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s
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UNIT NUMBER

1ad=Tl=44

DISCHARGE DATE /SP‘N 29 /017 TIME

- e
%RNAMF_&_<J,1‘.xu
LS

GIVEN NAME

. DR. TAYLOR
\\770 DOCTOR"’ ‘}"rﬂ 59 (PLEA%EU“ tAPrT

PHA 9120140;36 el

DISCHARGE ORDER Y
@ ALLERGIC T0:~ \i -
I hereby authorize this patient to be discharged on— ! -
To: Home 00 ' Other /}\Wﬁd’/{ / /\
Against Medical Advice [
CONDITION ON DISCHARGE:  Alive ] - Died: under48 hrs. 0. over48 hrs. (I e
L NeGuH, 62240 FORM m224°

MOST RESPONSIBLE DIAGNOSIS: Theone diagnosis which describes the most significant condition of a patient which causes his stay in hospttat
In a case where multiple diagnoses may be classified as most responsibie, record the diagnosis responsible for the greatest length of stay.

PRIMARY DIAGNOSIS(ES): The diagnosis describing another important condition of the patient which usually has a significant influence on the
patient’s length of stay and/or significantly influences the management/treatment of the patient. .

SECONDARY DlAGNOSlS(ES) The diagnosis describing a condition for which a patient may {or may not) have received treatment but did not
slgmflcantly contribute to the patient’s iength of stay.

COMPLICATION(S): The diagnosis describing a condition arising after the beginning of hospital observation and/or treatment which usuaily influences
the patient’s length of stay and/or significantly influences the management/treatment of the patient.

OPERATION(S)AND OTHER SPECIAL PROCEDURE(S) List operation(s) and procedure(s) considered to be the most sugnlflcantdunng

the patient’s hospital stay.

Due To:

/2 A YL,

Signature of Residen/ll {or highg#f Only

M.D. M.D.

Signature of Attending Physician Oniy




M1 R
REV (01752 é’é ) Vancouver General Hospital
13 it Fa! ; HOSPITAL .
s, 92/3-21378 S by iy 11 coe” FMSSUTE 18 JAN 93
NO. 101 TIME: .
144-71-44 . § 15:03
PREV. ADMISSON 0. ADMISSION - SEPARATION RECORD PREVIOUS DATE:
-' PATIENT - NAME, ADDRESQS PREVIOUS SURNAME | DATE OF BIRTH SEX  AGE SERVICE LOCATION 8Y
. LP EMG
|, 6RO+ FENG V ; 29 JAN S9 M 33| PSY | EMO6 MC
201 1680 W 11TH [RELGION | MOTHER'S MAIDEN NAME ATTENDING DOCTOR
VAN, BC XX \ LEVY J M
' 734-0095 V&G 2B | AGWSSON CRTEGORY PATIENT TYPE , o 9»@
we 28 FEB 89 s cooe | EMERGENCY | INP oo, 3742 ‘
NEAREST LIVING RELATIVE - NAME, ADORESS DIAGNOSIS i
_NING GAO = DELUSIONAL DISORDER
N/A :
NE” : YDRK STATE TRANSFERRED FROM LA ;AMIET'PR&IT'IO.NER
- REFERENCE : - RES. INBC.
seAousL 5 ,
EMPLOYER - NAME, ADORESS ) 1 ?’“
uBcC 5
COMPUTER SCIENCE HITORY OF ACGOENT
. VN. BC : -
| ocommon TEACHER
PREVIOUS ADDRESS SINCE MEDICAL COVERAGE
. 01 SEP 89
| 304-1830 ALBERNI |1 B.C. HOSPITAL PROGRAMS
— VAN.BC .
{. : ‘ RTE: $832.00
R PHN 9120140136 G1 , ADV: $.00
REC:

SEPARATION HISTORY ACCOUNTING RECORD

CHARGE 70 = | CHARGE T0 PATIENT
_Accom, bavs RATE HOSP. PROS, OR OTHER AGENCY

TIME OF
SEPARATION

CONOITION IMPRVD. | UNIMPRVD.

ON WITH ] 2. SEML
- SEPARATION 1 2 5 AUTOPSY | 5 AUTOPSY

PRINCIPAL DIAGNOSIS ON SEPARATION ‘ 3. STAND.

'SECONDARY DIAGNOSIS OR COMPLICATIONS 5. OTHER

DISTRIBUTION DAYS  |NET AATE
TOTAL CHARGE
6. PAYABLE m szm
HOSP

f—»&‘ﬂr’sW’
ORIGINAL

DAYS AMOUNT

TOTAL CHARGE

; PART 2-{BLUE)
‘ I TATES) TYPE OF OPERATION(S) PERFORMED HOSP. PROG.
- 1 hersby certfy that
PART {rK) (1) A PHYSICIAN HAS CERTIFIED THAT THIS PATIENT REQUIRED IN-PATIENT CARE:
. {2) THE PATIENT RECEVED THE HOSPITAL CARE AND SERVICES INDIGATED ABOVE.

1—— PART 4-(GREEN) I SORGEN

RECORD BY NUMERAL NUMBER OF TREATMENTS OR TIMES USED SIGNATURE OF HOSPITAL ADMINISTRATOR OR OTHER AUTHORIZED EMPLOYEE

PARY S-(WHITE)
j ACCOUNTNG X-RAYS ROOM ANAESTHETIC LAB rﬂm EEG ECG |PHYS.
- s lm [ 4 IM u)cleat]sm

(v-i,.‘v .
A
AN

52

cu/cc
DAYS

APPUCATION FOR BENEFITS | HEREDY MAKE APPLICATION FOR BENEFTS UNDER THE HOSPITAL
INSURANCE ACT ON BEHALF OF MYSELF OR THE ABOVE MENTIONED PATIENT AND ! CERTIFY THAT |
HAVEREADT}ESTATE(#ENTSWTHSFMM.WHAVEHADT}BAREADTO*WTHATWSAME

REMARKS:

18 JAN 93.

SIGNATURE OF WITNESS | DATE | SIGNATURE OF APPLICANT
(HOSPITAL EMPLOYEE)

A MNIMUM FINE OF $100.00 OR NOT LESS THAN 10 DAYS IN JAL OR BOTH IS THE PENALTY FOR
MAKNG A FALSE STATEWENT IN AN APPLICATION FOR BENEFTS OR FOR FAILING OR REFUSING 10

EOMRETE SO AN APPLCATION WHEN, ARGURED T6 00 S0 BY AN OFFGER DF ANY HOSPITAL N

@

INFO PREV & PT




Province of British Columbia
Ministry of Health

FORM 4
MENTAL HEALTH ACT
[Section 20 (3), 23, 24 and 25, R.S.B.C. 1979, ¢.258]

MEDICAL CERTIFICATE
1, the undersigned QJ?Q) Tt Lo oA e RIZTEFR]

physician's name in full

hereby certity that | am a duly qualified medical practitioner of the Province of British Columbia and in the actual practice of the
medical profession and that | am not disqualified from giving a valid medical certificate for this person for the reasons set forth
in Section 20 (4) of the Act.

—— g /1
| examined =L é éﬁ SO
) E person’s name in full
on the /é of A /ﬁWJ«?« /ff >

day man!h

and in my opinion he is mentally disordered. It is also my opinion that f EF /] é: ‘:J"' /7 Q

person's name in full

.5-":1’requires medical treatment in a facility and care, supervision and control in a facililty for his own protection or for the

protection of others.

The reasons, in summary form, upon which my opinion that this person is mentally disordered is founded, are as follows:

{4 Pdiin éwm Hlld g 8 Lhat i i //f/um//l iy ,/O
/éff éf%/;:/‘) &ﬁﬂm //(’fj«‘uaj,/ zf"?.r / £ pan g f%? /249\.9/ .
LN Wi b s U PN/ yy s ,/ 774 (At T 0ﬂm, K/J%,W%W

r}4’) /}7:’/4/}50‘{5{} //{/// &< /«f’s“’l/ /(’/ 422 %A/‘f D ’n/ é‘éj//—//ik/}\ _ %ﬁ/?ﬁ)
by Jorrde b £ Abatipie il x//éf/%l 70 &ialeon Q,CMJL\AZ te
@M/x]/ﬂ/ ﬂ/x '/{7/ /‘*" %;ﬂﬂﬁ L s /,{/ﬁ/j//u ~é%,/

i L& £ ‘ ¥ . ' £ v
L—KJ W'\d 7
OT‘(ﬁ%"K%n we?[& wa %tﬁ rougb( to me /v)a pohce offxcer r constabie under the provnsnons of section 24 (1) of

the, Ct‘ ; - N 7
PAficid ﬁﬁl{/ »///4 , J;‘: CLHL L, xCZ/{/Q Date 5.’%'/ /8D

) - {4 g yd £ L
P.O. g’{d@s{ ’71{1/’(@ 4 2 . L/Lé«/ﬁ(/r/ /77/{//@4_ Telephone _\} - N v é@'ff Q/ .

EMERGENCY ADMISSION
{Mental Health Act, section 23)

| certify that, in accordance with section 23 of the Act, there is no other physician who is qualified to give a second medical
certificate, by whom this person can be examined, who practices in this vicinity or within a reasonable distance of where
this person resides.

- Signature of physician

NOTE: This medical certificate becomes invalid on the 15th clear day after the date upon which the physician examined the
person who is the subject of this certificate.

improper completion of this form may invalidate the admisssion procedure.
Please take care in completing the certificate.

Involuntary admission shouid be used only if the patient cannot be appropriately admitted as an informal patient.

A “facility" means a Provincial mental health facility or psychiatric unit.

HLTH 3502 Rev. Nov. 15/89 {am. B.C. Regs. 431/88, s. (c); 306/89, 5. 6. }
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o 63406 vqr?
REASON FOR REFERRAL (Why now?) Y | Date /%wu (% C? 3
" Uaser W %wwwj WW % W
COLLATERAL SOURCES. . Contacted
Name ' Phone Relationship '
Name_. _ .. Phone Relationship
Name Phone _ Relationship
HISTORY OF PRESENT ILLNESS
SYMPTOMS/DURATION A . ' '
W QM) {99 7/ (‘ﬁ( %V) é&ﬁm& { W(,M t%j‘ W~ W
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CURRENT LIFE CIRCUMSTANCES
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W TASO N ~o At % % %"CURRENT THERAPIES
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PAST PSYCHIATRIC HISTORY

S £ /ézznm¢<>£Laz/( S« v@k/v«! = )}4;c4f%[ 72 /éiebfiaz¢z/zz ‘ande

Datr30 Dee. ’7 e
QW; ‘*giW, As. 4. ' -é

FAMILY PSYCHIA;(;IC mswavadzw Ve 2885 en @,}r OZM‘/ VZ W . &

CONTACTED |

PAST MEDICAL/SURGICAL HISTORY

FUNCTIONAL ENQUIRY LN.MP. : B

/752 —

o o 1§




o,wbodg

m,,,m,!g.m’,@ ";W MW” Dol muse cdoldot, | famopids

PHYSICAL EXAMINATION T PR B/P 20Ig2 3

HEAD TRAUMA SKIN {Scars, Bruises, Tattoos): SABITATIZOXE 2TNATAD (s
EYES: Fundi CNS: Tremors -
Pupils
EOMs Reflexes
ENT. Drums B Rhomberg .. - U ETIGXE CEAINTS
Mucosae ' Gait '

Coordination

CHEST: - . DYSKINESIA:
e EEE Orofacial
Extremities

Cvs: ' ’ ‘ L Trunk

ABDOMEN/GENITALIA; = * ™ > wermswes o

Date Physician

MENTAL STATUS‘EXAMINATIUN

ATTITU E/GENERALBEHAVIUUR/PSYCHOMOTOR @Zum_;a wmal ¢ a/c%e/éz/wm‘/, « f .
““9 @ /cw,m_& Qm Covettcny bnt~ oS

:r
AFFECT/MOOD. (Blunl Depressed Inapproprl te,, Lablle etc)

; — ] 5L
g 2 Ay, il e
AL
THOUGHT C NTENT/PERCEPT N (Deluswns Passnvnty, Reference, | pprupnateneséﬁalluclnatlmmstractm
MVWM Gn dereodin ol e 2T

/ .
THOBGHT FORM: (NEGATIVE overty ofspeech content - P0§IT!VE lIlgicality, Incoherence, Flight, Loasenzg of %ssomatmns élrcumstantsahty

Blocking, Clanging, etc.)

-Benisr Worahd [ aliars> opi’
M&«,LWWV W7 COGNITIVE FUNCTION
MWW W {score 1 each mistake: normal < 6)
dewe cbed. rabatly UL
manth (1} . x3 =

‘John Brown, 14 Market Street, Toronto’
Time (to the hour) (1) x3=
Count 20 back to 1 {2) x2=
Reverse months (2} x2=

' JUDGEMENT/INSIGHT M ﬁa W Repeat memary () -
Wb basss é.a/cmm U Lo~ T )

Wﬂ&wy abipnf ok e A incen don Scnmidinirrses § g adhve-



. ¢ 81i¢e
- IMPRESSIONS

: 1a) PATIENT'S EXPECTATIONS: ﬁ , M

OTHERS' EXPECTATIONS: /20,7 @M@ Mg/y, Y Q}/g

{b} DIAGNOSES:

Ais I 5@%3 WM ' Axfslv fart

Axis I

c) FORMULATION: @ N 6
{Z@WJLXWM&L wad.w( )

,— 2) l’/ P d

/4‘ u. . & .d A‘L‘A/’ll Io“n‘ Z 4 u‘. m//f

MANAGEME T PLANS
lNVESTIGATIONS '

MEDICATIDNS

/7/{/741 e 7&% /fp

INTERVENTIONS: %m W e, %

3. Fu

DISPOSITION PLANS:

FOLLOW-UP: 2

. Dlscharge ________:

, : (Arranged by)
namUQ’WN(‘S'QB | Q W/, 0/%/ A




- -

VANCOUVER GENERAL MHOSPITAL

6225
£22050 1125 BRITISH COLUMBIA'S HEALTH SCIENCES CENTRE e _PSYCH
Rev.7-01 DATE 01893 Worsraonr S

PATIENT ADMISSION ASSESSMENT .

Indicate with aV/ the presence of any factor.

MRS, UNIT NUMBER
RoSTaL RORSING . TIME TO UNIT Bé/ KED {dm T Lam
DJM/ 1% / UNIT B (/ fﬁ/ %’3 l {130 J [ STRETCHER SURNAME X ENEN NAME
M L L2  Hrs| £ WHEELCHAIR- STE 0 ADLFE F\‘G
ACCOMPANIED BY: AELATIONSHIP PHONE NO: 4 O DR. TAYL QR A g
: o} » S BOCTR g 14N & 4EAse Uak

AN

COMMUNICATIO

NAME:

D/Fluent in'English and/or Fluent.in

Family Translator:

Phone:

[0 No Hearing Difficutty [J Hearing Diffiéulty O Left o Hig‘ﬁt

o Corrective Aids L_.l Left

O UNABLE 70 OBTAIN HISTOHY ON ADMlSSI

I

tain'his'tory from other sources within 48 hrs)

Comments

' C.’ BRIEF HISTORY OF PRESENT ILLNESS :
oo o seiene T Wi amslit i t/cf MWMM ¢
Mot Swet s TV. shtow tobe 1.4 A4 b tdk pbeut

m Bpss W UGC .
What ¢ ns you the most at this time?

What treatments, if any were UNY ’MP ae - (Q v Rermick = on td a4 foct '0+ .
you receiving at home? Were
they helpﬂll? fﬂ M &C - l?q 7«7 .

C

W?auorvrvmv, rwgwww/ ?&w YRS _AE?

Bwa«l,(,. Wl}*‘{—* LJ"‘“/’M

Whec Awabh w l%u l%ﬁ»

\\(

¢ : 3 3 i e BT widh e |
- Puise: S Blood ﬁresshrei i PR Respirations: I% /min, Tgmperature:ﬁ:.__z.:__“’c. |
(‘a R. .__@__ /min. O Irreg. ‘Lying' : 0O Easy 0O shallow gOral 0 Axila !
A /min. O Irreg. | Sitting/Standing La%l_ 0O Deep 0O Laboured | O Rectat
Welght 7. L’L / kg)lb. [0 Actual O Estimated lHelghl l7 g ) cm/in. El Actual O Estimated
F. MEDICATIONS R e Hte B o Promem to Care: Plan
. LENGTH OF BROUGHT
. TME OF EBN w SENT O ° Takes Medlcatnon as Prescribed
DRUG NAME DOSE | FREQUENCY| LASTDOSE| MEDICATION | HOSPITAL| HOME

""9?9 P T 1 Exceptions:

Aus B8

B A - L

Uses Herbs or Non-prescription Drugs or Remedies
J None or Specify:

Uses Non-pharmacologic Remedies or Treatments
O None or Spegcify:

Birth Contro! Py o foie b
- Medication: - k} fhﬂ}m SRR A
v [




Have you experienced pain in the last 24 hours?  ~ '_)‘/None'or Specify:.

o - 1oty . {location and nature)
What do you understand caused the pain(s)” L .

Do you have any other condmons that cause pain? O None or Specify' :

{locatian and nature)

Neurological

O Pparalysis [ Dizziness [ Tingling .. Pain
D Seizures O Numbness O Headaches
D UNABLE TO OBTAIN HISTORY AFTER 48 Hrs.

DETAILED
ASSESSMENTS

Respiratory

Cough: O Unproductiveb O Productive. - .
O3 Shortness of Breath
O UNABLE TO OBTAIN HISTORY AFTER 48 Hrs.

DETAILED - . - -
ASSESSMENTS = .
Circulatory
O Hypertension [J Chest Pain _ S O Pallor o D Cyanos:s e o
0 Edema 0 Edema -
O UNABLE TO OBTAIN HISTORY AFTER 48 Hrs.
DETAILED
ASSESSMENTS
Gastrointestinal/Nutrition O Assessed and No leflculty O Problem to Care, Plan
Appetite D/Good O Fair O poor £ Abdominal Distention
O Ditficulty Swailowing [ Difficuity Chewing O stoma Type / Care:
O Special Diet )
weight [ Loss [0 Gain ______ kg/ib. Since: / —
0 Nausea 0 vomiting -
O tLastBowelMovement ______ [J Regular Laxative Use
Usual Bowel Pattern
O cConstipation [ Diarrhea O Pain
O UNABLE TO OBTAIN HISTORY AFTER 48 Hrs.

DETAILED © e
ASSESSMENTS

o
©




Ask
questions
as
written.

Urinary ~ B Kssessed and No Difficuity O Problem to Care Plan

O Frequency. 0O urgency O Condom Drainage
O Discharge O Pain (Burning) O cCatheter - Type
3 incontinence O ‘Nocturia © ° . : Size Inserted /
mm ., -
3 Last Voided: - LTSRN
. _ O intermittent Catheterq —_______ hrs.
O UNABLE TO OBTAIN HISTORY AFTER 48 Hrs. ‘{0 oiversion - Type
DETAILED . i ] R PR
ASSESSMENTS Lo : 5
Musculoskeletal Msessed and No Difficulty [0 Problemto Care Ptan
O uoint stiffness - O Muscuiar Weakness , O Hlstory of Falls (m] Deformity
Pain: O AtRest [ On Activity [0 Contracture(s)
1 UNABLE TO OBTAIN HISTORY AFTER 48 Hrs. 0 Amputation(s) e
DETAILED
ASSESSMENTS
Skin Q/Assessed and No Difficulty 0. Problem to Care Plan
O Rash/Lesions O Pain - . O Redness/Discolouration - [ Bruises.: - 7+
N . : ) O Broken Skin O Recent Suture Lines
{1 UNABLE TO OBTAIN HISTORY AFTER 48 Hrs. - 0 Decreased Skin Tugor 0] Recent Puncture Sites
DETAILED - B '
ASSESSMENTS
Vision ' ’ - D/Assessed and No Dufﬁcuity O Problem to Care Plan
Corrected With: 1 Glasses [ Lenses ’ Enlarged Pupll O et O Right '
O Blurred Vision: I3 Left O Right Redness . O Left O Right .
O 8lindness: O vett a ‘Right Discharge O Left O Right
{0 UNABLE TO OBTAIN HISTORY AFTER 48 Hrs. - : - o :
DETAILED
ASSESSMENTS
Reproductive & Assessed and No Difficuity- O Problem to Care Plan’
[ Discharge [  Perineal Sores '
Last Menstrual Period / = " [0  Pre-Menarche [0 Post-Menopausal 0 Pregnancy —._ _ wks
mm .
0 UNABLE TO OBTAIN HISTORY AFTER 48 Hrs.
DETAILED
ASSESSMENTS
- - .
K. HEALTHHABITS = .~ .. . [.Assessed and No Difficuity. .03 Problem to Care/l
Sleep: Usual Houg}dr_Night __.,L Sleep Assists Used
0 Non-Smoker History of Smoking 0 smokes . cigarettes/day  Other _ x years
Teli me about your use of alcohol, medications or drugs: ks alelol - 8artorg ‘L&‘/'
Have you ever felt you nght to cut down on your use of alcohol, medications or drugs? Yes ID/No
Have people ever annoyed or angered you by criticizing your use of alcohol, medications or drugs? Yes D/No

Have you ever felt guiity about your use of aicohol, medications or drugs?
Have you ever used alcohol, medications or drugs to get your day started or “steady your nerves"?
[J UNABLE TO OBTAIN HISTORY AFTER 48 Hrs.

oooo

Yes yo
Yes , No




MENTAL STATUS ®

EJ/Onemed Fully -or Disoriented to: O3 .Person - [0 Place © O Time .- I Fluctuates = ~-.o. - Lot s
BGih}JIor During Interview: - . ;fe}purmglmerwew Gy s v oy
Cooperative [J Demanding O Restless 0O Agitated Pleasant. = [J. Angry. O Fiat El Sad iy ey T
O shouting O withdrawn . O Drowsy [J Crying o O suspicious O Inappropriate O Labile ..,
O other : O Other e
Indicators of Risk e 0 Assessed and No thflculty : mem to Care Plan
Suicide: . O Injuries Self induced OJ Cause ofln;unesUnkno EI Threatening Harm to Self D HlstoryofAttempt(s
Elopement. L] Refused To Sign Admission Consent G}dzng Toleave : )
Aggression: O Injuries From Violence [0 Cause of Injuries Unknown- [J- Verbally Aggressive —— -
| [J physically Threatening [ Physucally Aggressive [ Threatening Homicide . -
O UNABLE TO ASSESS v
DETAILED o - ..
ASSESSMENTS :k»t/\ Azl L\L 'XG\M wo ,) oLu.Al««S W&Mm
g s
What cuitural practices, religious customs/rites, or héalth [D/ l ) 1 .
beliefs are.important for us to consider in your care?- None or Specify - 2 - e . (\:‘
O would:like a visit from own- pastor or rellgnous |eader< SEe =0 Would be open to a visit from a hospital chaplain. = e
N ACTIVITIES OF DAILY LIVIN :
Cutrent Occupation/Education Program _ . 3 —
Living Arrangements e T e SR s
D ‘Owns Accommodation m/;nts Accommodation [ Care Facility . O other 2"
{specify) (spec}fy)
.Eﬁs Mlone O with OtherAdult(s)» O with Dependent(s) -.L1 With Adult(s) and Dependents(s)— -« « i dumlivi 1]
Famity NOT to be informed of admjssion D Family aware of admission P X
ER - —Kiga)
Contact Member: Nitg" @AO ST ) g Phone e Pm 0‘\'9])Am Nt! Ya«
Hospitalization will cause: ~ ‘O-No Difficulty “orProblemsat: 10 Work ~ O Flnancnaltyﬁ,’ D .Child care
O Other (specify) i :
Community Supports v vt s 19 o
O eUsed Uses: [0 Family Assistance [ HomemakerSeMce L'.l Meal Delwery EJ ‘HomeCare .,
Ministry of Social Services/Housing [ Other (specify) _ ' : -
Pre-Admission Capabilities in Daily Living " |FOZACCOMPANYING PERSONAL BELONGINGS = {j
Totally . |..Sent | Locked| Bed In . g
Indegendent Dependent N/A_| Home |} Drawer| Side | Safe
- Ambulation - i T T S e e e e
Stairs pd Contact Lenses [
-Transferring: -~ ATt T i [Upper.—. .| . V.
Hygiene /. Dentures: Lower e
Dressing B o RN K B
Feeding 4 Right Ear I
. Meal Preparationi-- - - - el o - Hearing Aid(s): TehtEa
Taileting 7 et
Taking Medicines . - AT _Prosthetics:
Housework 7 =Clothing:: .
“Transportation .. . . fa  F g Moneym .g_
Shopping / ‘? AR
Hobbies & Recreation (specity) ﬂLPJw.Q W‘W . H
7 Py E
[0 UNABLE TO OBTAIN HISTORY A#TER 48 Mrs. R
DETAILED
ASSESSMENTS ‘
o
DateM%ﬁZ;_ SECTIONS: _.Q.M_ Completed By: _w/_ Source: U}@D Other
Date____SECTIONS:________ CompletedBy: —_____ Source: [ Patient O Other
Datee__~ SECTIONS: _—______- CompletedBy: ____ - Source: O Patient O Other




