Service.

3. Foliow Transfusion Reaction Procedures,

4. Do NOT discard unit. Retum Blood Bag, Filter Set, and I.V. solutions to the Blood Bank.

1st VERIFIER (Signature)

oloo 7
e

DESCRIPTION OF REACTION
[Jurmcaria  [Jemne  [] rever [ pan

[ OTHER (Specify)

PRE-TRAN
TEMP.

) e %

| puLse

TIME 'STARTEDO 3 / &

5o

PATIENT IDENTIFICATION—USE EMBOSS
al facility)

MEDCOM -

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record
STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

15470 Medicai Record Copy



518-124

NSN 7540-00-634-4159

MEDICAL RECORD

BLOOD OR BLOOD COMPONENT T

RANSFUSION

SECTION | - REQUISITION

L%

COMPONENT REQUESTED (Check one)
& ReD BLOOD CELLS

['] FRESH FROZEN PLASMA

TYPE OF REQUEST (Check ONLY if Red Blood Celi
Froducts are requested.)

(] TYPE AND SCREEN enoss

xb adid

REQUE] i 3

R OPERATIVE PROCEDURE

[T] pLatecers (pootor___ wnits) [T1 crossmarch C} 5ﬂ)
] CRYOPRECIPITATE (Poo of units) DATE REQUESTED ; .
Ul? 03 I have coflected a blood specimen on the below
D Rh IMMUNE GLOBULIN 30 d named patient, verified the name and ID No. of the
DATE AND HOUR REQUIRED patient and verified the specimen tube label to be
] oTHER (Specify) Aﬁ*/P
VOLUME REQUESTED (if applicable) KNOWN ANTIBODY FORMATION,/TRANSFUSION
REACTION (Speci
&b o ks ML (Specify)
REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF:
RhIG TREATMENT? DATE GIVEN:
TIME VERIFIED
HEMOLYTIC DISEASE OF NEWBORN?
olto
SECTION {f - PRE-TRANSFUSION TESTING
UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK: |
ANTIBODY SCREEN CROSSMATCH [] Rrecorp Mo RECORD
PATIENT NO. ( SIGNATURE OF PERSQQBER G TEST
DONOR RECIPIENT / / o (u\ -2

D CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED

ABO ABO

0

REMARKS: 5 %ﬂ 93 4“? 0 /?

SECTION HI - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA

POST-TRANSWDATA

INSPECTED AND ISSUED BY (Signature) AMiUNT GIVE TIME/DATE €0 PLET%
\0 ( C}B - /L (’AJ ML { 1 /()/2) ( )
redcTi TEMPERATURE ¢ ’LS;7 BLOO SURE
AT (Hour) D22 oNpate) $9 DufOQ ONE [] suspecteD ,r)) > < T/
IDENTIRICATION If reaction is suspected—IMMEDIATELY:

I have examined the Blood Component container label and this form and 1 find all
information identifying the container with the intended recipient matches item by item.
The recipient is the same person named on this Blood Component Transfusion Form and
on the patient identification tag.

1. Discontinue transfusion, treat shock if present, keep intravenous fine open.

2. Notify Physician and Transfusion Service.

3. Follow Transfusion Reaction Procedures.

4. Do NOT discard unit. Return Blood Bag, Fitter Set, and 1.V. solutions to the Blood Bank.

Gﬂwh(uﬁ-z

DESCRIPTION OF REACTION
[Juemcaria  [Jewe [ rever [ pain

[ OTHeR (Specify)

ycf | e 73/:/0

| PuLsE

DA%;T;ANSFUS N L TII;IFSTARTED S/‘
AN /3

rate; hospital or medical facility)

PATIEﬁT lDENTIﬁ(;@N-—USE EMBOSSER (For typed\c;'r written entries give: Name—Last, first, middle;

-

~

L7

MEDCOM - 15471

T

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

Medical Record Copy



518-124

NSN 7540-00-634-4159

MEDICAL RECORD

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION | - REQUISITION

COMPONENT REQUESTED (Check one)
g RED BLOOD CELLS

TYPE OF REQUEST (Check ONLY if Red Blood Cell
Products are requested.)

(] FRESH FROZEN PLASMA ] TvreAnD SCREEN 7 ¢ Cress

[ ] PLATELETS (Pool of units) [[] crossmarch

D CRYOPRECIPIATE (Pocter e DATE REQUESTED, | have collected a blood specimen on the beiow

[T] R0 iIMMUNE GLOBULIN 2 JUI({ o3 named patient, verified the name and ID No. of the
DATE_AND HOUR REQUIRED patient and verified the specimen tube label to be

] oTHER (specify) A&p correct.

VOLUME REQUESTED (if applicable) KNOWN ANTIBODY FORMATION, TRANSFUSION o (L‘?)_ 2

A +s REACTION (Specify) :
ond ML
REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF:

RNG TREATMENT? DATE GIVEN:

UNIT NO. TRANSFUSION NO.

TIENT NO.

RECIPIENT

ABO 0 | ABO O
o P05 |, 205

TIME VERIFIED
HEMOLYTIC DISEASE OF NEWBORN? o(16
SECTION Il - PRE-TRANSFUSION TESTING
TEST INTERPRETATION PREVIOUS RECORD CHECK:
ANTIBODY SCREEN CROSSMATCH [] mecoro 5 RECGRD

SIGNATURE OF PERSON PERFORM

A | Compe

D CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED

REMARKS: 5 %ﬂ 2 3 4? 0

SECTION Il - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA

POST-TRANSFU ADATA

INSPECTED AND ISSUED BY (Signature)

AT (Hour) D22

AMBUNT GIVE TIME/DATE /0| PLETE
o (e)-2 (= ;

: REACTIH TEMPERATURE ' 0f # r_s SURE
«/° ONE [_] SUSPECTED % 5 5;7 T

4

IDENTIFICATION

If reaction is suspected—iMMEDIATELY:

| have examined the Blood Component container label and this form and ! find ali | 1. Discontinue transfusion, treat shock if present keep intravenous line open.
information identifying the container with the mtendeé. recipient matches item by item 2. Notify Physician and Transfusion Service.
The recipient is the same person named on this B!ood Component Transfusion Form an 3. Follow Transfusion Reaction Procedures.

on the patient identification tag.
1st VERIFIER (S

""H‘& 4. Do NOT discard unit. Return Biood Bag, Filter Set, and 1.V. solutions to the Biood Bank.
| DESCRIPTION OF REACTION

[Jurncaria  [Jemer [ rever [ pan

(] OTHER (Specify)

ICULTIES (Equipment, clots, elc. ( &\j -7

DATE-QF TRANSFUS%

Tlf\f STARTED, {‘

PATIE/T lDENTlﬁC N—USE EMBOSSER (For typed or written entries give: Name—L ast, first, middle; gi
rate; hospital or medlcal facility)

\o (- 1

T

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

MEDCOM - 15472 Medical Record Copy



518-124 NSN 7540-GG-634-4158

MEDICAL RECORD BLOOD OR BLOOD COMPONENT TRANSFUSION
SECTION | — REQUISITION
COMPONENT REQUESTED (Check one) TYPE OF REQUEST (Check ONLY if Red Blood Cell REQUESTING PHYSICIAN (Print)

Products are requested.)
RED BLOOD CELLS

bl -2

L] FRESH FROZEN PLASMA [ Tvee ano screen DIAGNOSIS O ¥ EDURE
(] PLATELETS (Pooiof _______ units) [ crossmarcu T/K(/ 3
[] CRYOPRECIPITATE (Pool of units) DATE REQUESTED 0 _
0 ~~ | have collected a blood specimen on the below
[] RnIMMUNE GLOBULIN v named patient, verified the name and 1D No. of the
DATE AND HOUR UIRED patient and verified the specimen tube label to be
[] oTHER (speciy) \fﬁ correct.
VOLUME REQUESTED (/ffapplicable) KNOWN ANTIBODY FORMATION,/TRANSFUSION SIGNATURE OF VERIFIER
I L REACTION (Specify)
¢ ) N ML .
[N 7| 3
:;"
REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DATE VERIFIEH

RhIG TREATMENT? DATE GIVEN: f 4 r:l |
[ TIME VERIFIED fn )
HEMOLYTIC DISEASE OF NEWBORN? Va oV -

SECTION Il - PRE-TRANSFUSION TESTING
TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:

UNIT NO.

ANTIBODY SCREEN CROSSMATCH [] recorp /%o RECORD
= PATIENT NO. // SIGNATURE OF PERSGN PERFORMING TEST ( \
// i~ Ly~ 72
DONOR RECIPIENT /l A < Jd "0/&

O ' [ ] CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED 3 Jowe 457 4/0¢
ABO ABO O REMARKS: ;

n /05 w S e Wﬂy o

SECTION I} — RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA POST-TRANSFUSION-GATA
INSPECTED AND ISSUED BY (Si . AMOUNY GIVEN . TlME/l;)_Ai) OMPLETED INFERRUPTED
blu)-2 (ac] M QLS

o REACTION _ PERATU
AT (Hour) oY ON (Date) O/ muspmm zg ).

?; BLOOD PRESSURE
IDENTIFICATION If reaction is suspected—IMMEDIATELY:

| have examined the Blood Component container label and this form and | find all [ 1. Discontinue transfusion, treat shock if present, keep intravenous line open.
information identifying the container with the intended recipient matches item by item. | 2. Notify Physician and Transfusion Service.

The recipient is the same person named on this Blood Component Transfusion Form and | 3. Follow Transfusion Reaction Procedures.

on the patient identification tag. 4. Do NOT discard unit. Return Blood Bag, Filter Set, and I.V. solutions to the Biood Bank.

1st VERIFIER (Signaty DESCRIFTION OF REACTION
: [Jurmcara  [Jeome [Jrever [ pan

[] OTHER (Specify)

e

OTHER D} LTIES (Equipment, clots, etc.) S
1 ves (specity b (CL - 2~

TEMP.

DATE @ TME STARTED/x L/’ Li@

PATIENT IDENTIGATIONZUSE EMBOSSER (For typed Orwiitten entried/Eive: Name—Last, firs®
rate; hospital or medical facility)

1 E‘D\/\/ -wa’ q BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

MEDCOM - 15473 Medical Record Copy



518-124 NSN 7540-00-634-4159

MEDICAL RECORD BLOOD OR BLOOD COMPONENT TRANSFUSION
SECTION | - REQUISITION
COMPONENT REQUESTED (Check one) TYPE OF REQUEST (Check ONLY if Red Blood Cell REQUESTING PHYSICIAN (Print)

Products are requested.}
RED BLOOD CELLS

FRESH FROZEN PLASMA

PLATELETS (Pool of units)

CRYOPRECIPITATE (Pool of units) DRFEREQUESTED ]
; 03 I have collected a blood specimen on the below
Rh IMMUNE GLOBULIN named patient, verified the name and ID No. of_the

DATE AND HOUR \RED \ patient and verified the specimen tube QbeiAo be
OTHER (Specify) M correct. /

A
VOLUME RETESTED (if applicable) KNOWN ANTIBODY FORMATION/TRANSFUSION SIGNATURE OF VERIFIER

ooodan

REACTION (Specify)

\ g ML
043
REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DATE VERxHE[y
RhIG TREATMENT? DATE GIVEN:
TIME VE
HEMOLYTIC DISEASE OF NEWBORN? /{D
SECTION 11 - PRE-TRANSFUSION TESTING
UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:
ANTIBODY SCREEN CROSSMATCH [] Rrecorp ﬂ NO RECORD
| PATIENT NO. SIGNATURE OF PERSON

RECIPIENT /\//A [0/‘070 \O “)- Z

D CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED

ABO O ABO O REMARKS:
| » EXp O3 Fag B
w05 w0 ~ 2
SECTION Hl - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA POST-TRAWTA
\ AMpUI #G? TIME/DATE COMPLETED)MNFERRUPTED -
\ole)-2 08 7T (40
R CTlON TEMPE#} E PUL! BLOQD PR RE
AT (Hour) m& T 6‘&{ 4 Qz; 03 NE D SUSPECTED X c / é? : éj;i

IDENTIFICATION If reaction is suspected—IMMEDIATELY:

| have examined the Blood Component container label and this form and | find all | 1. Discontinue transfusion, treat shock if present, keep intravenous line open.
information identifying the container with the intended recipient matches item by item. | 2. Notify Physician and Transfusion Service.

The recipient is the same person named on this Blood Component Transfusion Form and | 3. Follow Transfusion Reaction Procedures.

on the patient identification tag. 4. Do NOT discard unit. Return Blood Bag, Filter Set, and L.V, solutions to the Blood Bank.

DESCRIPTION OF REACTION
CJurmcaria [Jemw [ rever [ pan
b ( u) ” Z [] OTHER (Specify)

-

OTHER DIFFIC quipment, clots, etc.)
9 YES (Specify}
e 7SV

bl -1

=
Rorle3 |"CHD

PATIENT lDENTIFICATﬁbd—USE EMBOSSER (For typed or written entries give: Name—Last, ﬁrst *m
rate; haspital or medical facility)

" G2

/‘& - %/ BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

MEDCOM - 15474 Medical Record Copy



518-124 NSN 7540-00-634-4159

MEDICAL RECORD BLOOD OR BLOOD COMPONENT TRANSFUSION
SECTION | - REQUISITION
COMPONENT REQUESTED (Check one) TYPE OF REQUEST (Check ONLY if Red Blood Cell
- Products are requested.)
RED BLOOD CELLS
[] FRESH FROZEN PLASMA (] 7vee anp screen OR OPERATIVE PRCCEBURE
[} PLATELETS (Poot of _____ units) [] crossmarcH
[] CRYOPRECIPITATE (Pool of units) ATE REQUESTED _
_)\J | have collected a blood specimen on the below

] RnIMMUNE GLOBULIN named patient, verified the name and ID No. of the

DATE AND HOURR RED patient and verified the specimen tube label to be
D OTHER (Specify) ﬁ [?ﬁ correct.
VOLUME REQUESTED (/f ip,. licable) KNOWN ANTIB(;DY FORMATION/TRANSFUSION SIGNATURE OF VERIFIER

L REACTION (Specify)
.} Ay ML
t vv

REMARKS: IF PATIENT 1S FEMALE, 1S THERE HISTORY OF: DATE VERIFIED { —

RhIG TREATMENT? DATE GIVEN: .

HEMOLYTIC DISEASE OF NEWBORN? anHED 04“5’ {\'/

SECTION il - PRE-TRANSFUSION TESTING

UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:

ANTIBODY SCREEN CROSSMATCH 1 recorn CE% RECORD

PATIENT NO. SIGNATURE OF PERSON

RECIPIENT ﬂ% ( Omlp b (CQ> (L

[:I CROSSMATCH NOT REQUIRED FOR THE COMPONENT'REQUESTED DATE ?0

REMARKS: 521/7 o) 3 /4747 52

ABO

Rh ’,&O-S
SECTION Il - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA POST-TRANSFUSION DA'F;\

INSPECTED AND ISSUED BY (Signature) AMOUNT GIVEN TIM;WEBR T W
(-7 [end @ 03
# i ION RAT P . /B 00 SURE
AT (Hour) ot/ 30 ON(Date) Q0 Dewl3 %NE (] suspectep | ¢ ?? /ﬁ

IDENTIFICATION ’ ilreaction is suspected—IMMEDIATELY: 4

| have examined the Blood Component container label and this form and ! find all | 1. Discontinue transfusion, treat shock if present, keep intravenous line open.
information identifying the container with the intended recipient matches item by item. | 2. Notify Physician and Transfusion Service.

The recuplent |s the same person n this Blood Component Transfusion Form and | 3. Follow Transfusion Reaction Procedures.

4. Do NOT discard unit. Return Blood Bag, Filter Set, and LV, solutlons to the Blood Bank.

DESCRIPTION OF REACTION
Ourmcaria [Teme [ rever [ ram

[} OTHER (Specify)

-

OTHER ICULTIES (Equipment, clots, etc.)
[] ves (specity

TEMP. \
DATE OF RANSFUSION \ TIME STARTED

N KOS HYS N

PATIENT IDEN'H@: ON—USE EMBOSSER {For typed or writfen entries give: Name—Last, first, ma
rate; hospital or medical facility) 7

\/\/ - | BLOOD OR BLOOD COMPONENT TRANSFUSION
b (w\) - L{ Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR} 201-9.202-1

MEDCOM - 15475 .
Medical Record Copy



518-124

NSN 7540-00-634-4159

MEDICAL RECORD

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION | — REQUISITION

COMPONENT REQUESTED (Check one}
Products are requested.)
RED BLOOD CELLS

FRESH FROZEN PLASMA [:] TYPE AND SCREEN

PLATELETS (Pool of units) ] crossmatcH

TYPE OF REQUEST (Check ONLY if Red Blood Cell

PERATIVE PROCEDURE

T(/A Uiy

DIAGNOSI

]
0
0
0

CRYOPRECIPITATE (Pool of units) DATE RE UESTED\ 0 .
0 >(j | have collected a biood specimen on the below
Rh IMMUNE GLOBULIN named patient, verified the name and ID No. of the
DATE AND HOU E patient and verified the specimen tube label to be
(] OTHER (Specify) W& correct.
VOLUME REQUESTED (\f anlicabIe) KNOWN ANTIBODY FORMATION/TRANSFUSION SIGNATURE OF VERIFIER
) ] REACTION (Specify)
(L o T ML
oo
o2
REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF:

RNIG TREATMENT? DATE GIVEN:
HEMOLYTIC DISEASE OF NEWBCRN?

DATE VERIFIED / [4 f5
.A}‘l. /L yJ4
messeT T

SECTION Il - PRE-TRANSFUSION TESTING

TEST INTERPRETATION

PREVIOUS RECORD CHECK:

CROSSMATCH

[} Rrecorp =5'—No RECORD

SIGNATURE OF PERSON PE EST

Corg-

D CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED

DATE  SDTles

UNIT NO. TRANSFUSION NO.
- ANTIBODY SCREEN
'PATIENT NO.
DONOR RECIPIENT /b / /
ABO O ABO O REMARKS:

. PSS

Eth7 0'314'7‘7

SECTION Il - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA

POST-TRANSFUSION-RATA

INSPECTED AND ISSUED BY (Signature)

RIS

AMOUNT GIVEN -

TIME/DV TE, MPLET|
é(/ D183

AT (Hour)

['oNate) 27502 3

/ ML
REACTION ~ TEMPERATURE PULS BLOOD PRESSUR
e o | 3]/ v

oY 50
IDENTIFICATION

| have examined the Btood Component container label and this form and | find all
information identifying the container with the intended recipient matches item by item.
The recipient is the same person named on this Biood Component Transfusion Form and
on the patient identification tag.

if reaction is suspected—IMMEDIATELY:

1. Discontinue transfusion, treat shock if present, keep intravenous line open.

2. Notify Physician and Transfusion Service.

3. Follow Transfusion Reaction Procedures.

4, Do NOT discard unit. Return Blood Bag, Filter Set, and 1.V. solutions to the Blood Bank.

DESCRIPTION OF REACTION
[] usmicamia [ chiL ] P

] Fever

ble\-2

[ oTHER (specify)

OTHER FICULTIES (Equipment, clots, etc.)

7 7 | & %9/71()

| PuLse

0[] ves (Specim .

DATE Op3RANSFUSION{

200

e

PATIENT IDENTYF@ATION—USE EMBOSSER (For typed or written entries give: Name—Last, first,

rate; hospital or medica! facility)

‘)ﬂ\/\) ii-;(uw/

le; grade; rank;

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR! 201-9.202-1

MEDCOM - 15476

Medical Record Copy



MEDICAL RECORD

\
)

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION | — REQUISITION

COMPONENT REQUESTED (Check one}
RED BLOOD CELLS

FRESH FROZEN PLASMA

TYPE OF REQUEST (Check ONLY if Red Blood Cell
Products are requested.)

"] TYPE AND SCREEN

Vol ) ?

| ,(‘jP) * URE
[] PLATELETS (Pooiof ______ units) [H CROSSMATCH g ld./
[] CRYOPRECIPITATE (Pool of units) DATE REQUESTED o . —
e a8 [s] specimen on e elow

D Rh IMMUNE GLOBULIN 30 JU‘ t‘ 03 named patient, verified the name and ID No. of the

DATE AND HOUR REQUIRED patient and verified the specimen tube label to be
[} OTHER (Specify) ADA P correct.
VOLUME REQUESTED (If applicable) KNOWN ANTIBODY FORMATION/TRANSFUSION S

REACTION (Specify)

ML

REMARKS: |F PATIENT IS FEMALE, 1S THERE HISTORY OF: DATE VERIFIED o ( Lo 2

RhIG TREATMENT? DATE GIVEN: 3 v l‘( o ’

TIME VERIFIED :
HEMOLYTIC DISEASE OF NEWBORN? G110
SECTION 11 - PRE-TRANSFUSION TESTING
UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:
, ANTIBODY SCREEN CROSSMATCH [] recoro _7@'\ NO RECORD
ATIENT NO. /\/ / C SIGNATURE OF PERSON PERFORMIﬁ;_ TEST
DONOR RECIPIENT : /7/ K ( @' o3
O O [ ] crROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED DATE 3,7)2, /N

ABO ABO REMARKS: /
Rh ﬂ Ué Rh /4 O_.S

SECTION Bl - RECORD OF TRANSFUSION

3

PRE-TRANSFUSION DATA
INSPECTED AND ISSUED BY (Signa ]

AMOUNT GIVEN
[#74) ML

blwd-7.

POST-TRANSWT&
s

TIME/DAJE QOMPLETED/ f
2o ] B

o1Y3

AT (Hour) ON (Date)

REACTION TEMPERATU PULSE 7/ WD ESSURE
werfE || SUSPECTED % 2 & % ij/()

2 03al s
IDENTIFICATION

| have examined the Blood Component container label and this form and | find all
information identifying the container with the intended recipient matches item by item.
The recipient is the same person named on this Blood Compenent Transfusion Form and
on the patient identification tag.

If reaction is suspected—IMMEDIATELY: -

1. Discontinue transfusion, treat shock if present, keep intravenous tine open.

2. Notify Physician and Transfusion Service.

3. Follow Transfusion Reaction Procedures.

4. Do NOT discard unit. Return Blood Bag, Filter Set, and |.V. sclutions to the Blood Bank.

1st VEI

Llay-T

DESCRIPTION OF REACTION
[Jurmearia  [Jemue [ Fever

[ oTHER (Specify)

(] pain

Wich-T

OTHER D} ULTIES (Equipment, clots, etc.)

PRE-TRANSFUSION
TEMP. ‘ PULSE

6 4] ves (specify)
SIGNATURE OF PERSO

| 895?/%&
TIME S%. ()Q :

DATE 5§ TRANSFUSIQN  *
DML TD

PATIENT |DENTIIﬂC ION—USE EMBOSSER (For typed or written entries give: Name—Last,

rate; hospital or medical facility)

4

-
¥l

MEDCOM -

first, midd!é; grade; rank;

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR. FIRMR {41 CFR) 201-9.202-1

15477 Medical Record Copy



518-124 NSN 7540-00-634-4159

MEDICAL RECORD BLOOD OR BLOOD COMPONENT TRANSFUSION
SECTION | - REQUISITION
COMPONENT REQUESTED (Check one) TYPE OF REQUEST (Check ONLY if Red Blood Cell REQUE.
Products are requested.)
[}X RED BLOOD CELLS
( L
[] FRESH FROZEN PLASMA [] TYPE AND SCREEN &
[ PLATELETS (Pool of units) [} crosswarcx W
[J CRYOPRECIPITATE (Pool of units} AT REQ STED .
? 3 | have collected a blood specimen on the betow
D Rh IMMUNE GLOBULIN named patient, verified the name and ID No. of the
DATE AND HOUR.REQUIRED patient and verified the specimen tube label to be
{] oTHER (specify) correct
VOLUE REQUESTED (If applicable) ‘ KNOWN ANTIBODY FORMATION/TRANSFUSION
Uh ; .{.S ML REACTION (Specify)
REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DATE VER j {
6 N -
RhIG TREATMENT? DATE GIVEN: C? \O( G Z
TIME V
HEMOLYTIC DISEASE OF NEWBORN? O /E leéD
SECTION 11 - PRE-TRANSFUSION TESTING
UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:
ANTIBODY SCREEN CROSSMATCH (] recorp cg{ NO RECORD
ATIENT NO. / C SIGNATURE OF P ST
DONQ - RECIPIENT blody - [
O [} CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED
ABO ABO O REMARKS:  j=
EXp OLAng 23
Rh /&OS Rh /60 S

SECTION i - RECORD OF TRANSFUSION
PRE-TRANSFUSION DATA ¥ POST-TRANSEUSION-DALA

INSPECTED AND ISSUED BY (Signature) . AMOV GIVEN TIME/DAT COM"W
el N2l Mg |20 a0
- REACTION *_~ TEMPERATJRH PULSE BLOOD PRESSURE
AT (Hour) 0209 ON (Date) STy /o WECTED RN

IDENTIFICATION If reaction is suspected—IMMEDIATELY: ‘

| have examined the Blood Component container label and this form and | find all | 1. Discontinue transfusion, treat shock if present, keep intravenous line open.
information identifying the container with the intended recipient matches itemn by item. 2. Notify Physician and Transfusion Service.

The recipient is the same person named on this Blood Component Transfusion Form and | 3. Follow Transfusion Reaction Procedures.

on the pat|ént identification tag. 4. Do NOT discard unit. Return Blood Bag, Filter Set, and LV. solutions to the Blood Bank

DESCRIPTION OF REACTION
[Jurncara  [Jom [ Jrever [ pam

] OTHER (Specify)

OTHER DIF] 1ES (Equipment, clots, etc.)
PRE-TRANSFU [ ves (specify
TEMP. | PuLse ; SIG

e 0y g ble)-2

rate; hospital or medical facility)

PATIENT IDENﬂF@'KON—USE EMBOSSER (For lyaed or written entries give: Name—Last, first, middle;

vk

BLOOD OR BLOOD COMPONENT TRANSFUSION
Medical Record

STANDARD FORM 518 (REV. 9-92

) )
MEDCOM _ 1 5478 Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

[ S T N N . T



518-124

NSN 7540-00-634-415¢

MEDICAL RECORD

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION § - REQUISITION

CQMPONENT REQUESTED (Check one)
D&&DBLOOD CELLS

[[] FRESH FROZEN PLASMA

TYPE OF REQUEST (Check ONLY if Red Blood Cefl
Products are requested.)

[] TPe AND SCREEN

REQUESTING PHYSICIAN (Pdj

o o) -

OR OPERATIVE PRCCEDURE

v -
[} PLATELETS (Pool of units) NS CROSSMATCH % )0 f W
. . fi
[[] CRYOPRECIPITATE (Pool of units) CATE REQUESTED \l v
I have collected a blood™Sspeci
(7] RhIMMUNE GLOBULIN ?«") NQ'*" 073 named patient, verified the nagedod |
DATE AND HOUR R@JIRED patient and verified the speci
l:] OTHER (Specify) correct.
N
VOLUME REQUESTED (/fyapplicable) KNOWN ANTIBODY FORMATION/TRANSFUSION SIGNATURE OF VERIFIER |
U /\17% REACTION (Specify) <
\ ML
BN 4
REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DAT /IFIW’ P ¥
RhIG TREATMENT? DATE GIVEN:
TIMEAERIF!
HEMOLYTIC DISEASE OF NEWBORN? / ERIFED
SECTION Il —- PRE-TRANSFUSION TESTING
UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:
= ANTIBODY SCREEN CROSSMATCH [7] Recorp GE(N.O RECORD b (CQS -
PATIENT NO. SIGNATURE OF PERS
, ,/l/%2 C om VZ
'« DONOR RECIPIENT
[ ] CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED IZnlep
ABO O ABO O REMARKS: E
,005 265 7703 4%3 o3
Rh Rh

SECTION Il - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA

POST—TRANSBJS'O'N DATA

INSPECTED AND ISSUED BY (Signature)

AMOUNT GIVEN

gz M

bla -t

UPTED

Q5O

TIME/DATE OMPLET

AT (Hour) o -Z 3 (Date)

REACHON,
‘ E [ ] suspectep

YoJ >

TEMPER?

PULSEAD 7 BL?DlSFyg

IDENTIRCATION

if reaction is suspected—lMMEDlATELY.

i have examined the Blood Component container label and this form and | find all
information identifying the container witn the intended recipient matches item by item.
The recipient is the same person named on this Biood Component Transfusion Form and
on the patient identification tag.

1. Discontinue transfusion, treat shock if present, keep intravenous line open.

2. Notify Physician and Transfusion Service.

3. Follow Transfusion Reaction Procedures.

4, Do NOT discard unit. Return Blood Bag, Filter Set, and L.V. solutions to the Blood Bank.

1st VERIE

XA

DESCRIPTION OF REACTION
(Jurncaria  [Jeowe  [Jrever [ pPan

] oTHER (specify)

-

OTHER D]

TIME STARTED

DATE OF T%USION

ULTIES (Equipment, clots, etc.)
[] YES (speci

blu)-2

PATIENT IDENTIFICAT

rate; hospital or medical facility)

MEDCOM - 15479

—USE EMBOSSER (For typed or O‘Wr/itten entries give: Neme—Last, first, middle; g

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202~-1

Medical Record Copy



518-124 NSN 7540-00-634-4159

MEDICAL RECORD BLOOD OR BLOOD COMPONENT TRANSFUSION
SECTION | - REQUISITION
COM ENT REQUESTED (Check one) TYPE OF REQUEST (Check ONLY if Red Blood Cell ICIAN (Print) &
Products are requested.) 3
RED BLOOD CELLS E (CQ\ 2
i~

FRESH FROZEN PLASMA [J 7vpe anp screen PERATIVE PROCEDURE
PLATELETS (Pooi of ________ units) ( ROSSMATCH %p u’{)
CRYOPRECIPITATE (Poolof __________ units} v v

DATE REQUESTED, .
1 have coliected a blood specifAen on the beiow
Rh IMMUNE GLOBULIN D) named patient, verified the nam ID No. of the
patient and verified the speg tube label 1o be

DATE AND HOUR REQYIRED
OTHER (Specify) __~ M A/r’ carrect.

VOLUME R*ﬁE{D\ﬂf a&ﬁcable) KNOWN ANTIBOD{FOII?MATION/TRANSFUSION SIGNATURE OF VERIH%‘V
C

ML REACTION (Specify)
e

(I

REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DATE vmmy
RhiG TREATMENT? DATE GIVEN:
TIME VERFIED
HEMOLYTIC DISEASE OF NEWBCRN? ____
SECTION Il — PRE-TRANSFUSION TESTING <
UNIT NO. "TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK,
ANTIBODY SCREEN CROSSMATCH (] Rrecoro Z NO RECORD
PATIENT NO. / _ SIGNATURE OF PERSON PERFORMING TEST
RECIPIENT "/l/ ’ ; 0/,4/
S O [} CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED )
ABO O ABO REMARKS:

b(G) -7

Rh /0 OS . {mn /ﬂ O 5
SECTION 1) - RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA POST-TRANSFUSION-BATAY,
INSPECTED AND ISSUED BY (Signature) TIME/DATE§):A[LETED/
ML )

R s TEMPERARUGE L7JLS ) LoQDARESSURE
AT (Houy L S (Date) D Iu/0% ONE [} suspecTeD ‘?f i ? yd 7/ }
IDENTIFICATION If reaction is suspected—IMMEDIATELY:

| have examined the Blood Component container tabel and this form and | find all | 1. Discontinue transfusion, treat shock if present, keep intravenous line open.
information identifying the container with the intended recipient matches item by item. | 2. Notify Physician and Transfusion Service.

The recipient is the same person named on this Blood Component Transfusion Form and | 3. Follow Transfusion Reaction Procedures.

on the patient identification tag. 4. Do NOT discard unit. Return Blood Bag, Filter Set, and LV. soiutions to the Blood Bank.

W- DESCRIPTION OF REACTION
Y w2

[Jurncaria [Joue [ rever [ ] pam

; | ] OTHER (Specify)
2nd VERIFIER (Slg)

OTHER DIF] LTES (Equipment, clots, etc.)

PRE-TRANSFUSIO ] ves (speciy,

JEMP. . / l PULSE | BP

DATE OF %ﬁ ZN/CB TIME STA?I’\E)DJ-&)

PATIENT IDENTIEAHON—USE EMBOSSER (For typed or written entries give: Name—Last, first, middh
rate; hospital or medical facility)

BLOOD OR BLOOD COMPONENT TRANSFUSION

b &LQ\" Lt Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

MEDCOM - 15480 Medical Record Copy



518-124

MEDICAL. RECORD

NSN 7540-00-634-416¢

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION | — REQUISITION

TYPE OF REQUEST (Check ONLY if Red Blood Cell
Products are requested.)

[] 7vee anp screen ot

COMPONENT REQUESTED (Check one)
{id repBLooD cELLs

[_] FRESH FROZEN PLASMA

¥
(e

[} crossmarcH

™1 PLATELETS (Poot of units)
(] CRYOPRECIPITATE (Pool of units) DATE REQUEST _
D U 03 I have collected a bicod specimen on the below

[] mhIMMUNE GLOBULIN 6 named patient, verified the name and ID No. of the

DATEAND HOYUR REQUIRED patient and verified the specimen tube label to be
D OTHER (Specify) /és M cor ]
VOLUME REQUESTED (If applicable) KNOWN ANTIBODY FORMATION/TRANSFUSION

REACTION (Speci

vnits . ML (Specib)
REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DAT -
26 (Y 37 blud-7
RhIG TREATMENT? DATE GIVEN: A
TIME YERIFIED
HEMOLYTIC DISEASE OF NEWBORN? VY7,
SECTION Il - PRE-TRANSFUSION TESTING

UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:

ANTIBODY SCREEN CROSSMATCH D RECORD NO RECORD

PATIENT NO. SIGNATURE OF PERSON PERFORMING TEST
DONOR RECIPIENT _ -
O [ ] CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQUESTED I 7R

ABO ABO O REMARKS: -

Efy 0thaye3
pas

n /905 an

PRE-TRANSFUSION DATA

SECTION Il - RECORD OF TRANSFUSION
POST—TRANSBLS&QN—BATA

AMOUNT GIVEN TIME/DATE, GOMPLETED Vs
/U/Jfll" ML 364 1)
REACTION TEMPERATURE | PULSE {OOC/PRESSURE
suspecten | RS /.4
S

INSPECTED AND ISSUED BY (Sjj

272 00

AT (Hour)

IDENTIFICATION

| have examined the Blood Component container label and this form and | find all
information identifying the container with the intended recipient matches item by item.
The recipient is the same person named on this Blood Component Transfusion Form and
on the patient identification tag.

If reaction is suspected—IMMEDIATELY: 7/

1. Discontinue transfusion, treat shock if present, keep intravenous line open.

2. Notify Physician and Transfusion Service.

3. Follow Transfusion Reaction Procedures.

4. Do NOT discard unit. Return Blood Bag, Filter Set, and 1.V. solutions to the Blood Bank.

DESCRIPTION OF REACTION

PRE-TRA?S .
TEMP. S

TRANSFUSIdN

AR

[Jurmcaria  [Jome [ rever [ pan
[] OTHER (specify)
OTHER DI IES (Equipment, clots, etc.)

[ ves (speciy Uiw)-?

rate; hospital or medical facility)

3

PATIENT nDEW@AT

a2t

Q) 4

MEDCOM - 15481

JON—USE EMBOSSER (For typed or written entries give: Name—Last, first, middle; grade; rank;

Emr

BLOOD OR BLOOD COMPONENT TRANSFUSION
Medical Record

STANDARD FORM 518 (REV, 9-92)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

Medical Record Copy



518-124

NSN 7540-00-634-4159

MEDICAL RECORD

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTICN ! - REQUISITION

COMPONENT REQUESTED (Check one)

[E'/” RED BLOOD CELLS

[] FRESH FROZEN PLASMA

0

Products are requested. )

(] Tvee anD screen

yCROSSMATCH

PLATELETS (Pool of units)

TYPE OF REQUEST (Check ONLY if Red Blood Cell

REQUESTING PHYSICIAN (Pri)

o> 2.

IS OR OPERATIVE PROCEDURE

SIPEy Lo

[] CRYOPRECIPITATE (Pooi of units) AT REQUEST
i ! have collected a blood specimen on the below
I:] Rh IMMUNE GLOBULIN 4! named patient, verified the name and ID No. of the
DATE AND HOUR REQUIRED patient and verified the specimen tube el _to b ?
[[] OTHER (specify) A AP correct. N /
VOLUME REQUESTED (If applicable) KNOWN ANTIBODY FORMATION/TRANSFUSION SIGNATURE OF VERIFIER /)'/6"
- ML REACTION (Specify)
L

3

-4\

/, // g

REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DATE vemﬂfy b
RhIG TREATMENT? DATE GIVEN: 6
TIME \KIFIED
HEMOLYTIC DISEASE OF NEWBORN? /m,
SECTION li - PRE-TRANSFUSION TESTING
UNIT NO. TRANSFUSION NO. TEST INTERPRETATION

ANTIBODY SCREEN

Y [4

RECIPIENT

CROSSMATCH

Lley-2

D CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQ

DATE ST, o3

ABO REMARKS:

Exp e

G

SECTION 1l - RECORD oF TRANSFUSION

PRE-TRANSFUSION DATA

POST-TRANSEL

INSPECTED AND ISSUED BY (Signature)

A\Q&(,L\( (3

AMOUNT A1y N‘
ML

TIME/DATE {OMPLET| NTERRUPTED

2020

AT (Hour) ONDate) SO0 709

10N
JONE [ ] suspecTeD

PULSE

(20

BLOOD PRESSURE

TE% \}\:’E
10

IDENTIFICATION

I have examined the Blood Component container label and this form and | find all
information identifying t with the intended recipient matches item by item.
ed on this Blood Component Transfusion Form and

If reacnon is suspected—lMMEDlATELY
1. Discontinue transfusion, treat shock if

7¢/
/7

present, keep intravenous line open.

2. Notify Physician and Transfusion Service
3. Follow Transfusion Reaction Procedures.
4. Do NOT discard unit. Return Blood Bag, Filter Set, and .V. solutions to the Blood Bank.

g

DESCRIPTION OF REACTION
] uricaria

] OTHER (Specify)

[Jeni

[Jrever  []ran

[2]

| PuLse

lap/‘lz/i/

TIME STARTED -
2ol

PATIENT IDENTIFICATION-—USE EMBOSSER (For typed or written entries give: Name—Last, fl
rate; hospital or medical facility)

DATE‘%J FION

MEDCOM

@Pﬁnlﬁn CHREVGED FaRER

OTHER,DIFFICULTIES (Equipment, ci

b(uzbfzf L
WA%E.CML

SEX M

- 15482

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 0-92)
Prescribed by GSA/ICMR. FIRMR (41 CFR) 201-9.202-1

Medical Record Copy



518-124

NSN 7540-00-634-4159

MEDICAL RECORD

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION | - REQUISITION

COMPONENT REQUESTED (Check one)
: RED BLOQD CELLS

FRESH FROZEN PLASMA
PLATELETS (Poof of units})
CRYOPRECIPITATE (Pool of units)

Rh IMMUNE GLOBULIN

0000

TYPE OF REQUEST (Check ONLY if Red Blood Cell
Products are requested.)

Qf/ TYPE AND SCREEN
;Z(CROSSMATCH

HYSICIAN (Print)

DATE REQUESTED

20Ju [0

S/t Ex laye

| have collected a blood specimen on the below
named patient, verified the name and ID No. of the

patient and verified the specimen tube label to be

DATE AND HOUR/REQUIRED
OTHER (Specify} JA/yO correct.
VOLUME REQOESTED (if applicable) KNOWN ANTIBODY FORMATION/TRANSFUSION SIGNATURE OF VERIFIER >
\_]/ REACTION (Specify) lh
ML
_ </

REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DATE VERIFIEDCAﬂ/ ~A\D

RhiG TREATMENT? DATE GIVEN: )

TIME VER}SHD
HEMOLYTIC DISEASE OF NEWBORN?
SECTION i — PRE-TRANSFUSION TESTING

UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:

ANTIBODY SCREEN CROSSMATCH

{ ] CROSSMATCH NOT REQUIRED FOR THE COMPONENT REQ
REMARKS: )

f%pf M: o4 Fb-03

SECTION Il - RECORD OF TRANSFUSION
POST-TRANSFUSIOTSARA

TIME/DATE QOMPLErE?ANTERRUPTED
|Reagnion 1

TEM RE [PU SE ooop URE
WA NoNE [ ] suspectep 3 @

M reaction is suspected—IMMEDIATELY:
1. Discontinue transfusion, treat shock if present, keep intravenous line open.
2. Notify Physician and Transfusion Service.
3. Follow Transfusion Reaction Procedures.
4. Do NOT discard unit. Return Blood Bag, Filter Set, and LV. solutions to the Blood Bank.

DESCRIPTION OF REACTION
[(Jurmcaria  Jeme [ rver  [Jran

[] oTHER (specify)

PAT

RECIPIENT

ABO | ABO Q
Rh 05 Rh OS

PRE-TRANSFUSION DATA
INSPECTED AND ISSUED BY (Signature)

AMOUNZGIVEN
e
l ML

SoT D3

AHou) Y o4 | on (pate)

IDENTIFICATION

{ have examined the Blood Component container labe!l and this form and | find ail
information identifying the container, with the intended recipient matches item by item.
The recipient is the same persg i on this Blood Component Transfusion Form and
on the patient idei

AN

| PULSE

DATE OF TRANSEUSION

243 2020

PATIENT IDENTIFICATION=ZUSE EMBOSSER (For typed or written entries give: Name—Last, first,
rate: hospital or medical facility)

TIME STARTED

WARD

Tz

BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FORM 518 (REV. 9-92)
Prescribed by GSA/ICMR. FIRMR (41 CFR) 202-9

MEDCOM - 15483 Medica! Record Copy

@W:’ﬂﬂ N RECYILED PAPER



518-124 NSN 7540-00-634-4159

MEDICAL RECORD 8LOOD OR BLOOD COMPONENT TRANSFUSION
SECTION | - REQUISITION
COMPONMENT REQUESTED (Check one} TYPE OF REQUEST (Check ONLY if Red Blood Cell i
Products are requested.)
[ ] ReD BLOOD CELLS
[ﬂ FRESH FROZEN PLASMA [ TYPE AND SCREEN DAGNOSIS OR O
[] PLATELETS (Pooi of ______ units) [] crossmatcs
D CRYOPRECIPITATE (Pool of units) DATE REQUESTED »
. - | have collected a blood specimen on the below
D Rh IMMUNE GLOBULIN "j/ named patient, verified the name and ID No. of the
DATE AND HOU patient and verified the specimen tube label to be
[] OTHER (Specify) ZZ{% correct. '

2
VOLUME REQUEST;D (If applfc?le) KNOWN ANTIBODY FORMATION/TRANSFUSION SIGNATURE OF VERIFIER /b'y\?-f, '

Al ML REACTION (Spe;i(y%ﬂLQ ?/
REMARKS: IF PATIENT IS FEMALE, IS THERE HISTORY OF: DATE VEW 5 j' :7 Ua

RhIG TREATMENT? DATE GIVEN:

RIF|
HEMOLYTIC DISEASE OF NEWBORN? M IED l@ ( C—CB 2

SECTION I - PRE-TRANSFUSION TESTING /
UNIT NO. TRANSFUSION NO. TEST INTERPRETATION
ANTIBODY SCREEN CROSSMATCH

PATIENT NO.

VA VA

A’B | JCLAROSSMATCH NOT REQUIRED FOR THE COMPONE

ABO ( REMARKS:

o S e POS /2%/ () fe 21 Suly @ 1140

SECTION Il — RECORD OF TRANSFUSION
PRE-TRANSFUSION DATA POST-TRANSFUSION DATA
AMOUNT GIVEN TIME/DATE @/INTERRUPTED

wlu)z Ral wm | IS "Sedulo3
, REACTIQ TEMP(E:RA 955 PULSE BLOOD PRESSURE
ON (Date) A 5% @4@‘; [ ] suspecTeD ]§ |23 i '7/@ .{

IDENTIFICATION if reaction is suspected—IMMEDIATELY:
I have examined the Blood Component container ;a::(e;/ar{lthis form and | find all | 1. Discontinue transfusion, treat shock if present, keep intravenous line open.

ABO

information identifying the container with the intended jeCipient matches item by item. 2. Notify Physician and Transfusion Service.
The recipient is the same person nameq on this Blog omponent Transfusion Form and | 3. Follow Transfusion Reaction Procedures.
igps i A 4. Do NOT discard unit. Return Blood Bag, Filter Set, and I.V. solutions 1o the Blooc Bank.

DESCRIPTION OF REACTION
/D [Jurmcaria [Jeme [ rever T ] pan

[} OTHER (specity)

{ OTHER DIFFICULTIES (Equipment, clots, eEc.)
YES (Specify) o’
03/ L] #r
lee (S8

TEMP. - B PULSE lz 5

DATE OF TRANSFUSION TIME STARTED

o> 14Dl

PATIENT IDENTIFICATION—USE EMBOSSER (For typed or written entries give: Name-——Last, first,

rate; hospital or medical facility)

NIAE
ne—

WARD

"Nl /8u 2

BLOOD OR BLOOD COMPONENT TRANSFUSION

x . Medical Record
( (Q ,u STANDARD FORM 518 (REV. 9-22)

Prescribed by GSA/ICMR. FIRMR (41 CFR) 201-9.202-1

@ MEDCOM - 15484 Medical Record Copy



518-124 ' ' NSN 7540-00-634-4159

MEDICAL RECGRD BLOOD OR BLOOD COMPONENT TRANSFUSION
SECTION ! - REGUISITION
COMPONENT REQUESTED (Check one; TYPE OF REQUEST (Check ONLY if Red Biood Cell REQUESTING PHYSICIAN (Pg

Products are requested.)
[] repBLOOD CELLS

H )
‘@ FRESH FROZEN PLASMA [} 1YPE AND SCREEN
Y,
(] pLATELETS (Pooi of units) [ crosswarcx @ gvu . 0(0 /L((Qﬁ(
[[] CRYOPRECIPITATE (Pooi of units) DATE REQUESTED '
/ﬂ | have collected a blood specimen on the below

D Rh IMMUNE GLOBULIN \3 . j named patient, verified the name and 1D No. of the

DATE AND HOUR REDUIRED patient and verified the specimen tube label to be
I:] OTHER (Specify) ,% W correct.

VOLUME REQUESTED (If appjicable) KNOWN ANTIBODY FORMATION,/ TRANSFUSION SIGNATURE OF VERIFIER
/ L REACTION (Specify)

" Y e
1
REMARKS: IF PATIENT IS FEMALE, 1S THERE HISTORY OF: DATE vemréﬂ'k/ Y K
el
!

7,

RhiG TREATMENT? DATE GIVEN: ;A

TIME VER =
HEMOCLYTIC DISEASE OF NEWBORN? /EW( [7
-

SECTION Il - PRE-TRANSFUSION TESTING
UNIT NO. TRANSFUSION NO. TEST INTERPRETATION PREVIOUS RECORD CHECK:
ANTIBODY SCREEN CROSSMATCH RECORD D NO RECORD

Vi | v

D CROSSMATCH NOT REQUIRED FOR THE COMPONENT R
ABO REMARKS: :

w O
= S POS /6—// iﬂ%:i*a\\/@woo

SECTION Il - RECORD OF TRANSFUSION

PATIENT NO.

PRE TRANSFUSION DATA POST-TRANSFUSION DATA
: AMOUNT GIVEN TIME/DATE  COMPLETEDANTERRUPTED
300 wm | 30J4(23 155
[ ReacTioN TEMPERATURE | PULSE BLOOD PRESSURE
T (Hour) ON (Date) M‘ONE [ ] suspecten Gat | 132 127/ 4
h o |

=  reaction is suspected—IMMEDIATELY:
is form and | find all | 1. Biscontinue transfusion, treat shock if present, keep intravencus line open.
information identifying the-container with the intended recipieft matches item by item. | 2. Notify Physician and Transfusion Service.
The recipient is the same person named on this Blood Component Transfusion Form and | 3. Follow Transfusion Reaction Procedures.
atient identification tag. 4. Do NOT discard unit. Return Blood Bag, Fiiter Set. and I.V. solutions to the Blood Rank.

_A_ | DESCRIPTION OF REACTION
b () Clurmicaria [Jome [ rever [ pamy

(] OTHER (Specify)

IDENTIFICATION

OTHER DIFFICULTIES (Equipment, clots, etc.)
No ] YES (Specify)
$/IGNATURE OF PERSON NOTING ABOVE

| PuLse ’ 31 | &p ! ‘/(a‘-/

DATE OF TRANSFUSION TIME STARTED
dodul{ 0D 1510

PATIENT IDENTIFICATION—USE E| or typed ('3r written entries give: Name—Last, fi
edical facility)

L) -7

b () & BLOOD OR BLOOD COMPONENT TRANSFUSION

Medical Record

STANDARD FCRM 518 (REV. 5-62;
Prescribed by GSA/ICMR. FIRMR (41 CFR) 2C1-9.202-1

afe

@ MEDCOM - 15485 Medical Record Copy



MEDICAL RECORD

BLOOD OR BLOOD COMPONENT TRANSFUSION

SECTION { — REQUISITION

COMPONENT REQUESTED (Check one)

RED BLOOD CELLS
FRESH FROZEN PLASMA

[] PLATELETS (Poot of

TYPE OF REQUEST (Check ONLY if Red Blood
Cell Products are requested.)

D TYPE AND SCREEN

REQUESTING PHYSICIAN

units) SZ)CROSSMATCH A -
, S adpd
[ ] CRYOPRECIPITATE (Poot of urits)  |SATEREQUESTED
| have collected a blood specimen on the below
[_] rh tMMUNE GLOBULIN O% named patient, verified the name and ID No. of
DATE AND HOUR REQUIRED the patient and verified the specimen tube label to
D OTHER (Specify) ‘}M O 5 A’%A’f be correct.
VOLUME ) EQUESTED (If applicable )} KNOWN ANTIBODY FORMATION/TRANSFU-
. *‘ SION REACTION (Specify)
U\ ML
REMARKS: g:FI_’ATIENT IS FEMALE, IS THERE HISTORY |DATE %
RbIG TREATMENT? DATE GIVEN: TEVERIFIED E
HEMOLYTIC DISEASE OF NEWBORN? ___ 1Dl o
SECTION 1§ — PRE-TRANSFUSION TESTING
UNIT NO. TRANSFUSION NO. PREVIOUS RECORD CHECK:

TEST INTERPRETATION

ANTIBODY SCREEN

~A

RECIPIENT

CROSSMATCH

RECORD

D NO RECORD
SIGNATURE OF PER B

RMING TEST

é&mf

3

CROSSMATCH NOT REQUIRED FOR THE COMPONEM'™ =

REMARKS:

aso )
)6'0 s

Rh

Rh

5)20 9 943 03

SECTION 11§ — RECORD OF TRANSFUSION

PRE-TRANSFUSION DATA

-

POST-TRANSFUSION DATA

nlNSPECTED AND ISSUED BY (Signature)

&, t;

AMOUNT GIVEN~

TIM TE COMPLETED

200D

T i

INTERRUPTED

\

wa—'} -
d2 ,/‘:1 D%

ON (Date)

AT (Hour) 2 o 3

IDENTIFICATION:

| have examined the Blood Component container label and this form and |
find all information identifying the container with Jthe intended recipient
matches item by item. The recipient is the same person named on this Blood
Component Transfusion Form and on the pa,tlent adentufumtnon tag.

st VERIFIER (Signature)

Gp

2nd VERIFIER (Signatureﬁ

Vileed-2

REACTION

L
<] NoREYY [ ] suspecTED

I1f reaction is suspected — IMMEDIATELY:
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For use of this form, see AR 40-66, the proponent agency is OTSG

THE DOCTOR SHALL RECORD DATE, TIME AND SIGN EACH SET OF ORDERS. IF PROBLEM ORIENTED MEDICAL RECORD
SYSTEM IS USED, WRITE PROBLEM NUMBER IN COLUMN INDICATED BY ARROW BELOW.

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER LIST TIME
- ORDER
| Bobdy 53 wouns _[NOTED AN
,_e# |~ 3
AV YV S W

NURSING UNIT ROOM NO.

e

\Q\’“\“\,

- p (/?awfét 53’””7/ Y 4‘ﬂ
} NO,
Tt %
PATIENT IDENTIFICATION / DATE OF ORDER TIME OF ORDER
97)\‘///1/” /’l//‘)éﬂ é%u{ o
, 7//2»4/' /4/u> Qz/”{) 0V 0
2 Y v /P \
' ' V() -
NURSING UNIT ROOM NO. a7> NO.
. 3D JULO3 /0 3.5 Houasvﬁ
. 205700 33F5 an. [V OL° /
‘ ;3 DOSE  mD “ 1/

NURSING UNIT ROOM NO. BEOD NO.

27 ore
(wﬂ) z/ Zrbdy g
/(L4 ﬁ& A3 /W’é@/) &(W)
PATIENT IDENTIFICATION / DATE OF ORDER TIME OvFroFlDVVER ~—]

4

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER

.. , - o
'f{/% ‘59 (450 HOURS \ g

/ /Mz// A, /7//777’ c/é”%?*(f/c\

" @ seon \
- - L
NURSING UNIT ROOM NO. BED NO. b‘ QB’ 4 //
R
DA ,Form 4256 REPLA MEDCOM - 15490 ICH MAY BE USED.
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PATIENT' R DUTY STATION ARRIVAL
STREET ADDRESS DATE [Day. Month, Year]  |TIME

AP ' DTWUOA | 0D
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JRECORDS MAINTAINED AT
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AGE HOME PHONE FLYING sr};u( DD 2968 IN }.«m"
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CURRENT MEDICATI INJURY OR OCCUPATIONAL ,IL{NESS | EMERGENCY ROCOM VISIT
[WHEN [Date) _|DATE LAST VISIT |24 HOUR RETURN
ITEM YES | NOQ- v
e YES NO
IS THIS AN INJURY? 1 WHERE - TETANUS
ALLERGIES INJURY/SAFETY FORMS . DATE LAST SHOT |COMPLETED INITIAL SERIES
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(@ LNl WAL i ‘
CATEGORY OF TREATMENT 1 j VITAL SIGNS
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D EMERGENT P o4
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D NON-URGENT
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MEDICAL RECORD

PREOPERATIVE/POSTOPERATIVE NURSING DOCUMENT

For use of this form, see AR 40-66; the proponent agency is The Office of the Surgeon General.

1. ace: 54 "
HeiGHT:  Pe- Aot r'~99\
WEIGHT:

NADA

2. KNOWN ALLERGIC SENSITIVITIES (e.g., lodine, Tape, Medication):

3. PREVIOUS SURGERY [

({s 4o assess

1 NO

]

YES (type):

4. PROPOSED SURGICAL PROCEDURE:

@;zf)aiw 0%

okl L1 4

obe 5 doconation hapian 0 fowes L

5. ADDITIONAL INFORMATION: Last PO:

Medical Hx:

Jewelry removed: yes/no Family waiting: yes/no

Implants:

Medications:

8. PATIENT PROBLEMS AND NEEDS

7. PATIENT GOALS AND EXPECTED OUTCOMES

8. OR NURSING INTERVENTIONS

A. PSYCHOSOCIAL
Potential for anxiety

0 Pt. verbalizes any specific anxiety.

0 Pt exhibits relaxed body posture.

r atic injury;
language barriesfamily

separation; surgical environment

o0 Allow pt. to verbalize

freellgf.

0 Explain OR environment
and answer guestions
regarding surgery.

0 Offer comfort measures,
(e.g., warm blanket, touch)
o Explain all nursing
procedures before they are
done.

o Remain with pt. whenever
possible.

o Maintain family interface.

B. AE ION
¥ Potential for

respiratory dysfunction due to
sedation; positioning; injury

0 PT. will be able to breathe without
difficulty during immediate intra-
operative phase.

o Offer to elevate head of
litter or offer pillow.

0 Observe pt. while awaiting
surgery for signs of distress

0 Assist anesthesia during
intubation and extubation

C. IN?UMENT
_ ¥ Potential impairment

of skin integuity due to  bovie
pad; position; fluid shift

o PT. will not exhibit signs of impair-
ment of skin integrity (e.g., reddened
areas.

0 Utilize pressure preventing
devices on OR table and
accessories.

o Check for proper
positioning and support to
maintain good body alignment.

0 Pad pressure points.

“lo Place ESU ground pad on

non compromised skin surface
area.

0 Keep prep fluids from
pooling.

9. PATIENT'S IDENTIFICATION

(For typed or written entries

give: Name- last, first, middle; grade; date; hospital or medical facility)

., (-4

DA FORM 5179, JUN 91

Previoius editions are obsolete.

MEDCOM - 15536
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6. PATIENT PROBLEMS AND NEEDS

7. PATIENT GOALS AND EXPECTED OUTCOMES

8. OR NURSING INTERVENTIONS

D. CIRCULATION

7 Potential for inade-
quate tissue perfusion due to
anesthesia; traumatic injury;
position; shock; previous surgery

0 Pt will exhibit signs of adequate
tissue perfusion (e.g., color, warmth,
pedal pulse).

0 Check for support stockings or ace
wraps. If none, check with doctors.
0 Check that safety straps are
correctly applied.

o Offer pillow for under knees.

0 Place and take down legs from
stirrups with slow bitateral motion.

o Check that rings have been
removed.

E. NEUROMUSCULAR

CONTRO
E.1. Potential impairment

of mobility due to sedation; pain;
injury 7 -
E2. _/_ Potential discomfort
due to injury; pain

o Pt will be transferred to OR table
without difficulty.

o Pt will not experience unnecessary
physical discomfort.

o0 Have sufficient people
available for transfer.

0 Insure proper body
alignment.

o Allow patient to lie in
position of comfort while
waiting for surgery.

0 Offer support (i.e., pillows,
bathtowels, etc.) for
positioning.

F. NEUROMUSCULAR
CONTRO

FA1. Disminished visual
perception due to being injury;
sedation; /

E2. Vv~ Potential for decreased
communictaion due to language
barrier; sedation

F.3. Potential injury due to
dentures.

o Pt will be made aware of
surroundings prior to anesthesia
induction.

o Pt. will be transferred safely to

OR
table.
o Pt will be able to understand

instructions.
o Minimize danger of injury during
intraop period.

0 Introduce self. Keep pt.
informed as to where he/she is
and what is happening.

0 Inform pt. in which
direction to move and assist if
necessary.

o Speak clearly and slowly.
o Address pt. from

side.
0 Validate pt.'s

understanding of verbal
communications.

o Verify removal of dentures.

G. OTHER PATIENT PROBLEMS
NEEDS. Or continuation of above
problems/needs.

OTHER PATIENT GOALS AND EXPECTED
QUTCOMES. Or continuation of above goals

and outcomes.

OTHER NURSING
INTERVENTIONS.
Or continuation of above

interventions.

LTC

DDITIONAL INTEROPERATIVE INTERVENTIONS NOTED.

g.wﬁo 0S c&m}wbz ‘

el on 0, via mash.

Nenies  eomalonds)

30 gl 03 one

REVERSE OF £/A FORM 5179, JUN 91
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{

INTRAOPERATIVE.  JMENT

is fbfrh,-sea AR 40-66, the proponent agency is the office of The Surgeon General.

2. PATIENT IDENTIFIED, ND PROCEDURE
_ verren sy LT le -2
TIME PATIENT ARRIVED IN SUITE 4. PATIENT IN ROOM
TIME R f
5. PREOPERATIVE EMOTIONAL STATUS .
[J ANxious [J ExciTED [ cryinG [J ANGRY ] WITHDRAWN [] OTHER (Specify)
COMMENTS:
6. NURSING PERSONNEL

ASSIGNED S< RELIEF
SCRUB SCRUB

o lwd-2 wlad-2
RELIEF ﬁwu:k

ASSIGNED LTC

CIRCULATOR CIRCULATOR
7. POSITION AND POSITIONAL AIDS (Specify) __Z___b__a.c.,m_.ﬁ,ﬁé{égd__‘*rn E
'& SUPINE [] uiTHoTOMY  [] PRONE [T KRASKE LATERAL: [] LEFT-SIDE UP |:| RIGHT SIDE UP

COMMENTS: WOM) —M,W k/y\w /é'oobﬂ/ AN CUW M&’LM d/ﬁ%’)

8. SKIN PREPARATION i
HAIR REMOVAL [ ] YES %] NO ' PREP SOLUTION (Specify) ﬁe—/’am A

DONEBY: [] OR ] NURSING UNIT SITE: 6S BY WHOM: 4 T~ *
METHOD:  [[] DEPILATORY [[] RAZOR SITE: BY WHOM:

[ cup

COMMENTS: COMMENTS: /\/0 mo&/'m/ Mﬂﬂ’
! 0

9. LOCATION OF EXTERNAL DEVICES

LEGEND X Ground Pad -- Safety Strap = = = Tourniquet \a ( C«L\ - ’Z‘
C = Correct 1 = Incorrect N - ~
[rn #-iaf| First Closing | Final Closing
10. COUNTS %. . [Other** | Count Count SCRUB / cmcumTcA
Sponge NJ] Yes B No| - ~ ~ _
Needle Sharp X Yes [ I No| v~ ¢ C SSCr
Instrument T ) Yes No / pd / :
Other ] Yes IE No| e _/ / e
11. PATIENT IDENTIFICATION (For typed or written entries give: 12. ELECTROSURGERY DEVICE(S) (ESU) [ ] YES ﬁ NO
Name - Last, first, middie; Grade; Date; Hospital or Medical Facility;)
{C] Esu NO: /
A GROUND PAD:  BRAND /
LOT NO: /
\'J(Uj' L‘ [J ESUNO: /
GROUND PAD:  BRAND /.
LOT NO: /

[] BIPOLAR NO:

/

DA FORM 5179-1, OCT 87 REPLACES MEDCOM - 15538 IHICH IS OBSOLETE. USAPA V1.01




13. PROSTHESIS, IMPLANTS 1 ves Jjﬂ NO IF YES NAME: ID NUMBER; MANUFACTURER

14, v % MEDICATIONS/ORDERS 33§
IRRIGATION/MEDICATIONS GIVEN IN OPERATING ROOM (NOT BY ANESTHESIA}
‘MEDICATIONS. SOLUTION DOSAGE TIME METHOD PREPARED BY
e pmupiin. it as inidhpep | Adepleal Mi&c)f
/] ¢ i / )
~ V4
‘WOUND IRRIGATION @ YES (] NO, TYPE(S): i
BSS 9,#5 o A
OTHER ORDERS TIME CARRIED OUT BY ¥
i
§
i
'PHYSICIAN'S SIGNATURE ,
1 15. X-RAY IN OPERATING ROOM ' IF YES, SITE
ves [ no X s b
16. L ABORATORY SPECIMENS ? ’
SPECIMEN (S} NAME NAME
YeEs [ no K i i
FROZEN SECTION (FS) | NAME v NAME
Yes [] no XD
CULTURE (C) NAME NAME
Yes [ No X .
NAME NAME e NAME " ‘-
NAME NAME 18. DRESSING/IMMOBILIZATION (Specify)
_ oot
17. TUBES, DRAINS/PACKING YEs {] No (X .
TYPE/SIZE 1. 2. 3.
. ad X 0S
SITE 1. 2. 3. \%',L' LQD, :
._ Plastic +apq
V ]

19, ADDITIONAL lN&L:M Ti0
WC

blud~ &

20. OPERATION(S) PERFORMED

05 Oibital ftwtwpe %£c£~e ’wi:)cw‘u j%‘ﬁﬁu éaciﬁam

T

21. PATIENT TRANSFERRED TO TIME

Jeu - | 1420

METHOD
vie A

oA s v
MEDCOM 15539




MEDICAL RECORD VITAL SIGNS RECORD

HOSPITAL DAY
POST- DAY

MONTHYEAR M ek | DAY | § A ;
19 J PR " e

-.  —
=
SRS

1 AN

HOUR |-

S TEMP. F [ it
"o il oL

U.\

&

“[fe ey
Y
=

£

3

)]

| PO B

| P
105° f-J -t - -

180 -1o4°::ffffffff:ffff:ff::f:f:f:f:40.0°
170 1oa°fffffffff:fffffffffffffff:ff39.40
160 ‘102°:.:.::..:f.:f:.s.:E.:.:S.::f:.::.:.:.::f:..'38-9°
150 1ol°fffffffff:fffffffff:fff:f:f:38.3°

140 100°Ii,::'.'.'ZI.'I:IZII.'III.IZ.'ZIII37-8°

N I‘llll"'.llll.ll..ll
150 %% Ly :‘.’%’/:"?:::::::::::::::::37.2:
) el LI R T N Y B B R L
120 S R SR R LR R e i I FEH I B

R

(Centigrade Equivalents, for Reference only)

110 97°:.‘ZIZIIZ..’IZZIZZ.’IIZ‘..'I.ZIII36.1°
:::::::::o:::::::\%:::::::::::

100 ge°:ZZSZIISIZZSIS‘IZ.IZZZIZIIZIS35.6°
. . .............'...........

90 95° H— ZISII,;.-.'ZZZSSI.-I\T’ISZIZI.'II.'35.0°

% N AN AT

70

. -0-

60 YT : :
50 T — T
w0 : :

e
=

RESPIRATION RECORD b bl { ‘7L '3 18 5
BLOOD PRESSL'{E . |ad, ¥ \Ebchin/o

%dmL ; N e [Weq
N ¢ LT X ' £075 Ex

HEIGHT: | weieHr —p 9 AVAR
"%

g
g

>Q

Record special data only when so ordered

PATIENT’S IDENTIFICATION (For typed or written entries give: Name—last, first, middle; ID No. REGISTER NO. WARD NO.
(SSN or other); hospital or medical facility) C(_LJB

eo STANDARD FORM 511 (REV, 7-95) BACK

© e dala)- 1

MEDCOM - 15540



/

511-119 - NSN 7540~00-634-4124

MEDICAL RECORD VITAL SIGNS RECORD

HOSPITAL DAY

POST- _ DAY
MONTH-YEAR .| DAY 30 3} \
19 HOUR \. .- . . » - -

[:).
8

T T b

%
7
e,

B % D
oS0

SR PN I R SN

PULSE TEMP. F | Ree Jay (6) R ;@@o-—{. a o[ Teme.c
(0) GRNQ L E Ny 1Ol &) W T RGITSED Y .

106" SN [ T N 406
180 104 — e e e e e ] 400°
170 e e e R
160 102° A e e e e e e e 38
150 100 =t e e ] 383

37.8°

140 100° |—— . V

<
a<\
...(

L ) 37.2°
T T T 37.0°
il lg ) 367°

130 99° PAL 1 Sy

o5 PR Y e

120 9 T e P MR

e 8
<o
o
3

N

110 g7°

(Centigrade Equivalents, for Reference only)

-_..(- ..
..9.<P..<...
L)
-

— b1 368.41°
: N A0 IR I
100 9% |ttt ] 356°

90 95° AN A 3’.C°

80 I+I.-llll" « | » = - l'-IIllll.l
A W T T T ST NN A
S N FH '::,!(::::::9::@:' :

70 5

o :b
)
>

P

80 - 0’@,@‘0

50

40 N
i

: :::l::::.l::_':::.::'-:':,‘::-"
RESPIRATION RECORD DL '%’ﬁ ae éL %.%L’i * (o\ .':4 . lca‘!“f‘{idd’gl’ll é’
B 1

3 BLOOD PRESSURE 1200 b SN G v o | 7[Rk Nepd 1 2p1 llblﬁalﬁﬁ\»ﬁ)
ST N R v e S P A
8 ! ' 1 ) [ ey

& |HEGHT: WEIGHT = [0/ %ﬁ 5 62 A TPV ](30 ar |G @ |
e S I 1~ 1A 1Y LT KA 5
: oL G LA

PATIENT’S IDENTIFICATION (For typed or written entries give: Name—last, first, middle; D No. REGISTER NO. WARD NO.
(SSN or other); hospital or medical facility) ' C( } ;

LTP ) O ((13 4{ VITAL SIGNS RECORDS

Medical Record

STANDARD FORM 511 (REV. 7-95)
Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

MEDCOM - 15541



C\/\em &@

Ward/ Sectlon

[ REQUESTING PHYSICIAN:

CHEMISTRY RESULT FORM
(Subject to the Privacy Act of 1974)

b{,u‘}"b

Toled- 4

ble)-Z

REF. RANGE —REF. | TEST | RESULT | REF. RANGE
RANGE ; ’ ’ '
Na 138-146 mmolll. | ALB 3555gd
K 3.54.9 mamol/L; ALP 26-84 w! iztzzos PICLOLO =z -
Tc 98-109mmol/. | ALT 1047 01 09/08/ 03 U3:35
. PATTENT #:” Wl -9
PCO2 3545 mmklg () | AST M3l GENERAL CHEMISTRY 12 |
P07 30-105 mukig ) | TBIL 02T6mgd  DISC LOT #: 314280
N/A (ven) . . x .
TCO2 2327 mmallL () | BUN 732 mogdl OPER #: R #: 000
s s TN S
2226 mmollL = 8.0-10.3mgdl _ :
HCO3 e o, | CA mA
s02 95.98% CHOL w200myd | ALB 3.6 3.3-5.5  G/DL
. ‘ ALP 7S 26-84 U/l
) P 0.6-12 mg/di
BEecf (A~ 3) CRE =4 T 15 10-47 /L
AnGap 10-20 mmol/L. GLU 73-118 mg/dl AMY 36 14-97 U/t
Ca T.12-1.32 mmollL | TP | 6.4-8.1 gdl AST 22  11-38 /L
s : 0.5 0.2-1.6 M3/DL |
BUN 26 me 7 722 MG/DL |
GLY 7"’.‘-105!_'22,/{"\ 8-9 8-0‘10-3 W7/DL :
‘ 147 100-200 M3/DL
Creat 0.7-1.5 mg/dl GLU T-18mgdl  CRE 1.5% 0.6-1.2 MG/DL
GU o 109 73-118  M5/DL
3851% PCV 722 mg/dl
Het BUN "4 P 74 5481 G/DL
Hgb 217 gdi CRE 0.6-12 mgdl
CK gg:—;*gguu’ln%[) INST « oK CHEM QC: OK
TEST | RESULT | REF. RANGE | NA* 128-145 mmotl O 0, Lip 0 ICT 0O
Troponin-1 K 3.34.7 mmal/l
Drug of Kol 0y 98-108 mmol/i
Abuse
1CO, 18-33 mmol/l
€O, 1833 rmoll
REMARKS:
REPORTED BY: DATE: LAB ID NO.:
| s

MEDCOM - 15542



n: A 00703

10:54
Patient
Limits
WEC 13,3 H O3 45 g5
REC 589 0L 4,00 6,00
Hibh 17,7 a/dl 1L.0 18,0

A

b Tb 40,0
Y 94,5 q 8.6 .9
M 30,0 pq .0 310
WH L8 L g/t 350 310
Rt 232, ML 150, 45

W 56 9y &
SN R AP g,

MEDCOM - 15543




Ward/s 1

| LABURATORY RESULT FORM
: l (Subject to the Privacy Act of 1974)
LAST, FIRST, MI. DATE SSN/PSEUDO SSN:
Zaivi /090
SN Unnalys:s s M;sc Serology
—REF RANGE | TEST | RESULT | REF. RANGE | 1557 | RESULT | REF RiveGE
WBC 4.8-10.8x 10° Color N/A RPR Negative
RBC 4.7-61x10° App N/A Mono Negative
Hgb .| 14-18 g/l (M) Glu Negative . - . Mitrobiology
) 12-16 g/dl (F) oL T .
Het 42-52% (M) Bili Negative Source '
) 37-47% (F) .o _
MCV 80-94 1 (V) Ket Negative Gram
81-99 fl (F) _ Stain
Plt 130:500 x 10° SG NA Occ Bld Negative
verified
Lymph % - 20.5-51.1% Bld Negative H. pylori Negative
(Hematology) Mnnual Dlﬂ'erentlal = pH NA Micro
‘ Parasites
Segs Mono Prot Negative Malaria
Bands . Eos Urob 0.2-1.0 O&P
Lymph Baso Nit Negative Other
Atyp Imm Leuk Negative .. ‘Microscopic Urinalysis
RBC HCG Nogative -
Morph g
Spun 42-52% (M) - CSF- - . . .} Blood Bsn. L
Hematocrit 37-47% (F) Lk BT B S
Sed Rate Cell MUST SUBMIT SF 518 WITH
Count EVERY UNIT REQUESTED
Other Directigen N‘egative ABO/RhKh -
. Coagulation Studies. - ° . Blood Bank Unit- Crossmatch
T (MUST SUBMIT SF 518 WITH EVERY UNIT QF BLOOD
S T , , : REQUESTED)
TEST | RESULT | REF. RANGE UNIT TYPE CROSSM4 TCH
PT 9.8-13.6 secs
APTT 21-34 secs
D dimer | <20 ug/ml
FDP <10 vg/ml
REMARKS:
blg)- .
REPORTED BY: DATE LABID NO.:
m\/4

MEDCOM - 15544




MEDICAL RECORD - ANESTHES,

Fo 3 form, see AR 40-66; the proponent agei h J
1. TOTALS
23z ey ) [ [ z/
122 A K 5) S0, 52 [ O :
822 |ote B2 o 1| [CO
S92 |focokonom i ) [ GO 12
W —
gz { )
] Fu
655 () —
352 %aet /2 .5 | [I.S][5 [.2 |% e b/
QELI;‘ % e.1.
Eor AIR L/Min -
g% N20 L/Min _ COLLOMD-
ot 02 LUMRFFEE z 1t 12 [« 2 7277 !
: - SINGLE DOSE DRUGS-MARK ON GRID, BLOOD-
WITH NUMBERS & ENTER IN REMARKS g

D Warmed

L] warmed a1 2

/ Zm \ / m \ / o > :-Cnde drugs with numbers,

D Warmed

evenls with lettiers

] warmed

7 77, j

EST BLOOD LOSS

INE -

TIME P72 ,

220 (= {1

; . UR%
5T, - _ ® , .
T Hiopery

BR
{(transduced) | 100

.L 80/.-.

TOURNIQUET| 60 [—

BP by cuff
VSt a00
\Y
A 180

Heart rate 160

Resp rate (140 }—

120

T

T4

OK for 40 :
PROCEL! ANES- X-X 20 e T
TIME- /- PROC- @0 —— T
VT - mt 74D
f - breaths/min z/ Z
Peak inf pres / PEEP 25

MODE - Sipon), Afssist), Clon) [ K

?‘ﬁ?’lAutn Cuff

IET co2 (tom) | 3, 2

1 |BPloth

YFIO2 (Frac or %) |4}

ACU JCU ___ {Specify)

wpo2 (%) /20

OTHER

g ART line
03] [Steth- PCIES

Hco 44

CONDITION:

Gas analyzer

ATEMP-site A

RESP-

LSp?Z /Q

N-M Block (V/4) f£/ef E’S 8P|
7 B

$| Start | Room | End
3 - 2[ .
% Warming blkt < I/yf[?gl /ZZD
2] |conv warmer CUENTS © [ Ready | Begin | End
Mark with letters & symbols. > Q

expr/a:: ’undir ;?MAR);(S © Position 0'J -—_ £ [Z/D 220 ,’Z/b

PROCEDURES and CPT Codes:

05 Ruilondo cJbe, pe 2ort

éANESTHETIC TECHNIQUES: Describe block technique under Rernarks

K

biod -4

PATIENT IDENﬁFlCATION Wped or writtéh entries: Name, Grade/Rate, AIRWAY MANAGEMEN/T Intubat, route, blade, technique, comme
Medical facility . G tecro 1‘ Y I Z , ﬁ M g(_ X ésm.(, 5
¥.0 m/

IDM 24 %%5 @[)’TC&B
/»Zfé/:%:v‘r T%JI»T:E DX/

A
DATE:
' So\ivl gz
) LL&B g (L PAGE  ; OF

DA FORM 7389, FEB 1998

COPY 1 - PATIENT'S MEDICAL RECORD ' usaPa v1.00
MEDCOM - 15545



A ()FEMA

ASA State 1 @ 45 E
£ A4 £ /Zf‘ﬂ #vm/
o s:“mmm;a%%c—w P T 2L m

NPOSINCE: ___ 1/ °

HABITS:; pngopsmmvs
TOBACCO: PAST MEDICAL HISTORY/SYSTEMS REVIEW ASSESSMENT
ETOH:_3— Cardiovascular: _ PA RGICAL/ANESTHET)C
DRUGS:___ - Hypertension N\ Y Vi 4 -
Angina NlY
CURRENT MEDICATIONS: M N|Y
() = ordered as premed CVA NIY
Other Y
QO Pulmonary System:
() Asthma N Y
0O Bronchitis’URI N Y PHYSICAL EXAMINATION
0 COPD N Y S BP% WRZd R __T__ Sph 9
() Other N Mo Pain 0-10 7
() Renal System: @ HEENT - Teeth oK r 9,4?
Acuta/Ctwonic RF (N) Y Trachea 20" ‘
PREMEDICATIONS: Gastrointestinal: TMIMNeck _Fo7/ 2o
None Yes (@ Hrs) /ICC Hepatitis Y Oropharnyx HE 7T
mg IV IM PO Hiatal Hernia Y .
- e _mgVIMPO PUD/GERD Y CHEST: 422;4 éimgzgz
mg iV IM PO Endocrine System:
Disbetes Y CARDIAC: S/, S 2
LABORATORY STUDIES: Steriods Y Y
Thyroid Y EXTREMITIES:
HBMCT: [ 7 / 5; Neurological:
WA: Seizures Y IV Access: A1) @ Aot .
OTHER: (w3l /3 Neuropathy Y Ulnar Filling: L
£ po® Other Y
T g o
Other Significant Hx: ; kicked in (2) OTHER:
N @ _‘X_ﬁs otheq H“LQM?Q
Y
Familial HX @v _
NPO Since ﬂ'&
ANESTHETIC PLAN: { } LOCAL { } MAC { } Regional (Specity): {}(Geml: Mask@tubation >

INFORMED CONSENT/COUNSELING STATEMENT: Plans. alternatives and risks of anesthesia including death have been explained to and
efscussed with the patentlegal uardian. 7 o0 Lo o W/@—, AP e Ao f

b (0)
The and agrees. D(:t::sti?: an'lswerecxi.ap_3 rome, /: 5, : | C@

Sighed:

POST-AN ESIA EVALUATION AND NOTE (NON ASU) SEDATION KEY:
{ }NO APPARENT ANESTHETIC COMPLICATIONS  { } OTHER

1. MINIMAL (Anxiolysis) Patient
responds normally to verbal
commands

Signed: Date: Time: Hrs 2. MODERATE (conscious sedation)

Patient Identification: (Ward) I/\ W ‘72 shmulabon. wmismt

E Pi/ 3. DEEP SEDATIONANALGESIA.
Patient responds purposefully
‘\s e R

". Stimulation. Alrway assistance may

be necessary.
4. ANESTHESIA. Patient does not
respond to painful stimulation.

WAMC F 2300 (Revised) 15 Mar 03 MCXC-DOS Previous edition is obsolete
orm 2300 )16 Mar _MEDCOM - 15546 s o solete
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CLINICAL RECORD - DOCTOR’S ORDERS
For use of this form, see AR 40-66, the proponent agency is OTSG

THE DOCTOR SHALL RECORD DATE, TIME AND SIGN EACH SET OF ORDERS. IF PROBLEM ORIENTED MEDICAL RECORD
SYSTEM IS USED, WRITE PROBLEM NUMBER IN COLUMN INDICATED BY ARRO

W BELOW.
PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER p L
<o qJM o5 oD Houmrs  [NOTED AND
e "R ofonlS
/ 7_To! Ifey-7.

}?

{
/
!

i

Va7
) \ (B levotr euedid
NURSING UNIT H?om NO. BED NO. Y

/ VABMITT nlLy ST T ! Opk%..Q
uox!  Roghind @ Ce | Lownlil

.

D 7]

1

ViisT > Nfo
Vivs: Gl qDOwmin ¥ B o dult

PATIENT IDENTIFICA‘FION
/

H

/

[!
W™

NURSING UNIT ROOM NO. BED NO.

DATE OF OHDER ! ITiME oF oRDER L |
HOURS
Ll Autoty s RA
X Hoa of &v0 (@ To- (<

W MTDE VM SO =Y p 1\ e bk )ﬂfo\ypwm

T Reroak o B ol AE proes
“(ips o, Hoo ) '

/ %c% ':r oy I\J Ollpg%

PATIENT IDENTIEICATION

i

}

4

!

:
g

4
i
1
{

\

/ DATE OFVO/R TRFI'D L,«Cﬁhf?? (';F{I;ER a)'v\

HOURS

NURSING UNIT 'ROOM NO. BED NO. 3%
4
i\
PATIENT IDENTIFICATI?PN DATE OF ORDER TIME OF DRDER
A 20 4,"“——0-} "—FZD HOURS
WU\) - COWTIOIE AOMEHOND WS \rpetT |2
Do

] AN

NURSING UNIT ROOM NO.’

T AlonAns 1, AVH Ay ToLaatdo

AN——— < 1 :
\\ NN G T o OC 'QZI:\ ML AIME

N

@“,\%) \ DS IrwoV8 Oprtesd Lomontowd vWOradase,

_ HeMAtoAs 54 3 .4t S | Gio
I~

lew o~

- Aronsoios Awtkee 1% _Fﬁgéﬁ%l\m(
~| %M o ot % Akg

. Val "F\
DA FORM 43&) REPLACES EDITI~~ ~~ - - —- ' &2
1 APR 79

e . ; MEDCOM - 15547
V/ S. (i m—l/Lv; IV ATAA"L: DA

.
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NSN 7540-00-634-4176

i 600-108
HEALTH RECORD T
DATE SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each entry)
’éo?dc % _OF NoTE
LL.f/ 5 Lol 3 D @) Lot Safun AL 2D IWBAsS SV
— - § ha 7 7
(D gros '
foxtof 6¢ 1) (D vrar fﬂmu)z:}wo/é, (D oo 4,7@/;_9 LACS
7/\ M«L>J RICTIUS o (L) Guovss
orovas’ ) (AR of Pt (£ G Lot
2) Aolmd € B veprn + Lt Sqter0 bALS
S o) AL oo]
— 1 /
ANDTHTH A Qfﬂﬁ' Cowdoron) STt
ATm il At L) /J
8- O Nyeond
/ ‘X‘;—!‘\
T o H—PZ[/ X
L — O Med Ak rivhhp fel
— 1 \_ / Z 60yl
7 — Cry THosed T -0 Uiyl
LATL yrAT 9D (7
™
b gém.ﬂl‘fm‘”.%w
A W (220 aXiatd
N\/V V%s T bdop? $-0 morouL_
B 00D oWy b O [
4 4
(o
\
—_—— AT A
o OVEP -0 mondochyL
R , € Stcwd CLo I i
T S -6 VST
£ S v Tvem .
PATIENT’'S IDENTIFICATION (Use this space v
Imprint) . . — ;
PATIEI{T 'S NAME {Last, F_'_irst, Mi#dle initial) SEX
Ep‘, \) RELATIONSHIP TO SPONSOR STATUS RANK/GRADE
\:)( UX(L\ SPONSOR’'S NAME ORGANIZATION
DEPART./SERVICE |SSN/IDENTIFICATION NO. DATE OF BIRTH
CHRONOLOGICAL RECORD OF MEDICAL CARE STANDARD FORM 600 (ReV. 5-84)

Prescribed by GSA and ICMR
MEDCOM - 15548 FIRMR (41 CFR) 201-45.505



e O@ff

u\/j qé'/M/( (740 B2

9‘1 s &y ,;A/M [T Xl%/a’g 22, '_j»
A /Li’]/?\/l/ g/S/U’> Q[of _

U plade

b Aw L T
g)r 0S eT>

111;; '."' Medalole p,_.,e, (swzw,) -

\CAN’BC&V’& 3G 7 \%qca

MEDCOM - 15549



NSN 7540-00-634-4176

AUTHORIZED FOR LOCAL REPRODUCTION

MEDICAL RECORD CHRONOLOGICAL RECORD OF MEDICAL CARE
~DATE SYMPTONS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION TS0 each ety
zZ A\r,l, 0% C’ﬁ*ﬁ-bk)waoav Mo
3o T4 3 ofp repno fwiw,a Ol Qb o0 rop
Dou / te lnes. | !
1\50 ‘%‘JGV_—g-.O\Q A/%Mw'f_ : i ﬂ‘ff
PN »—Rﬁ on,Dpt .\MV-;\L . ok v
'6/0(9&<}P¢Dn nns-d L»f.g o»ﬂ\-;
Arst Sop oo ;1 AL . Ww%mww
%—«.\’NN*( J/xw@v\o C\M\z 8MQ
[NE) YA daet "\ﬁ\ ""'\'\MMM
v L
Opined —F2 m St \rwu?(L -Q,am,, b oble S
'nﬂ:)%v,,cfrftwwww,\v%maé
oy nmaAN~ v’%ﬁ et
N
Codbines Caloxcom -1 a;\'\" oS q’Zk WA
;-LOV\AJ)QTQ\A—L/ — 617\" 0& 2\
pn\,QCWLb\JZo‘( 75\&'05@2&&9/-\
Dl I oo
: Cm
0% il ‘-L('\jf
TGS FITAL OR MEDICAL FACILITY STATOS , VISERVICE RECORDS MAINTAINED AT
SPONSOR'S NAME SSNID NG RECATIONSHIP T0 SPONSOR
PATIENT'S IDENTIFICATION; D{;z;roty%?gharﬁv;/gkr;gm%r}les give: Name - last, first, middle; 1D No or SSN; Sex—IREGISTER NO. WARD NO.
Lgp"\) — : ,‘ CHRONOLOGICAL RECORD OF MEDICAL CARE

Medical Record
STANDARD FORM 600 (REV. 6-97)

Prescribed by GSA/
FIRMR {41 CFR) 201 9 202-1

MEDCOM - 15550



CLINICAL RECORD - DOCTOR'S ORDERS
For use of this form, see AR 40-66, the proponent agency is OTSG

THE DOCTOR SHALL RECORD DATE, TIME AND SIGN EACH SET OF ORDERS. IF PROBLEM ORIENTED MEDICAL RECORD
SYSTEM IS USED, WRITE PROBLEM NUMBER IN COLUMN INDICATED BY ARROW BELOW.

PATIENT IDENTIFICATION ! DATE OF ORDER TIME OF ORDER -LIST TiME

_ iee
N VA VA o :

cH | Ny 7

. ORDER
- O"‘l&:/\ HOURS NOEESNAND

S—

NUHSINY\MT ROOM NO. bk (A\ -

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER

\\p\@i 3 3 s, &7 0930 __ wouns

. | Lantac /f&*-z. Tﬂb B/D//f:'“s,.)\
- y@*ag/ w2 | Flexend /9*-’\ 7 ﬂo 2

%l /7. Cé\b../ [V fzgwh"ﬁ'v,
7

NURSING UNIT ROOM NO. BED NON |

/o hle)-
J]T1AV  RI%

-}

9\'S

DRTE OF ORDER TIME OF ORDER

I AVY ©5 |9 2L voues

PATIENT IDENTIFICATION

TosutsAsi %m\n-mmé Acoteaes | 7o

—r@ﬁ oS alth cwivas

NURSING UNIT ROOM NO. BED NO. (
w) -2

\
. : ,
ELY < crius mados
PATIENT IDENTIFICATION ADER TIME OF ORDER

| 'Q’t)(q’ oS O‘I’C{ HOURS

TRzlrtss o soond Acotary |

IS OPHToiMmic. DRt ~To ¢
S T ofr 0% QI

NURSING UNIT" ROOM NO. BED NO.

1//0,:;1(, Tl

/
D = FORM 4256 REPLACES EDITION OF 1 JUL 77, WHICH MAY BE USED.
1 APR 79
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INTRAOPERA . JMENT
MEDICAL RECORD | For use of this form, ses AR 40-86, the proponen: ayency s the office of The Surgeon General.

1. PATIENT TRANSPORTED TO GPERATING ROOM 2. PATIENT IDENTIRIED, EVIEWED o\ &\5 - Q
i shredelor BY €Wt Thusep VERIFIEDBY  Spe_ _
3. DATE TIME PATIENT ARRIVED IN SUITE 4. PATIENT IN RODM

SL0uly 0% QOT2 hrs TME oo (2 hrs NumBER  OR |
A 5. PREOPERATIVE EMOTIONAL STATUS
ALM ] anxious [} excrep ] crviNG {1 AngRY (] WITHDRAWN (] OTHER (Specify/
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6. NURSING PERSONNEL

ASSIGNED RELIEF
SCRUB SCRUB
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CIRCULATOR CIRCULATOR
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COMMENTS: -
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' \/ 8. SKIN PREPARATION
HAIR REMOVAL 1 ves }XUD PREP SOLUTION (Specify) 62/{1»
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3 cup +
COMMENTS: COMMENTS: ¢ advese reechin nited:
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15. X RAY N DPERATING ROUW

IF YES, SITE

vis [} NO
16. J N {ABORATORY SPECIMENS
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Ward/Section; .~ CHEN\ RY RESULT FORM
{Subject to the anac) Act of 1974)
SSN/PSE @
~ 31/07/03 06:42
Na 136-146 mmol/L A ROFERENCE Ry MALE
z 3549 mmollL T PATIENT #:
ol 58309 mrooUL. ::'::::: PICCOLO ===z=z== §OORCIROLY TE
pH 7.31-7.45 31/07/03 06:42 g DISC 1 3145AA4
PCO2 BASmmfg ) v # DR _#: 000
41-51 mmbi (ven) ATIENT # — SERIAL #: -
PO2 f“,‘;‘:feﬁ;‘**g(“) GENERAL CHEMISTRY 12—
TCO2 2327 mmall. () 8;% ';‘_)T A DR3;’_*23‘3‘8 CONA+Y 135 128-145 MMOIL
HCO3 22-26 mmel/L (art) * . 0 K+ 4.4 3.3-4.7 MMOWL
_ 228 mmolik (ven)  SERIAl # - . :
sO2 95.98% x CL- 113%x  98-103 MMOEAL
""" SR S 0 2 9% 18-33
BEecf (-2)—1,(:3) ALB 1.4x 3.3~ 5 S G/DL E 3 Mo
o) 1 -
e 1020 mmoiL étf; g :zg 3; ‘dj t FOINGT O 0K COHEM QC: oK
T.12-1.32 mmol/L, 3 - I HEM 2+, LIPO . ICTO
Ca A 93 14-97 uL LEE ‘
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Creat 0.7-1.5 mg/dl CA++ 6.1x 8.0-10.3 MG/DL 1
Het 38-51% PCV CHOL  20x 100-200 MG/DL |
Hgb 12-17 ydl CRE 1 IGX 0 18'1 -2 MG/DL ﬁ
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2.6x 6.4-8.1 G/DL _
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LABORATORY RESULl'i‘ FORM

(Subject to the anacy Act 0f 1974)

4 (MUST SUBMIT SES18 WITH EVERY UNrr OF BLOOD
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DATE TIME
(c(\ %3, | 66S
e RINGE | TBST [ RESUET | RiF RANGE | TEST | RESULT | REF RANGE
WBC 4.8-10.8x10° Color V d (a w N/A RPR Negative
RBC 47-61x10° App C}UU CI N N/A Mono Negative
Hgb : {42-:2 s/g:% Glu Ve > Negative Microblology
Ht 42-52% (M) Bili Negative Source ‘
37-47% (F) I NES
MCV 30-94 1 M) Ket Negative Gram
8199 1 (F) foeg Stain
Pk 130:500 x 10° SG \ 3 WA Occ Bld Negative
verified . 4 :
Lymph 0 20.5-51.1% Bld /‘_A R@E Negative H. pylori Negative
(Hematology)Manua] leferentlal ol pH 6., o NA Micro '
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Bands . Eos Urob D 0.2-1.0 o&P
Qo =
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;Ec ) HCG Negative Wée - 2c7 30 42
SPegwn ﬁ{éwﬁf
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' _=fCéﬂ:g“.léfioilf's.t“'dié_si?"-' T - Blood Bank Upit-Crossmatch -

TEST | RESULT | REF. RANGE UNIT TPE -
N 98-13.6 -
) é { 0 .8-13.6 secs Fatiant
, s . a Linits
- ery— ML BOH K0T A5 10.5
:‘?‘/ 65, F _ L 642H bl 400 6.0
e Soug b 180 ol 10 18.0
_ Kt 9.3 1 0 0.0
wWom3 oA H.0 9.9
FDP <10 ug/mi WH A0 g 7.0 310
THOI03L el B[O 30
. v B oL n03/ 150, 450,
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1. REPORTING wTF 2 LOCATION ADMISSION AN CODING INFORMATION

1 2 3 4 5 6 7 8 (State or
Country F ; . :
A Code,) or use of this form, see AR 40-400; the proponent agency is OTSG
3. REGISTER NUMBER NAME (Last, First Middle Initial) 4. PAY GRADE 5. SEX
9 |10 11| 12]13]1]1s \p( (/L> -\ 16 | 17 18
6. DATEOFBIRTH (YYYYMMD D) 7.  AGE AT ADMISSION 8. RACE |9, ETHNIC RELIGION
19 20 21 22 23 24 25 26 |- 27 28 29 30 31 | BACK- ]
GROUND
10. LENGTH OF SERVICE ETS 11. FMP 12, SOCIAL SECURITY NUMBER
32 33 34 35 36 37 38 39 40 41 42 43 | 44 | 45
ORGANIZATION (Active Duty Only) 13. MARITAL STATUS HOUR OF BRANCH / CORPS
ADMISSION
46
14, FLYING STATUS ) 15. BENEFICIARY CATEGORY 16. ZIP CODE OF RESIDENCE
47 48 49 50 51 52 53 54 55 56 57 58 59 | 60 | &1
17. UNIT LOCATION (State or 18. MOS 19. TRAUMA PREV. ADMISSION
Country Code)
62 63 64 65 66 67 68 69 70 71 YEAR
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: TIME SEEN BY PROVIDER
y EMERGENCY CARE AND TREATMENT
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PROVIDER SIGNATURE AND ST

CODES

PATIENT'S 1DENTIFICATION {For typed or written entries, give: Name — last, fist, middle:
ID no. (SSN or other); hospital or medical facility}

EMERGENCY CARE AND TREATMENT (Doctor}
Medical Record
STANDARD FORN{I‘ 558 (REV. 9.96)

Prescribed by GSA/ICM
FPMR (41 CFR) 101-11.203(b){10}
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Y2 PREOPERATIVE/POSTOPERATIVE NURSING DOCUMENT

FOR Use of this form, sce AR 40-207; the proponent agency is The Office of the Surgeon General.

2. KNOWN ALLERGIC SENSITIVITIES (e.g.. lodine, Tape, Medication)

AGE: [T]

L ONKDA O PCN OLATEX C IODINE O TAPE I FOOD
REACTION:
HEIGHT:
WO~ 3. PREVIOUS SURGERY [ ] NO (1 YES (tvpe):

WEIGHT:

PROPOSED SURGICAL PROCEDURE: Txs{uley yAaavm
Condvry+ €ne

wSalaby o )

m @A /See HaV

J

~ ADDITIONAL INFORMATION: (Previous surgical and medicai 'history) Skin ition
Tobacco ppd X___yrs. Body Piercing Diabetes (Y) (N) M

ASA'Momin w:72 hrs (Y) (N)

ETOH Implants Respiratory Dise Asthma:COPD) (Y) (N) Anticoagulants (Y) (N)
Glasses/Contact (Y) (N) Denmures Hypertension {Y) (N) Herbal Medicines (Y) (N) MEDS:

6. PATIENT PROBLEMS AND NEEDS 7. PATIENT GOALS AND EXPECTED OUTCOMES 8. OR NURSING INTERVENTIONS
A. PSYCHOSOCIAL

e—Pt. verbalizes any specific anxiety.
Potential for anxiety related | o _Pe—Exhibits relaxed body posture.
t0: :

1) Surgical Procedurs &
Qoerating Room Environment

2y-Separation AnXiev
{Chitdh— ¢

3) Sureical Qutcomes

g,_Allo“{ pL. 10 verl;alize freely.

¢ Explain OR environment and answer
questions rezarding surgery.
~s—Offer comfort measures. {¢.g.. warm
blanker. touch).

e—Explain all nursing precadures belore
thev are done.
‘Remain with pt. whenever possible.
€ Maintin family interface. Parents 1o
staywith pt.

-
(o

B. AERATION -o—PT-will be able to breathe without o Offer to elevate head of litter or oier
Potential for respiratory difficulty during immediate intraoperative ptllow.
dvsfunction due to: phase . T = TObserve pt. whiie awaiung surgery for
1) Positioning signs of distress.
2) Effects of Anesthesia ~=__Assist anesthesia during mntubauor
2) Medical’Smoking History and extubauon.
C. INTEGUMENT o~ Pt. will not exhibit signs of impairment of

Potential impairment of skin skin integrity (e.g., reddened areas).

integrity due to:
1) Intraoperative Immobilitv
2) ESU Pad Placement
3) Positional Aids
4) Prosthesis

5) Pooling of Prep Solutions

—e-—Ltilize pressure preveating devicss on
OR table and accessonies.
1o Chéck for proper positioning and
support to maintain&ood bedy alignment.
.o _Pad pressure points.
o Place ESU ground pad on non
| compromised skin surface area,
o Keep prep fluids from pooling.

9. PATIENT'S IDENTIFICATION: (For typed or written entries
give: Name- last, first, middle; grade; date; hospital or medical facility)

-

Wriar
OSinceg_ MmN

VERIFICATIONS AT HOLDING AREA:
ID/Allergy Band ntures Removed
niacts Removed
relry Removed
ody Pierce Removed
onsent/Blood Transfusion
gned/Wimessed'Dated
urgical Site/Consent verified by

P Anesthesia/Surgeon
we_ontact Precautions (Y) ( ‘
' Family/Friend: N«
DA FORM 5179, JUN 91 Previous editions are obsolete. USAPA Viy

MEDCOM - 15596



6. PATIENT PROBLEMS AND NEEDS .-

7. PATIENT GOALS AND EXPECTED OUTCOMES

8. OR NURSING INTERVENTIONS

CATION:.

1) Intraoperative Mobility
2) Positioning

3) Existing Discase

4) Saferv Devices

5) Hypothermia

,o(t.will exhibit signs of adequate tissue
perfusion (e.g.. color, warmth, pedal pulse.

heck tor support stockings or ace

W none, check with doctors.
heck that safety straps are

:%cclly applied.
Offer piliow for under knees.
o d y

BE )
SUITUPS-W ~bi TN

0. ck that rings and all body
piercine has been removed

E. NEUROMUSCULAR
CONTRO
E.l. Potential impairment of
mobility due to:
1) Pain
2} Intraoperative Hazards
3) Prosthesis
4) Positioning

A T);Lnift_"r pt. to’from OR table
otential discomfort due to:

_o~Pt. will be transferred to OR table without
difficulty.

‘/ohﬁ,\u’-ll not experience unnecessary
physical discomion.

o ve sufficient people available for
ransfer.

o Insure proper body alignment.
_o—Adlow patient to lie in position of

comfort while waiting for surgery.

o Offer support (i.e.. pillows. bath
Jowels.-etc.) for positioning.

E2
1) Leneth of Sureerv
2} Positioning
.3 Arthnus
F. SPECLxE'SENSES - e aware of scound . . :
F.l. Duminished visual perception | oo o . | be mad aware of sumoundings _Ss—nwoduce sell. Keep pt. informed a3 10

due to being:

1) Pre-Mzgicated

. 2) WO Glasses

F.2. Potential for d=creased
communizauon cue 10;

1) Dimunished Hearine

2) Lanpuage Bamer
Potential injury

1) : 4) Caps
2) Loafes 5} Crowns
3y Bridees  {

rior 10 anesthesia induction.
¢_Pi-will be transferred safeiy 1o OR tabie.
¢ P1 will be able 10 undersiang instructions.
_gmizc dangsr of injury dunng intraop
period.

where he shz 1s and what 1s happenme,

c _Inform pt. in which direztion to move
and assist if necassary.

z eak clearly anc slowly.

= Address pi. side.

;aﬂ::)d:le pt."s undersianding of vertal
unication.

¢ Venfy removai of denruras.

e |
o

G OTHER PATIENT PROBLEMS NEEDS.
Or conuinuation of above problems/needs.

OTHER PATIENT GOALS AND EXPECTED
OUTCOMES. Or conunuauon of above zoals and
oulcomes.

OTHER NURSING INTERVENTIONS
Or continuation of atove interventions

-—_\——.

v :
10. OR NURSING INTERVENTIONS COMPLETE D/ADDITIONAL INTRAOPERATIVE INTERVENTION S NOTED.

B

/ b ((L) "Z \\DATE

11. POSTOPERATIVE EVA
LEVEL OF CONSCIOUSS

= Sleepy O Inwbated

) linter with roller due to spinal
13. POSTOPERAT
,y/ BY (Signature and Title)

~ Moves Upper Extremities.

TEGRITY: Bovie Pad Site: ZEfean and Dry N Red T N/A (&Tﬁm DRY & INTACT:

)
BREATHING EAST:

REVERSE OF FORM 5179, JUN 91§

MEDCOM - 15597

DATE: /Ay 3]

USAPA VLY



13. PROSTHESIS, IMPLANTS L . 54&0 IF YES NAME: ID NUMBL, JFACTURER

Hle) -7 A\

MEDICATIONS/ORDER

5 IRRIGATION/MEDICATIONS GIVEN IN OPERATING ROOM (NOT BY ANESTHESIA) YES [ ] NO. E
EDICATIONS/SOLUTION DOSAGE TIME METHOD PREPARED BY GIVEN BY
WOUND IRRIGATION L4 YES  [J NO, TYPE(S): C/(
& O‘ 9 v-/_ NIQ
THER ORDERS TIME "CAR y
QQV\MU\ %X 5 b, S0 mA_ bQS&qE QS wmer T \I\M"UIW - :
MSJ’Q)//S-O e Afarace : )
e P ERATING .o ] s, e g psesssscencnsc,
YES &4 NO [ - JQ)ZW\ (&3 HaC ‘wva /(’mm‘me £
16. LABORATORY SPECIMENS ¢
SPECIMEN (S) NAME NAME
YES [] No &4
FROZEN SECTION (FS) NAME NAME
YES [] No [A
CULTURE (C) 7 | NAME NAME
YES [] NO ¥+
NAME NAME NAME
NAME NAME 18. DRESSING/IMMOBILIZATION (Specify)
' 2% D)
17. TUBES, DRAINS/PACKING YES [ ] No. /. <7
TYPE/SIZE 1. 2. 3. W{
SITE 1. 2. 3.
19. ADDITIONAL INFORMATION
wC _
Surgeons: Anesthesia! Anesthesia Type: 6 e, a-)
Bovie Pad site intact pre-op ;l 2 ; post-op Bovie Settings: Coag/Cut
Tourniquet Site intact pre-op’_xy//: post-op
Tourniquet Time: Up_MpDo n__kyfp
20. OPERATION(S) PERFORMED
Tistuliy (Lo
Q'QV\}“’U'O_}" Enomne
CACLQVQ\OGA v Y Al Q ‘U‘WQ
21. PATIENT T_I'RANSFERRED;;TO ) o TIME ¢op METHOD ,H_jy - .
lCuD R b 5% 1 L. ¢ 0y |
22. REGIST, ] . ~
i : USAPA V1.01

REVERSE OF DA FOR

MEDCOM - 15598




W ¢

Y- ’?;Mi

66551 - NOOQ3an

MEDICAL RECORD

For use of this form, see AR 40-66, the

1. PATJENT TRANSPORTED TO OPERATI
wa_ | Ly (Mm

2. PATIENT

IVE DOCUMENT

Surgeon General.
AND PROCEDURE

3. DATE TIME PATIENTARRIVED INSUITE !
| ‘Aﬂ.u 03 TIME | { BERZ2~™ 2
5. PREOPERATIVE EMOTIONAL STATUS
] caLm {4 ANXious [J EXCITED [T] CRYING 7] ANGRY [} WITHDRAWN ] OTHER (Specify)

COMMENTS: Allergies:

6. NURSING PERSONNEL

ASSIGNED RELIEF
SCRUB SCRUB

ASSIGNED _C,_ET_-ﬁa, RELIEF | 220 &)
CIRCULATOR CIRCULATOR  [* |

w%f%“”@‘m‘zwﬁé’sé”ﬂ’?‘- Uomstary ™, 2% 2Bk Anghnce

T Pl

}2) Q\’ﬁ’\’-oo* {VV

[] SUPINE [:l LITHOTOMY PRONE O KRASKE LATERAL [j LEET SIDE UP RIGHT SIDE uP
arm ;a‘)c o bear lers Fo° @ W~ belweans l"f@ < ® iej S(DZ\% e’\f\‘ o
COMMENT; (Ao 54\(“'.(@\’
8. SKIN PREPARATION

HAIRREMOVAL [ ] YES g NO PREP SOLUTION (Specify) B\

DONEBY: [} OR [ NURSING UNIT SITE: BY WHOM:

METHOD: [] DEPILATORY [] RAZOR SITE: BY WHOM:

O cue

COMMENTS: COMMENTS:

9. LOCATION OF EXTERNAL DEVICES

LEGEND X Ground Pad — Safety Strap === Tourniquet
' C =Correct | =Incorrect
10. COUNTS other | ot "0 | Soane " | scruB CIRCULATOR
Sponge [ Yes [{] No
Needle Sharp ] Yes [}] No / el
instrument [} Yes [] No - _—
Other ] ves No~

11, PATIENT IDENTIFICATION (For typed or written entries give:
Name - Last, first, middle; Grade; Date; Hospital or Medical Facility;)

& [

12. ELECTROSURGERY DEVICE(S) (ESU) H?ES ] NO

X Esu No: Vl/WZ B
BrRaND _V [ E.«M Y% w2

GROUND PAD:
(U)J otno: _BRARG 2
[] ESUNO:
GROUND PAD:  BRAND
LOT NO:
(] BIPOLAR NO:

DA FORM 5179-1, OCT 87

=S DA FORM 5179-1 (TEST), DEC 82, WHICH IS 0BS

MEVCOM LS 599

USAPA V1.01



511-119 NSN 7540-00-634-4124

MEDICAL RECORD VITAL SIGNS RECORD

HOSPITAL DAY
POST- DAY
MONTH-YEAR ST/ Awes,| DAY | o
a2, HOuR : :

PULSE TEMP. F
(@ (*)
105°

N~

¥

Lo

3L Y4 q S
,\t_k %,:\{, T T
: @%Q p @%L Dools ] TEMPC
Y AN 1N S IS IR N
ﬁ:::::::::::::\x::::mo"
RS s A RACE LELE RN ST NN PP
':::::::::::::::::::,:i':-::\::: 38.0°
= - . SRS
140 100°Z-IZZZZZ::‘::?::?:‘;%ZI?:Z:;ﬂ:\': 37.8°
IIZSf:’.::'::b::::::::::Dj:\:
130 Ol e e s R e e 4 SR L Rl ol AU I U VP
98.6° [N e Y 30
— '/,36.7°

s
<
2095

[ 3t e
|
. Qﬁ\l\} —~d,
por)
z
OPANA

cee
{

180 104°

170 103°

160 102°

|- AP IR R} 2d

150 101°

120 98°

;.‘;;:

o E\./;L’ l:' b
110 B R AR

X
IXIZZZ’I:E. ZZ/".
o I PR P R B B MR

90 95° T T e e

(Centigrade Equivaients, for Reference only)

80

70

60

50

40°

RESPIRATION RECORD
BLOOD PRESSURE

\

HEIGHT: WEIGHT =

Record special data only when so ordered

PATIENT'S IDENTIFICATION (For typed or written entries give: Name—lJast, first, middle; 1D No. REGISTER NO. . _
(SSN or other); hospital or medical facility) E z l/{) ’L

. J‘J"
‘ — ? D
STANDARD FORM 511 (REV, 7-95;

4 )
( ".) Prescribed by GSA/ICMR, FIRMR (41 CFR) 201-9.202-1

VITAL SIGNS RECORDS
Medical Record

MEDCOM - 15600



CHE.

R o3

MEDCOM - 15601

RY RESULT FORM
TlM]/: {Subject 10 the Privacy Act of 1974)
i etabolic Bax
REF. RANGE TEST | RESULT | REF. RANGE
Na 138-146 our
K 3.5-4.9 mmc P
_______ -eo--=z PICCOLO ======%
Cl 98-109mmo - - PICCOLO =====7= = 12:35
31/07/03 12:36 31/07/03 e
pH T FERENCE RANGE: MALE ~ REFERENCE RANGE: MALF
PCO2 35245 mmE T PATIENT #: (0518
_ s1simmig( PATIENT #: . - :
PO2 S0-W0smmbg ~enepal  CHE 12 FILECTROLYIE
/A (vewd AN T DISC LOT #: 31372A4
TCO2 Bamll DISC LOT £ 3142AA4 o -
24-29 mmol/L ' 4 OPER #: DR #: "0
HCO3 Sra6mmo, OPER #: DR_#. _ _
- 23-28 mmol/L.» SERI AL # : S['.RI AL .
sQ2 e T Ve
BEecf (:2)-(3) ALB 2.3x 3.3-5.5 G/Db Na+  126% 12&’3—145; MMOIL
mmol/L o6-84 u/L | Ke 3.9 3.3-4./ MMOIA.
o oavwna AP 78 TS gL O 103 980108 MOIL
X - . -
e s AL SR Te UL e 22 1873 ML
BuN s0mgd ot og2e 11538 UL . 0K CHEM GG OK
GLU iswgd TBIL 0.4 0.271.6 M3/DL . INST QC: R
AN 4r 722 MeoL HEMO LIP O, ICTO
Creat 0-15mgd  ca++ 8.9 8.0 -10.3 MG/DL -
Het - JWISWPCY. CHOL  69%  100-200 MG/%: .
- G/
Hgb 12-17 g/dl CRE 0-6 0 IB 1 -2 M(J -
o GU 9 73-118 ME/DL |
- TP 6.8 6.4-8.1 G/DL -
TEST | RESULT | REF. RANG:
— INST QC: OK CHEM QC: K ¢
Tropori-t WMo, LIPO, ICTO
Drug of :
Abuse '
£
REMARKS: -
\p(uB-‘{
REYORTED BY: DATE: LAB ID NO.:



MEDCOM - 15602

i - 310703
Ur . 12334
' Patient

) Lipits
WL 1.2 H s10%3/m 45 10,5
RR 560 L v/l 400 &40
Hah  %.2L o/l Lo 180
Bt 32t % Tl AL
MY 80 L 8.0 79.9
HH 2550 on 2.0 3.0
L 304 L g/l 3.0 3.0
FIE 572 H f10°3/d 150, 450,
7 16,0 | % 0.5 31
L 24 =403/ 1.7 3.4



SCed-H

Ward Section: Z /Mf REQUE%G“

LAST, FIRST DATE
AGS

R ematology) CBC \
TESTN] RESULT MGE

WBC 18-108x10°

RBC 4761x10°

Hgb 1 14-18 g/di (M)
' 12-16 g/di (F)
Het 42-52% (M)
37-47% (F)
MCV 80-94 f1 VD
81-99 fl (F)
Plt ‘ 130:500x 10°
verifted

Lymph % 20.5-51.1%
. (Hematology) Mannal Differential '-:

LABURATORY RESULT FORM
(Subject to the Privacy Act of 1974)

_3.27»?

' Mnsc Serology )
__&:F/RANGE TEST "RESULT | REF. RANGE

—

RPR Negative

N/A Mono Negative

Negative Microblology

Negative Source

Negative Gram
Stain :
- | N/A ~ | Occ BId Negative

Negative H. pylori Negative

NA Micro
Parasites

Segs - ) 'Mono — Pro£ N Negative Malaria
%
Bands . Eos Urob _ 0.2-1.0 oO&P

Lymph | - Baso - {Nit A/P? Negative Other

Atyp - [ 1mm Leuk / Negative ... -Microscopic Urinalysis’ ~

RBC ' HCG Negative
Morph o

' Spun 42-52% (M) IR o) R Blood B‘“'k
Hematocrit ' 37:47% (F) I T T IR

SedRate | Cell | | MUST SUBMIT SF 518 WITH
Count EVERY UNIT REQUESTED

Other . N Directigen Negative ABO/Rh

T <. Blood Bank Upit:Crossmatch e Ty

e (MUST SUBMI'I‘ SF 518 WITH EVERY UNrr OF BLOOD

G ETT  TE n )  eee - REQUESTED) : Sl
TEST | RESULT | REF. RANGE UNIT TYPE CROSSM4TCH

PT ) 9.8-13.6 secs

APTT 21-34 secs

D dimer . <20 ug/mi

FDP <10 ug/ml

REMARKS:

REPORTED BY: LAB IP NO.:

"o
(L~ - 0

MEDCOM - 15603



Med & ole) 2
Ward/Section: A l UNG PHYSICIAN: T - |CHL. RY RESULTFORM |
LA!SC.,LL) ﬁ {Subject to the Privacy Act of 1974)

) DATE “4

(60 M rdlg | Cico |

REF. TEST | RESULT | REF. RANGE |
RANCT
Na 138-146 mumol/L ALB 3.5-5.5 —
K 3.5-4.9 mmol/L: ALP -26~84 1 — ] )
Cl 98-109 mmol/L | AT T o rEEEEE e PICCOLO :(2)2:(:);: —
H . 731745 - 01/08/03 :
5 T T A:” MO CFFERENCE RANGE: MALE
: 41-51mmHz%ven) AST 138 oATIENT #:
PO2 A mmtig @) | TBIL 0Z16 MCTLYTE 8 o
TCO2 iﬁ;,.;"ﬁ‘;,"i 22) BUN 722m; DISC LQT & ;_ 00
HCO3 22-26 mmol/L, (ar) CA'H' 8.0-10. OPER # . - DR ’
. 23-28 mmol/L {ven) SERI AL #:
s02 ) 95.98% CHOL 100200 .
BEecf (2)-(3) CRE 061z LU 103 73-118  MG/OL
mmo -
AnGap 1020mmol. | GLU g BN Ax 722 M(J; gt —
Ca 1.12-1.32 mmol/L, CRE 0.9 0.6-1.2 MG ]
K 43 39-330 usL
BON Faomyl NA+ 141 128-145 MMOIL "]
GLU 70-105 mg/dl K+ 4,7  3.3-4.7 MO ___|
' - RAN CL- 107 98-108 MMOML
Creat 0.7-1.5 mg/dl GLU 731181 tC02 20 18-33 MMOL —
Het - 38-51% PCV BUN 722 mg —
Hgb 12-17 p/dt CRE - 06-121 INST QC . OK C"EM QC . OK —

HEM 14, LIP O s ICT O —]

] CK 39-3800

: 30-190u
NA* 128-145
Troponin-{ X 3347m
Drug of CL 98-108 =
Abuse
1CO, 18-33 mn 1
REMARKS: : ' ]
REPORTED BY: DATE: . | LABID NO.:
' s>
[~

" MEDCOM - 15604



TWENTY-FOUR HOUR PATIENT INTAKE AND OUTPUT WORKSHEET |FROMISDL s | [OTAL HOURS D"-%
' - 10 24 &0 Hours (7 )
I INTAKE 4
ORAL INTRAVENOUS
TIME TYPE AMOUNT AT%CTR‘:' ST.ITRMTEED AMOUNT (IncludeTAYl:dEcaﬁonx) Al\élgggT CE::EL Q'%('I:'llj\r
NIl DYDY NS0 Y RE T i L) [£eC | LT
|27 o O DIC YA IR ieee [¢ £0 12T e\ 2 |2 | kao
1B ﬁ\o(&\o%é P3F D s o) LA 900 |ped | gD |
ol ep Fg=L
2400 ff\gQ ko2 193 1984
I 13
; ;
IRRIGATIONS (N/G, Bladder, etc,)
TIME TYPE AMOUNT "CC‘T’"A%:T"’E
BLOOD/BLOOD DERIVATIVES
STARTED] 4 p o2 | oME TounT Tl OTHER INTAKE
CCUM
TIME TYPE AMOUNT | A ‘.}#kf“”s
GRAND TOTAL INTAKE
USAPPC V1.00

2w Y.

\gl ()Y

MEDCOM - 15605



OUTPUT

wriNe — o[£/ NASOGASTRIC
TIME AMOUNT ACCUM TOTAL TIME AMOUNT | ACCUMTOTAL TIME AMOUNT TYPE ACCUM TOTAL
e les [47s
(g pAale) '
RIS TS uw
CHEST EMESIS
TIME AMOUNT ACCUM TOTAL TME AMOUNT | ACCUM TOTAL TIME AMOUNT TYPE ACCUM TOTAL
. - S
[%6¢ [1CCe |cleal pdlish 11O
STOOLS
TIME COLOR CHARACTER AMOUNT { ACCUM TOTAL OTHER OUTPUT € & e
O | H hcow e | Se\e L [~2el ooy | e | avount TvPe ACCUMTOTAL
\QCC | 100cC INSememea\. | 100 C
GRAND TOTAL OUTPUT

REMARKS

PATIENT'S IDENTIFICATION (For typed or written entries give: Name - last, first, middle;
grade; date; hospital or medical facility)

INTAKE EQUIVALENTS (Serving levels cc)

MEDICINE GLASS (J0z.. 30  HALFPINTMILK ....... 240
; SMALL FRUITCUP . ... 120 LARGE SOUPBOWL..... 240
; d COFFEECUP ......... 160  LARGE WATER GLASS.., 240
LARGE COFFEEMUG.... 180 PLASTIC OR PAPER
JUICE CONTAINER . . . ... 180
DD FORM 792, JAN 74 EDITION OF 1 SEP 54 IS OBSOLETE. REPLACES DA FORM 3630(TEMP) USAPPC V1.00

1 JUL 72 WHICH MAY BE USED.

MEDCOM - 15606




TWENTY-.FOUR HOUR PATIENT L. .KE AND OUTPUT WORKSHEET

FROE E
TO

TOTAL HOURS

S

DATE

Aoe 03

; - IN1 .
ORAL. W INTRAVENOUS
N
ACCUM TIME JamounT TYPE AMOUNT ACCUM
TIME TYPE AMOUNT]  Yo7AaL [STARTES (Inchede Modicetions) RECD | compL| TOTAL
"D MWNao CRere ol s '
id) q (R0 0 | =0 8Dl A TS
SRR q Chde. 1Bso !l sop
1
. SRRUIGATFIONS
LNINAQL (N/G, Bladder, olc.)
TIME TYPE AMOUNT ACCUMULATIVE
TOTAL
BLOOD/BLOOD DERIVATIVES
TIME |PROOUCT (i_o. B1, ACC UM - .
TARTEDAIb, P. colts, otc.)] CompL|AMOUNTL  op L m‘<

TIME

TYPE

AMOUNT

—
ACCUMULATIVE

D)

TOTAL

oress X

L_

GRAND TOTAL INTAKE

> () -4

PATIENT 'S IDENTIFICATION (For typed or whnitten entries give: Name -
lirst. middle; grade; date; hospital or medical Iacility)

o

last,

MEDICINE GLASS (f oz) .30
SMALL FRUIT CuP
COFFEE CuP
LARGE COFFEE MUG...180

MEDCOM - 15607

INTAKE EQUIVALENTS (Serving levels cc)

HALF PINT MILK
LARGE SOUP BOWL

LARGE WATER GULASS..240
PLASTIC OR PAPER

G, E ALY A e N




TWENTY-FOUR HOUR PATIENT L..aKE AND OUTPUT WORKSHEET

FROM JUR ;g:;:snoouns DATE
To____ nounj Q%
- INY 7
ORAL INTRAVENOUS
ime Tve et Wy o0 2917 Intd [P L TR T
o2 H 50 Z00
afvers 120
Hoo /i danee k{120 | gy 5
\Z EWe) 240 [ (p§ O
(7T _llemordade  HIZAO13 00
3
Urine (i Ap. BerrronsmrerSioer, oc.)
TIME TYPE AMOUNT | AccumuLaTive
TOT AL

Oboo

u)\.,\rw:z

SIS

|z

15D 1 IS SO

2050

cexdod y &

Y2 | /5302

BLOOD/BLOOD DERIVATIVES

ol

) -

7

LARGE COFFEE MUG...180

MEDCOM - 15608

TIME |[PRODUCT (i.s. B, TIME ACC UM
TARTEQAID, P. colla, otc.)] compr |AMOUNT] Lot OTHER INTAKE
TIME TYPE AMOUNT | ACCUMULATIVE
TOT AL
GRAND TOTAL INTAKE
PATIENT'S IDENTIFICATION (For typed or written enlries give: Name - last,
lirst, middle; grade; date; hospital or medical facility)
INTAKE EQUIVALENTS (Serving levels cc)
MEDICINE GLASS (] oz) .30 HALF PINT MILK ....... 240
SMALL FRUIT CuP _....120 LARGE SOUP BOWL..... 240
COFFEE CUP............. 160

ILARGE WATER GLASS..240
PLASTIC OR PAPER

e AL AR “nan



TWENTY-FOUR HOUR PATIENT .. _.KE AND OUTPUT WORKSHEET ::;‘_ H;::jégléke“o”" OATE
i IN1
- ORAL INTRAVENOUS
TIME __Tvee AMOUNT] TOTAL |rARTEQAMOUNT] ol TEEE e, | AMoUNT comer | 15Fa
DI f\fmlc 140 | 9MD
00 [\t c&ﬂgﬂmm 1201 %40
(000 | {aJidey, [20]430
; Lol i 2o |120
(0] ek ced  Hjo [ 90O
WRRIGATIONS (N/G.BiTidcr, otc.) ﬂﬂ-@—
K| Uee (U YD s
A20D UOOC( Co (p0 O | 00O

€00

L2

/Oy ¢

BLOOD/BLOOD DERIVATIVES

TIME

PRODUCT (i.e. B},
TARTEQAIL, P. cells, otc.)

TIME
COMPL

ACCUM

AMOUNT TOTAL

OTHER INTAKE

TIME

TYPE

AMOUNT

ACCUMULATIVE

TOT AL

GRAND TOTAL INTAKE

lirs’

PATIENT

IDENTIFICATION (For typed or written entries give: Name - last,

INTAKE EQUIVALENTS (Serving levels cc)

MEDICINE GLASS (! o0z) .30
SMALL FRUIT CuP ... 120
COFFEE CUP.............. 160
LARGE COFFEE MUG...180

MEDCOM - 15609

HALF PINT MILK ......

.240

LARGE SOUP BOWL..... 240
LARGE WATER GLASS..240
PLASTIC OR PAPER

s, A e A

[SY T8 Tan




oM URS TOTAL HOURS DATE
TWENTY.FOUR HOUR PATIENT .. AKE AND QUTPUT WORKSHEET [*" m;unj M
3 1INl
ORAL INTRAVENOUS
e BTl R e I e s A
1700 v e B0 | 130 JOOO] LR A 1330 A0
US| waden 20 A0 =2

158Y

DS use 2okt [JIY

’

A

[QNS

(o Neyz DOkC

(R A0O

‘£ (}Q@?\ IRRIGATIONS (N/G, Bladder, etc.)
'rné) ) TYPE AMOUNT Accg:g::'nvz
L ONA0en piel e (oD

|20

C x[;(v)

200

PLASTIC OR PAPER

BLOOD/BLOOD DERIVATIVES
TIME [PRODUCT (i.e. B], TIME ACCUM
ETARTEOAIb, P. cotis, etc.)] compL [AMOUNT] Lol OTHER INTAKE
TIME TYPE AMOUNT ACCUMULATIVE
TOTAL
-
GRAND TOTAL INTAKE
PATIENT'S IDENTIFICATION (For typed or written entries give: Name - last,
lirst, middle; grade; date; hospital or medical tacility)
INTAKE EQUIVALENTS (Sorving levels ec)
{z ’ MEDICINE GLASS (] oz) .30 HALF PINT MILK ....... 240
SMALL FRUIT CuP ..... 120 LARGE SOUP BOWL...... 240
COFFEE CUFf .............. t60 ILARGE WATER GLASS..240
b( \) ﬁ[ LARGE COFFEE MUG...180

JUICE CONT AINER...180

DD 2. 792

EDITION OF ! SEP 84 1S OBSOLETE

1 JUL 72 WHICH MAY BE USED.
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MEDICAL RECORD - ANESTHESIA
For use of this form, see AR 40-68: the proponent agency is the OTSG

WITH NUMBERS & ENTER IN REMARKS

@ TOTALS
8, 330 X &7
558 ND
g
Loz
S50 { _
a .
T 'ceg (L(? [
& E17] z
8 =2 % /'O- . 0
229 CRY T?DID-
l: O e
2 ‘;.‘_-' - L4
8% > coLIGIp:
. Q=¥
=1 SINGLE DOSE DRUGS-MARK ON GRID, ILL . 9 BLOOD-

LINE siteg 2}5 % L] warmed

" L] warmed
[ 4

D Warmed

:] Warmed

EST BLOOD LOSS

Code drugs with numbers,
events with lettters

explain under REMARKS

Mark with letters & symbols, EVENTS

Position

|
. Y E o~ —~AUNRD <

220 -
KG | g L
P by cu 200
A\
A 180
Heart rate 160 |- [T
® —
Resp rate (140 [——
120
{transduced) |100\{
-
- TOURNIQUET| 60
T—1
4
ANES- X-X| 0|
ne. OF) PROC- @0y
VT -mi
f - breaths/min
Pealt inf pres / PEEP
MODE - S{pon), Alssist}, C{on) q
Auto Cuff | T CO2 (torr) y 2 oror” p——
BP/ath 02 (Frac or %) |« J (3-30 | YO é
ART line 45502 (%) AV /(D] (e OTHER ‘.Sﬁ.té_
Steth- PCJES ' 7 AD7)) CONDITION: =
-@Elyzer P-sire ’ (’ / 0 Sp02- Eo
v Block (T/4) b4
[u=n 4
Wfarming bikt LN BHlaoh =
‘E'TI Conv warmer s )

7SI |

R

{/52

PROCEDURES and Cl‘

T

Cofeg.

]
PATIENT IDENTIFICAT

Ll -d

10N: Typé! ol ritten entrief: .,
ediCal facility Cﬁ;fkfw

¢

ANESTHETIC TECHﬁQUES: Descgibe block techn,
= 4 A Qfép% ~ D
AIBWAY MANAG NLE\NT: /IZIU ation route, éje,

Y - (A % )

DA FORM 7389, FEB 1998

a
Remark.

bre

ique un
gc;niqugn&

v

#

PROCEDUR
LOCATION: &
DATE;

PAGE

Py,
[

OF

MEDCOM - 15611

USAPA V1.00



- ASNESSMENT
X (TWMALE () FEMALE

PxMAMOIY A NeSTNes

i) dﬁlW

ASA Physical State 1 @3 4 5 E
PROPOSED PROCEDURE: () & \ ,P Wy UKS\C .y WT: KGAB HT: IN.
SURGICAL SE ALLE .
NPO SINCE: %}lf ,,i-,‘./ . Coles RGIES:
HABITS: U PREOPERATIVE
TOBACCO: PAST MEDICAL HISTORY/SYSTEMS REVIEW ASSESSMENT
ETOH: Cardiovascular: Ry RGICAL/AN ETiC
DRUGS:__ ¢ Hypertension N Y
Angina N Y
CURRENT MEDICATIONS: ™ NY dud'
() = ordered as premed CVA N Y/ 3\ o 3 3
m . Other N Y ] ) M_Mﬁm
()——Sfdj(m Puimonary System / (
0 //\ Asthma N Y . - e
0O (x Clas/hn BronchitisURI N Y 4 PHYSICAL EXAMINATION
0 COPD N Y . /{# HR — T__
0 Other N Y ) Pain Scale 0-10 ______
O Renal System: * HEEM-TM%
Acute/Chronic RF N Y Trachea ;
PREMEDICATIONS: Gastrointestinal:
None Yes (€@ Hrs) /CC Hepatitis N Y %y;%%ﬁ
mg IV 1M PO HiatalHernia N Y —~ Nares ,
. mg IV IM PO PUD/GERD NY ] CHEST: _B/SSI7074
mg IV I8 PO Endocrine System
Diabetes N Y ( carpiac:____ S, 7R
LABORATORY STUDIES: Steriods N Y N ~—
Thyroid N Y EXTREMITIES:
HB/HCT: / Neurological: =
WA: Seizures N Y wm:@ g@;
OTHER: Neuropathy N Y Ulnar Filling: d
Other N Y
> Gynecological : BACK: O
N .ci Pregnancy N Y B
4y Pw 9 Other Significant Hx: OTHER: V-
N Y 4
{5\}"%71 N Y -
30+ Familial HX N Y £
| Bu(,) l;& NPO Since Gé % fffc;
\
{ } Regional (Specify):

ANESTHETIC PLAN: { } LOCAL { }MAC

MM@n

INFORMED CONSENT/COUNSELING STATEMENT: #lans,

discussed with the patientiegal

ol o

nd and agrees. Questions a

DBUEO tme — OTD e

Date:

D NOTE (NON ASU)

{ } NO APPARENT ANESTHETIC COMPLICATIONS

Signed:

Time:,

{ } OTHER

Hrs

Patient Identification: (Ward)

i S

WAMC Form 2300 (Revised) 15 Mar 01 MCXC-DOS

MEDCOM - 15612
FATIENT RECORD COPY

alternatives and risks of anesthesia including death have been explained to and

SEDATIONKEY:

1. MINIMAL {Anxiotysis) Patient
responds normally to verbal
commands '

2. MODERATE (conscious sedation)
Patient responds purposefully to

verbal commands alone or
accompanied by light tactite
stimulation. Airway assistance is not
necessary.

3. DEEP SEDATION/ANALGESIA.

4 ANESTHEéIA. Patient does not
respond to painful stimulation.

Previous edition is obsolete
¥ U.S. GPO: 2002-720.283
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CLINICAL RECORD - DOCTOR’S ORDERS
For use of this form, see AR 40-66, the proponent agency is OTSG

ND SIGN EACH SET OF ORDERS. IF PROBLEM ORIENTED MEDICAL RECORD
IN COLUMN INDICATED BY ARROW BELOW.

THE DOCTOR SHALL RECORD DATE, TIME A

T F T F LIST TIME
DATE OF ORDER IME OF ORDER

@l /4'\)6 6’3 [\ wours  [NOTED AND

"-'?'r,\ A
\.\ / %1 — C)/;cyr' 7

PATIENTV IDENTIFICATION

NURSING UNIT ROOM NO. BED;NO. j“ <,,"~ \ % \ ;
1AL 2 ) T~ @JJ / N
7 DATE OF ORDER TIME OF ORDER

PATIENT IDENTIFICATION

L
e} A

D - '/1 IS 4’7/0 rey W/
Udln  Ce \/, OS  pnirm s A
=) |deslo : v
NURSING UNIT ROOM NO. BED NO. \é)m“w :7L< Mﬁm% é‘;t ‘Q

DATE OF ORDER TIME OF ORDER
8

m{:’lo&r Sq»—-« f O

Tl serve Yoo
L~ Q(—"ﬂ\/((_,e_l’ ¥
[

ﬁ ” \U/: Dmom  39.. pe GHE
\ A
WU}UL]L V b(@}» 3 .

NURSING PNIT ROOM NO. BED NO.
™

\Z/&#"\/S &ﬂ,c}(‘ ( ' \D\LD\ 53:]{17

PATIENT IDENTIFICATION DATE OF ORDE T OF ORDER S

03 A’Ué e 3 ]o;i HOURS \mz ) \

PATIENT IDENTIFICATION

Dl 1D ALy o G
fl_(w ;(zvék Wed — 7"-/(9’17 25‘" IUZ:

B G 1Y e T R
NURSING UNIT ROOM NO. BED NO. /‘S“_(/k -—"D fﬁ R —g

({W/L Q“a\/ﬂ R 2 (22D ‘4}‘/&/{?) Shrike. vi20 by T
DA 1,;%2,,7,9 4256 REPLACES EDIT _|\;|EDCOM 15615 BE USED. \Q\\J\/f]/




CLINICAL RECORD - DOCTOR’'S ORDERS
For use of this form, see AR 40-66, the proponent agency is OTSG

THE DOCTOR SHALL RECORD DATE, TIME AND SIGN EACH SET OF ORDERS. {F PROBLEM ORIENTED MEDICAL RECORD
SYSTEM IS USED, WRITE PROBLEM NUMBER IN COLUMN INDICATED BY ARROW BELOW.

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER LSy e
. . 3T AND
# ‘ s Ao 33 o €98 uoums [NOTR,

Mo T5 oo (;‘ C';A"“\ + T ftS.

Wl 4
NUHSLNG UNIT ROQ‘M NO. BED NO.

ZERR[TT R

DATE OF ORDER TIN_IE OF U
o dve o3 N°°
A MO M ""? 2o ﬁ‘_‘vpp ?
D D|c gret T

(e

NURSING UNIT ROON NO. BED NO.
RIS S,
HigN74 : -
& Y, JA ;’" /lﬂA\f‘/ G/Y
PATIENT IDENTIFICATION =/ v ORDEAY ~'' "~ "TiME OF ORDER . |
OF AVe o 957/' HOURS \ ‘
Pacbo—r, . EP~ b \ |
¥ f
_‘Ea//av/" \)[ aﬂvt7 JfA/\/ '/) \
\ _/ Ay
luy-4 '
NURSING UNIT ROOM NO. BED NO.
PATIENT IDENTIFICATION DATE OF ORDER \
e
: ' HOURS
NURSING UNIT ROOM NO. BED NO.

DA oM 4256 REPLACES EDIT MEDCOM - 15616 BE USED.



. NSN 7540-00-634-4178

AUTHORIZED FOR LOCAL REPRODUCTION

MEDICAL RECO

RD

- - Vs
> (}‘/L/e#( ' 2
HRONOLOGICAL RECORD OF MEDICAL CARE

DATE SYMPTOMS. DIAGNOSIS, TREATMENT TREATING ORGANIZATION (o/gn each entry)
o
}\j\“/ Ol “Th e v c/’U‘ff /eﬁm#—ﬂ@ Shp &5/
i\-"l'?/ i) Tu/ . LJL‘-D J,\‘Qlfm(" /UA/“A
4 Ob#'wv b ALt pe— preph &
po ST Assir~ 75/'*"” //‘\f e
us . C/a i f“"v 70.3 7 /2 an~
v \’“/\')/ A}é/\ - ,\5(,/(
77) /}L)DT vS S
MO (AL/N) Taidde 7o i
yd . CZ’""”'A/Il “ N3t
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o F S~ ed<Y F—
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== I~ g b=y
& wde. e
/ & ¥ O sy f.u ] 7 sleet
\ Oh/) ao.,cl)g bve osL3 Qs ok (.o\,\}v?)
/ ) \ <7 Airdile o
) / An /\ N N2 136 7,(
: ]‘:/ 7 ﬁ"j - /\/ﬂ" 2 prtV -
7 or— ® In@,(nf/k ﬂ—f d/o/orﬁ;p\ 1
“HOSPITAL OR MEDICAL FACILITY STATUS DEPART./JSERVICE
SPONSOR'S NAME SSN/D NO RELATIONSHIP TO SPONSOR UE‘} - 2

PATIENT'S IDENTIFICATION: (For typed or wnitten entries, give:
Date of Birth; Renk/Grade.)

Name - last, first, middie; 1D No or SSN; Sex; lHEGISTER NO.

CHRONOLOGICAL RECORD OF MEDICAL CARE
Maedical Record

STANDARD FORM 600 (nev 6-97)
\@_ ku\ - q FIRMR (41b¥.r=n) 201 9 202-1

MEDCOM - 15617



SYMPTOMS, DIAGNOSIS, TREATMENT TREATING OR ANIZATION ign each entry)
IR g O~
U L
K’Y' } , '
0 N-D‘}/\“\/j,y of o (: @‘S‘}"M//
¥ : y
Copprne @ anw ) S =fan |

| N (]
AN

0

rri.Lex. @) Printed on Recycied Paper
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STANDARD FORM 600 (Rev. 8-97) BACK



ol \Ow\ 1

. . __(Q_ 2203

VERIFY BY INITIALING RO :::gtisa; lNImLPROPER COLUAMFOILOWINGEAG! COMPLE?TON

| ORDER | CLERK/ nscunnms ACTIONS, HR DATE COMPLETED

DATE NURSE FREQUENCY, TIME ?H Sl z2iuisle T7 219 s

o) L eaator e AT L

) '(’Lﬁ(ﬁﬁ“\t(\‘tt\(\ A'd Iz mn

- q diex JY
- i | (~~ /’Y/
a5 NS - OCTEFRS |, DR =i
- - - - _ —Stebeiea |17 ANZIA;
= V537 i NI
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2) St T3 5Ly ); _
- 3 L VOl 1 9H%7T
------ 2 LT
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b ¥ =N sEmn
e . e - - 1d ) ( N \\

] -\ docvn) to Pack ex || | \ \
v wonrdk 2 TR
DS D e A | AT

Aug- F Degehie Aod calme O~ |

_ Fe-- ol WD BO Dy BU L _
------ b back DSp - BiDd 7
...... |

ALLERGIES: [ JYES [ NO | PRIMARY DlAGt.dOSlS: ADDITIONAL PAGES IN USE:
’ CJvyes [TIno -

, PAGE NO:

P, N: — L : )

ATIENT IDENTIFICATIO p( (}) . | ACTION TIMES o
rd — USE PENCIL. CIRCLE ACTION TIMES
EQ (/\7 D 8 9 1011 12 13 14 156

E 16 17 18 19 20 21 22 23
N 24 01 02 03 04 05 06 07
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Verit,; by THERAPEUTIC DOCUMENTATION CARE PLAN ﬁ’j/
Initiakng (NON-MEDICATION) Mo yr 2003
Ouaer | Slerk SINGLE ACTIONS :::a:’. :"“)‘:‘ Time Done |  Initials
I R ERSN SR YA, /-?z‘f‘
| \ v\j((\\b(/ u\l/\c\\\ﬂb Dﬂp /f ‘
; ’ . >, . 0 ‘ 3
2 \:\\PJC?\PP% /d W Agr"\’\ + : igh! @\0 CH
H}u\aj : N i AU ," ZAQ\_C} IR
i N é«l\i(}z i uszd by fip fo bt v 3 10| 10i0
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""" al it
----- I F
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_____ P
Order/ PRN INITIAL Azorsn COLUMN FOLLOWING COMFLETION
Exon ACTION, FREQUENCY - TIME/DATE COMPLETED

MEDCOM - 15620



AR

© CLINICAL RECORD THERAPEUTIC DOCOQQQEM,Q,T‘,'%!%{E‘*E P"AnN i‘f’”c‘no”s) P g : D3
VERIFYBY INITIALING | i INTTIAL PROPER COLUMN FOLLOWING EACH ADMINISTRATION
onnsn CLERK/ RECURRING MEDICATIONS, HR | DATE DISPENSED _____
- DATE. | NURSE DOSE, FREQUENCY 2 2 1R Q I 6 % BIEAY)
3] | @ )1lSecih £S5 - |
- 3 he Qe OR | ¢
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mu% -~ |Patillium "ng 20 (o / 7/ #SY
""" H 280\, 6 ajass I A | /C/ )
""" 8) e e, or ND 2 >
_____ Ob -
- 1
ALLERGIES: D YES D NO | PRIMARY DIAGNOSIS: ‘ ADDITIONAL PAGES IN USE:
- ' [Jves [JIno
PAGE NO.

DISPENSING TIMES

PATIENT IDENTIFICATION:
USE PENCIL. CIRCLE MED TIMES
‘D 7 8 9 10 11 12 13 14
‘:JU\;?S L,i E 15 16 17 18 19 20 21 22

E Q L)
N 23 24 01 02 03 04 05 06
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MEDICAL RECORD-SUPPLEMENTAL MEDICAL DATA

For use of this form, see AR 40.66: the prapenent agency is the Otfice of The Surgeon General,

REPORT TITLE

Post-Anesthesia Care Unit (PACU) Flow Sheet

CTSG APPROVED /are/

i % 2
E Date: 1 [ 5&4 & Anesthesia Type (Cirde)):@pinal Epidural Drains Airway
Time In: / . 1V Sedation Nerve Block Hemovac Nasal
Allergies: OR Intake: Crystalioid /000 Colloid NG Oral
Pre-op V/S: OR Output: UOP __ /DD EBL _/Z .p ETT
Pmdures:mz@wimes: 7 T-tube _ Trach
Foley . Other
Pre Op Meds History s -
S E R '
Time \"j\ @ N \%‘ kY ,Q? Pacu intake
Sa02" K b ot k0 Time Solution Amount Site - By infused
Fio2 P [P
Methods
.240
220 X-rays: . | Labs: R
Post-Anesthesia Recovery score :
200 Criteria ADM 30° D/C Codes
(2) Moves 4 Extremities AIRWAY
180 {1) Moves 2 Extremities CQ_ OZ 07\ A=Ambu
{0) Moves 0 Extremities BB =Blow-by
Rirway M=Mask
160 (2) Cough, Deep breath FT=Face
o "D fimited ¢ thi } OZ, Tent
(0) Apnea ,; RA =RoomAir
140 Biood NC =Nasal
(2) SBP =/- 20 of Pre-cp - Cannula
120 | {1) SBP =~ 20.50 of Pre-op (
{0) SBP =/- 50 of Pre-op (72 )\:IS
: . =A-ine BP
100 . |V Viv | Sonsciousness * =Cuff B8P
— n 5 (2) Fully Awake, audible = Pulse
L [ ‘I sl crying l ,{ (Q\ h
80 B D (1) Arousabie to verbat or pain '
TEMP
Color $=Skin
{2) Baselne color & appearance 0=0ral
60 (1) pale, mottied, jaundiced - 0’2 —d
(0) Cyanotic : 02 A= Axillary
7,) Circulation (Peds <5 Years) T = Tympanic
< ears, =
40 W INMIE (2) racial Palpable R=Rectal
A (1) Axiliary patpable, not radial
e (0) Carofid only refiable pulse Los
TOTALS: Must be 9 or €= Cervical
: H T = Thoracic
- greater to D/C, otherwise L =Lumbar
RR # Iabatd [ needs anesthesia approval for /0
D/C S =Sacral
T 419 .
Time Patient teaching done; Wound Care, Pain Management,
Pain (0-10) T. C. & DB.. incentive Spiromeler, Comfort Measures
LOS Safety: SR up X 2, Falls Precautions. Priva Maintained
h—cgﬁuﬁm—
. L PREPA i & . / DEPARTMENT/SERVICE/CLINIC DATE
_ A . ;
L) o | s A 03
IENT'S IDENTIFICA i we: Name ~fast, i /
1551, middle; grade; dat o medical fa [ HISTORYIPHYSICAL (3 FLOW CHART
_H; P 3 oTHER ExAMINATION (] OTHER sspecity
> & OR EVALUATION
\V (‘ ('\ D DIAGNOSTIC STUDIES
[J TREATMENT
DA FORM 4700, MAY 78 WAMC OP 173.E, {Revised) 1 Apr 01 (MCXC-DN) Previous edition is obsolete

USAPPC V2.00
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MEDICATIONS

o NURSING NOTES
T 0 (s [P TR | Namiwed g4 W v 8Ll LU
aeonnnid by 00 shlf ﬂwé@
oy slrousy. s h @ o
ibaet T gt nﬂsﬁ(@od»/
aimmm e i
NEUROVASCULAR —_ : =
Time | Sits :ag;fge Sensory P ::fﬁl T [Coor| 4 ﬂmg}% UU{
?;miif/;m @ |17 T [p7]
e
=
80’ )
biC__|Zjad @ &P 17 1 17

Movement/Sensation: + =present,-=absent Temp:C=Cool,
W =Warm Pulses: P=Palpable, D =Doppler, A= Absent
Color: C=Cyanotic,

Capillary Refill: B = Brisk, S=Sluggish P=Pale, Pk=Pink

C-SECTIONS __
JAdm | 15 | 30 | a5 | 60 | 90 | bic
Fund. Height '
Lochia )
Peripadi# Al
Fund. Cond. T
DRESSINGS -

Time ~ Location Type Drainage
30' (Y g@ﬂ mnima)
60 ) ) -

DIC (ﬂj&&u( //};W\? UL

PACU OUTPUT
Time Source ,;.jl;---ColorlAppearance Amount
+ ) e ‘
N CARDIAC RHYTHM
Time Rhythm Symptomatic? Rhythm Strip Run?
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