
STATE OF FLORIDA
Rick Scott, Governor

PHYSICIAN OFFICE |
ADVERSE INCIDENT REPORT '

SUBMIT FORM TO: |
Department of tyealth, Consumer Services Unit

4052 Said Cypress Way, Bin C75 :

Tallahassee, Florida 32399^3275

OFFICE INFORMATION
*\rn d

Street Address

Telephone

Name of Physician or Licensee Reporting

Patient's address for physician or Licensee Reporting

PATIENT INFORMATION

L cense Numbers officeTegfstration number, if applicable

Age Gender

date of Office Visit

Patient identrficatfon Number Pjurpose of Office Visit

a
Medicaid Medicare

Diagrjosls ICD-9 Code for description of Incident

1IL INCIDENT INFORPJJATION

Incident £)ate/and Time

Level of Surgery (II ) or l

Location of Incident;
^» Operating Room
ti Other

Q Recovery Room

Note: If the incident involved a death, was the medical examiner notified? a Yes a No
Was an autopsy performed? a Yes a No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)
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STATE OF FLORIDA DOH ConsumerServlces

Rick Scott, Governor
SEP 1 2 2018

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

1. OFFICE INFORMATION
Atlantic ̂ yrneixpenter:..pf JapksQnyijie Beach

Jacksonville Beach 32250 Duvel

City 2Ip Code County

1361 13th Avenue South #130

Street Address

904-249-2580

Telephone

Scott J. Trimas, M.Q^

Name of Physician or Licensee Reporting

ME56523/OSR 434

License Number & pffice registration, number, ii applicable

Patient's address for Physician or Licensee Reporting

It. PATIENT INFORMATION

Patient Name
JBffiEBSJUalHH

Patient's Address
39035

Patient Identification Number
Aging face

Diagnosis

111. INCIDENT INFORMATION

Female

Age Gender Medicald Medicare

Date of Office Visit
Facial

Purpose of Office Visit
E849.0

ICD-9 Code for description of incident

Level of Surgery (II) or (!!!)

9/6/2016-13:51
Incident Date and Time

Location of Incident:
©Operating Room
© OtherEas.nr. home.

Note: If the incident involved a death, was the medical examiner notified? © Yes ® No
Was an autopsy performed? ® Yes ® No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)

® Recovery Room

_no contraindications orLknown allergies underwejitjaniiunevfintful mini-facelift procedureon the /noming of September
6, 201 6. She was ASA Class II Mallampati OJass 3- _ ^ t ___________________ _____ ...... ;-r ,_....... ________ '.„., _ .
Procedure started 08:22 hours and was completed at 10:45 hours. Anesthesia ended jit 10:55 hours^ Patient's post-operative course was

uneventfuj. She was stable, alert, oriented, and voided prior to discharge. _ _______________ ' _ __
Patient remained at !he_office surgery center yntjj_1_l:5§ a.m. She was eya|Liated by surgeon and^ariesthgs[glQgigt and discharged when

they felt_she met criteria for discharge. Therejvere no issues with her post-operative course in recovery, _ ___ _ _
_After arriving home, the patjenfs friend contacted the practice with complaint of patient haying difficulty breathing. She was djrecied to call EMS.
There was a brief delay in_EMS arrival at the residence_because of its remoteness. When jtiey_arrjyed, patient was unrespojTsjye and they couid

not establish an airway. Resuscitation was attempted without success. _ _
Patient was taken to the_emefQency room of BaptjstJ-lospital - Nassau. Upon arrival at Jhe emergency department, patient was _u_n resp_onsive

and pronounced in the_em_e_rqenc'/ room. _ ____„_ _

DH-MQA1030-12/06
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QrFICE INFORMATION

City • . Zip Code County

Narne of Physician or licensee' Reporting

Patient's address'for Physician or Licensee Reporting

PATIENT INFORMATION

P.a]iej}t Identification Number

Diagnosi

]]},_ INCIDENT INFORMATION

ADVE

STATE OF FLORIDA
Rick Scott, Governor

F^HYSICIAN'QFFICE
RSE INCIDENT REPORT

SUBMIT FORM TO:
Department >f Health/Consumer Services' Unit

4052 Bald Cypress Way, Bin C75
Talla

. . . . . .
incident Dafe^and Time

Note; jf trie incident involved a death, was the medical examine
Was an.aufopsy performed? a Yes 6 No

A) Describe-circum'starices'of the incident {narrative]
(use add tibnal shee'ts as necessary (or complete response)

assee,. Florida 323S3-3275

33 r- 3

Telephone .

License Number & office registration nupiker, if appllcabis

Age Gender
}}-$£>-/£.

a «,
Medlcald Medicare

Datgjf Office Visit

. i - t
ICD-9 Cocfe for doscrtpfoon'of Incidertt

•Level of Surgery (I!) or i

Location of Inddani:
O Operating Room
S2 Other red £fA

JP Recoveiy Rboni

notified? a Yes 'a No

o "

TP ns f?/'mL.p. . Pr

DK-MQAK
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STATE OF FLORIDA
Rick Scott, Governor

DOH Consumer Services
PHYSICIAN OFFICE

ADVERSE INCIDENT REPORT OCT 2 8

SUBMIT FORM TO:
Department of Health, Consumer Serviees-Unit . _

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

OFFICE INFORMATION

Name of office

City Zip Code County

Name of Physician or Licensee Reporting

Patient's Address

Patient Identification Number

Diagnosis

III. INCIDENT INFORMATION

Incident Date and Time

.
Patient's address for Physician or Licensee Reporting

PATIENT INFORMATION

Street Address

Telephone

License Number & office registration number, if applicable

Age Gender
n a
Medicaid Medicare

Date of Office Visit

Purpose of Office Visit

ICD-9 Code for descriptJon ofmcident

Level of Surgery (II) o

Location of Incident:
Cooperating Room
DOther

C] Recovery Room

Note: tf the incident involved a death, was the medical examiner notified? QYes Q No
Was an autopsy performed? nYes n No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)

DH-MQA1030-I2/06
Page I of2



HEALTH
SUBMIT FORM TO: .

Department of Health, Consumer Services Unit
4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

OFFICE INFORMATION

Namebfoffi
dp

Street Address

City Zip Code County Telephone

Namejof Prjysician or Licensee Reporting License Numbers office registration number, if applicable

Patient's address for Physician or Licensee Reporting

PATIENT INFORMATION

Age •ender
a a
Medlcaid Medicare

Dale of Office Visit .

Pajkfk Identification Number Purpose of

Diagnosis
cWJ5u/^<^,g.
3 for descrintlon of incident

III.

ICD-9 Code for description of incident

INCIDENT INFORMATION

Inctodnt Date and time

Level of Surgery (II) or (III)

Location of Incident:
Q Operating Room
Q Other

^Recovery Room

Note: If the incident involved a death, was the medical examiner notified? a Yes a No
Was an autopsy performed? a Yes a No

A) Describe circumstances of the incident {narrative}
(use additional sheets as necessary for complete response)

C

r> Pi

pr^<curp

to 4o

\ 4-f -/-o

. TV.

DH-MQA1030-12/06
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Surgical, diagnostic, or treatment Accident, event, circumstances, or
procedure being performed at time of specific agent that caused the injury
incldepf (ICD-9 Codes 01-99.9) or event. (ICD-9 E-Codes)

Resulting injury
(ICD-9 Codes 800-999.9)

C) L st any equipment used if directly involved in the incident
(L se additional sheels as necessary for complete response)

D) Outcome of Incident (please check)

a D

a B

a s

a s

a A
«

X A

33 th

•ain Damage

)inal Damage

jrgical procedure performed on the wrong patient

procedure to remove unplanned foreign objects
maining from surgical procedure.

ny condition that required the transfer of the
patient to a hospital.

I
Outcome of transfer -e.g., death, brain damage,
observation onlv C\- Q'")Sipt/\£CB ry"N
Name of facility to which patient was transferred:
nruVun^e _$?r?AcricU rrvHoco &

I *-r ^rvtev-"

Q Surgical procedure performed on the wrong site **

D Wrong surgical procedure performed **

D Surgical repair of injuries or damage from a planned
surgical procedure.

" if it resulted in:
Q Death
D Brain Damage
D Spinal Damage
D Permanent disfigurement not to include the

incision scar
Q Fracture or dislocation of bones or joints
Q Limitation of neurological, physical, or sensory

function.
Q Any condition that required the transfer of the

patient lo a hospital.

E) List all persons, including license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers.

sq srva.

F) List witnesses, including license numbers if licensed, and locating information if not listed above

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent cause) Of this incident (Use additional shouts as necessary for complete response)

rpt

B) Describe Corrective Of proactive actlOn(s) taken (Use additional sheets as necessary for complete response)

DH-flQA 1 030- 1 2/06
Page k of 3



STATE OF FLORIDA
Rick Scott, Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT .

. " -SUBMIT.FORMTO; - "
Department of Health, Consumer Services Unit

4052'Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275 .

1 5 Zfltf

OFFICE INFORMATION

Name of office-

Ci Zip, Code ' ' County

Name of Physician or Licensee Reporting .

"'AXIS

%
- Street Address

Telephone , ' ,

License Number & office registration number, if applicable

Patients address for Physician or Licensee Reporting

II. ' PATIENT INFORMATION

Medicaid Medicare ''•

ICDr9 Code or description of incident

111. INCIDENT INFORMATION

Incident Date and Time

Level of Surgery (11} or (111)

'of Incident
Room

'Q'Other'
Recovery Room

Note:; Iftheihcidenf-invbfyeda'cieath, wasthe metHcalexaminer notified?"a Yes a No
' : Was an autopsy performed? Q Yes a No ' •

A) Describe circumstances of the incident (narrative)
. (use additional sheets as necessary for complete response)

\J\J

^^fyj

DH-MQAl 030-12/06
Page 1 of3



.1V09/2016 16:40 Bay Radiology Associates, PA

OFFICE INFORMATION

Name of offts

(FAJQ850 873 3974

STATE'OF FLORIDA
Rick Scott, Govempr

:. PHYSICIAN'OFFICE
ADVERSE INCIDENT. REPORT

• SUBMIT FORM TO: .
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bm C75
Tallahassee, Florida 32399-3275

N, ftxto M-to

P.002/004

.

. Komi Ja.ni'
Zip Code County

Name of Physician or Licensee Reporting

.Pattern's address for Physician or Licensee Reporfihg1

Street Address

Telephone

hflg 1 1 mo
License Number & office registration number. tf applicable

PATIENT INFORMATION

Patient identificaUon Number

Diagnosis

III, INCIDENT iNFORIVIATtON

[ncTdent Date and Tfme

Date of Office Visit
C-^v eryxnf JWbol l'3^-KXlv^

Ptirpose of Office Visit
^oto - e a >
(CD-9 Code for description of tncidera'

iLevel of Surgery (nj or i

iocationoflnddenf:
b'ng Room

Other
D Recovery Roam

,Nofe: If the incident involved a death, was the medical examiner notified? n Yes a'No
Was an autopsy performed? a Yes o No

A) Describe circumstances of the incident (na
(use adcTrtional sheets as necessary for cornplefe response)

' su. cd4a.ckQd. HvffxJ. v\ruy

^^--^_

rative)

fldbJU

"̂ ^> -̂l 1
^^-^

-. ' • • • • .. . • . i .;•'.-:• •• ... • • ''•

• '

DH-MQA1030-12/06
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11 /09/2016 . 16:40 Bay Radiology Associates, PA
* -.

B 1GD-0-OM Coctes

Surgical, diagnostic, or treatment Accident, event, circumstances, or
procedure-being-performed at time of specific agent that caused the injury
incident (ICD-9 Codes 01-99,9) . or event. (ICD-9 E

C) List any equipment used (f directly involved
(Use additional sheets as necessaryfor complete response)

M A -

(FAXJSSO 873 3974 P.003/004

Codes)

in the incident

Resulting injury
{ICD-9 Codes 800-999.9)

Of Incident (Please check)

•D Death

a Brain Damage

d Spinal Damage

a Surgical procedure performed on the wrong patient

a A procedure to remove unplanned foreign objects
remaining from surgical procedure.

$ Any condition .that required the transfer of the
patient to a hospital.

Outcome of transfer—e.g., death, brain damage,
observation only;

rne of facility to which- patient was transferred:
'

Surgical procedure performed on the wrong site v

3 Wrong surgical procedure performed

D Surgical repair of injuries or damage from a planned
surgical procedure.

** if it resulted in;
D Death
a Brjain Damage
D Spinal Damage .
a Permanent disfigurement not to include the

incision scar
Q Rjacture' or dislocation of bones or joints
D Limitation of'neurqlogicalj.physicai, or sensory

function.1
D Any condition that required the transfer of the

.-patient to a hospital. .

J . "

£) List all persons, including license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers,

ĵ i

•'FUList witnesses, including license numbers rf licensed, and. locating information if not listed above
' lHA\d4 W ' KJl bCbrt^ r2ATT PfT-mi^ ti~ A ?> 37 S.=?

IV. ' ANALYSIS AMD CORRECTIVE ACTION
A} Analysis (apparent cause) of this incident (Useadditio

i

B) Describe corrective or proactive actjon(s) taken (Us«

' ' ,

V;". •. ' • ; • /••:vjK//71 ,'

' .. SUSIWTO^

ial sheets as

additional si

. • •'.- .. ..

lecessary for complete response]

,

fl«ts as necessary ter eomploto josponse)

, -••' •-".-' m&- ile 7 <jo
BMITTTNIS REPORT LICENSE NUMBER

DATE REPORT COMPLETED- . TIME REPORT'COMPLETED ' ' • ;
DH-MQA.J03O-12/06 '
Page 2 of 2 ' .-



11 f09/2016 16:40 Bay Radiology Associates, PA TOB50 873 3974 P.004/004

November 9,2016

Attachment to Physician Office Adverse Incident Form

DOB:

DX! Malignant neoplasm of liver

Procedure performed: Liver Chemaembotetlon

Pt brought to procedure room via ambulatfon and placed on table in the supine position at 0323. Pt
draped and prepped in sterite fashion. Time out and pause for the cause conducted at OS4S. Procedure
started at -0849. 0907 chemo agent started via Dr. Jani. Pt tolerated well until 0909 when he stated he
needed to urinate. Urinal pJaced and pt urinated, 0910 pt started complaining that he could not breathe
and his face was red. His O2 dropped and 'ambu bag was placed ort pt and procedure stopped. Narcan
0,4 mg and Romazion 0.2 mg were given J V at Q91O. Pulse was stall felt and pt was in sinus tachycardia.
Pt continued wfth assisted breathing. 0914 pt stopped breathing, pulse was lost, smus bradycardia.at 56
B PR, CPR started at this time and EMS called, 1 ampule of Atrppme was given at 0914 and CPR
continued-1 ampule of Epinephrine was given at 0917 and oral airway was established. Pulse'fettat
0913 but lost again at 0919.1 ampule of Eplnephrtme given and suction performed at 0909. EMS arrived
at 0920 and faint pdse was felt. 0921 pulse lost and CPR started. 1 ampule of Epinephrine given at 092X
0922 pt was successfully intubated by EMS. Pulse v> as back and pt arousable at 0922. Sheath left in
place. Right groin and dressed with tegaderm by Dij. Jani. 0930 EMS switched IV fluids to-their bag and
[eft with pt via stretcher to BMC ER,

Kacey Carter, RN



OFFICE INFORMATION'1
Ls-fe. rfazj-i

Name of Physician or Licensee Reportin

atients aaaress tor rnysiaan or Licensee Kepomng

TATE OF FLORIDA
&ck Scott, Governor

PHYSICIAN OFFICE &OH C\E INCIDENT REPORT

SUBMIT FORM TO:
Department o^ Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

/ces

Ucerise Number & office registration number, if applicable

PATIENT INFORMATION

Patient Idefitmcation?Number

Diagnosi

UI. INCIDENT INFORMATION

Incident Date fend Time

Note: If the incident involved a death, was the medical examiner notified? a Yes a No
Was an autopsy performed? a Yes a No

A) Describe circumstances of the incident (narrative)
(use additional sheets asinecessary fojr complete response)

a a
Medicaid Medicare

ICD-9 Codefordescription of incident

Level of Surgery^ I) or I

Location of Incident
Q Operating Room

' Q Other
Recovery Room

DH-MOAI030-12/06
Page 1 of3



Codes

Surgical, diagnostic, or treatment
procedure being performed at time of
incident (ICD-9 Codes 01-99.9)

Accident, event,'circumstances, or
specific agent that caused the injury
or event (ICD-9 i-Codes)

C) List any equipment used if directly involve^ in the incident
(Use additional sheets as necessary for complete response)

D) Outcome Of Incident (Please check)

a Death

a Brain Damage

a Spinal Damage

Q Surgical procedure performed on the wrong patient.

a A procedure to remove unplanned foreign objects
remaining from surgical procedure.

Any condition that required the transfer of the
patient to a hospital.

Outcome_of transfer - e.g.. death, brain damage,
LeryatiojTonlv'N

NameoTTaciilfyto which patient was transferred:

Resulting injury
(ICD-9 Codes 800-999.9)

a Surgical procedure performed on the wrong site **

a Wrong surgical procedure performed **

Q Surgical repair of injuries or damage from a planned
surg cal procedure.

if t resulted in:
peath

a Brain Damage
Spinal Damage

a

Permanent disfigurement not to include the
incision scar
Fracture or dislocation of bones or joints
Limitation of neurological, physical, or sensory
function.
Any condition that required the transfer of the
patient to a hospital.

) List all persons, including license numbers if licensed, locating information and the capacity in which
hey were involved in this incident, this would inc ude anesthesiologist, support staff and other health

care providers.

AJn?

IV. ANALYSIS AND CORRECTIVE ACTION
A) Anajysisf(apparent cause) of this incident (Use add

£fc

B) Describe corrective or proactive action (<s) taken

A

F) List witnesses, including license numbers if licensed, and locating information if not listed above

is

DH-MQA1030-12/06
Page 2 of3
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Use aadlKonal sheets as necessary'Tor complete rtfeponse)



STATE OF FLORI&OH Consumer Services
Rick Scott, Governor
' - DEC 0 t 20%

HEALTH
OFFICE INFORMATION

tCQ1 141-fl

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

?I39
Name of office

City Zip Code County

Name of Physician or Licensee Reporting

Patient's address for Physician or Licensee Reporting

Street Address

Telephone

License Number & office registration number, if applicable

a a
Medlcald Medicare

PATIENT INFORMATION

ICD-9 Code for description of incident

INCIDENT INFORMATION

Incident Date and Time

Note: If the incident involved a death,, was the medica
Was an autopsy performed? a Yes a No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)

Location of Incident
Q Operating Room
C5 Qlher_ n

,,Q Recovery Room
c

examiner notified? a Yes Q.No

DH-MQA1030-12/06
Page I of3



B) ICD-9-CM Codes

£$79
Surgical, diagnostic, or treatment Accident, event, circumstances, or Resulting Injury
procedure being performed at time of specific agent that caused the injury (ICD-9 Codes 800-999.9)
incident (ICD-9 Codes 01-99.9) or event. (ICD-9 E-Codes)

i !
C) List any equipment used if directly involved in the incident

(Use additional sKeets as necessary for complete response)

I
D) Outcome of Incident (please check)

a Death

D Brair Damage

D Spinal Damage

a Surgical procedure performed on the wrong patient.

a A procedure to remove unplanned foreign objects
remaining from surgical procedure.

J£[ Any condition that required the transfer of .the
patient to a hospital.

Outcome of transfer-e.g., death, brain damage,
observation oniy^r/^c/froc^g*, evviCM^\o
Name of facility towhich pafieYit was transferred:

Q Surgical procedure performed on the wrong site "

a Wrong surgical procedure performed "

a Surgical repair of injuries or damage from a planned
surgical procedure.

" if it resulted in:
a Death
a B^ain Damage
D Spinal Damage
a Permanent disfigurement not to include the

incision scar
Q Fracture or dislocation of bones or joints
a Limitation of neurological, physical, or sensory

function,
a Any condition that required the transfer of the

patient to a hospital.

E) List all persons, including.license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would inclujde anesthesiologist, support staff and other health
care providers. .

j(ft<W,(V^ Room *J\*K0 "

F) List {

IV.
A) Anal

Pk
•

/itnesses, including

nCTn TMiA"/-/ nN

license numbers if lice

'

\NALYSIS AND CORRECTIVE ACTlof
•sis (apparent cause) of this incident (Use additii

?S<? 5QP cfireiOn*T\PTfr-

1

tsed, and

1
nal sheets as

locating information if not listed above

necessary for complete response)

\

_

see

SIGNATURE OF- PHYSICIAN/LICENSEE SUBMITTING REPORT LICENSE NUMBER
V.

DH-MQ4-1030-12/06
Page 2 of3



11/28/2016

underwent right stellate Iganglion block (SGB)on 11/15/16 for CRPS.
Patient underwent diagnostic right SGB on 10/18/2016 without any complications. As the
diagnostic procedure did alleviate his CRPS paii, I did a therapeutic SGB block on 11/15/2016
using a 25G 3 1/2 inch needle under fluoroscopj with mild sedation with CRNA present. We
confirmed the placement of the needle with contrast dye (Omnipaque) which showed needle
placement was along the sympathetic chain anc was not intra-vascular. Also, upon aspiration, it
was negative for heme. After the patient had good result from the SGB , I subsequently
transferred the patient to the recovery room in stable condition. The patient denied any shortness
of breath; neurological or vascular complication in the recovery room. Patient was alert and
oriented times three following the procedure at Jail times and I visited the recovery room multiple
times to assess his condition and the extent of His response to the sympathetic block. Prior to
discharge, I visited the patient again in the recovery room and the patient had no complications
at no time did the patient have a problem with swallowing and was provided with a soft drink by

difficulty in swallowing. The patient was askeda registered nurse in the recovery room with no;
to contac
to assess

me if he developed any complications. I told
lis response to the SGB,

that I would follow him the next day

I was notified that night at approximately at 7:40 PM by my associate, Dr. Kazi Hassan,
regarding^ |̂̂ 0 since he received a phone call from the ER physician Dr. Osborn at Morton
Plant North Bay Emergency Department. Dr. Osborn, the attending physician, had contacted Dr.
Hassan regarding a complication (respiratory distress) associated with the ( SGB) interventional
procedure. Immediately, I contacted Dr. Osborn, who explained that Mr. H arrived at the ER
with difficulty swallowing and respiratory distress and he found that it was prudent to intubate
the patient to prevent further complication. After arriving at North Bay Emergency Department,
I spoke to Dr. Osbom as well as the family members for. an additional 45 minutes and reassured
the family that I would continue to follow up om the care and condition of Mr. ̂ |̂ followingi ij |
his transfer and that I agreed with Dr. Osbom and his decision to protect his airway.

As reported to myself by his .family and;Dr. Osborn, he was asymptomatic for almost

made to secure his airway via intubation and subsequently transferred to Morton Plant Hospital
Clearwater for further care as he developed hematoma which was causing deviation of hisin

trachea.

Upon his arrival to Morton Plant Hospital in Clearwater, a CT angiogram was performed
Iwhich revealed a cervical hematoma without active bleeding. The patient was maintained in the
I '1 IICU and & repeat scan was performed several days later which did not show a reduction in the
! sl !size of the hematoma. Therefore, the ENT specialist made the decision to place a tracheostomy

due to the hematoma as he believed .the hematoma would resolve on its own. Since the



H-ORTOAEEPAKTMENT OF'
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HEALT

Z6I70DJ2P
STATE OF FLORIDA

i-^j> r'\N OFFICE '??,

ADVERSE INCIDENT REPORT

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

OFFICE INFORMATION
^ WnmQ.fr ,5

Name of office Street
i c«J

Address

City._ .Zjp_Cpde County,.... „ Telephone

Name of Physician or Licensee Reporting

Patient's address for Physician or Licensee Reporting

License Number & office registration number, if applicable

/R

a a
Medicare

PATIENT INFORMATION

of Office Visit
in ofFic^

Code for description of incident

Level ofSurge(y(II)or(Ilf)

III. INCIDENT INFORMATION

Incident Date
L

Location of Incident
Q Operating Room
Q Other

\% Recovery Room

Note: If the incident involved a death, was the medical examiner notified? a Yes a No
Was an autopsy performed? Q Yes a No

A) Describe circumstances of the incident (narrative)
{use additional sheets as necessary for complete response^

i ' , i. " •PM.V. -fajtiffin

J//- * U * JW ""/ 9^ ^^ /V •%/ /. J^ '

Wfyfa^t^, t^Atfrs*) dfysri
' $/M* _& * A/ /tf/ftr^nr/t^f-*/) J s^yt/JA/

-Artft. ̂  W*>f f ) )'f'T 'rJ&**™)A / ('j^ T '.y ~
/ *^7mvjh,f? facwM-ffctT

todf/ £ '/wteL
'#j£ *rtM>A//*/r MArJ





B) ICD-9-CW1 Codes

Surgical, diagnostic, or treatment
.procedure being'performed at time of
incident (1CD-9 Codes 01-99.9) '

Accident, event, circumstances, or
specific agent that caused the injury
or event (ICD-9 E-Codes)

Resulting injury
(1CD-9 Codes 800-999.9)

.C), List any equipment used if directly involved in the incident
(Use'addjtional sheets as necessary for complete response)

. ' •• . / /
D) Outcome Of Incident (Please check)

a Death

a Brain Damage

a Spinal Damage

Q Surgical procedure performed on the wrong patient

a A procedure to remove unplanned foreign objects
remaining from surgical procedure.

-$£ Any condition that required the transfer of the
_ - patient to a hospital.

. Outcomeof transfer- e.g., death, brain damage,
î observatiorl\onlv
T^aTTTCjjffacility to whichp'atie'nt was transferred:

T70r/0ti X/ir/fcTt/

a Surgical procedure performed on the wrong site **

Q Wrong surgical procedure performed **

Q Surgical repair of injuries or damage from a planned
surgical procedure:

** if it resulted in:
a Death
Q Brain Damage
D Spinal Damage
a Permanent disfigurement not to include the

incision scar
a Fracture or dislocation of bones or joints
Q Limitation of neurological, physical, or sensory

function.
Q Any condition that required the transfer of the

patient to a hospital.

E) List.all persons, including license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care provi

A

F) Listwjjnesses, including license numbers if licensed, and locating information If not listed above

I X

/
IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent cause) Of,this incident (Use addftional sheets as necessary for complete response)

B) Describe corrective Or proactive action(s) taken (Use/iddWonal sheets as necessary for complete response)

,y
V.

DATE REPORT COMPLETED
"DH-MQA1030-12/06 '
Page 2 of2

SUBMITTING REPORT LICENSE NUMBER

TIME REPORT COMPLETED



OFF,
KA

Name of office

City

-

STATE OF FLORIDA.
RickScottj Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

~*Gh

SUBMIT FORM TO: ^#t ^
Department Ojf Health, Consumer Services Unit-*,^.^

4052 Bald Cypress Way, Bin C75 • "
Talla lassee, Florida 32399-3275

CE INFORMATION

Zip Code County

Name of Physicijan'or Licensee Reporting

Patient's address for Physician or Licensee Reporting

If. PATIENT INFORMATION

Patient IdentifiratiorrNumber

DENT INFORMATION

Note: if the ncident involved a death, was the medic;
Was an autopsy performed? a Yes a No

Street Address

Telephone

License Number & office registration number, if applicable

F a a
Medicaid Medicare

Purpos

ICD-9 Code for description of incident

Level of Surgery (If) or (III)1

Location of Incident;
^Operating Room

Other
Q Recovery Room

examine

A) Describe circumstances of the incident .(narrative)
(use additional sheets as necessary for complete response)

notified? a Yes a No

DH-MQA10SO-12/06
Page 1 of2



B) ICD-9-CM Codes

Surgical, diagnostic, or treatment Accident, everf, Circumstances, or
procedure being performed at time of specific agent th
incident {fCD 9 Codes 01-99.9)

C) List any

or event. (ICD-9 IE-Codes)
t caused

equipment used if directly involved in the \t
(Use additional sheets as necessary for complete response)

he injury
. Resulting injury

(ICD-9 Codes 800-999.9}

D) Outcorijie of Incident (please check)

remaining

/ N patient to

a Death

a Brain Damage
/

Q Spinal Danage

a Surgical procedure performed on the wrong patient.

a A procedL re to remove unplanned foreign objects

"a Surgical procedure performed on the wrong site ** '

a Wrong surgical procedure performed **

a Surgical repair of injuries or damage from a planned
surg

**if

cal procedure.

t resulted in:

from surgical procedure.

Any cond tion that required the transfer of the
a hospital.

a geath
D Brain Damage
D ,Spina! Damage
a Permanent disfigurement not to include the

incision scar

Outcome of transfer-e.g., death, brain damage,
observation only
•Name-of facilty to which patient was transferred:

Fracture or dislocation of bones or joints
Limitation of neurological, physical, or sensory
[function.

a y\ny condition that required the transfer of the
patient to a hospital.

E) List all persons, including license numbers if Ik ensed,
they were involved in this incident, this would include anes
care providers., ^

flrl L,™*^ J). fi. - nS / 4 # 77

locating information and the capacity in which
hesiologist, support staff and other health

F) List witnesses, including license numbers if licensed, arid locating information if not listed above

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis {apparent Cause) Of this incident (Use add/tfonal shsets as necessary for complete response)

&7A

B) Describe Corrective Or proactive action (S) taken [Cse additional sheets as necessary for complete response)

Af

7
V. 05

SIGNATURE OF PHYSICIAN/LICENSEE $UBWIITT|ING REPORT LICENSE NUMBER
7/3611

REPORT COMPLETED TIME; REPORIT COMPLETED
DH-MQA1030-12/06
Page 2 of2



HEALTH SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

I. OFFICE INFORMATION
\iasrn larandSfyns

Name of office

Name of Pysician QrJ,Jcensee Re

Pa&eofs address for Physician or Licensee Reporting

3-3X7- M.-fterdaii or#2io
Street Address

Telephone

License Number S office registration number, if applicable

Diagnosfe

INCIDENT INFORMATION

Incident Date and Time

Q
Medlcaid Medicare

Date of Office Visit

Purpose of Office Visit

-lG&-&Codefordescriptionof incident

Level of Surgery (II) or (III)

Logatfbn of Incident:
^ Operating Room
Q Other

Q Recovery Room

Note: If the incident involved a death, was the medical examiner notified? a Yes a No
Was an autopsy performed? a Yes a No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)

in

DH-MQA1030-12/06
Paselof2



C) List any equipment used if directly involved in the incident
(Use additional sheets as necessary for complete response)

D) Outcome Of Incident (Please check)

Q Death

Q Brain Damage

a Spinal Damage

D Surgical procedure performed on the wrong patient.

D A procedure to remove unplanned foreign objects
remaining from surgical procedure.

&r Any condition that required the transfer of the
patient to a hospital.

Outcome of transfer— e.g., death, brain damage. ' // /
observation only Cgrhfhi" &£wtfkff
Name of facility to Which .patient was transferred:

^Lt-rl ^iC'm* -HCFP1-™]

D Surgical procedure performed on the wrong site *"*

Q Wrong surgical procedure performed '*

Q Surgical repair of injuries or damage from a planned
surgical procedure.

" if it resulted in:
a Death
a Brain Damage
D Spinal Damage
Q Permanent disfigurement not to include the

incision scar
a Fracture or dislocation of bones or joints
n Limitation of neurological, physical, or sensory

function.
a Any condition that required the transfer of the

patient to a hospital.

E) List all persons, including license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers.

F) List witnesses, including license numbers if licensed, and locating information if not listed above

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent cause) Of this incident (Use additional sheets as necessary for complete response)

B) Describe corrective or proactive action(s) taken (Use additional sheets as necessary for complete response)

V.

DAfE REPORT COMPLETED TIME REPORT COMPLETED
DH-MQAl 030-12/06
Page 2 of2



Patient:
Date of Birth:
Referring Physician:
Procedure:
Date of Service:

Luis Garcia Mayol MD
Bilateral Upper Extremity Venography
10/11/2016

CLINICAL HISTORY: The patient is aj-year-old female with history of end-stage renai disease on dialysis
referred for venogram of the bilateral upper extremities. The patient has a right upper extremity HERO catheter
which is nonfunctioning. The patient will be referred for possible access revision. The patient and her daughter
communicated to us that she had been allergic to iodine In the past but has recently undergone a CT examination
with contrast without an allergic reaction after steroid preparation. The patient was given a steroid preparation
prior to this exam and has taken all the medication as prescribed.

OPERATOR: Osmany DeAngeJo, D.O.

PROCEDURE SUMMARY:

1. Cannulation the right and left upper extremity
2. Bilateral upper extremity venograms with S&I •

LXFORMED CONSENT:

The procedure was done after obtaining informed consent. Complications including an inability to repair
the access and vessel rupture, both of which, could necessitate surgery, were reviewed with the patient

The patient was brought into the angiography suite and placed on the angiography table in supine position.
A timeout was performed prior to the start of the procedure in order to confirm patient identity and
procedure location.

A peripheral vein of the right upper extremity was accessed utilizing a micropuncture needle. A 018 wire
was introduced through the needle and needle was removed. A 5 French catheter was then placed over the
wire and the wire was removed. A venogram of the right upper extremity was performed utilizing TV
contrast material.

A peripheral vein of the left upper extremity was accessed utilizing a micropuncture needle. A 018 wire
was-introduced through the needle and needle was removed. A 5 French catheter was then placed over the
wire and the wire was removed. A venogram of the left upper extremity was performed utilizing IV
contrast material

FINDINGS:

RIGHT ARM

Distal forearm cephalic; 0.9mm diameter
Cephalic vein at elbow: 1.0 mm diameter
Basilic vein at elbow: ] .6 mm diameter



LEFT ARM

Distal forearm cephalic; 0.9mm diameter
Cephalic vein at elbow:!.0 mm diameter
Basilic vein at elbow: ! .6 mm diameter

The1 right and lef t subclavian vein, brachiocephalic vein appear occluded with collaterals extending
throughout the neck, and chest.

IMPRESSI OiN:

The patient has very small veins and occlusion of the bilateral central veins as described above. The
HERO catheter was identified in the right in te rna l j ugu la r vein.

Shortly after the last injection of contrast for total 15 mL of iodine the patient underwent:* seizure
most likely secondary to an allergic reaction despite steroid preparation per protocol. The patient
was immediately given 120 mg of Solu-iMedrol and 50 mg of Benadryl. The patient was also given O2
via! mask at 6 L/m. After approximately 10 minutes the pa t ient began to respond to verbal inquiries.
There was no cardiac or respiratory arrest. Rescue was called and the patient was taken to South
Miami Baptist Hospital as a precaution.

.Electronically Signed by Dr. BeAngelo

Osmany OcAngelo. D.O.
Vascular/Intervention a I Specialisl
Vascular and Spine Inst i tute

Clinical Assistant Professor of Endovascular
Surgery and Intervcntional Radiology
NOVA Southeastern University



PATIEPT i 5 NAME/PERM fi I*)CAL AEDRESS/SSft/PHOHE

SSft ^H |̂ •• AGE:
f • APT

PERM ADD PHONEi LOCAL ADD PHONE:

EMPLOYER

YIP: RETIRED
^ NOtrE

UNKNOWN

PHS 000 ODO-0000
FL 00000

Ina: KEDICARE OP 204 [ 1} BIHPLYELTH MD HMO NC

PRIMARY [CONTACT NAME/ADDRSSS/PHOHB

ACCIDEtni CASE/TIME ACC IHD . PREBY

COMMENTS PCP PIMEKTEI,, ELEONQR

063 { 2 } t )

EMSLOYER
DNKOWN
HONE
UNKNOWN FL 00000

ADKBY EMRCXP

30S 445-0700 REVBY

ADM PHYSICIAN 305 661-4610.
ooassa MXSC, ER DOCTOR

ATH PHYSICIAN 305 oSl-4511

008888 MISC, ER. DOCTOR
CHIEF COHPLAUIT
SEIZURE

Estimated patient Reaponnibiliey Amount)
Baaed on. tho jbmuranca imfon=acion provided by yoa and verified by youir in«ur«nc« e»CTi«r, th« ietinatod

cojpoanibiliey io ? UHK . Eotimiton are bailed an oar contract (1£ any) with., aha the boneflLo provided by your insurance

cocipany and th« average charges ior the tejjt(a)/procedure{s) Bchedulod. Your final bill raay be hijher, dop«ndino- on. th«
actual B*r

Baa&do en In/^i£onnaci6n. nobre el atguro tari.adada por noted y -rerificada por nn prtrveedor da ueguiro, 1« rcapoanabilidnd
del eatinacici A pagar d« su bolailXa ^n $ tlHK . I^>» enfciniidoa RocSn baaadoa »n nxi«Btiro concrkto (nl lo hub lor a) ooa,

y loa benfeCiiloa proviaboo por au compaSla do angiuro y loa cajcgao pcosscdio por (sl/loa cxaaenCea) /pcocodlmienCoLg) progranadoa.

Su facwra yLnfr!f pneda anr nuSa alta, dependiendo da loa earvicioa actunl&a brindadon.

TREATMENT
consent to all nodical and surgical procedures and treatment, including but not limited to surgery, medical treatment,

radiological examination, laboratory proc«duroB and/or inpatianC or outpationt oorviceo performed or rendered and aneatheaia.
and/or medicationa that may be administered by or under tie specific or general instructions ot my or my child's physician (s)
or HUrgeon(fl) during this hospitalisation or outpatient visit. In addition, I agree to abide by facility regulations designed
to enhance the care and safety of patients and I consent to the appropriate! diopaoal of any specimen or other bodily nateriala
removed during the course of my or my child's treatment.
COM5EKTIMIEHTO FARA ZRATAKlENTO
Yo consiento a todos los prccediiaientos mfidicoa y quirurgicos y tratoraien-to, incluyendo p«ro no limitadoo a oirugia,
tratamiento medico, eacamen radiologico, procedimientos de laboratorio y/o servicioa como paciente noapitalizado o ambulaeorio
realizados o brindados, y anaaeesia y/o medicBroentos qua pudieran administrarae por o bajo las instruceionas eapeclficaa o
generales del/de los n:edico(s) o cirujano{a) nioa o dn mi hijo dur«nte enta hospitalizaci6n o visica ambulatorii. AdooAa, yo
acapco cunplir con loo rcglomenCon dol eaeableciraiento eatoblecidoa pera tnejorar la atenci6n y seguridad <lu los pacientes y
conaienco a que se deaeche de Eonta apropiada cualquier especiinen u otroa waterialcs corporales extraldoa duraate el curso del
tratamienCo mlo, o de mijo.

NOTICE Or PRIVAClf PRACTICB AMD RELEASE Cr IWFOKMATiaN
I acknowledge that I was provided with a copy of tho Baptist Health Notice of Privacy Practices describing how Baptiut Hoalch
may us* and dioclooo icy health information undor tho fedoxal lav. Provided that Baptist Health continues its good. laith eCCort
to comply with the requirements oC the federal privacy lav, I hereby consent, to the use and. disclosure ot my health information
for the purposes and activities permitted under the federal privacy law, which are described in the Baptint Health Notice ol
Privacy Practices.
AVISO DH FXACnCAB DB rXXVACTDAD f DIVTJLCACIOW DH ZMTORKACIOH
Yo declare 'qua se me dio una copia del Aviso de Practicas de Privacidad de Baptist Health describiendo c6no Baptist Health
podria usar. o dtvulgar mi informaci6n do calud bajo la l*y fadoral. siampra qiio Baptist Health continue SM cafuexzo de buena £e
dc cumplir con iaa requisites de la lay de privacicled federal, por la prescnte consiento al uao y divulgaci6n. de rai intormaci6n
de salud con lo>y prop6sitos y actividades perrtitidos bajo la ley de privacicad federal, que estan dascritas en «1 Aviso de
Pr5cticaa do ,pj-/vacidmd de Bapcifit Health.

IniElaln /rlici aO. «a

User ID: EHRCXP LC EMR1

Date: 10/11/2016 Time
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that tha ta:rmn cf my advance directive, ahould I choooe Co execute one, will be Col lowed by this hospital to
required or allowable by law.

MEDICAL EDUCATION
I understand and acknowledge thaC this facility is a teaching facility, and that my medical treatment ra*y ba obaarved
and/or aided by residents, medical students, or othar students in the course of their draining ao he»lbh care profooaionols
SDOCACION KEDICA
Yo entiondo y declare qua este centre eo un centra do aducacicn msdica, y quo mi teatamicnto medico pudlera. sev obaervado o
nyudado par rosidcntan, aecudianteo medicos, u otro ootudianto en el curno do ou entrenmniento medico.

ADVANCE DIRECTIVES UlPORHATlOlt — I1TPATIBKT3 I acknowledge that should I be admitted, I will receive written information

concerning]my individual rights under Florida law to pake decisions concerning my medical/health cara. I und«rntand that I

have Che right to execute an Advance Directive and vill be provided tha opportunity to do HO. I understand that I am not;

raquired to execute an advance directive aa a condition of receiving care at thia hospital. I also acknowledge and
underotnnd

the extent

XITPORMJ.CI6N GOBRB DIRECTRICES A1TTXCIPADA3 (Solamento para pacieneas adultos hospitalizados) "To declare que si sa tie

ingresa, recibire informacion por escrito sobre mis derechos individuals bsjo las leyes d« la Florida para tomar

decisionea aobre mi atencicn mfidica/salud. Yo comprendo tjue tengo el derecho de ejocutar una Directriz Anticipada y que se

rac dara la oportunidad de hacerla, Comprendo qua no se me obliga a ejecutar una diractriz anticipada como una condici6n

para recibir atenciOn en eate hospital. Yc tambien reconozco y comprendo que los tSrrainos da mi directrix anticipada -de
escoger ejecutar una- serfin seguidos por cste hoapital haata donds la ley lo requiera o porroita.

ADVAHCE DIRHCl'IVBS llfyORMATION — OUTPATIENTS

Bisod on tha naCure at outpatianc corvicac, wharo a patient' D aC.a.y i.a abort tern and doean't allow auCiiciont tine Cor a

physician ,to determine if the ccnditione of the living will have been met, as permitted by Florida Law, full care within

tha capabih-itieo of chc facility will bo provided. If the patient inaists thne he/she wants reauscitacive measures

withheld, 'any treatment, test or procedure will be cancelled. Patients win be instructed to notify their- physician, with

tho exception of any treatment test or procedure requiring the physician's presence/ in these cases the referring

physician iwill be notified by Che facility and the reason(s) for cancellation documtmted in thu medical record.

INFORMATION 3OBRH DIRECTRICES AHTICIPADAS — PACIE1ITE3 SZTERMO

Conforms a la naturaleza de las servicios ambulatories, en log que la bravedad da la astancia. dal pociontc no permits que

un medico tenga tiempo suficiente para determinar si se ban cumplido las cstipulaciones del Testamento vital, da acuerdo

con lo permitido por la lagislacion del octado da Florida, oe brtndara aeenci6n complota oegtin las capncidades dal centro.

Si el paciente insiste en quo no desea la implementaci6n de raedldas da resucitacifin, so suspenderS todo trataraiento,

pruaba o procodimionco. Al pacionto oca la indicari que notifiquo n au mfidico, con excepci6n de cualquier tratamiento,

prueba o procediaienco que requiera la presencia del rafidico. En tales casos, se notificara al medico reniteace y los

ractivos do la cancclaci6o ae documentar&n en lo historic cllnica.

i
IHDBPENDENT PRACTITIOKERS

I recognize that physicians, surgeons and allied health. proCeasionals providing roedical services Co me or my child as a

patienC of this facility are private practicing phynicians/professionals and not employaoo or agcnto of tthia facility.

These private physicians/professionale include, without limitation, radiologists, anesthesiologists, patbologista,

energencyjrcom pbysiciajis, ICU phyciciann, naonfttologictfi and all ocher Fhyniciano/profcDoiooals called in consultation.

PKACTICANTES INDHFBtTOIEMTES

Yo raconozco gun loa mfidicoo cirujanoo y profooionaleo nliadoo do la 0alud que farindan aervicioa mSdicos a mi, o a mi

hijo, como paciente de este cstablacimienco, son raedicos/profesionales en practicas privadaa y no empleados o agantea de

ooto estoxilccimiento. Eotoa medicoa/profeaionaleo privadca incluyen, sin limiCacioa, radi61ogos, anestesi61ogos,

pat61ogos] rcddiccs del sa!6n de emergencia, medicos de ICO, neonatfilogos y todoa IOB otroa medicos/profasiona-laB que co

llamen en consulta.

CONSENT TO PHOTOGRAPH

I authorize the facility and its affiliates to take pictures of my or my child's raedicnl or surgical procedure (s) and

condition(s) and co include such photos in my medical records.
coNSEirrrwiBKTo PARA POTOORAFIAR
Yo autorizo al centro y sus afiliados a tomar fotos de las condiciones y procedimientos medicos o quirurgicoa raloo o da mi
hijo e incluir taleo fotton en mi record medico.

RECEIVED AS IS

User ID: EMRCXP 1C EMR1
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ASfllONHEHT Or EHBURRHCB BBBEniB XOJ APEQXHTKEHX AtmfORXZED KEPRBBENTATIVE
I authorize payment of Medicare, Medicaid or other instance benefits otherwise payable to me for the serviceo provided that
are d«<wn»d nftcasnary by my or my child-a phyoicion(a), directly to thia facility and its affiliates, attending and consulting
physicians and allied health professionals. Where MEDICARE AND MEDICAID BENEFITS are applicable, I certify that the
information given by me in applying for payment under Title rvill or XIX of the Social Security Act ia correct:, and raguant
that these payments o£ authorized benefica be made directly to this facility and ita affiliates, attending- and consulting
physicians and allied health professionals on ray behalf. For coverage or benefits tinder ny ERISR fa federal law that seta
minimum standards for most voluntarily ontabliohed. ponoion and, health piano in private induotry) health bencfitn plan (the
"plan"}, if applicable, I appoint the licensed and legal owner o£ thia facility to act on rny behalf. I further authorize this
facility, as wtf authorized representative, to receive any and all information that in provided EO ma, and to act tax m« in
providing information to my Plan that relates to any claim* for_ coverage or benefits under eh« plan, i agree to execute such
documenta as shall he appropriate and authorize this facility and its affiliates to share my medical record and/or any
information contained therein, including, without limitation, laboratory procedure results (such as HIV test rooulto), with.
Kedicare, Kedicaid or any other applicable insurance benefits provider Co further the purposes of che foregoing.

AEIGHUCIOK D2 BJCNZnCIOE DB S2GDBO Y SOMBRAKEEIJTO DE TOJ 3USPHHSEHTATB AUTORXaXDO
Yo autorizo el pago a Medicare, Medicaid u otros baneliicioa de seguro da otra forma pagaderos a ml por los servicioa proviatos
que consideren nHcsaatioB mi medico(sj or el/los de mi hijo, dirsctamente a ooto contro y eua afiliadoo, medicos tratantea y en
conaultas y, profesionales aliados do salud, Donde apliquen BENEFICIOUS DE MEDICARE y MEEICAH), yo certifico que la information
brindada por mi al aplicar para pago bajo el Titulo XVIII or XIX de la ley del Seffuro Social es corrects, y solicits qua eston
pa.aoB d« los bonoficioo o-utorizodou oc hagan direccomente a este eotobleciiniento y sue afHiadoaj medico traCante o en
consults, y, profesionales aliadcs de aalud de parte mio. Para cobertura o beneficios bajo my EHISA (una ley federal qua
eatablece escandaras tninimos para la. nayoria da loa planes d« panoiotv y calud volxmtairsir.onto entablocidoa en la industria
privada) plan de beneficiaa de ualud (el "Plan-l si aplicara. Yo nombro al dueno licenciado y lagal de este eatablecimito para
que octue en my nombre. Yo tarabien autorizo a este estableciniento, como mi representative autorizado. para racibir cuolquiar-a
y toda la information que se me brined, y para actuar en my notnbre al dar a mi Plan infomacion relacionada a cualguier reclamo
para cobertura o beneficious bajo csta Plan. Yo acuerdo ejecutar tales documentos segun sea. apropiado apropiado y aucorizo a
«sta inataiaci6n raedica y BUS afiliadao a compartir mi historia olinica y/o oualquicr informacifin concenido. en In misme,
incluyendo, a tltulo enuaciativo pero no linitacivo, resultadoa de procedimientos de laboratorio (tales cotto reaultados de
pruebas de jVIHl , con Medicare, Kedicaid o cualquiei: otro proveador da beneficioO de neguro correspond!antepara. mcjorar loa
propooitoa de lo antetrior.

OUARAMTEE OF PAYHENT

I guarantee payment of. any and all charges incurred, uhicR are not covered or »llo"ablo by ray imiurnivco, or Medicare, if any, eo
this facility and its affiliates, attending and consulting physicians and allied health professionals. This includes any denial af
payment due to lack of medical necessity or pre-certification/authorization (as pay be determined by a r«view organization), lack
of affiliation with on 1IMO or any other constraint imposed a.a a condition of my insurance coverage. It is further agreed that it
this account is referred for collection, I will pay the costs ot collection including litigation costs and reasonable trial and
appellate 'attorney's fees- Sn Itemized Mil is av»ilablo from Patient Financial Sarvicea. I understand and acknowledge that the
bill i will receive rrora this facility may not inclutae charges Cor the services provided at this facility by attending and
consulting physicians and allied health professionals, r may be billed separately by these individuals, who may or m»y noc be
contracted providera wieh my insurance company (i£ insured), and understand it is ray responsibility to pay for those.
GCARANTIA JOB PAGO
Yo garxntizo el pago do cualquiara y todon loa cargos incurridoo, que no eaten cubicrCoa o permitidoa por mi seguro, o Medicare, ai
la hubiera, a este estahleclmiento y sus aCiliados, medicos tratantes y en consult* y profeslonales aliadoa de salud. Esto incluye
cualouiac nesativa de paga debido a falta de neceiHLdad n6dica o pre-certificaci6n/autorizaci6n {eagiin pudiera detenninarlo una
organizaciin do revision), falta do afiliacifin con un HKO o cnalquiera otra restriccion impueata como condiciSn para ni cooertura
de seguro.' Adcmis, acuerdc que si esta cuenta se refiere a cobra, yo pagarfi los costos de cobra Incluyendo las coscos do la
tjuarclla y hosorarien razonobleo del ebogado de la corte y apelaciftn. Hay diaponible Una Cactura desglosada de los Servicios
Financieroa del Paciente.
Entiendo y reconozco que la facCura que rocibirfi do parte de asta ineta.laci6n pudiera no incluir loa cargoa ptar concepto do los
servicioa preatadoB, «n eaca inetalacion, por los medicos cracantes y consuleores y por otros proEeeionales ds la salud asociados.
Es posible que sea facturado aparte por dichas individuos, quienes pueden ser o no ser proveedorws bajo contrato con ai aaeguradora
(si eotuviera oacgurado), y entiendo que soy responsable de pagar dichos nervicios por separado.

AS IS
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THIRD FAHTTf COMHCHICATICNS
I horoby con««nt; to and authorise tfaio CaciliCy ond ito olfiliotea ee well aa any third paxeiun ocCing on thair banall or £or
choir- bonodc ana any nucceaaora, aooigni, orriliaten, or a gouts, including without liraitation any debt collectors, to make calls
to, flcud taxt men a a? OB to, co=mnnlcato with m& and/or contact cw at nay tolophoc* muabgr or o-mail addraoa caaociated vith tay
uaoount(B),' including, without liinitotiou, any telephone aurcbox ounigned to a paging service, Cflllulaj: colephono service,
opocialized nobil* radio aorvica, or otbor radio cownon caxrior service, or any norvic« Cor which I am eharcod to= th« c«ll,
whothar auch munboe 01 «-mail »ddroeo wa« provided by no in tha pnot, proa ant or £ufcur« or whothur obtained by any ochac mothod
whatHoeverJ I agra* that nochodB o£ contact maay include using pro-rscorded or artificial voico coaaago and/or on automatic
telephone dialing syBtera. Thi« consent. and authorization shall bo conotra«4 a« bro»dly &« poooibla undar *7 0.U.C.A ooction 227.
COKOJaCACIOHEO COH TEHCEROB
Por la prescnto conalento y autorizo a cste ceatro y BUB aEiliadoa anl como a cualguior cercero accuando en BU noobre o para cu
b*n*£icio y cu»lqulor ouoccor, aoignatio, aEIliado o ogcnto, incluycndo ain limiEttcionea a cualquier cobrador de deudaa, a hacer
llamadaa, Bnvier censajoB de texto, comunicorse conisigo y/o concactarme a cualquier nuraero dc celfifono o direcci6n de correo
electrccico aaociado con nd (nl cuenc-alo) , incluyendo, y nin lindtacioncs, a cualquior numnro de tolfifoao acigrudo a acrvicioa de
Ictcalizacion (pagers) , aervicios de telfiXooo celular, serviciafi da radio raovil aapecializado U otros provaedor de servicios de
radio coaun, o cualguier servicio por el cual se ae cobre por la llarwda, lo raifrao el tal nfimcro o dir»cci6n d» corroo
«loctr6nico lo brindfi yo co el poaado, prcacnte o futuro o ai Cue obtenido mediante absolutameoce cualqular ocro nficoao. Esccy de
acuerdo quo los mfetodos da coaunicacifin puedcn incluir usar tin mansaje pre-grabado o de voz artificial y/o un siscema qua marca
el tal6£ono automSticamont* . Ccto connontimiento y autorisacifin oe intezpreCarA tan anpliair.onto como sea poaiblc bajo el 48
o.s.c.A. seccion 22T.

PERSONAL
I acknowledge that this Eacility docs not accept responeibilicy for any personal property, I understand that thin facility
adviflcn paticnca to send any voluoblca home or co inquire about securing veluablea, i£ this service is available in tho treatment
sotting. I accept Che risk oC loss or dairjige to any ol my or my child's personal property.
OBOETOS ySRSGHXLBS DE VALOR
"To reconozco que este contra no acepta responsabilidad por ninguna propiedad personal. Comprendo que este centre acooBeja a Ion
pacientes o^ic envlen a caoa BUG arclculoe do valor o progunesn nobro cotno, rooguardar oun objetoo de valor, ai cste aervicio esta
disponible cl del tracamiento. to acepto el riesga da p^rdica o dano do cualquier propiedad personal mla, o de ml hijo.

EttMl- COMKO1.1CATIOHB

By providing on e-mail address above, I will be able to accost the Baptist Hoaltb, pacient portal co obtain information about
the services I received at this facility. I consent to the use oc than e-mail by this facility and ics zfiiliatos to

communicate with me and to send tie information related to th« sorvices provided by tha facilities and/or eheir affiliates,
and other related reasons. However, e-mail will not be used, to communicate clinical information about ray condition, care,

or treatment unlass I separately consant to UBS e-mail for that purpoaa. t understand Chat this facility and/or ita

affiliates and their employees, medicil stafC and agents may use, save, and have accass to e-mails that are sent Erom or to

ma for chooo and any logally permitced purpofloo. I alao understand that e-mails may include pertjon&l information about m«,

that the information included may be accessed by any Individual who has access to tha e-nail address I have providnd, and
chat it io my responsibility Co safeguard access Co that information. (Nocei Any e-mail address provided by a parent for

communication on behalf of a patient who is their minor child will no longer be used by Baptist Hoalth aftar tha data that
child bocomco an adult).

COMOKICACIOHES POR CORRZO ELECTR6HICO
AI brindar la diracci6n de correo electronico que aparece arriba, yo podrfl tener accaso al portal de pacientes da Baptist

Health V obtener informaci6n sobre los aervicion qu« he recibido on ast« cencro. Yo conciento al uco do esc oorrco* i
electronico por parte de eate centro y sue atillados para comunicarse conmigo y enviarme infornacifin relacionada con los

servicios brindados por los centres y/o BU» a-filiadou,' y otrao razonea rolacionadas. Sin embargo, ol corroo electr6nico no

se utilizara para caraunicar informscifln clinica eobre mi condici6n, atejicion o trataniento a raenos cua yo por separado

consienta al uso del corroo olactr6nico con oaa prop6cico. Comprendo quo ooue centre y/o aus ofiliados y sua empleados,

personal infidico y agentes puedeo usar, guardar y tenar acceso a los correoa electrfinicos que yo onvie o se me anvlen para

cualquier] propisico pexmitido legnlm«nte. Tambien comprendo qua los correos tilectronicoa pueden incluir inCormaci6n personal

sobre m£, mi condicifin, o servicios brindados por el centro a BUB afiliados, que a IA informacifin incluida pudiora cenor-
acceso cualqaier individuo que tanga acceso a la diraccion de correo electronico qua yo brindft, y que es mi responsabilidad.

PERSONAL REPSSSDJTAHTIVE'S AUTHORITY TO
ACT/REIAQIOH ^E AUTORIDAD DBL REPRESSMTANTE.

PMIKXT OR PERSOHAL REPRESEirffiTTVS/
FIRMA DEL PACIEKTE O DEL REPRESEWTAETTE

T1KE/HOPJ,

User ID: EHRCXP LC EMR1

Date: 10/11/2016 Time 16:H5
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10/11/2016 15:11

Patient:
MRN: 000001387800 EAD: 005139471 Acct#:

DOB:
Sex: F Age:I

PCP: PIMENTEL, ELEONOR,
ATN/REF: GONZALEZ-ROJAS, YANEICY,

Chief Complaint: seizure

Time Seen: 15:23 Oct 11 2016; initial patient contact, initial documentation.
Arrived- By ambulance. Historian- patient and family.
Attending Note: Documentation assistance provided by scribe (Alyssa Anteen). Information recorded by
the scribe was done at my direction (Dr. Campbell). Information recorded by the scribe has been reviewed
and validated by me (Dr. Campbell).

HISTORY OF PRESENT ILLNESS
Chief Complaint: SINGLE SEIZURE. This occurred today. Unknown when patient was last known well.
The patient has recovered. Seizure was not witnessed. Had a single isolated seizure. Post-ictally has
had weakness. No injuries noted.

Did not recently change anticonvulsant medication or miss recent dose of anticonvulsant. No recent sleep
deprivation or alcohol recently, f y f presents with a single seizure episode that occurred today while
having an Iodine injection for a scan at a spine center. She was premedicated with Prednisone and
Benadryl due to a Iodine allergy. Per son, she was being evaluated for possible blood clots (her lungs are
clean, per son from her last CT scan) and her graft not working. Pt is on dialysis M.W.F and only had
about 45 minutes ot dialysis yesterday, and she usually receives about 4 hours of dialysis.

Similar symptoms previously: Once. ( Per son, she had one prior seizure episode in the past and he
states that ft occurred "a long time ago.").

Recent medical care: The patient was seen recently in a clinic. ( For a scan to evaluate her blood clots
and her graft not working.).

REVIEW OF SYSTEMS
No! chills, fever, double vision, eye irritation or ear pain. No hearing loss, epistaxis, runny nose, sore throat
or cough. No difficulty breathing, diarrhea, nausea, vomiting or hematuria. No joint pain, neck pain,
laceration, skin lesions or headache. No difficulty with urination or swelling. The patient has had
abdominal pain (chronic). She had seizure activity. All systems otherwise negative, except as recorded
above,

PAST Hi STORY
( Per son, she has a hx of chronic abdominal pain). Hypertension. Anemia. Hypothyroidism. Renal
failure; on dialysis. Lupus.

Surgeries; Appendectomy. Cholecystectomy. Had hysterectomy. Lung surgery.
Allergies:

10'11/201615-n MRg 000001387800 VI Cllrkgl Rgporl • PnvslcJans/Mid Levels i of 6_



SOCIAL HISTORY
Never smoker. No alcohol use or drug use.

ADDITIONAL NOTES
The nursing notes have been reviewed.

PHYSICAL EXAM
Vital Signs: 10/11/2016 15:19 BP: 158/124. HR: 93. RR: 33. O2 saturation: 93%. Temp: 97.6 F. Have
been reviewed and appear to be correct.
Appearance: Alert. No acute distress.
Eyes: Pupils equal, round and reactive to light
ENT: Normal ENT inspection. Moist mucous membranes. Pharynx normal.
Neck: Normal inspection. Neck supple.
CVS: Normal heart rate and rhythm. Heart sounds normal.
Respiratory: Respiratory distress.
Abdomen: Soft and nontender.
Back: Normal inspection.
Skin: Skin warm and dry. Normal skin color.
Extremities: Extremities exhibit normal ROM. No lower extremity edema.
Neuro: Alert. Oriented X 3. Cranial nerves normal (as tested). No cerebellar findings. No motor deficit

LABS, X-RAYS, AND EKG
EKG: EKG time: (15:28 Oct 11 2016). Tachycardia (110). Normal P waves. Normal QRS complex.
Non-specific ST segment / T v/ave abnormalities in lead V1, V2 and V3. The study has been interpreted
contemporaneously by me. The study has been independently viewed by me.
Laboratory Tests: Laboratory tests have been ordered, with results reviev/ed and considered in the
me'dica! decision making process.
BUNJ: (COL1: 10/11/2016 17:52) ( MsgRcvd 10/11/2016 18:53} Final results

This order is a replacement: o£ cbe rejected ordatr winh accession number 2651621360.

co:

This order is a replacement of the re-jected order with accession number 2651621360.

Test" "'•Result" "Flac"

Thi

•"Test'
BUH

"Result'
51

•Flag' *- 'Units "
mg/dL

(COLIi: 10/L1/2016 17:52) 10/11/2016 18:43) FjLnrtl

CO2 {Bicarbonate)
A n i on G^p

21
1 4

mraol/L

' (Reference)
8-23)

-• (Rererence) '-
(21-32;
J2-15)

POTASSIUM: ICOLL: 10/11/2016 17:52) MsgRcvd 10/11/2016 18:43} Final results

ardor: in a replacement of nho rejected oedsr with accession number1 2S51621360.

Potassium
Calltjd Uo and tutid btit:!c byr

rn y»lony poreds an 18-30 10/11/lS/vp

'-Result:"'
6. 6

'Flac'
HC

*-Units1

inmol/L
"* (Reference) *'*
13.5-5.1)

TROPONIH I: (COLL: 10/11/2016 17:52) ( MagRcvd 10/11/2016 10:-33) Fi.n=l results

This order is a replacement of the rejected ordar with accession number 2E51621360.

'Tea t"* ' 'Result" "
"coponm I 0,35 H

lQ'11/201615-11 MR#QQQOQ1367800 VIsiff^^^^» Clinical Report- Physicians/Mid Levels Z.gf£

' 'Units'
ng/mL

' • ( R e f e r e n c e ) • •
{0 .00-0 .05)



CHLORIDE:

Thia

(COLL: 10/11/2016 17:52! I MsgRcvd 10/11/2016 18;43) Final results

ordsr ia a replacement o£ the rejected order with accession number 2E5162136Q.

[-Test'*
Chloride

"Result**-
100

"Flac* •''Units'1'
mniol/L

~ [Reference)

£AT]CREAiTINIWE: (COLL: 10/11/3016 17:52) { MsgRcvd 10/11/2016 18:43) Final rosults

This ordar is a replacement of the rejected order with accession number 2651621360.

"Result"
6.44
7.9

mg/dL
ratio

" (Reference) *'
10.60-1.30)
; i2 .0-20.0)BUN/Creat Ratio

SODIUM: (COLL: LO/11/2016 17:32) ; MsgRcvd 10/11/2016 18:43) Final results

This order is a replacement of the rejected ordar with accession number 2S51621360.

"*(Reference)'*Test"
Sodium

"•Result*-*
133

^Flac*--
L

^"Units'
mmol/L

GLUCOSE (RANDOM): (COLL: 10/11/2016 17:52) ( MsqRcvd 10/11/2016 18:43) Final results

This order ia a replacement of tne rejected ordar wit.i accession number 2£t>1621360.

•Flflfl*
Slucose, Random

BKAiN "T W/O CONrKAS'J :

117

(COLb: 10/11/2016 17:20)

'Mini r..i*'
mg/dL t f lO-126 )

( MsgKcvd 10/11/2016 17:33] Mew Order

CT 7895GDT
ORDERED BY: DAMION RIRCHARD CAMPBELL, H.D.READ BY: LORNA WILLIAMS ON: Oct 11 2015 5;3l2 + "FINAL

RESULT* "-ADMITriNG DZAONOSIS: SEIZUREPROCEDURE: SCT 7395 BRAIH CT VIO COHAtC #: 20351880 DaLtt: Oc_ LI 2016
CPTi 70450PROCEDURE: BRAIH CT WO COKCLINICAL INUICATEOH:SEIZURE AI1D HEADACHE TODAYCOMPARISOH: 01/24/2016 CIT
brainrECEUIIQUE-'HoncDntrast axial ijcaqes throuqh the brain were obtained. Radiation dosereduction techniques
used £or this exam include: Iterative ReconsteuctionTechnique and/or adjustments of the mA/kV according to
patient size.DISCUSSZOHrThe vertriclss are midlinB and nondilated. Hemorrhage or acuteextra-axial t-Luid
colifeccion is not seen, Genei:cJ.ised cortical and csncL*al atrophy ia aeen stable when compartsd to the prior
ftvflmi nnt-.i m . n«c-.rRfl.i tsd n tr.Rmwr.i nn i .1 .inf*n wi r,hi n rhftp«-i vpnhri r.nl nr vhif.B wnT.r.p.r .siifjgR.tr.i ng mi 1 d .tm^ 1'
vessel ischenicchanges, stable fron; prior exam.No acute parenchyraal attenuation abnormalities are
identified. Hodefinite area of acute infarction is seen. The visualized ossecus structures are
intact. !MPRESsroH:No acute intra.cranial findings .READ B'fr LORRA WILLIAMS OK: Oct 11 2016 5:31P' • 'FINAL-
RESULT-'*

CBC WITH DEFF - BHSF: (COLL: 10/11/2016 16:20) ( MsgRcvd 10/11/2016 17:11) Final results

•-Tea L-"
WBC
RBC
Hgb
Hct
HC1/'
HCH
HCHC
ROW CV
Pit Ct
MPV
Diff .Type
I Heutrophils
t Lynphocytes
t MojiucyUtia
1 Eosinophils
k Basophils
% Iran . Gran .
Metanyelocyces, Myelccytes ,

Ab.i BRiif.rophi 1 .•<
Abs Lyraphocytes
Abs Monocytes
Atas Eosinophils
Aba B-aoophila
Abs Iran. Gran.

"-ReaulL"
15.75
4.30
13.6
43. 0
100.0
31 .6
31.6
17.5
106
9.9
AUTO
9 0 . 9
6.0
1.8
0.1
0.1
1.1

and fcomyelocytes only

1 4.31
0.95
0.29
0.01
0.01
0.18

--Units'
K/uL
M/uL
g/dL
*
£L
pg
g/dL
-%
K/uL

K/1JI.
K/uL
K/uL
K/uL
K/uL
K/uL

3.40-11.00)
3.80-5.20)
12.0-15.0)
3D.0-4^ .0)
00 .0-100 .0)
y.K. 0-.15.0)
32.0-36.0)
U.5-14.5)
130-360)
7.7-13.2)

40 .0 -70 .0 )
17.0-45.OJ
3.0-12.0)
0 .0 -7 .0 )
0.0-1.0)
0 .0-0 .4)

1 . 1 0 - f i . O O )
0.60-3.10)
0 .00-0 .36)
0 . 0 0 - 0 . 3 6 )
0 .00-0 .08)
0 .00-0 .03)
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tlJR
fnterpretive Comment:

2.0 - 3,0 Therapeutic
2.5 - 3.5 Mechanical Heart Valve

-'Result1

18.1
1 • 5

'•"Units'
Seconds

*(Reference)
;1L.1-15.3)
; o . e i , 2 )

Estimated Glomerular Filtration Rate:
FinatL results

Ist.Glora.Filtr.Rate
^stinated GFR if African American

(COLL: 10/11/2016 16:20)

" -Result" "Flac* ' "•Units"
Result: mL/min/1.73sq.ai
= SEatinated GFR if non - African American = 7

( MsgRcvd 10/11/2016 16:45}

(Reforonc*)* *

Hote: The estimated gloraerular filtration rate (eGFR) is
calculated using the simplified 4 variable 1-1DRD formula.
An eGFR value above 60 mL/min/1.73 sq. meters is simply reported as
>6Q mL/nii-n/1.73 sq. metoca and noc as an exact; number:.
It is important to recognize that this prediction eolation has
many limitations and may not be valid in the following conditions
or situations; rapidJ.y changing renal tunction, ages <1K and >70 years,
pregnancy, exceptional dietary
prnr.f.ir.n (wprjp.r.flrifln, r.rRflt-.in« -TJppl «mRnr..<JJ , nny Rxr.rRTTfis c.f body .11 r.H,
any changes of ir.uscle mass (amputation, muscle wasting, malnutrition,
paraplegia, quadriplegia,diseases of skeletal muscle) and prior to
dosaging drugs excreted by the kidney.
In these clinical conditions, clinical judgement is necessary
and a twenty-four hour urine collection may be considered.

AKI Risk FAILURE
Staging for A.CUCS Kidney Injury (AKI) based on rtodifiad RIFLE

classification, AKI Network staqes and the Kidney Disease Improving
Global Outcomes (KDIGO) guidelines.
RIFLE?Risk Injury Failure Loss End stage
Ba=*line 3Cr - 0.79750G Collected,- #-f#iS*M
Per.nTnTno.nric.tn'or: (Tn hft U.IRH only for moni r.ori ng p^riRnr clinir.fll .srflf.u.s)
Notify the attending/managing physician
Acute Kidney Injury is defined as the presence of any cf the following:
1. Increase in serum creatinine by >=0.3 mg/dL (>=26.5 microraol/LJ wichin
48 hours; or
2. Increase in serum creatinina by >=1,5 throes baseline, which is knovn or
presumed no have occurred within the prior seven days; or
3. Orino volume <0.5 mL/kg/h for six hours
R:SK
Stage 1 — Increase in sorum craadinine to 1.5 to 1.9 cimss baseline, sr
increase in serum creatinine by >=0.3 ng/dL (>=26.5 raicroracl/L), or
reduction in trine output to <0.5 mL/kg per hour for 6 to 12 hours.
IHJURY
GCage 2 — Increase in serutn crsatinine Co 2.0 to 2 .9 cimes baseline, =r
rediif.ti on

SCAN - BBSS1 (COLL: 1C/11/2016 16:20)

"•'test" *•'Result**
RBC Morph. RTVIEWED
rliu priuviouy vd.luii o£ "no valiiB" was cluuigeii

by IF on 10/11/16 17:11 Co "REVIEWED"

Platelet Morphology
rh« previous value of "no value" was changed

hy TF on 1 0 / 1 1 / l f i 17:11 no "

( MsgRcvd 10/11/2016 17:11) Final rcaulCs

"Flag*- "Units" " (Reference)"

CHEST SINGLE VEEW ;<Ri (COLL: 10/11/2016 16:00)

1QMl/2Ql615:i1 MRa OOOOQ13878QQ

( MagPovd 10/11/2016 15:23) flaw Ordai
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hernia. The cardiopericardial silhctiette is within normallinits.There is r.o consolids-cicn. ND pleura!
effusions are present. The bonesare unremarkable for age. IMPRESSION.-There is no acuce cardiopulmonary
disease. Large hiacal hernia.Uialysis cachecer as above.RhJUJ br: LOUIS V FKEhMAN CH: Dec 1L 20L6

- - RESULT"*

Pulse Oximetry: 10/11/2016 15:19 O2 saturation: 93%. (FIO2 - room air). Interpretation: normal.
1

PROGRESS AND PROCEDURES
Course of Care: 15:24 10/11/16. Call placed to Respiratory for a Duoneb breathing treatment.

15:31 Oct 11 2016. Trandate 20 mg IV, Solumedrol 125 mg IV, Pepcid 20 mg IV, and Benadryl 25 mg IVP
ordered.

15:32 Oct 11 2016. Chest XR ordered.

15:32 Oct 11 2016. UA, troponin, glucose, PT, PIT, and labs ordered.

17:20 Oct 11 2016. Brain CT ordered.

19:05 Oct 11 2016. Ecotrin, Dextrose, Humulin, Sodium Bicarb, Calcium Gluconate ordered due to high
potassium level (6.6).

19:25 10/11/16. Case discussed with Dr. Sanjarwho accepts the patient for admission.

Critbal care performed (40 minutes). Time is exclusive of separately billable procedures. Time includes:
direct patient care, patient reassessment, interpretation of data (laboratory data and chest xrays), review of
patient's medical records, medical consultation and documentation of patient care- see progress notes.

Patient and family counseled in person several times regarding the patient's stable condition, diagnosis
anci need for additional testing. Concerns were addressed. Old medical records reviewed. Patient has had
multiple ED visits.

Disposition orders written.

CLINICAL IMPRESSION
Generalized seizure.
Acute myocardial infarction with elevated markers and no ST elevation (NSTEMI).
Chronic renal failure- end stage disease.
Hyperkalemla.
malfunctioning dialysis graft.

(Electronically signed by Campbell, Damion R, M.D. 030114 10/18/2016 1:30)
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10/11/201615:11

Patient:
MRN: 000001387800 HAD: 005139471 Acct#:

DOB:
Sex: F Age:|

PCP: PIMENTEL, ELEONOR,
ATN/REF: GONZALEZ-ROJAS, YANEICY,

Chief Complaint: seizure

TRIAGE

Triage time: 15:15 10/11/2016. Acuity: LEVEL 1.
Chief Complaint: (Seizure / allergic reaction).
Alert. No acute distress.

SEPSIS SCREEN: NEGATIVE. Infection suspected/documented. Heart rate greater than 90. Temperature
not greater than 38.3 degrees C (101 degrees F). Respiratory rate not greater than 20. --15:30 (10/11/16)
Herrera, Barbara, R.N.

15:19 10/11/16. BP: 158/124. HR: 93. RR: 33. O2 saturation: 93%. Temp: 97.6 F. Pain level now
deferred. -15:30 (10/11/16) Herrera, Barbara, R.N.
Weight: 55.3 kg. Height/Length: 56 inches. BM!:27.3. -15:17 (10/11/16) Herrera, Barbara, R.N.

Medications
Aspirin Oral (Tablet 81 mg) 1 tablet, daily .
CloNIDine HCI Oral 0.1 mg, 2x a day.
De'xilant Oral 30 mg, at bedtime.
Dialyvite 3000 Oral, daily , last dose unk.
Dicyclomine HCI Oral 20 rng, 2x a day.
Folic Acid Oral 1 rng, daily. -19:29 (10/11/16) Pereda, Yeleny, R.N.
Isoniazid Oral (Tablet 300 mg), daily.
Medications reviewed with patient and obtained from dialysis center list.
P/^Roxetine HCI Oral (Tablet 40 mg) 1 tablet, daily .
Plaquenil Oral (Tablet 200 rng) 1 tablet, daily .
Proteinex Oral 15ml , daily, last dose unk.
RenvelaOral (Tablet 800 mg) 2 tablets, 3x a day with meal. --19:29 (10/11/16) Pereda, Yeteny, R.N.

Allergies
Amoxicillin.
Dilantin.
Iodine.
Sulfa Antibiotics. -15:30 (10/11/16) Herrera, Barbara, R.N.

History
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fever or cough.

Treatment PTA:
Took Benadryl. Symptoms did not improve after treatment. See EMS report. Finger stick glucose
performed (FR# 86).

PAST MEDICAL HX: Dialysis shunt. (Hypertension. Seizures. Renal failure; on dialysis- M-W-D. Lupus.
Anemia. Hypothyroidism.).
SOCIAL HX: Never smoker. Alcohol use. (SBIRt NO).

NUTRITIONAL RISK ASSESSMENT: The nutritional risk assessment revealed no deficiencies.

LEARNING NEEDS ASSESSMENT: The learning needs assessment revealed no barriers.

FALL RISK ASSESSMENT: Fall risk assessment completed. Risk factors identified include patient age
greater than 65 years.

FUNCTIONAL ASSESSMENT: Functional assessment performed: uses wheelchair and walker.

SKIN INTEGRITY ASSESSMENT: Skin integrity risk assessment completed. No skin integrity risk
identified. -15:30 (10/11/16) Herrera, Barbara, R.N.

PROBLEMS:
Arthritis.
Hypothyroidism.
Anemia.
DVh" - Deep Venous Thrombosis.
Seizure.
Renal Failure.
Coronary Artery Disease.
Cholelithiasis.
Biliary Colic.
Hypertension.
Systemic Lupus Erythematosus. -19:30 (10/11/16) Pereda, Yeleny, R.N.

ADDITIONAL SURGERIES:
Appendectomy.
Chblecystectomy.
Hysterectomy.
Lung Surgery.
Oo'phorectomy. -19:30 (10/11/16) Pereda, YQieny, R.N.

Interventions
Allergy band on patient. To room. --15:30 (10/11/16) Herrera, Barbara, R.N.

15[00 10/11/2016 Stte#1 started prior to arrival by transferring facility via IV in the right hand with an 20g
angiocath. --15:26 (10/11/16) Herrera, Barbara, R.N.
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RESPIRATORY: Chest nontender. Breath sounds within normal limits.
CVS: Capillary refill less than 2 seconds. Pulses within normal limits.
GI/JGU: Abdomen soft and nontender and normal bowel sounds.
SKIN: Skin intact. Skin is warm and dry. Normal skin turgor. -15:34 (10/11/16) Pereda, Yeleny, R.N.

EXTREMITIES: (dialysis shunt of left lemoral noted). -15:35(10/11/16) Pereda, Yeleny, R.N.

NURSING PROGRESS NOTES
15:20. Cardiac rhythm: sinus tachycardia; (109). Oxygen administered by nasal cannula at 2 liters.
Cardiac monitor, pulse oximeterand NIBP monitor placed on patient; cardiac monitor- Lead II; monitor
alarms on. Patient gowned. Head of bed elevated. Reassurance given to the patient and patient's family.
Two patient identifiers checked. Call light placed in reach. Side rails up x 2. Bed placed in lowest
position. Brakes of bed on. Patient ready for evaluation-ED physician notified. ( EDP- Dr. Campbell.). —
15:31 (10/11/16) Herrera, Barbara, R.N.

15:25. ( Respiratory called for breathing tx). -15:31 (10/11/16) Herrera, Barbara, R.N.

15:28 10/11/16. EKGtime: (15:28 Oct11 2016). EKG was ordered, performed by atech and shown to
the ED physician. --16:33(10/11/16) Pereda, Yeleny, R.N.

15:36 10/11/16 respiratory at bedside fortx. --15:36 (10/11/16) Pereda, Yeleny, R.N.

15:45 10/11/16. Seizure precautions maintained: side rails up x2 and padded, suction, O2and family at
bedside, patient in view of nurse's station and call bell in reach. --16:39 (10/11/16) Pereda. Yeleny, R.N.

15:48 10/11/2016 PEPCID IVP 20 mg given over 2 minute(s) via site-#1 per protocol. Allergies verified and
confirmed 5 rights. IV patency established. IV site checked: no pain, redness, or swelling. IV flushed
thoroughly pre- and post-medication administration. IVP given by RN. -15:55 (10/11/16) Pereda Yeleny
R.N.

15 50 10/11/2016 BENADRYL (DiphenhydrAMINE HCI) IVP 25 mg given over2 minute(s) via site #1 per
protocol. Allergies verified, confirmed 5 rights and sedative warning given to the patient. IV patency
established. IV site checked: no pain, redness, or swelling. IV flushed thoroughly pre- and post-medication
administration. IVP given byRN. -15:56 (10/11/16) Pereda, Yeleny, R.N.

15 52 10/11/2016 SOLU-MEDROL IVP 125 mg given over 2 minute(s) via site #1 per protocol. Allergies
verified and confirmed 5 rights. IV patency established. IV she checked: no pain, redness, or swelling. IV
flushed thoroughly pre-and post-medication administration. IVP given by RN. -15:56(10/11/16) Pereda,
Yeleny, R.N.

15i57 Oct 11 201 Gasper edp dr. catnpbell will hold trandate due to bp of 140/86. -15:57 (10/11/16)
Pereda, Yeleny, R.N.

15 :56 10/11/16 chest xray tech at bedside. -16:29 (10/11/16) Pereda, Yeleny, R.N.

:30 10/11/16. Patient and family informed about reason for wait. Patient waiting for CT to be done. -16
16:30(10/11/16) Pereda, Yeleny, R.N.



17:0610/11/16.
GENERAL / NEURO / PSYCH: Appears in no acute distress. Patient transported to CT by stretcher with
tech'. --17:06 (10/11/16) Pereda, Yeleny, R.M.

17:20 10/11/16. Patient returned irom CTby stretcher with tech. -17:20 (10/11/16) Pereda, Yeleny, R.N.

17:31 10/11/16. The patient is calm and resting quietly.
RESPIRATORY: No respiratory distress.
SKlf^J: Skin is warm and dry. Skin color within normal limits. —17:31 (10/11/16) Pereda, Yeleny, R.N.

18: 810/11/16. BP: 107/64. HR:91. RR: 18. O2 saturation: 100%. Pain level now 0/10. --18:18
(10/11/16) Pereda, Yeleny, R.N.

18:18 10/11/16. The patient reports no complaints and she is calm and resting quietly.
RESPIRATORY: No respiratory distress.
CVS: Denies chest pain.
SKIN: Skin is warm and dry. Skin color within normai limits. -18:18 (10/11/16) Pereda, Yeleny, R.N.

18:4810/11/16. K: 6.6. Critical value read back. Verified lab result and patient ID. ED physician notifed of
critical value (Dr. Campbell). -18:48 (10/11/16) Pereda, Yeleny, R.N.

18:50 Oct11 2016 as per pt, pt does not produce urine EDP made aware. --18:58(10/11/16) Pereda,
Yeleny, R.N.

19: 1510/11/16. Care transferred and report given (jazmine). -19:27 (10/11/16) Pereda, Yeleny, R.N.

19:47 10/11/16. ( DR. SANJAR TO SEE PT. PER DR. SANJAR, SHE SPOKE WITH NEPHROLOGIST
AND PER NEPHROLOGIST, PT. IS TO BE MEDICATED FIRST FOR HYPERKALEMIA AND
POTASSIUM LEVEL REPEATED. NEPHROLOGIST TO BE MADE AWARE IF CRITICAL POTASSIUM
LEVEL PERSISTS.). -19:51 (10/11/16) Roses, Marta, R.N.

19:50 10/11/16. ( DR. SANJAR AT BEDSIDE FOR PT ADMISSION AND GAVE THE OK TO ACCESS
DIALYSIS U-DALLTO LEFT THIGH.). -20:07 (10/11/16) Atiles, Jasmine, R.N.

19:51 10/11/2016 Site #2 accessed indwelling dialysis catheter in the lefttemora! using a non-coring
needle-less system following sterile technique; 1 attempt. Good blood return noted. Site prepped with
alcohol. Proximal port flushed with 5 rnL saline. -20:08 (10/11/16) Atiles, Jasmine, R.N.

19:5310/11/16. BP: 111/63. HR:91. RR: 20. O2 saturation: 100%. Pain level now 0/10. --20:09
(10/11/16) Atiles, Jasmine, R.N.

19 54 10/11/16. Finger stick glucose: 85; performed by nurse. -20:09 (10/11/16) Atiles, Jasmine, R.N.

19 55 10/11/2016 DEXTROSE 50%-WATER (Electrolyte-A in Dextrose) !VP 25 gm given via site #2
Allergies verified and confirmed 5 rights. IV patency established. IV site checked: no pain, redness, or
swelling. IV flushed thoroughly pre- and post-medication administration. IVP given by RN. —20:10
(10/11/16) Atiles, Jasmine, R.N.

..10^1.1/2015.15:11 MR* 0000013878QQ Vlst Cliricgl Report - Nurses ..4.of 6..



19:57 10/11/2016 SODIUM BICARBONATE IVP 50 meq given via site #2 Allergies verified and confirmed
5 rights. !V patency established. IV site checked: no pain, redness, or swelling. IV flushed thoroughly pre-
and'post-medication administration. IVP given by RN. -20:12(10/11/16) Atiles, Jasmine, R.N.

20:00 10/11/2016 Started 1 gm of CALCIUM GLUCONATE IVPB in bag #1 100 ml_; at overlS minute(s)
via site #2 via IV pump. Allergies verified and confirmed 5 rights. IV flushed thoroughly pre- and post-
mealcation administration. -20:13 (10/11/16) Atiles. Jasmine, R.N.

20:01 10/11/2016 KAYEXALATE PO Oral Suspension 30 gm given. Allergies verified and confirmed 5
righ'ts. --20:13 (10/11/16) Allies, Jasmine, R.N.

20:03 10/11/2016 ECOTRIN ' PO 243 MG VERIFIED 5 PT RIGHTS AND ALLERGIES. --20:14
(10)11/16) Atiles, Jasmine, R.N.

20:15 10/11/2016 CALCIUM GLUCONATE IVPB Discontinued: bag #1 completed upon admission. Total
amount infused: 100 mL. IV patency established. IV site checked: no pain, redness, or swelling. IV flushed
thoroughly. --20:49 (10/11/16) Atiles, Jasmine, R.N.

20:21 10/11/16. ( ATTEMPTED TO GIVE REPORT HOWEVER PT IS NOW GOING TO BE PLACED IN
4PAVNOT7 PAV.). -20:21 (10/11/16) Atiles, Jasmine, R.N.

DISPOSITION / DISCHARGE
19:-25 10/11/16. { ADMIT: GONZALEZ ROJAS IMPT, TELE DX: ACUTE SEIZURE). -20:16(10/11/16)
Atiles, Jasmine, R.N.

20,48 10/11/16. Condition at departure: stable. The goals identified in the patient's plan of care were met.
Fall risk assessment completed per protocol. Admitted to Telemetry. Transported via stretcher by nurse
ancJ transport team with monitor and IV. Report was given to a nurse via a phone call. Report included
parent's care, treatment, medications, reviewed medication reconciliation, and condition (including any
recent changes or anticipated changes). All questions were answered. Report was acknowledged and care
was transferred. (MARTINE). Bed obtained and ready (414).

FALL RISK ASSESSMENT: Fall risk assessment completed. No fall risk identified. --20:48 (10/11/16)
Aties, Jasmine, R.N.

31 QQ 10/11/16. (111/63. HR:01. RR: 20. Q2 saturation: 100%. Pain lovol now 0/10.).—31:05 (10/11/16)
A4i oc. Jacmino. R.N. Correction -21:05 (10/11/16) Atiles, Jasmine, R.N.

21 0010/11/16. BP: 112/66. HR: 89. RR: 18. O2 saturation: 99%. Pain level now 0/10. -21:05(10/11/16)
Aties, Jasmine, R.N.

Departure timo: 21:05 10/11/2016. -21:05 (10/11/16) Atiles, Jasmine, R.N.

Locked/Released at 10/11/2016 21:06 by Atiles, Jasmine, R.N.
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DISCHARGE SUMMARY

PATIENT NAME:
MEDICAL RECORD NUMBER:
ACCOUNT NUMBER:
DATE OF ADMISSION:
DATE OF DISCHARGE:
PHYSICIAN:
SKKVICE:

10/11/2016
10/16/2016
ARIEL MOSES, MD
EDA

CHIEF COMPLAINT: A^-year-old woman with a history of ESRD who was admitted initially with
reported seizures during a procedure and then had a lower GT bleed. Please see H and P for further
details.

HOSPITAL COURSE BY PROBLEM:
Reported seizures. The patient was admitted after having what seemed to be an episode of altered
mental status or seizures while undergoing a contrast study with iodine and left groin catheter.
Neurology was consulted and she is followed by Dr. Garcia-Mayol in the outpatient setting. She
was started initially on TV Keppra. An EGG was done, which showed no clear significant
abnormalities in the awake and drowsy states. She also had a brain CT on admission, which
showed no acute intracranial findings. Neurology is following, Dr. Ardila, most likely the altered
mental status, given negative EEG, was secondary to metabolic disturbances, again secondary to
not being able to take dialysis and noncomptiance with diet. No need for AED as per neurology
and they will followup as an outpatient
Lower GI bleed. The patienc did have an episode of a GI bleed with bright red blood per rectum.
On October 12,2016, she underwent an initial bleeding scan, which did not show any evidence of
an active GI. bleed. Following this, however, she did have several episodes of small amounts of
bright red blood per rectum. She underwent a colonoscopy on October 14, 2016, by Dr. Brand,
which showed extensive diverticulosis and internal hemorrhoids. On (he day of discharge, the
patient's CDC and hemoglobin have been stable without any recurrent episodes of Gl bleed. She
will follow up outpatient as needed.
Troponinemia. The patient did have an episode of troponinemia with a troponin of 0.38 at its peak
and an echocardiogram which showed a normal ejection fraction with moderate tricuspid
regurgitation on EKG with nonspecific changes. Most likely, all of this was secondary to the
underlying disease process, including ESRD, SLR and the lower GT bleed, so there was no further
intervention by Cardiology, who was consulted. The consultant being Dr. Schroeder.

4. ESRD. The patient was continued on dialysis and followed by Dr. Garcia-Mayol while in the
hospital.

PATIENT NAME:
ACCOUNT NUMBER:
PHYSICIAN: ARIEL MOSES, MD
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DISCHARGE MEDICATIONS:
1. Aspirin 81 daily.
2. Atenolol 12.5 b.i.d.
3. Dcxilant 60 mg daily.
4. Plaquenil 200 daily.
5. Hydroxyzine 25 nightly.
6. Labetalol 100b.i.d.
7. Nexiurn 40 mg daily.
8. Paroxetine 40 mg daily.
9. Prcdnisonc 5 mg daily.
10. Sensipar30 mg daily.

DISPOSITION: The patient will be discharged home today with regular PCP, nephrology and
hemodialysis folfowup. She will also followup with neurology on an outpatient basis.

AM/MedQ
D:
T:
Job

10/16/2016 14:39:36
10/16/201618:22:49
#: 585046^717048120 Ariel Moses, MD 177352

Barry H "Brand, MO

Eric R Schroeder, MD
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ADivrrr NOTFVHTSTORY & PHYSICAL

PA'IIENT NAME:
MEDICAL RECORD NUMBER:
ACCOUNT NUMBER:
DATE OF ADMISSION:
PIliSTCIAN:
ROOM/SERVICE:

10/11/2016
TINASANJAR.MD
SE09AA/EMR

CHIEF COMPLAINT: Reported seizures during procedure.

HISTORY OE PRESENT ILLNESS; This is a J-year-old end-stage vasculopath female with
underlying history of end-stage renal disease, who is on hemodialysis via left groin tunneled catheter,
with underlying history of lupus, who presents to South Miami Hospital because of what was witnessed
seizure during a CT contrast study to evaluate her catheter in her left groin. The patient is a dialysis
patient Monday, Wednesday and Friday. She is followed by Dr. Garcia-Mayol in the outpatient setting.
She] was seeing Dr. Osuiany DeAngelo of vascular Surgery, today, to re-evaluate possible sites of
dialysis access because she is unable to access any upper extremity vessels due to mul tiple clots,
therefore, she was undergoing a contrast study with iodine in her left groin catheter access site and she
does have an allergy to iodine. She, therefore, was taking prernedications and she had a similar
procedure about a month ago and took premedications at that time and did fine with it, but she was
hospitalized at that time. This time, she was doing the premedications outside of the hospital and
regardless the procedure in the hospitalixation wenl well, hut apparently today during the course of the
iodine CT study she had tongue numbness, lost her memory and has yet to go back to her complete
baseline, although she is improved. She also was witnessed to have some convulsions. She did not lose
continence and she was, therefore, sent to the emergency room for evaluation. Of her 3-hour session to
4-hour session of dialysis, she only received 45 minutes, today, from what I understand, because she had
mul tiple problems with her last dialysis session. She has had problems with her fistula for some time.
She did experience a seizure, which was last witnessed, August 17,2016, when she had surgery as well.
She is usually hospitalized at Kendall Medical Regional Hospital and Mercy Hospital University of
Miami. She has not recently had any change in her anticonvulsant medications. She has not missed a
recent dose of anticonvulsants given her history of seizures. There has been no change in her sleep
habits or alcohol ingestion. She was getting premedicated with prednisone and Benadryl due to her
iodine allergy.

REVIEW OF SYSTEMS:
No fever, chills, double vision, changes in diarrhea, hematoria, etc.

PATIENT NAME:
ACCOUNT NUMBER:
PHYSICIAN: TINA SANJAR, MD
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ALLERGIES:
1.
2. ,
3.
4.

Aniojricillin.
Dilautin.
Iodine.
Sulfa antibiotics.

SOCIAL HISTORY: No smoking. No alcohol. No drugs.

FAMILY HISTORY: Reviewed. Essentially noncontributory at this point.

PHYSICAL EXAMINATION:
VTTJAL SIGNS: At the time of my evaluation, blood pressure is 158/124, heart rate 93, respiratory rate'
33, O2 saturation is 93% laying flat in bed. Temperature is 97.6,
GENERAL: She is normocephalic, atraumatic. Extraocular movements are intact. She is alert and
oriented to her name.
NECK: Supple.
HEART: Regular rate and rhythm. SI, S2, with no rubs or gallops appreciated. There is a murmur
appreciated.
LUNGS; Clear to auscultation, anteriorly.
ABDOMEN: Benign, with positive bowel sounds. Nontender, nondistended.
EXJTREMmES: With diminished pulses throughout

LABORATORY DATA; At the time of presentation are notable for WBC count of 15.75, potassium of
6.6 and troponin 0.35.

IMAGING DAT A: CT of the brain was unremarkable.

Chest x-ray was unremarkable.

ASSESSMENT AND PLAN:
1.

2.

3.

Presumed acute seizure episode. Start on Keppra TV. Continue home medications for seizures.
Neurology consultation.
Electrolyte imbalances, specifically hyperkaiemia. Insulin with dextrose, DuoNeb, JKayexalate,
calcium and sodium bicarb, all to be administered, if not via any type of access we will administer
via tunneled dialysis catheter in the left groin. Repeat the potassium level after these are
administered, if not may require dialysis.
Mildly elevated troponins, likely in the setting of renal disease and vasculopathy. Obtain 2D
echo cardiogram. Place on telemetry.

PATIENT NAME;
ACCOUNT NUMBER-
PHYSICIAN: TINA SANJ AR, MD
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TS/MedQ
D: j 0/11/201620:04; 16
T: 10/11/201620:40:04

, Job'fc 497950^716518027 TINA SANJAR, MD 106310

cc: Osmany DeAngelo, DO

Eleonor Pimentel, MD

Luis Garcia-Mayol, MD
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PA'ljiENT NAME:
MEDICAL RECORD NUMBER:
ACCOUNT NUMBER:
DATE OF ADMISSION:
DATE OF CONSULTATION:
CONSULTING PHYSICIAN:
SPECIALTY:
REFERRING PHYSICIAN:
ROOM/SERVICE:

CHIEF COMPLAINT: Seizure.

CONSULTATION REPORT

000001387800

10/11/2016
10/12/2016
ALBERTO P1NZON ARDILA, MD
NEUROLOGY

041401/ED A

HISTORY OF PRESENT ILLNESS: This is a pleasant ̂ -year-old woman with a longstanding history
of systemic lupus erythematosus. The patient has a kidney disease with end-stage renal disease on
bemo dialysis. The patient was having a CT Lo verify fistula access and during the CT, patient had a
seizure. The patient has no memory of che event, but she knows that she had a seizure. She reports that

used to have seizures in the past and she took medications in the pastfor seizures, but she has not
a seizure for many years. She was oft" medications for several years as well. The patient does not

she
had
know the reason exactly why she had seizures before or if they were provoked in the past. The pati ent is
back to baseline, slightly confused, but in general the patient can cooperate with exarn.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: As per HP1.
HEJAD, EARS, EYES, NOSE AND THROAT: Negative.
CARDIAC: Negative,
PULMONARY: Negative.
Gl:| AspertTPI.
GU(: AsperHPL The patient reported that she has also some blood in stool.
NEURO: AsperHPL
PSYCHIATRIC: Negative.
HEME/LYMPH: Negative.
ALLERGIES/IMMUNOLOGIC: Negative.

PAST MEDICAL HISTORY: She has hypertension, hypotbyroidism and as per HPL

PAST SURGICAL HISTORY: Appendectomy, cholecystectomy, hysterectomy, lung surgery and
bilateral cataract surgery.

PATIENT NAME:
ACCOUNT NUMBER:
CONSULTING PHYSICIAN: ALBERTO PINZON ARDILA, MD
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Dialyvite, dicyclomine, folic acid, , paroxetine, Plaquenil, Protonix, ___ _

ALLERGIES: Recorded allergies to amoxitiUin, Dilantin, iodine and sulfa antibiotics.

FA 17T.T HISTORY: Reviewed, no findings that contribute to this point in history.

PHYSICAL EXAMINATION:
GENERAL: Patient is found awake, in no distress.
WHAT, SIGNS: Blood pressure 105/87, heart rate 92, respiratory rate 1S, temperature 98.4.
HEAD; Nonnocephalic.
CARDIAC: Appears rhythmic.
EXTREMITIES: Patient has a fistula and she has some areas of ecchymoses.
NEUROLOGIC: Patient is awake, patient is oriented to place, hospital. Patient is oriented in time,
although she has difficulties telling me the exact year. Patient has some mild decreased attention,
concentration but speech and language are normal. Fund of knowledge is susceptible.
CRXNIAL NERVES: 2: Pupils are reactive to light but they are surgical. Her visual fields are full. 3,
4 and 6: Extraocular movements are intact. 5: Facial sensation symmetric. 7: Face is symmetric. 8:
Hearing is grossly preserved. 9: Patient elevates palate adequately. 11: The patient elevates shoulders
adequately. 12: Tongue is central.
MOTOR STRENGTH: Patient is 5/5 throughout. Tone and bulk within normal limits. Reflexes are 1-
2-f, symmetric in upper, lower extremities. Toes are downgoing.
SENSATION: Patient reports symmetric sensation at this point in time.
COORDINATION: There is no ataxia.
GAIT: Deferred as patient is undergoing an echo cardiogram,

DATA REVTRW: CBC: White blood cell count initially 15.75, currently 12.36, platelet count currently
70. Chemistry: FT 18.1, TNR 1.5. The chemistry showed initially a potassium of 6.6, a BUN of 51, a
creatinine of 6.4. Troponin is slightly elevated at 0.35 on the setting of renal failure.

The patient had a brain head CT that showed no acute intracranial findings, just periventricular white
ma ter, chronic small-vessel disease, stable from prior exams.

ASSESSMENT: This is a^-year-old woman who presented with what appears to be a seizure. It
could be a provoked event due to significant metabolic disturbances. Additionally 1 noticed that at
admission, patient had a severely elevated blood pressure in the 150s/l 10s. Patient could have
encephalopathy at this point in time, slightly or mild. She has had history of seizures in the past, but
there is no clear inlracranial findings that could give us an idea of why she is having seixures. The
patient has systemic lupus erythematosus that has been associated with seizures as well and she is also
on 'multiple medications that can have seizures. Additionally, patient was having a CT with contrast and
could have been a reaction to contrast in the setting of all the metabolic disturbances all combined.

I
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PAT1KNT NAMB:
MEDICAL RECORD NUMBER:
ACCJOUNT NUMBER:
DATJE OF ADMISSION:
DATJE OF CONSULTATION:
CONSULTING PHYSICIAN:
SPECIALTY:
REFERRING PHYSICIAN:
ROOM/SERVICE:

CONSULTATION REPORT

000001387800

10/11/2016
10/12/2016
LUIS GARCIA-MAYOL, MD
NEPHROLOGY

041401/ED A

inSTORY OF PRESENT ILLNESS: Patient is a^-year-old female with history of being poor
compliant on dialytic therapy who has been with clotted vascular access and while patient has

I vascular access, patient had what seems to be a seizure activity. No nausea, vomiting,
diarrhea. Seizure was not witnessed, but patient had been detected to be with elevated potassium since
paLienl was eating bananas during the week not following instruction about diet as well. No nausea,
vomi ting, diarrhea, Patient claimed that she was premedicated with prednisone and
Benadryi therapy prior to having the procedure this weekend and patient had been noted to be having
also lidocaine injection as well. Patient upon arrival to the hospital was detected to be with elevated
potassium since patient was eating a lot of bananas during the week.

PAST MHDTCAL HISTORY: History ofsysLermc lupus erythernaLosus, hypertension, anemia,
hypothyroidism, secondary hypoparathyroidism, chronic kidney disease stage 5, lupus.

SURGICAL HISTORY: Appendectomy, cholecystectomy, hysterectomy, lung surgery, history of graft
creation and catheterization in view of severe peripheral vascular disease.

SOCIAL HISTORY: No alcohol, drugs, or smoking.

FAMILY HISTORY: No family history of systemic diseases

folic acid.

ALLERGY: To amoxicillin, Dilantin, iodine and sulfa, according to patient.

MEDICATIONS; Patient had been taking: Aspirin, Dexilant,
paroxetine, Plaquenil, Protonix, and Renvela. '

REJVTEW OF SYSTEMS:
GENERAL: Malaise and weakness.

PATIENT NAME-
ACCOUNT NUMBER:
CONSULTING PHYSICIAN: LUIS GARCIA-MAYOL, MD
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I

GI: No change in bowel habits, diarrhea, melena, hematocbezia,
GEN1TOURINARY: No dysuria, polyuria, nocturia or hematuria. Patient is oliguric since patient is on
dialysis.
MUSCULOSKELETAL: Essentially negative.
NEUROLOGICAL: No tremor, no seizure.

PHYSICAL EXAMINATION:
GENERAL: Alert, oriented. No respiratory distress. Claims to have no seizures in the past.
VTTfvL SIGNS: Bl ood pressure 113/73, pulse 97.
SKIN: No discharge, erythema or jaundice.
HEENT: No discharge, erythema or jaundice.
NEGK: No jugular venous distention or trachea! deviation. No thyroid enlargement.
LUNGS: Bilaterally scattered atelectatic changes and rhonchi.
HE^juRT: Regular rate. No pericardia! effusion. No gallop.
ABDOMEN: Soft, depressible. No mass palpable.
EXTREMITIES: Symmetric. No cyanosis. No deformity.
NEUROLOGIC: Decreased DTRs.

Parient with a femoral catheter for dialycic therapy since patient has obstructed, in the upper extremities
and subdavian system, vascular access.

LABORATORY VALUES: Value hemoglobin 11.2, hcrnatocrit of 35.0, platelet count of 70,000.
6.6, CO2 of 19, BUN 53, creatinine of 7.2, calciumPotassium is 5.6 upon arrival potassium

of 7.2.

ASSESSMENT: Patient, aL this moment, being a ease of having chronic kidney disease stage 5, very
poor compliance who had a lot of banana's this week and now having hypercapnic state. Patient, at this
moment, is going to admitted to dialysis this morning after being treated for hyperkalemia. Patient, at
this moment, potassium has been under control. Currently, patient being educated to be more compliant
with diet and medication and compliant with dialysis treatment not ingesting hyperkalemic foods. At
mis' moment, patient will need to continue dialysis in the left lower extremity femoral catheter since
patient has exhausted upper extremity vascular access sites due to decreased circulatory status in the
subclavian system. follow the course of the care of your patient

DIAGNOSTIC HVJPRESSIONS: At this moment:
Chronic kidney disease stage 5.
Systemic lupus erythematosus.

Hyperkalemia.
Peripheral vascular disease.
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CONSULTATION REPORT

PA'LIKNTNAME:
MEDICAL RECORD NUMBER:
ACCOUNT NUMBER:
DATE OF ADMISSION:
DATE OE CONSULTATION:
CONSULTING PHYSICIAN:
SPECIALTY:
REFERRING PHYSICIAN:
ROOM/SERVICE:

DATE OE BIRTH: 11/13/1942.

10/11/2016
10/12/2016
NETL E ROSENKRANZ, MD
GASTROHNTHROLOGY

TINA SANJAR, MD
041401/EDA

CHIEF COMPLAINT: Rectal bleed.

HISTORY OF PRESENT ILLNESS: The patient is a J-y ear-old woman referred through the courtesy
of Dr. Sanjarfor a gastrointestinal consultation. She has multiple medical problems including end-stage
renal disease on hemodialysis as well as systemic lupus erythernatosus, hypertension, and
hyppthyroidisrn. She has had problems with vascular access tor dialysis graft placement and was
undergoing a CT scan administered with contrast prior to admission with the patienc subsequently
developing a seizure presumed due to a contrast allergy. She subsequendy was sent to the South Miami
Haspital Emergency Room for evaluation and admitted. She stales thai for the past 3 days she has been
having rectal bleeding consisting of bright red blood per rectum on the paper and in the bowl with no
clots present This was preceded by 3 days of constipation and associated straining, currently having
normally formed stools. She has had no abdominal or anal pain, nausea, vomiting, abdominal
distention, or other related symptoms. She takes aspirin chronically, but denies additional
anticoagulants. She states her last colonoscopy was performed approximately 8 years ago which was
unremarkable, having no history of additional GI pathology. Hemoglobin and hematocrit are currently
stable at 11.2 and 35.0.

PAST MEDICAL HISTORY: Pertinent for appendectomy, cholecystectomy, hysterectomy, pulmonary
surgery, hypertension, hypothyroidisra, and end-stage renal disease on hemodialysis as well as lupus,

MEDICATION: Prior to admission have been reviewed. They are well documented in the patient's
chart.

AIXERGEES: She states allergies to amoxicftlio, Dilantin, iodine, and sulfa.

PATIENT NAME-
ACCOUNT NUMBER:
CONSULTING PHYSICIAN:

Page 1

NEIL E ROSENKRANZ, MD

CONSULTATION REPORT



PATIENT NAMK:
MEEJICAL RECORD NUMBER:
ACC(OUNT NUMBER;
DATE OF ADMISSION:
DATE OF CONSULTATION;
CONSULTING PHYSICIAN:

REFERRING PHYSICIAN:
ROOM/SERVICE:

CONSULTATION REPORT

000001387800

10/11/2016
10/13/2016
ERIC R SCHROEDER, MD
CARDIOVASCULAR DISEASE

TINA SANJAR, MD
041401/EDA

REASON FOR CONSULTATION: Abnormal troponin.

HISTJORY OF PRESENT ILLNESS: This is a ̂ -year-old woman with end-stage renal disease, who
was having a seizure during a procedure for her dialysis access. Cardiac enzymes were checked which
were mildly abnormal. She has no history of cardiac disease. She denies any chest, pain. She says she
has chronic shortness of breath.

PAST MEDICAL HISTORY: Chronic abdominal pain, hypertension, anemia, bypothyroidism, end
stage renal disease on hemodialysis and lupus.

PAST SURGICAL HISTORY: Appendectomy, cholecysLectorny7 hysterectomy, lung surgery and AY
graft in the right upper extremity which is not functioning.

ALLERGIES: Iodine, Dilautin, ajmoxiciJlifl, suJfa.

SOCIAL HISTORY: She denies smoking. No alcohol or drug abuse.

FAMILY HISTORY: Reviewed and noncontributory.

CURRENT MEDICATIONS:
1. Atarax 25 rng p.o. bedtime.
2. Claritin 10 mgp.o. daily.
3. Aspirin 81 mg p.o. daily.
4. Keppra 500 mgp.o. twice daily.
5. Fantoprazole 40 mg p.o. twice daily.
6. Paxil 40 mg p.o. daily.
7. Plaquenil 200 mg p.o. once daily.

Page

PATIENT NAME:
ACCOUNT NUMBER:
CONSULTING PHYSICIAN: ERIC R SCHROEDER, MD

CONSULTATION REPORT



setting of end-stage renal disease and no clinical symptoms of heart disease and has no angina. No
further workup is advisable ac this rime.

Thank you for this consul(.aLion and allowing ine to assist you in her rare.

ERS/MedQ
D: ]JO/O/2016 10:37:08
T: VO/13/2016 11:06:49
Jobi; 501080/716710455 RRIC R vSCHROKDRR,MD 75440

PATIENT WAME:
ACCOUNT NUMBER;
CONSULTING PHYSICIAN: ERIC R SCHROEDER, MD

CONSULTATION REPORT
Page3
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PATIENT NAME:
MEDICAL RECORD NUMBER:
ACCOUNT NUMBER:
DATE OF ADMISSION:

OF OPERATION:
SURGEON;
ASSISTANT SURGEON:
ROOMySERVICE:

OPERATIVE REPORT

OCX)OOI387800

10/11/2016
10/14/2016
BARRY E BRAND, MD

SSURCM/EDA

PROCEDURES PERFORMED: Patient was colonoscoped with the Olympus video endoscope, sedated
by Anesthesia,

INDICATIONS FOR PROCEDURE: Lower GI bleed Prior to sedating the patient, the procedure of
colonoscopy, including indications, alternarives, risks, complications, the risks of perforation, bleeding,
missed lesion, and death were explained to the patient.

OF PROCEDURE: The colonoscope was easily inserted through the rectum to the
cecum. We identified the ileocecal valve by seeing the valve itself, seeing the light in the right lower
quadrant identifying the appendiceal orifice. Patient had a lot of liquid in her colon, but that was
succioned out. The scope was slowly and carefully withdrawn. The patient had extensive diverticulosis.
There wax no active bleeding. There were no blood cloLs. There was no blood present in the colon.
Theje was no evidence of masses, ulcerations, or bleeding. In the rectum, I retroflexed the scope. The
patient had grade 2 internal hemorrhoids. The remainder of the colon appeared normal,

IMPRESSION:
1.
9

Extensive diverticulosis.
Internal hemorrhoids.

BEB/MedQ W
D: 10/14/2016 10:16:19

10/14/2016 10:35:59
Job #: 581334/716851383 BARRY E BRAND, MD 5249

PATIENT NAME:
ACCOUNT NUMBER;
SURGEON: BARRY E BRAND, MD

OPERATIVE REPORT
Page 1





Account^
Patient Na

COMPLET
Collected

Hgb
Her
WBC
PltCt
RBC
MCV
MCH
MCHC
RDV/C
MPV
Diff.Tyf
% Neul
% Imm
% Lym
% Man
% Eosl
%Basi
AbsNe
AbsLy
Abs Mt
Abs EC
Abs BE
Abs Irr

Col looted

Hgb
Hct
WBC
PltCt
RBC
MCV
MCH
MCHC
RDWC
MPV
Diff.Ty
% Nsui
% !mm
% Lym
% Mon
% Eos
% Bss
AbsNe
AbsL^
Abs Me
Abs EC
Abs Be
Abs Im

7"̂ HMHHIH
DISCHARGE REPORT

1 HEMATOLOGY
E BLOOD COUNT (CBC)

10/16/16
05:41

10.5 L

33.4 L
5.75
51 L
3.35 L
99.7
31.3

31 .4 L
V 17.0 H

10.2

>e
rophlls
Gran.

phocytes
Dcvtes
pophlls
phlls
mropfifis
npnocvtes
nocvles
slno Phils
soohlls
m. Gran.

10/12/16
1835

10.5L
33.4 L

V

^e
rophlle
Gran.

phocytas
ocvtes
nophils
jphils
jutro phlls
mpnocvtes
nocyles

slnophils
sophils
m. Gran.

10/15/16
19:37
10.2L
32.SL
Q. 03
76 L
3.28 L
99.1
31.1
31.4 L
17.0 H
10.4

10/12/16

11.2 L
35.0

12.36 H
70 L
3.54 L
98.9
31.6

32.0

17.5 H
10.7

10/14/16
02:21
10.5L
33.6 L

7.35
09 L
3.36 L
100.0
31.3

31.3 L
17.3 H

11.2

AUTO
68.5
0.5 H1

18.9
11.5

0.5
0.1

5.16

1.43

O.S7H
0.04

0.01

0.04 H

10/11/16
16:20
13.6
43.0

15.75H
106 L
4.30
100.0
31.6

31. 6 L
17,5 H
9.S
AUTO
90 .8 H
1.1 H'
6.0 L
1.EL
0.1
0.1

14.31 H
O.S5

0.29

0.01

0.01

0.1 BH

10/13/16
0525

10.5 L

32.7 L
S.72

77 L
3.33 L
98.2

31.5

32.1

17.3H
10.4
AUTO
72.5 H
0.9 H'
17.6

8.2
0.7
0.1

4.87
1.18

0.55 H
0.05

0.01

0.06 H

10/13/16
02:23

11.0 L
34.2 L
6.28
65 L
3.49 L
98.0

31.5

32,2

17.3 H
9A
AUTO
76.7 H
0.5 H'
14.3 L
8.0
0.5

0.0

4. 82
0.90

0.50 H
0.03

0.00

0.03

Reference Units
Ranqs

12.0-15.0 g/dU
35.0-45.0 %

3.40-11,00 K/uL
130-390 K/uL

5.80-5.20 M'uL
80.0-100.0 1L
26.0-35.0 pq
32.0-36.0 g/dL
11.5-14.5 %

7.7-13.2 1L

40.0-70.0 %
0.0-0.4 %

17.0-45.0 %
3.0-12.0 %

0.0-7.0 %
0.0-1.0 %

1.10-8.00 K/UL
C.60-3.10 K/uL
0.00-0.36 K/uL
0.00-0,36 K/uL

0.00-0.08 K/uL
0.00-0.03 K/uL

Reference Units
Range

12.0-15.0 g/dL
35.0-45.0 %
3 .40-11. 00 K/UL

130-360 K/uL

3.80-5.20 M'uL
80.0-100.0 fL
26.0-35.0 pg
32.0-36.0 g/dL
11.5-14,5 %
7.7-13.2 1L

40,0-70.0 %

0.0-0.4 %
17.0-45.0 %
3.0-12.0 %

0.0-7.0 %
0.0-1.0 %

1.10-8.00 K/UL
0.60-3.10 KAJL
0.00-0.36 K/uL
0.00-0.30 KAJL
0.00-0.08 K/uL
0.00-0.03 K/uL

1Metamyelocytes, MyelocyTes, and Promyelocytss only
Îs ordaris a replacement of the rejected order with accession number 2851622370.

Report P nted On: 10/17/16 08:42

Location: S4PAV 0414 01
Physician: Gonzalez-Rojas, Yane_
MR#: 1 387800S Acctff|

Namei

DISCHARGE REPORT
page: 1 of 9



Account: i
Patient

Collected

RBC Mprph.
Platelet
Morphology

ROUTINE COAGULATION
Collected

PT
INR
APTT

"Interpret̂

10/12/16
18:35

10/12/16
0423'

DISCHARGE REPORT
10/11/16
10:20
REVIEWED-1

NORMAL"

Reference
Range

Units

COAGULATION

& Comment:

10/13/16
15:19
16.1 H
1.3 HB

10/1 -I/IB | Reference
16:20 j HBnae

18.1 H
1.5H"
32.7

11.1-15.5

Units

Seconds
0.8-1.2

21.8-39.0 Seconds

2.0- S.DThBrapeutlc
2.3 - 3.5 Mechanical Heart Valve

SPECIAL COAGULATION

s value of "no value" was changed
by IF on 10/11/16 17:11 to "REVIEWED"

4The prev ous vslue ol "no value" was changed
by IF on 10/11/18 17:11 to "NORMAL"

Report P nted On: 10/17/16 08:42
DISCHARGE REPORT

Location: S4PAV 0414 01
Physician: Gonzalez-Rojas, Yane
MH#:1387800S Acct#:|
DOB ̂  A e | Sex:
Name: I

page; 2 of B



Account: |_
Patient Naipe]

Collected

HIT-Qpiical Density

HIT Interpretation

ROUTINE CHEMISTRY

DISCHARGE REPORT
10/13/16
15:19
0.21 7b

Negative

.Reference Range

0.000-0.399

Negative

Units

Optical
Density

CHEMISTRY

"This assay should be used as a screening test It should not be
relied upon exclusively to establish, or rule out, a dagnosls of
Heparln induced Thrombocytopenla (HIT).
The resul s should be used in conjunction with dinlcal findings
and other]serological tests.

Report Pnnted On: 10/17/16 08:42
DISCHARGE REPORT

Location: S4PAV 0414 01
Physician: Ganzalez-RoJas,
MR#:1387800S _ _ _ _

_^^^___ A.qe^H Sex: F
Name: I

page: 3 of 9



Account*
Patient Nat!

Collected

Sodium
Potass!
Chlcridi
CO2(E
Anbn C
Glucosi
BUN
Q-eatiri
BUN/Ci
EstGlo

•̂JÎ IHI

Jm

carbonate)
ap
, Random

ne
eat Ratio
Ti.FiJfi-.Rats

•••
10/14/16
Q2:Z1
141
4.8
105
23
13
90
27 H
5.80H
4.7 L
Result"

10/13/16
C3;2B
140
3.8
102
24
14
7G L
23
4.44 H
5.2 L
Result:1"

DISCHARGE REPORT
10/13/16 10/12/16 10/12/16
02:23 21I337 04:25H

140
3.4 L
102
23

13
81

22
3.9EH
5.5 L
Result:11

140
5.9 H
103
19 L
18 H
96
53 H

Relerence Range

13Q-145
3.5-5.1
98-107
21-32

Units

mmol/L
mmol/L
rnmal/L
mmol/L

2-15

80-126
8-23

7.28 H 1 O.BO-1.30
7.3 L 12.0-20.0

mg/dL
mg/dL_
mq/dL
ratio

jnL/mln'1 .73sq.m

Patient not available
°This orderlls a rsdacemant of the rejected order with accession number 2851621562.

' - =g0Estirnated;GFR if African American
Estimated GFR if non • African American = 7

Note: The )stimalBd glomemlar filtration rate (eGFR) Is
caloyatedjuslng the simplified 4 variable MDRD formula.
An eGFR value above 60 mL/mia'1,73 sq. meters Is simply reported as
>BOmL/rnin/1.73 sq. meters and not as an exact number.

It is Important to recognize tnat thie prediction equation has
many limitations and may not be valid in the following conditions
or situations: rapidly changing renal function, ages <1B and >7Qyears,
pregnancy exceptional dietary
practfce (vegetarian, creatine supplements), any extremes of body size,
any changes of muscle mass (amputation, muscle wasting, malnutrition,
paraplegia, quadn'pfagia.dlseases ofskalotalrnuscte) andpriorto
dosaging drugs axcreied by the k'dnsy.
In these cljnical conditions, clinical judgornent is necessary
and a twenty-four hour urine collection may be considered,
"Estimated GFR [f African American = 12
Estimated GFR it non • African American = 10

Note: The estimated g'omenJlar flttratlon rate (eGFR) is
calculated using the slmpMied 4 variable MDRD formula.
An eGFR lalue above 60 mL/mln/l .73 sq. meters is simply reported as
>60 mL/rnln/1.73 sq. meters and not as an exact number.

!t is important to recognize thai this prediction equation has
many limitations and may not bo valid in the following conditions
or Eituatio ns: rapidly changing renal function, ages < 18 and > 70 years,
pregnancy, oxceptional dietary
practice (bdgetarian, creatine supplements), any extremes of body size,
any cnsngBs of muscle mass (amputation, muscle westing, malnutntion,
paraplegia, quadn'ptegia.dis&asBs of skeletal muscSa) and prior to
dosaging 'dtugs excreted by the kxJri&y.
In these clinical conditions, clinical judgement Is necessary
and a twenty-four hour Urine collection may be considered.
"Estimated GFR If African American -13
Estimated GFR if non - African American - 11

Report Pnnted On; 10/17/16 08:42
DISCHARGE REPORT

Location: S4PAV 0414 01
Physician: Gonzalez-Rajas, Vane
MR#: 1387800 S Acct#:|
DOB; ••• Aqefli Sex:

NarneTI

page: 4 of 8



Collection Date
10/17/1602:00
10/17/16 02:QQ

10/13/1607:56
10/13/1606:00
10/13/16 06;00

10/12/1604:00

10/12/16 04:00

10/11/1621:05
10/11/16 19:25
10/11/16 15:32

10/11/16 15I3220

10/11/16 \5;3Z"

10/11/16 15:32^

10/11/16 \5-.3223

10/11/

10/11/

10/11/

6 15:32^

6 15:32"

6 15:3226

called to glenda

21

called lo glenda

ZZ

called to glenda

23

called to glenda

?4

called to glenda

it

called to lends

Specimen
Blood
Blood

Blood
Blood
Blood

Blood

Blood

Blood

Blood
Urine

Blood

Blood

Blood

Blood

Blood

Blood

Blood

Report P nted On; 10/17/16 08:42

DISCHARGE REPORT
Test Name
CBC - BHSF (WAM)
BASIC METABOLIC PANEL
(BMP)
ALBUMIN-BLOOD
CBC - BHSF (WAM)
BASIC METABOLIC PANEL
(BMP)
CBC - BHSF (WAM)

BASIC METABOLIC PANEL
(BMP)
POTASSIUM (BLOOD)
TROPONIN I
URINALYSISWITH
CULTURE REFLEX
TROPONIN I

SODIUM (SERUM)

POTASSIUM (BLOOD)

GLUCOSE (RANDOM)

CREATININE (BLOOD)

C02 (BICARBONATE)

CHLORIDE (BLOOD)

DISCHARGE REPORT

Reason
Unspecified
Unspecified

Duplicate Order
Duplicate Order
Duplicate Order

Redraw requested by
RN/floor
A Lab Employee Cancelled
this Order
Duplicate Order
Duplicate Order
Cancelled by the Lab after 3
days
Hemolyzed specimen/to be
r0-drawn
Hemolyzed specimen/to be
re-drawn
Hemolyzsd specimen/to be
re-drawn
Hemolyzed specimen/to be
re-drawn
Hemolyzed specimen/to be
re-drawn
Hemolyzed specimen/to be
re-drawn
Hemolyzed specimen/to be

Location: S-J-PAV 0414 01
Physician: GonzaJez-Rojau, Yano
Mfl#: 1387800S Accttf: |"~̂
DOB:
NameTI

page: 8 of 6



Account:
Patient Name;

Collection Date Specimen

10/11/16 15:32' Blood

DISCHARGE REPORT
Tesi Name

BUN

Reason
re-drawn
Hemolyzed specimen/to be
re-drawn

called to glenda

called ID jlencia

Location; S4PAV 0414 01
Physician: Gonzalaz-RoJac, Yane

: I3a78_ggs ~^

Name

Report Printed OnMO/17/16 08:42
DISCHARGE REPORT

page; 9 ol 9



Account^
Patient Na

COMPLET
Collected

Hgb
Hct
WBC
Pit Ct
RBC
MCV
MCH
MCHC
RDWC
MPV
Diff.Ty
°/. NBU
% Imfr
°/. Lyrr
% Mor
% EDS
% Bas
AbsNi
AbsLj
AbsM
Abs Ei
AbsB;
Abs In

Collect ec

Hgb
HcT
WBC
PltCl
RBC
MCV
MCH
MCHC
RDWi
MPV 1
Diff.Ty
% Net.
V, Imm
"/. Lym
% Won
% Eos
% Bas
ADS N!
ADsL^
AbsM
Abs Ec
AbsBi
Abs liri

^̂ H^̂ HHÎ ^̂ H

= BLOOD COUNT (CBC)
10/16/16
05:41

V

>e
rophlls
. Gran,
phocytes
ocytes
no prills
iphlls
sjtrapnlls
mpnocytes
Dnocytes
jsinophiis
isophils
m. Gran.

DV

po
rophils
. Gran,
phocytes
ocytes
nophils
aphils
jjtrophlls
m phocytes
anocytes
jsi nophils
Bophlls
m. Gran.

10.3 L
33.4 L
5.73
81 L
3.35 L
99.7

31.3
31 .4 L
17.0 H
10.2

10/12/16
1835

10.5 L
33.4 L

mm
DISCHARGE REPORT

HEMATOLOGY

10/15/16
1937
10.2 L
32.5 L
6.03
78 L
3.28 L
99.1

31.1
31.4 L
17.0 H
10.4

10/12/16
04:25*
11.2 L
35.0

12.36 H
70 L
3.54 L
98.9
31.6

32.0

17.5 H
10.7

10/14/16
02:21
10.5L
33.6 L
7.35

09 L
3.36 L
100.0
31.3
31.3 L
17.3 H
11.2
AUTO
68.5

0.5 H'
18.9
11.5
0.5
0.1
3.16

1.43

0.87 H
0.04

0.01

0.04 H

10/11/16
18:20
13.6

43.0

13.75 H
106 L

4.30

100.0
31.8

31. 6 L
17.5 H
9.S

AUTO
90.QH
1.1 H1

6.0 L
1.SL
0.1
0.1

14.31 H
O.S5

0.29
0.01
0.01
0.1 BH

10/1 3MB
G5:26
10.5 L
32.7 L
6.72
77L
3.33 L
98-2

31.5

32.1

17.3H
10.4
AUTO
72.5 H
0.9 H'
17.6
8.2
0.7
0.1

4.87
1.18

0.55 H
0.05
0.01

0.06 H

10/13/16
02:23

11.0 L
34.2 L
6.28

63 L
3.49 L
98.0

31.5

32.2
17.3 H
9.4
AUTO
76.7 H
0.5 H1

14.3 L
8.0
0.5
0.0

4.82

0.90

0.50 H
0.03

0.00

0.03

Reference
Ranqe

12.0-15.0
35.0-45.0

Units

g/dL

3.40-11.00 K/uL
130-380

3.80-5.20
80.0-100.0

KAjL
M-'uL

fL
2G.O-35.0 pq
32.0-36.0
11.5-14.5

7.7-13.2

_g/dL
%
1L

40.0-70.0 %

Q. 0-0.4- %
17.0-45.0 %
3.0-12.0 %
0.0-7.0 %

0.0-1.0 %

1.10-8.00
0.60-3.10
0.00-0.36
0.00-0.36

o.oo-o.oa
0.00-0.03

Reference
Range

12.0-15.0
35.0-45.0
3.40-11.00

1 30-380

3.80-3-20
80.0-100.0

t 26.0-35.0
32.0-36.0
11.5-14.5
7.7-13.2

40.0-70.0

0.0-0.4
17.0-45.0
3.0-12.0
0.0-7.0

0.0-1.0
! 1.10-8.00

0.60-3.10
0.00-0.36

0.00-0.38
0.00-0.08
0.00-0.03

KAJL
K/uL
K/UL
K/uL
KAJL
K/uL

Units

0/dL
%

KAJL
K/uL
M'uL

(L
pq

q/dL
%
1L

%
%
V.
%
%
/o

KAJL
KAJL
K/uL
KAiL
K/uL
K/uL

'Wetamyefocytes, Myelocytas.and Ptomyelocytes only
^Tnisorberlsa replacement ol the rejected order with accession number 2851622370.

Report P nt&d On: 10/17/16 09:02
DISCHARGE REPORT

Location: S4PAV 0414 01
Physician: Gonzaiaz-Rojoc, Yana
MR#:1387800S
DOB |
Name: I

page: 1 of S
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Account |
Patient NE

Collected

RBCN
Platele
Morph

ROUTINE
Collected

PT
INR
APTT

^̂ ĤHHHHHB
10/1Z/1B
1835

arph.
1
iloqy

DISCHARGE REPORT
10/12/16 10/11/16 | Reference Units
04:23' 16120 I Ranae

REVIEWED"
NORMAL*

I

|

COAGULATION
COAGULATION

10/13/18 10/11/16
15:19 16:20

1B.1 H 18.
1.3 Ha 1.5

32.

1 H
H"
7

I Reference
i Range
i 11.1-15.5
I 0.8-1.2
; 21.8-39.0

Units

Seconds

Seconds
"Interpretive Comment:

2.0 - Q.o Therapeutic
z.5 - b.3 Mechanical Heart Valve

SPECIAL COAGULATION

^The previous value of "no value" was changed
bylFon ion i/i B 17;11 to "REVIEWED'

'Tne previous value ot"n3 value" was changed
by IF on " 0/11/1Q 17:11 to "NORMAL"

Report Printed On: 10/17/16 09:02
DISCHARGE REPORT

Location: S4PAV 0414 01
Physician: Ganzalaz-RoJas, Yane
MR#:1387800S tectft1~~

>©x:
Name: I

page; 2 of 8



Account^
Patient Narrie:"|

Colled ed

HIT-Opt

DISCHARGE REPORT
10/13/16 ! Reference Range Units

ca! Density 0.217" 0.000-0.399

HIT Interpretation

ROUTINE CHEMISTRY

N&gative_ Negative

Optica1

Density

CHEMISTRY

^hls assay should be Ussd as a screening test It should not be
relied upo'n exclusEvely to establish, or rule out, a d.agnosls of
Heparln I ducedTftrombocytopenla (HfT},
The resul s should be used in conjunction wilti dinica) findings
and ether sernlogical tests.

Report P nted On; 10/17/16 09:02
DISCHARGE REPORT

Location: S4PAV 0414 01
Physician: Gonzalez-RoJas, Yang
MR#:1387800S

__ Sax:
NamaM

page: 3 ofS



Patient Na

Collected

Sodlurt
Potass
Chloric
C02(E
Anion i
Glucos
BUN
Creatir
BUN/C
Est.GU

ne:̂ ^HIH

jm
)
icarbonale)
3ap
3, Random

ne
-eat Ratio
rn.Rl1r.Hats

•••
10/14/16
0221
141
4.B
105

23

13
90

27 H
5.80 H
4.7 L
Result"

10/13/16
05:26
140

3.8
102
24
14
76 L
23
4.44 H
5.2 L
Result:1"

DISCHARGE REPORT
10/13/16 10/12/16 10/12/16
0223 Z1I337 04:25"
140
3.4 L
102
25
13
81
22

3.96 H
5.5 L
Result;' '

140
5.6 H
103
19L
10 H
96
53 H
7.28 H
7.3 L

j Reference Range

i 139-145
i 3,5-5.1
I 98-107
I 21-32
i 2-15
I 80-126
i 8-23
t 0.60-1.30
) 12.0-20.0
i

Units

mmol/L
mmo!/L
mmol/L
mmol/L

mq/dL
rnq/dL
mt̂ dL
ratio

mL/min/1.73sq.m

7Patient not available
"This order is a replacement of the rejected order with accession number 2851621562.
°Estirnatea GFR it African American = 9
EsflmatecljGFH If non - African American = 7

Note; The|estirnated glorrterular filiation rate (eGFR) is
calculated using the simplified 4 variable MDRD formula.
An eGFR value above 60 mL/mia'1.73 sq. meters is simply reported as
>6QmL/min/1.73 sq. meters and not as an exact number.

It IB important to recognize thatth!s prediction aquation has
many limitations and may not be valid in the following conditions
or situations: rapidly changing renal function, ages <18 and >70 years,
pregnancy, exceptional dietary
practice (Vegetarian, creaJina supplements), any extremes ol body size,
any changes of muscle mass (arrputation, imscie wasting, malnutrition,
paraplegia, quadriplegia,dt'sBases of skeletal muscle) and prior to
dosaging crvgs excreiod by the kidney.
In these cjinicBl conditions, clinical judgement is necessary
and a twerrty-foLr hour urine collection ma/ be considered.
"Estimated GFR II African American *> 12
Estimated1 GFR if non - African American = 1 o

I _

Note: The estimated glometular filtration rate (eGFH) is
calculated using the simplified 4 variable MDRD lormula.
An eGFR|valije above 60 mL/min'1.73 sq. meters is simply reported as
>60 mL/rnln/1.73 sq. meters and not as an exact number.

It Is important to recognize thai this prediction equation has
many limitations and may not be valid In the following conditions
or situations: rapidly changing renal function, ages <18 and >70 years,
pregnancy, exceptional dietary
practice (V&gfftarian, creative supplements), any arframas otbooysize,
any changes at musclB mass (arrputation, rrrjsde wssling, matnuintion,
paraplegia, quadriptBgia.disaases of skeletal muscle) and prior to
dosagirtgldrugs axcretedby the kidney.
In these clinical conditions, clinical Judgement Is necessary
and a twanty-four hour urine collection may be considered,
"Estimated GFR If African American - 13
Estimated GFR if non - African American - 11

Report Ppnted On: 10/17/1 EOB;02
DISCHARGE REPORT

Location: S4PAV 0414 01
Physician: Gonzalez-Rojas, Yane
MR*: 1387SOQS Acct#|

Narne:L

page: 4 of 0



Account:|
Patient Na

Collected

AKI Rl:
Caldu
Pnoap

"̂ ^Bfci

k
P
lorus

••••
10/14/1 e
02 21
FAILURE"
6.6 LJl!

10/13/16
03:25
FAILURE'*
7.2 L'°

DtSCHARGE REPORT
10/13/16 10/12/16 10/12/16
02:23 21:337 04:25H

FAILURE"
7.2 L'J
2.9

7.7 L'a

RsTerence Range Units

8.5-10.1
2.5-4.9

rnq/dL
mq/dL

Note: The estimated glomerular filtration rate (eGFR} is
calculated using the simplified 4 variable MDRD formula.
An eGFR <alue above 60 mL/mln'1.73 sq, meters is simply reported as

>6Q m Urn In/1.73 sq. meters and not as an exact number.
It Is Important to recogntee that this prediction equation has
many limitations and may not be valid in trie following conditions
or situations: rapidly changing renal function, ages <13 and >70 years,
pregnancy, exceptional dietary
practice (vegetarian, croatine supplements), any BXtromes of body size,
any changas ofmusclo rnsss (arrnulation, muscle wssting, malnutrition,
paraplegia, quadripf&gia,dissasBS ofsfoleta!musde) andpriorto
dosxglrx} 'drugs excreted by the kttnay.
In these cjinlcaf conditions, clinical Judgement Is necessary
and a twenty-four hour urine collection may be considered.
^Staging for Acute Kidney Injury {AKI) based on modified RIFLE
classification, AKI Network stages and the Kidney Disease Improving
Global Outcomes (KD1GO) Guidelines.
RIFLE-RIek Injury Failure Loss End stage

Baseline SCr = 0.797506 Collected: #*#*####

Recommendation: (To be used only for monliorlng patient clinical status)
Notify the attending/managing physician

Acute Kidney Injury is defined as ihe presence of any of the following:
1. Increase In sorum creatinlne by >-0.3 rng/dL (>=26.5 micromol/L} within

2. Increase in seojm crestinine by >-1,5 times basaline, which is known or
presumed to have occurred wiWn the prior seven days; or
3. Urine volume ^O.S rnL/fcgiri for six hours

RISK
Stage 1 - Increase in sanjm creatinine to 1.5 to 1.9 times baseline, or
increase n serum creatinine by >=0.3 rrtg/dL (>=26.5 micromcl/L), or
reduction in urine output to <0.5 mL/kg per hour for 6 to 12 hours.

INJURY
Stage z-
reduction

Increase in serum crealinine to 2.0 to 2.9 times baseline, or
In urine output to <0.5 mL/Kg per hourlor >=12 hours.

FAILURE
Stage 3 - Increase in serum creatinine to 3.0 times baseline, or increase
In serum creaiinine to >«4.0 mg/dL (>=353,6 micromol/L), or reduction in
urine output to <0.3 mL/kg per hour tor >-24 hours, or anuria tor >-12
hours, or (the initiation of renal replacement therapy, or, In patients <18
years, decrease in eGFR to <35 mUmln per 1.73 m2

13Refererica Range for prematura infants: 6.2-11.0 mg/dL

Report Printed On: 10/17/16 09:02
DISCHARGE REPORT

Location: S4PAV 0414 01
Physician: Gonzaloz-RoJas, Yane
MRS: 13878003
HOB M AgeffH "Sex: F
Name:!

page: 5 of 9



Account I
Patient

Collected

Protein Told
Albumin
Globulin
Alb/G!ob Ratio
ALT (SGPT)
AST (930T)
AST/ALT Rmlo
Alkaline Phos.
Bilirubin, Total
BilirubJp, Dir&ct
Bilirubin, Indirect
CK 1
Troporin 1

Collected

Sodium
potassium
Chlcride
CO2 (Bicarbonate)
Anlon Gap
Glucose, Random
BUN
Creatlnlne
BUN'/c'f eat Ratio
Est.Gtrjm.rlltr.Rate

10/14/16
02121
fl.4
3.5
2.9

1.2
20
19
1.0

136 H
0.5
0.2
0.3

10/12/16
01:35

Result10

DISCHARGE REPORT
10/13/16 10/13/16 10/12/16 10/12/16
05:26 02:23 21I357 04:25E

8.7
3.8

3.1
1.2
23
24
1.0

145 H
0.5

0,2
0.3

10/11/16 10/11/16
21:32 17:52"

135 L
6.3HC'" 6.6 HC"

100
21
14

117
51 H
6.44 H

7.3 L

6.1 L

3.5

Reference Range

8.4-0.2
3.4-5.0

2.6 t 2.3-3.9
1.3
13
13
1.0

1.1-2.5
15-65

8-37

Unlis

qfdL
qWL
g'dL
ratio
U/L
U/L
ratio

133 i 50-136
a. 4
0.2

0.2 L

0.2-2.0
0.0-0.2
0.3-1. S

49 t 26-308

0.20 H1" 1 0.00-0.05

10/11/16
16:20

Raference Range

t 136-145
3.5-5.1
58-107
21-32
2-15

80-126
8-23

0.60-1.30
t 12.0-20.0

Result:'1

U/L
mq/dL
mg/dL
mg/dL

U/L
ng/mL

Units

mmol/L
mmol/L
rnmo!/L
mmol/L

mq/dL
mg/dL
mg/dL
ratio

mL/mlrV1.73sq.m

"interpretive Comments:
Negative: <0.05 ng/mL
Indeterminate: o.oe-0.50 ng/mL
Suggests AMI: >o.so ng/mL

Correlation with clinical findings and EGG changes is recommended.
15This ard#" is 3 replacement of the rejected order with accession number 2851621360.
16Called to and read back by:
rn marline1 ouralos at 2200 10/11/1 &Vp

"CaJled to and read back by:
rnyeteny pereda at 1840 10/11/16/vp

GFR II Alrican American =7
Estfmated'QFR il non - African American = H

Note: The estimated g'omenjlar filtration rate(eQFR)ls
calcdaled using the simplified 4 variable MDHD formula.
An eGFRJvalue above 60 mL/mln/1.73 sq. met&rs !s sirnpty reported as
>60 mL/mln/1.73 sq. motor* and not as an exact number.

It Is important to recognize that this prediction equation has
many limitations and may not be valla in trie tallowing conditions
or sltualians: rapidly cnanglng renal [unction, ages <18 and >70 years,
pregnancy, exceptional dietary
practice (Vegetarian, cr&atine supplements), any extremes of body size,
any changes of muscle mass (amputation, muscle wasting, malnutrition,

Report P'nted On: 10/17/16 00:02
DISCHARGE REPORT

Location: S4PAV 0414 01
Physician; Gonzalez-Rojas, Yane_
MR#:1387800S Acct#:f"

^^_^__^_^_^_ Sex: F
Name:(^

page: 6 of 9



Collected 10/12/18 10/11/16
01:35 21:32

AKI Risk FAILURE"
TroDon'in I 0.38 H'*

1
POINT OF CARE
Collected 10/11/16

19:50

DISCHARGE REPORT
10/11/16 10/11/16 Referent
17:52" 1B20

FAILURE '
0.35 H" 0.00

GluCQSe-POC 85

;e Range Units

0.05 no/mL

Reference Unite
Hanqe
ao-126 mq/dL

SEROLOGY

HEPATITIS TESTING
Collected

Hep B Surface Ag
HepAAb(lgM)
Hep C Ab
HepB

10/14/16
15:40

Raference Range Units

NoriReact
NonReac; NonReact
NonReac: NonReact

Core Ab (IgM) NonReact NonReact

CANCEL ED TESTS

paraplegia, quadn'pfegia.disaases at skeletal muscle) and prior to
dosaging \drugs excreted by the k'idnay.
In these clinical conditions, clinical judgamern is necessary
and e twenty-four hour urine collection may be considered.
'"Estimated GFR If African American - 8
Estimated GFR If fion - African American = 7

Note: The estimated g'omerular filtration rata (eGFR) is
calculated using the simplified 4 variable MDRD formula.
An eGFR value above 60 mL/mIrv'1.73 sq. meters is simply repottea as
>60 mL/rninj'l.TS sq. meters and rotas an exact number.

It is important to recognize that this prediction equation has
many limitations and may not be valid in the following conditions
or situations: rapidly changing ronal {unction, ages -<lBand>70 years,
pregnancy, exceptional dietary
practice (vsgatarian, creatine supplements), any extremes at body size,
any cnangBS ot muscle mass (anputsthn, muscle wssting, malnutrition,
paraplegia, quadrtplaQlB.aisaases ol skeletal musda) and prior to
dosaglngl drugs excreted by the kTdnay.
In these clinical conditions, clinical judgameni is necessary
and a twenty-fou- hour urine collection may be considered.

Report Printed On: 10/17/16 09:02

Location: S4PAV 0414 01
Physician: Gonzalez- Bojas, Yane
MR4: 1387800S Acct#:~~

Name

DISCHARGE REPORT
page: 7 of 9



Acco unt̂ ^^^^B__
Patient Natne:|̂ |̂B

Coiled
10/17/1
10/17/1

10/13/1
10/13/1

on Date

6 02:00
6 02:00

6 07:56
6 06:00

10/13/16 06:00

10/1 2/1 S 04:00

10/12/

10/11/
10/11/
10/117

1 07117

107117

107117

10/117

10/117

107117

6 04:00

6 21:05
6 19:25
6 15:32

6 15:3220

6 15:3221

6 1 5:32^

6 1 513223

6 15:32?*

6 1 5:3225

10/11/16 15:322G

I
to

called to t

21

called to c

Z2

called to ;

23

called to t

lands

I and a

lenda

lenda

••••
Specimen
Blood
Blood

Blood
Blood
Blood

Blood

Blood

Blood
Blood
Urine

Blood

Blood

Blood

Blood

Blood

Blood

Blood

called to glenda

called to gfenda

DISCHARGE REPORT
Test Name
CBC-BHSF(WAM)
BASIC METABOLIC PANEL
(BMP)
ALBUMIN-BLOOD
CBC - BHSF (WAM)
BASIC METABOLIC PANEL
(BMP)
CBC-BHSF (WAM)

BASIC METABOLIC PANEL
(BMP)
POTASSIUM (BLOOD)
TROPONIN 1
URINALYSISWfTH
CULTURE REFLEX
TROPONIN I

SODIUM (SERUM)

POTASSIUM (BLOOD)

GLUCOSE (RANDOM)

CREATININE (BLOOD)

CO2 (BICARBONATE)

CHLORIDE (BLOOD)

Reason
Unspecified
Unspecified

Duplicate Order
Duplicate Order
Duplicate Order

Redraw requested by

RN/flcor
A Lab Employee Cancelled
this Order
Duplicate Order
Duplicate Order
Cancelled by the Lab afler 3
days
Hemolyzed specimen/io be
re-drawn
Hemoiyzed specimen/to be
re-drawn
Hemolyzed specimen/to be
re-drawn
Hemolyzed specimen/to be
re-drawn
Hemolyzed specimen/to be
re-drawn
Hemolyzed specimenAo be
re-drawn
Hemolyzed specimen/to be

Report Printed On: 10/17/1609:02
DISCHARGE REPORT

Location; S4PAV 0414 01
Physician; Gonzalez-Ho]as, Yane
MR#: 1387800S Acct#:[

^^___^^^___ Sex:
Name: I

page; 8 ofS



Account: |_
Patient Nattie:]

Collection Date

10/11/

Specimen

615:32" Blood

DISCHARGE REPORT
Tast Name

BUN

Reason
re-drawn
Hemolyzed specimen/to be
re-drawn

called to glenda

called ta glenda

Report pr nted On: 10/17/16 08:02
DISCHARGE REPORT

Location: S4PAV 0414 01
Physician: Gonzaloz-RoJac, Yane

f:1387800S AccW:[~
^^ iex:

Name: I

page: 9 of 0



(786) 662-4000

Pat1ent informatlon

Accoun^Numl

Medical Recc
00000138780C

Sample Democ

Analyse Datt
10/12/2016

Mode
NC/LPM

Vent Mode

Respiratory

Tidal Vol urn.

er ^a^tName Middle

>rd Number Room DOB

iraphl cs

: & Time Drawn Date & Time Sample Site
.1:24 10/12/2016 11:20 L Brachlal

Fl ow Sairipl e Type
3.00 Arterial

Allen Test
NA

Rate PEEP L1doca1ne
Yes

* PS Reviewed By
(TODO)

F1 rst Name

Gender
F

Device ID
36326

Operator
Lozano

Notified

Read Back

Notified

ID

To

By

By

Sample Results

PH
pC02
p02
HCOSact
BE(B)
PH(T)
p02(T)
PC02(T)
Temp
FI02
NA
K
Ca
Cl
Gl ucose
Lactate

7.401
37 .0
94.0
22.5
-2

32

.0

.0

Order #
00118

[7.350-7.450]
mmHg [35.0-45.0]
mmHg [80.0-100,0]
mmol/L [22.0-26.0]
mmol/L

Notified Time

ctHb
s02
F02Hb
FCOHb
FMetHb
FHHb

11.1L
96.5
95,9
0.3
0.3
3.5

9/dL [12,0-13.0]
[92.0-99.0]

[0.0-3.0]
[0.0-1.5]



REPORT OF RADIOLOGIC CONSULTATION

Patlenl Name:
Patlent|Class: EMERGENCY
DOB:
Adm No;
Rad/MR No: 1387800

Priority: STAT Order No: 90009

Age:BI Sex: F Corp ID: 000005139471
Adm Date: 10/11/2016 Time: 3:12PM
Pt NS/Room: SEDM-SE09AA Ph#: (305) 265-8136

Ordered By: DAMION RIRCHARD CAMPBELL, M.D. 030114Phone: (786) 662-0455 Fax: () -
Referred By: ER DOCTOR MISC 008888 Phone:(786)596-6556 Fax: ()-

Final Report **'

ADMITTING DIAGNOSIS:

PROCEDURE: SXR 7101 CHEST SINGLE VIEW XR
Acc#: 20351884 Date: Oct 11 2016

PROCEDURE:
CHEST SINGLE VIEW XR

CLINICAL INDICATION:
SEIZURE

COMPARISON:
Chest K-ray 07/18/201 4

CPT: 71010

TECHNIQUE:
Single view chest radiography.

DISCUSSION:
There [is a dialysis catheter with the tip into the right ventricle. There is an IVC central line with the tip
into the right atrium. There is a large hlatal hernia. The cardiopericardia! silhouette is within normal
limits.
There Is no consolidation. No pleural effusions are present. The bones are unremarkable for age.

Transcrbedby: On: Oct 11 2016 4:21 P

Read by: LOUIS P FREEMAN, MD On: Oct 11 2016 4:23P
Signed

[psgn_dr_addond)

This result

Electronically by: LOUIS P FREEMAN, M.D. On: Oct 11 2016 4:21 P Page 1 of 2
(read_lnfo2J

[psgn_dr_addend2]

alienates from Baptist Haath South Florida (BHSF). ,t contains confldnritial paBont Information and IK Intended cNylnrthe Indviojals narpadabtwe. rryou hava
s Itmull !n alien, pl«a»« notify to immediate I/ at 78O-573-OOQ2, ll you have quustions about youi [usulta, plaase call joui health cats ptaddui.



REPORT OF RADIOLOGIC CONSULTATION

Patient Name:
Patient Class: EMERGENCY
DOB:
Adm No:
Rad/MR No: 1387800

Priority: STAT Order No: 90009

A9e:BI Sex: F Corp ID: 000005139471
Adm Date: 10/11/2016 Time: 3:12PM
PI NS/Room: SEDM-SE09AA Ph#: (305) 265-8136

Ordered By: DAMION RIRCHARD CAMPBELL, M.D. 030114Phone: (786) 662-0455 Fax: () -
Referred By: ER DOCTOR MISC Q0888B Phone: (786) 596-6556 Fax: () -

IMPRESSION:
There Is no acute cardiopulmonary disease.
Large hiatal hernia.
Dialysis catheter as above.

Transcr bed by: On: Get 11 2016 4:21 P

Read by: LOU IS P FREEMAN, MD On: Oct 11 201 6 4:23P
SlgnedlElectronlcalry by: LOUIS P FREEMAN, M.D. On: Oct 11 2016 4:21 P

[psgn_dr_sddend}

T|l!s result orlpnates lioin Baptiif Hsath South Horda (BHSF). it contains ccnflGantJaI patient information and Is Intartdod cNyfar the Individuals named abovo. If you nav
teceived !hts i esutt In error, pfwase notify us Immodlatal/ at 7SO-373-30CE. if you have questions about youi rea jits, plaase call your health caia prouder.

Page 2 of 2
{read_lnfo2}

{psg n_dr_addend2]

*̂P!̂ ?"̂ e*ci«;wtHr"



REPORT OF RADIOLOG1C CONSULTATION

Patient Name:
Patient Class: EMERGENCY
DOB:
Adm No:
Rad/MR No: 1387800

Priority: STAT Order No: 90010
Age:|^ Sex: F Corp ID: 000005139471
Adm Date: 10/11/2016 Time: 3:12PM
Pt NSyRoom: SEDM-SE09AA Ph#: (305)265-8136

Ordere'd By: DAMION RIRCHARD CAMPBELL, M.D. 030114Phone: (786) 662-0455 Fax: Q -
Referred By: ER DOCTOR MISC 008888 Phone: (786) 596-6556 Fax: () -

Final Report "

ADMITTING DIAGNOSIS: SEIZURE

PROCEDURE: SCT 7895 BRAIN CT WO CON
Acc#: 20351885 Date: Oct 11 2016 CPT: 70450

PROCEDURE: BRAIN CT WO CON

CLINICAL INDICATION:
SEIZURE AND HEADACHE TODAY

COMPARISON:
01/24/2016 CT brain

TECHNIQUE:
Noncontrast axial images through the brain were obtained. Radiation dose reduction techniques used
for this exam include: Iterative Reconstruction Technique and/or adjustments of the mA/kV according
to patient size.

DISCUSSION:
The ventricles are midllne and nondilated. Hemorrhage or acute extra-axial fluid collection is not
seen.

Generalized cortical and central atrophy is seen stable when compared to the prior examination.

Transcribed by: On: Oct 11 2016 5:31 P

Read b^: LORNA WILLIAMS, MD On: Oct 11 2016 5:33P
Signed Electronically by: LORNA WILLIAMS, M.D. On: Oct 11 2016 5:31P

{psgn_dr_addend)

This r*=u:
received 0 \:

Ultlorig nates (rom Bapttit Mealfi South Florida (BHSF). ft contains canto tie ntta I patient irttamration and Is intended arty for the Individuals named ahovs. If you have
Is result in error, p'aase notify us Immediately at 780-373-3002. If you fia^e questions about your results, plaasa call your health caie provider.

Page 1 of 2
{readJnfoZ}

{psgn_dr_addond2J



REPORT OF RADIOLOGIC CONSULTATION

Patient Name:
Patlenlldass: EMERGENCY
DOB:
Adm No:1
Bad/MR No: 1387800

Priority: STAT Order No: 90010
Age:^| Sex: F Corp ID: 000005139471
Adm Date: 10/11/2016- Time: 3:12PM
Pt NS/Room: SEDM-SEQ9AA Ph#: (305) 265-8136

Ordered By: DAMION RIRCHARD CAMPBELL, M.D. 0301 HPhone: (786) 662-0455 Fax: () -
Referred By: ER DOCTOR MISC 008888 Phone: (786) 596-6556 Fax: () -

Decreased attenuation Is seen within the perlventricular white matter suggesting mild small vessel
ischemlc changes, stable from prior exam.

No acute parenchymal attenuation abnormalities are identified. No definite area of acute infarction is
seen.

Th© visualized osseous structures are Intact.

IMPRESSION:
No acite intracranial findings.

Transcr bed by: On: Get 11 2016 5:31 P

Read by: LORNA WILLIAMS, MD On: Oct 11 2016 5:33P
Signed Electronically by: LORNA WILLIAMS, M.D. On: Oct11 2016 5:31P

[psgn_dr_addend}

Page 2 of 2
{readjnfo2}

{psgn_dr_addend2J

Tnlsr»su!t originates fiom Baptist Healtn South Florida (BHSF). .1 contains conhcwntial patient information and is intended oNyfor the Individuals named above. »you have
received this'result In airc*, please notify us immwdialel/ at 780-573-OOOZ. If ynu have qoestioro aaout youi jesults, plaase ceill youi healthcare prouder.



REPORT OF RADIOLOGIC CONSULTATION

Patient î̂ ^^
Patient]Class: INPATIENT
DOB:
Adm No:!
Had/MR No: 1387800

Priority: STAT

A9e:Bl Sex: F
Adm Date: 10/11/2016
Pt NS/Room: 4PAV-Q41401

Order No: 90012
Corp ID:000005139471
Time: 7:25PM

Ph#: (305) 265-8136
Ordere'd By: NEIL E ROSENKRANZ, M.D. 013243
Referred By: YANEiCYGONZAL£Z-ROJAS,M.D. 167692

Phone: (305) 273-7319 Fax: (305) 662-9515
Phone: (786) 662-5465 Fax: () -

Final Report

ADMITTING DIAGNOSIS: ACUTE SEIZURE

PROCEDURE: SNM 7898 G. I. BLEEDING SCAN
Acc#: 20355178 Date: Oct 12 2016

The following medications were administered for today's exam:
TC99M RBC ULTRATAG UP TO 30MC! Quantity: 1

PROCEDURE: G. I. BLEEDING SCAN

CLINICAL INDICATION:
RECTAL BLEED

CPT: 78278

COMPARISON:
None.

TECHNIQUE:
Following the administration of 25 mCl of Tc-99m UltraTAG labeled red blood cells, a dynamic Gl
bleeding study is performed for BO minutes post injection. Delayed imaging was also obtained.

DISCUSSION:
There is no evidence of active Gl bleeding identified in the first hour dynamic acquisition as weli as
delayed images. Patient was injected via superficiai vein of the anterior left chest wall, leading to flow
through the epigastric veins and eventually Into the lilac veins rather than through the left subclavian
Transcribed by: On: Oct 13 2016 7:53A

Read by: JUAN CARLOS BATLLE, MD On: Oct 12 2016 9:3DP
Signed Electronically by: LAWRENCE F ELGARRESTA, M.D. On: Oct 13 2016 7;53A Page 1 of 3

I {read_Jn-fo2}
{psgn_dr__addend} {psgn_dr_addend2]

This rasultorigrates from Bails'Heath South Rortta (BHSF). it contains coofioential patient Information and Is Wended crtyfot ttie Indviduals named above. It yo
ls result In Btror, please notify us immediate!/at 780-373-3OCZ. If you have questions about your results, plaase call yout health ca/e prodctef.



REPORT OF RADIOLOGIC CONSULTATION

Patient Name: ̂ ^M^__
Patient! Class: INPAT1ENT
DOB:
Adm Np:|
Rad/MRNo: 1387800

Priority: STAT Order No: 90012
Age:^| Sex: F Corp ID: 000005139471
Adm Date: 10/11/2016 Time: 7:25PM
Pt NS/Room: 4PAV-0414Q1 Phff: (305) 265-8136

Ordered By: NEIL E ROSENKRANZ, M.D, 013243 Phone: (305)273-7319 Fax: (305) 662-9515
Referred By: YANEICYGONZALEZ-ROJAS.M.D. 167692 Phone: (786) 662-5465 Fax: {) -

vein.

IMPRESSION;
No evidence of active Gl bleed.

FINAL SUB-SPECIALITY REPORT read by Lawrence Elgarresta M.D. 10/13/2016 7:53 AM.

PROCEDURE: G. I. BLEEDING SCAN

CLINICAL INDICATION:
RECTAL BLEED Gl BLEEDING

COMPARISON;
None.

TECHNIQUE:
Following the administration of 25 mCi of Tc-99m UltraTAG labeled red blood cells, a Gl bleeding
study s performed.

Transcribed by: On:Oct132016 7;53A

Read by: JUAN CARLOS BATLLE, MD On:Oct122016 9:30P
Signed Electronically by: LAWRENCE F ELGARRESTA, M.D. On: Oct 13 2016 7;53A Page 2 of 3
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rocaivadthls(wsultln«fror, pluase notify us Immediate!/ at 780-373-0OCE, II you have questions about your Jesuits, plaase ca!l your health caru ptovfciar.



REPORT OF RADIOLOGIC CONSULTATION

Patient Name:
Patlentldass: INPATIENT
DOB:
Adm No:,
Rad/MR No: 1387800

Priority: STAT
A9e:^B Sex: F
Adm Date: 10/11/2016
Pt NS/Room: 4PAV-041401

OrderecJ By: NEIL E ROSENKRANZ, M.D. 013243
Referred By: YANEICYGQNZALEZ-ROJAS.M.D. 167692

Order No: 90012
Corp ID:000005139471
Time: 7:25PM

Ph#: (305) 265-8136
Phone: (305) 273-7319 Fax: (305) 662-9515
Phone: (786) 662-5465 Fax: () -

DISCUSSION:
There s no evidence of active Gl bleeding identified in the first hourof dynamic acquisition as well as
delayed images. Extensive varices are evident

IMPRESSION:
No evidence of active Gl bleed.

Transcr bed by: On:Oct1320l6 7;53A

Read by: JUAN CARLOS BATLLE, MD On:Octl220l6 9:30P
Signed Electronically by: LAWRENCE F ELGARRESTA, M.D, On: Oct132016 7:53A
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This result! ori 3 nates from Baptist Heatfi South Hor'dm (BHSF). it contain! confidential patient Irrlormation and I« htanded orty tar the indviiiJals named abcwe. Ifyouhava
recelvad ibis resuh In eiror, please notfy us Immodlatal/ at 780-573-80OZ. II you have quesdons about your results, please call /our health care provider.
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SOUTH MIAMI HOSPITAL

Miami FL 33143
(786) 662-8432
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Transthoracic Echocardiogram Report

Name:1

Cl#: 5139471
Age:|
DOB:
Referring Physician: GONZALEZ-ROJAS, YANEICY
Patient Status: tnpatient
Patient Location: ::4PAV:0414:01

Study Date: 10/12/2016 08:58 AM
MRN#: 1387800
Ordering Physician: SANJAR, TINA
Accession^: 20352767
Account #|
Gender: Female

Performed By: Robert S Sukhoo, RCS
Reason For Study: CORONARY ARTERY DISEASE
History: CAD
Height: 54 in Weight: 121 Ib BSA:1,4m2 BP: 121/65 mmHg HR: 80

A complete two-dimensional transthoracic echocardiogram was performed (2D, M-mode,
spectra! and color flow Doppler).

M-jMode/2D Measurements (Female)
IVSd: 0.73cm (0.6-1 .Ocm)

LVPWd: 0.60 cm (0.6-1.0 cm)

LVIDs; 2.7 cm (2.2-3.5 cm)

LA dimension: 2.7 cm (2.7-3.8 cm)

LA ESV Index (BP): 15.0 ml/m2 (16-34 ml/m2)

LVIOd; 3.6 cm (3.8-5.2 cm)

LVfDd/BSA: 2.6 (2.3-3.1 cm/m2)

LVIDs/BSA: 1.9 (1.3-2.1 cm/m2)

Ao root diam: 2.6 cm {< 4.0 cm)

MMode/2D Measurements and Calculations

LA1 ESV Index (A2C): 7.1 m!/m2

Doppler Measurements and Calculations
M^ E max vel: 100.0 cm/sec

MV A max vel: 129.0 cm/sec

MV El A: 0.78

LA ESV Index (A4C): 27.1 ml/m2

MV dec time: 0.10 sec



TV E max vel: 68.6 cm/sec PV vel max: 51.3 cm/sec

PVmaxPG.: 1.1 mmHg

TR max vel: 248.0 cm/sec RAP systole: 5.0 mmHg

TR nax PG: 25,0 mmHg
RVSP(TR): 30.0 mmHg

Lat

Lai

Peak F Vel: 6.9 cm/sec AV Dim Index: 0.75

E/E': 14.5

DISCUSSION:

Left Ventricle
The left ventricular size, shape and wall thickness are normal. Left ventricular systolic function
is normai. Ejection fraction is within normal limits estimated at equal to greater than 55 percent.
No regional wall motion abnormalities noted. Normal diastolic function parameters.

Left Atrium
Normal left a trial size and appearance.

B]gbtJ/en.tncl.e
The right ventricular size, shape, and wall thickness are normal. The right ventricular systolic
function is normal, pacer noted in right heart

Right Atrium
Notrnal right atrial size and appearance.

Aortic Valve
There is mild aortic sclerosis. There was no aortic regurgitation noted. No valvular aortic
stenosis noted.

Aorta
The aortic root is normal in appearance and dimension.

Mitral Valve
There appears to be mild mitral annular calcification. There is no significant mitral regurgitation
nojed. There is no mitral valve stenosis noted. There is no evidence of mitral vaive prolapse.

Tricuspid Valve
Th'e tricuspid valve appears to be normal in structure and function. Estimated right ventricular
systofic pressure is within normal limits for age. Moderate tricuspid regurgitation. There is no
tricuspid vaive stenosis noted.



Pericardium and Pleural
The're is no significant pericardial effusion noted. The pericardium appears normal.

IMPRESSION:
Ejection fraction is within normal limits estimated at equal to greater than 55 percent.
pacer noted in right heart
Moderate tricuspid regurgitation.

mated right ventricular systolic pressure is within normal limits for age.Est

Reading Physician: Electronically signed by: MATTHEW E SNOW on 10/12/2016 12:44 PM



ELECTROENCEPHALOGRAM REPORT

PATIENT NAME:
MEDICAL RECORD NUMBER;
ACCOUNT NUMBER;
DATE OF STUDY:
PIIYSICIAN:
REFERRING PHYSICIAN;

ROOM:

000001387800

10/12/2016
ALBERTO PINZON ARDILA, MD

041401

READING PHYSICIAN: Dr. Pinzon Ardila, MD.

I
TECHNICAL INFORMATION: Electrode type: Disk.
Electrode placement.: 10/20 international system.
Equipment: XLTEK with video.
Number of channels: 22.

DESCRIPTION OF THE RECORD: The background rhythm revealed an 8-9 Hz posterior rhythm with
faster frequencies anteriorly that attenuated with eye opening. During drowsiness, slower frequencies
were observed. There were some intermixed shifting slower frequencies bilaterally. There were no
clear epileptiform discharges.

IMPRESSION: There were no clear significant abnormalities in this EEG study in the awake and
drowsy states. Clinical correlation is recommended.

AP/McdQ
D: 10/15/2016 10:43:33
T: 10/15/201618:12:07
Job#: 5£Jp79/7l6971693 ALBERTO PINZON ARDILA, MD 114660

PATIENT NAME:
MEDICAL RECORD NUMBER;
ACCOUNT NUMBER:
PHYSICIAN:

000001387800

ALBERTO PINZON ARDILA, MD

ELECTROENCEPHALOGRAM REPORT



- STATE..OF FLORIDA
Rtck Scott, Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPQRT

SUBMIT FORM TO:
Departmehtof Health, Cqn'sumer Services Unit

4052 Bald Cypress Way, Bin.CTS
Tallahassee, Florida.32399-3275

1. OFFICE INFORMATI

City . -23p'Code" County

.fJafne of Physlcian^oV-Llceneee Reporting' "

Street /Address

Telephone.

QS.R
License Number &. office registration n"urn.ber, If applicable

PaHenfsaddressrfor Physlcaan or Licensee Reporting

Parent JdentificaHoh. Number

Diagnosis

HI. INCIDENT INFORMATION

Age i__ i Gender
v]fe.hc, .

Q' D
Medicald Medicare

Date of Dffide yfslt
Lvp&so cTVorv

Puipoie'̂ oi;Office Visit.

•1CD-9 Coda for descripijqrx of incident

Level of Surgery (II) or (111)

Location of Inddent
Q OperEttirig Room
Q Other

.Recovery Room

Mote; If the'lncident involved .a.death, was-lhe medical examiner notified? D Yes d No
Was anjautb'psy'performed? Q'Ye"s Q.No

A) Describe circumstances of theilricident (narrative)
(use .addltfonaj sheets as necessary fprcomplele response)

fa- fw>f&r UAJ&faPage 1 of2



B) ICO-9-CM Code*

c-
5

Surgical, diagnostic, ortreatment Accident, 'event, circumstances, or
procedure being performed at time of specific' agent that caused the injury
incident' 0CD-9 Codes.01-99.9) orevent (ICO-9 E-Codfin)

C) List any equipment lined (f directly Involved in the incident
(UM-omiRlDnal shJsoIt a»n«c««3ary tor complete responds)

Resulting, .Injury
(lCCi-9 Codec 8OO-99S.S)

D) Outcome.

Q Death

o Brain Damage

a .spinal Damage

.a Surgical procedure performed on the wrong patient,

Q A procedure to remove .unplanned 'fbreign'objects
.remaining from surgical procedure.

a Any condition that required. the transfer of .the
patient to a hospital.

Outcome of transfer- e.g.-, death; brain damage,,
observation only £foseOU<VFiN\e of facility to whjcfi patient was tansferred1,

cixc&k«>r\^ il<Wf>vfe;l

Q Surgical procedure performed on the'wrong'site" .

Q Wrong surgical procedure, performed **

a Surgical repair of injuries or damage from a.planned
surgical procedure.

"IfftTesuttedin:
Q, Death
Q Brain Damage
Q* Spinal Damage
D Permanent disfigurement not to Include the

incision, scar
Q Fracture or dislocation of bones or joints
a Limitation of neurological, physical, or sensory

function.
Q Any condition that required- the transfer of the

patient to a hoap'itaL,

E) Ust all penons, Including license .numbers IT licensed;, locating Information arid the capacity In which
they were Involved In this Incident, this would include anesthesiologist, support staff and other health
care providers.

DO.,

F) List witnesses, Including license numbers If licensed, arid locatfng Information If not listed above

IV, ANALYSIS AMD CORRECTIVE ACTION
A) Anarycis (apparent cause) of this Incident ju»*»d{Jjti«fi*uKi«»

//

B) Describe corrective or proactive atUon{«) taken

V.
fj PHYSICIAN/LICENSEE SUBMITTING REPORT LICENSE NUMBER

iSAb
DATE REPORT COMPLETED TIME REPORT1 COMPLETED

DH-MQA1030-12/06
Page 2of2



201608017 167

OTATc OF

zctth. Cent̂ cnsr SoTVlsc^ Urft
Jsy, D'̂ a C7G
C3S2M273

A. lai
County

Name of Pf-,iiUan or ixsnree Rcpoitng

Sama
Paiartf* add-ess to Riyslosn ej Lbcns*a Rcpcrtirg

Uronso Kicracr & 0^03 r

H.

f(L

Note: . if tho fn»d«m iiwofveo a deaSi.
was an autopsy psrforrrred? a Yes Q Wo

A)
(uu a&iDOrtaJ shwt* ci r«oEsew {o

AS3 \&k$FL

ICO-9 Cctte Tor d^oipt

Lcvd eJ Gî rgary p]> or (i II)

Location o7
D CPOT
O Other

exantnsj no'iCed? a YG3 a Mo

0 O $
Mtaiiga t̂ Gcsre
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6) ICD-9-CM Codes

vrvPACU
Surgical, diagnostic, or treatment ntjAccidentjevent circumstances,
procedure being performed at time c| specific agenttnat caused the injury
Incident {ICD-fl Codes 01-99.9} arevant (ICD-S E-Codes}

C) Llat any equipment used if dir&ctly involved in the incident
(Use additional shears ae rocecsaryfc? omptoa rstpcmw}

Resulting injury
flCO-9 Codes an&-999.

LiPcrSLlc-hon

D) Outcome of Incident (Ptwa

Q Deaih

a Brain

Q Spinal Damage

a SWgfcal procedure performed on the wrong patient;

a A procedure to remove unplanned foreign objeds
remaining from surgical procedure.

JscT Any condition that required the transfer of the
patient to a hospital.

Outcome of transfer—e.g., death, brain damage,
observation ontv .
Nprn/e of jacflrty to which patient was transferred:
JioEiJ-J

a Surgical procacture pwformed on the wrong site "

Q Wrong surgicsJ procedure perfofnisd "

a Sunjicat repair of injuries or damage from a planned
sunjical procedure.

" if It resulted in:
a Oeath
a Brain Damage
n Spinal Oamag»
Q Perrnanent dtefigur*rnwrt not to InclUdo the

incision scar
a Fracture or dlsl:>catfon of bones or joints
d Lirnftation of neurological, physical, or sensory

function,
a Any condition that racjulred (fte transfer of th«

patiani to a hospitat.

£} Ust all persons, including license numbers rf licensed, locating information and the capacfty in which
they were involved in this incident, this would includa anesthesiologist, support staff and other health
care providers.

f) List Wftne£so«, including b'censc numbars if Rcensed, and locating information if not fisted above
fts QboYe> ^_^^_^_

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent cause) of this incident [U»*dd;don»l3hnt» M irx*f9vyiex ca«

B) Describe corrective or qroactlve octlpn(») tak»n

Q

ctlon(») ta

>rv—^

•* n«»«**»> tor

V.
PKYSICIA'N/LICENSEE SUBMITTING REPORT UCENSE NUMBER

REPORT COMPLETED TIME REPORT COMPLETED
DH-MQA) 030-3 2/06
Page 2 of2



Department of health
Board of Medicine
4952 bald Cypress way
Tallahassee, Fl 32399

January 26, 2016

To Whom It May Concern:

came into my office on 1/9/16 for a cosmetic surgery procedure of
abdominoplasty with 1000 cc of suction assisted lipectomy of the flanks . After an H& P

history. The patient arrived on 1/19/1 6 for ̂ | scheduled procedure and the surgery was
performed in a routine fashion and was uneventful.

The patient was stable throughout the procedure but^BBP was 90/60 for an extended
period of time hi the PACU = fluids were given and ^Bvvas monitored. Upon my
reconrmendation^M was transferred to Holy Cross hospital for hypotension and
observation.|̂ Bivas admitted and given 1 liter of blood. I saw the patient in the hospital
on 1/20/16 and JHwas seen in my office on 1/25/16 for ||l week follow-up. ̂ B is
doing well and is scheduled fbrj^^wo-week follow-up in my office on 2/8/16.

Please call my office for;



s»pW• STATE OF FL
Rick Scott, Governor

'' '•*%!

PHYSICIAN OFFICE ^
ADVERSE INCIDENT REPOR1%

SUBMIT FORM TO: <g
Department of Health, Consumer Services Unit'

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

OFFICE INFORMATION . A

Lamll /O PA
Name of office

City / Zip Code County

Mark Lane 4
Name of Physician or Licensee Reporting

Street Address

Telephone

License Number & office registration number, if applicable

Patient's address for Physician or Licensee Reporting

Patient identification Number

Diagnosis

III. INCIDENT INFORMATION

_
Incident Date and /ime

a a
Medicaid Medicare

Date ol0ffLceA/isit

Purpose of Office Visi

9 Code for description of incident
- *

Level of Surgery (II) or (111)

Location of Incident:
Q Operating Room

,Xother_
D Recovery Room

Note: If the incident Involved a death, was the medical examiner notified? D Yes a No
Was an autopsy performed? a Yes a No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)

DH-MQA1030-12/06
Page 1 of 2



B) ICD-9-CM Codes

Surgical, diagnostic, or treatment Accident, event,, circumstances, or
procedure being performed at time of specific agent that caused the injury
incident (IOD-9 Codes 01-99.9} or event (ICD-9 E-Codes) \) List any equipment used if directly involved in the incident

(Use additional sheets as necessary for. complete response)

Resulting injury
=9 Codes 800-999,9)

D) Outcome of Incident (please check)
Q Death

D Brain Damage

Q Spinal Damage

a Surgical procedure performed on the wrong patient.

Q A procedure to remove unplanned foreign objects
remaining from surgical procedure.

_X^ Any condition that required the transfer of the
patient to a hospital.

Outcome of transfer — e.g., death, brain damage,
observation oniv
Name of facility to which patient was transferred:

a Surgical procedure performed on the wrong site **

a Wrong surgical procedure performed ** "

a Surgical repair of injuries or damage from a planned
surgical procedure.

** if it resulted in:
Q Death
a Brain Damage
a Spinal Damage
a Permanent disfigurement not to include the

incision scar
D Fracture or dislocation of bones or joints
D Limitation of neurological, physical, or sensory

function,
a Any condition that required the transfer of the

patient to a hospital.

E) List all persons, including license numbers if licensed, locating; information-and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers. .

/Hark LancA- jtfb - MB 003*1 57,?

FJ List witnesses, including license numbers if licensed, and locating information if not listed above

[V. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent cause) Of this incident (Use additional sheets as necessary for complete response}

B) Describe corrective or proactive action(s) taken (Use additional sheets as necessary for complete response)

V.
SIGNATURE OF PHYSICIAN/LICENSEE SUBMITTING REPORT LICENSE NUMBER

DATE REPORT COMPLETED TIME REPORT COMPLETED

DH-MQA1030-12/06
Page 2 of2



STATE OF FLORIDA
Rick Scott, Governor

PHYSICIAN OFFICE
ADVERSE INCIDENT REPORT

SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

Consumer Services

FEB 2 3

L OFFICE INFORMATION
\tosouArvr ftwss

Name of office

'atlents address for Physician or Licensee Reporting

Street Address
nmr \m\VQg.

registration number, If applicable

PATIENT INFORMATION

Patient Identification Number

Diagnosis

ill. INCIDENT INFORMATION

ncden Date ancTime

u /
Medicaid /Medicare

. ,
nnflftol

\J *

1CD-9 Code for description of incident

Level of Surgery (II) or (ill)

Location of Incident
g Operating Room
D Other

Q Recovery Room

Note; If the incident involved a death, was the medical examiner notified? a Yes a No"
Was an autopsy performed? a Yes a No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)

Thfienv presmtd -b-QkcA\\V\r ;

DH-MQA1030-12/06
Page 1 of2
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B) 1CD-9-CM Codes

Q8S-u> '
Surgical, diagnostic, or treatment
procedure being performed at time of
incident {ICD-9 Codes 01-99.9)

Accident, event, circumstances, or
specific agent that caused the injury
or event. (ICD-9 E-Codes)

Resulting injury
(ICD-9 Codes 800-999.9)

C) List any equipment used if directly involved in the incident
{Use additional sheets as necessary for complete response)

D) Outcome of Incident (Please check)

D Death

a Brain Damage

D -Spinal Damage

. a Surgical procedure performed on the wrong patient

a A procedure to remove unplanned foreign objects
remaining from surgical procedure.

a Any condition that required the transfer of the
patient to a hospital.

Outcome of transfer- e.g., death, brain damage,
observation only '
Name of facility to which patient was transferred:

a Surgical procedure performed on the wrong site **

a Wrong surgical procedure performed **

a Surgical repair of injuries or damage from a planned
surgical procedure.

** if it resulted in:
a Death
a Brain Damage
a Spinal Damage
a Permanent disfigurement not to include the

incision scar
D Fracture or dislocation of bones or joints
D Limitation of neurological, physical, or sensory

function.
a Any condition that required the transfer of the

patient to a hospital.

E) List all persons, including license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers.

F) List witnesses, including license numbers if licensed, and locating information if not listed above

IV, ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent Cause) Of this incident (Use additional sheets as necessary for complete response)

loos h'iS1pm
• J

lovVo Vfrffoyuo

Bl Describe Correctlye, Or proactive act!on(s) taken (Use additional sheets as necessary for complete response)

Qrriv

v. L^
F PHYSICIAN/LICENSEE SUBMITTING REPORT LICENSE NUMBER

DATEREPORT COMPLETED - TIME REPORT COMPLETED
DH-MQA1030-12/06
Page 2 of2



PATIENT:

DATE:

PREOPERATIVE DIAGNOSIS:

OPERATIVE REPORT

02/09/2016

POSTOPERATIVE DIAGNOSIS: Same.

OPERATION PERFORMED

SURGEON:

PROCEDURE:

Corset platysmaplasty, high SMAS facelift.

Harold Bafrtis, D.O., MPH, FACOS, FACS

ThisB-year-old patient well known to us has
come in with the above complaints. The patient

full weii understands the nature of surgery, the fact that there are complications
inherent with this, and he read his patient consultation worksheet in detail, and not
only that but had all the complications reviewed with him by me and the staff. He
signed the consent knowing^, and the staff went over all the particular issues
inherent with his surgery. Trje patient understands that there will be some degree
of autologous fat grafting with facial rejuvenation, and this may impose some undue
amount of swelling and/or potential resorption problems that may need further fat
and/or other filler injections at a later time. No guarantee was made or implied as to
the final result, and we did state that there may be prolonged swelling and that the
area of the most significant relapse would be around the mouth and jowls as the
patient animates. No improvement should be expected for the perioral area, as this
is something that should be addressed in a separate procedure. The patient was
counseled several times preoperatively, and we jointly agreed on rhitidectomy as
the operative course. The patient was prepared in the usual manner and obtained
medical clearance for his surgery.

We saw the patient in the holding area and marked him appropriately for the
procedure. We explained to him again our plan as to where we would place fat,
where we would harvest fatJ We went over any further questions and elaborated
on potential complications. He was cleared by Anesthesia.

The patient was given 1 g of Ancef and 10 mg of Decadron and then taken to the
operating theater. He was placed in the supine position. His arms were
minimally abducted, supinated, and padded, and he was induced under mild IV
sedation. We then prepared the head and neck by propping it with 1% Betadine

Continued



OPERATIVE REPORT
PATiENT;
DATE; 02/09/2016
PAGE TWO

solution and applying sterile drapes. We went ahead and infiltrated the entire neck
area and the right side of the face with local anesthetic. We used a mixture of 0.5%
Marcainewith 1:200,000 epinephrine and 1% Xylocaine with 1:100,000 epinephrine
on the incisional areas in the submental area and along the pretragal area and
posterior auricular area and in the occipitomastoid zone. We also infiltrated the
incisional areas of the flap areas with 0.5% Xylocaine with 1:200,000 epinephrine.
We infiltrated the remainder pf the flap with a tumescent solution of epinephrine,
saline, and 1% lidocaine.

Please note that we went forward and prepared our fat for any fat grafting, and prior
to working on the submental area and pretragal areas, we went forward and
judiciously placed fat in appropriate zones utilizing filtered prepared fat in 1 cc
syringes. Please see separate operative report for this.

Once autologous fat filling was done and after adequate time for hemostasis and
anesthesia to take effect, we went forward and approached the submental area.
We approached the submental area, made an incision in a natural skin crease, and
raised a preplatysmal flap. Undermining ensued down to the thyroid cartilage, and
we were able to visualize the platysma without incident. We then gently removed
any preplatysmal fat with direct trimming and open liposuction. All bleeding points
were controlled by directed electrocautery. We created a plane in the subplatysmal
zone; and with gentle dissection, we removed the subplatysmal fat accordingly. If
needed with pronounced digastric musculature and obtuse cervicomental angle, we
performed anterior digastric resection. We then performed a corset platysmoplasty
utilizing 3-0 PDS as well as 3-0 and 4-0 Vicryl Plus sutures. The platysma was cut
about 2-3 cm on either side of the midiine at the distal end of our corset. We then
packed the submental incision utilizing Betadine soaked sponges. With this being
done, we then went forward to the right side of the face.

We approached the right side of the face and raised an occipitomastoid flap and
cheek/neck flap in the usual manner. Our incision went along the anterior hairline.
Care was given to not damage any hair follicles. The patient had undermining in
the subcutaneous plane to th'e area of the midcheek as drawn before surgery. Ail
bleeding points again were controlled by directed electrocautery. We raised a
SMAS flap in the cheek, undermined the flap to the pivot point and then to the area
of the midcheek and inferiorly about 4.5 to 5 cm where we were under the platysma

Continued



OPERATIVE REPORT
PATIENT: B^̂ ^B
DATE: 02/09/2016
PAGE THREE

as well. With this being done, we placed traction on this SMAS flap to effect an
upward lift. We created a srnall transposition flap and tacked this about the area
just beneath the tragus with 3-0 Vicryl Plus suture. We then were able to provide
upward traction on our SMAS flap, roil it on itself to create a contourfill of the malar
and zygomatic zone and literally create a more volumized cheek. Please note, we
also released the retaining ligaments that anchored the depressed cheek fat. By
rolling the SMAS and contouring it superiorly, we utilized buried sutures of 3-0
Vicryl Plus suture. We also approximated the SMAS to the pretragal parotid fascia
utilizing interrupted sutures of 3-0 Vicryl Plus. We then went ahead and affected
traction to the posterior border of the platysma muscle to complete our chin/neck
work and corset platysmaplasty. As stated, we had dissected in the midline of the
neck, cutting the platysma for about 3-4 cm in the low anterior cervical area to allow
more traction. The anchoring sutures were again 3-0 Vicryl Plus sutures as well as
on the lateral platysma 2-0 PDS sutures.

With this being done, irrigation ensued with bacitracin and saline. We then trimmed
any excessive fat below the mandible directly and as needed with open
liposculpture. All bleeding points were controlled. ATLS drain was placed, brought
out through a separate stab wound in the hairline superior to the occipitomastoid
incision, and secured with interrupted 3-0 Vicryi Plus suture. We then went ahead
and placed appropriate traction on our skin flaps and draped them accordingly into
a more natural vector, often different than the vector of the SMAS pull. Sutures
secured at key tension points above the ear and in the occipitomastoid zone
utilizing 3-0 Vicryi Plus suture. Flaps were trimmed accordingly, preserving hair
follicles as needed, and we closed all incisions at the hairline with 3-0 Monocryl as
well as 5-0 plain gut suture. The occipitomastoid area was closed again with 3-0
Monocryl, 3-0 Vicryl Plus suture, as well as 3-0 running chromic (3-0 chromic)
suture. We trimmed the flaps around the ear and tailored the earlobes
appropriately and closed them with interrupted 4-0 Monocryl in the deep areas as
well as 5-0 nylon on the skin as well as 5-0 plain gut suture. The patient had a
small posterior auricular area left open for drainage.

We then applied Bactroban Ointment to all suture fines as well as a small amount of
nitro paste to decrease venous engorgement We held pressure on this area with
ABDs and then infused the contralateral side.

Continued



OPERATIVE REPORT
PATIENT:
DATE: 02/09/2016
PAGE FOUR

An exact similar procedure was done on the contralateral side as we did on the
right side, and we then were able to close not only the submental area but the left
side of the face. The submental incision was closed with 4-0 Monocryl as well as
5-0 plain gut suture. Bactroban, Xeroform, and Telfa were placed on all incisions
and nitre paste on the occipifomastoid area.

As stated, final dressings incfuded bacitracin and saiine cleansing of all the skin,
Bactroban on the suture lines, cut-to-fit Xeroform dressings, as well as Telfa, sterile
cotton padding with mineral oil. The drains were placed on suction tubes. We then
placed Kerlix fluffs, Kerlix wrap, and Kling dressings as well as silk tape. The
patient was given 10 mg of Decadron at the cfose of the procedure and will be
monitored and given more antibiotic as needed.

The patient was taken to the post-anesthetic room in satisfactory condition. He was
able to move all muscles of facial expression without any deficit. He will be
followed closely and will be discharged with appropriate pain medication and
antibiotics, and will be monitored by our RN.

Harold Bafitis, D.O., MPH, FACOS, FACS
0:02/25/2016 T:02/25/2016
(dictated but not read)

HB/lkr



OPERATIVE REPORT

PATIENT:

DATE: 02/09/2016

PREOPERATIVE DIAGNOSIS: Redundant lower lid with lateral canthal laxity.

POSTOPERATIVE DIAGNOSIS: Same.

OPERATION PERFORMED

SURGEON:

PROCEDURE:

that although he did not have

Lower lid pinch biepharoplasty with orbicularis
tightening.

Harold Bafitis, D.O., MPH, FACOS, FACS

ThisH-year-oId patient presented to us with the
above-mentioned issues. We explained to him

any lower lid fat, he did have skin laxity and
redundant skin. He would be a candidate for a skin pinch only biepharoplasty with
orbicularis suspension and release of the orbitomalar ligament,

We went forward, marked the patient accordingly, and he was given preop 2 mg of
Ativan. The patient was taken to the operating theater where he had an (V started,
and he was given another 1 mg of Ativan IV. After adequate time for relaxation, the
lower lid was blocked with 1% Xylocaine with 1:100,000 epinephn'ne as well 0.5%
Marcaine with 1:200,000 epiqephrine. After adequate time for hernostasis to take
place, we then also blocked the upper fid area in a natural skin crease. We made
the marks for our skin pinch at approximately 5 mm beneath the lash line, angling
downward at the lateral cantus. We utilized two Brown-Adson forceps to pinch the
skin and then went forward and excised a strip of skin only. We cauterized any
minimal bleeding along the orbicularis. At that point, we were able to dissect
laterally down through the orbicularis. We had no bleeding, and we were able to
bluntly dissect down and theq introduced a periostea! elevator. We were able to
easily sweep and release orbitomalar ligament lateral to medial. We tented the
skin, and with no issue noted] we were able to then grab the orbicularis muscle and
do a lateral canthopexy in terms of tightening the orbicularis muscle and retinacular
suspension going up to the orbital rim in the superior lid and utilizing 4-0 Vicryl
suture. With that being done, excellent contour was appreciated. We closed the
lower (id with interrupted 6-0 plain gut sutures and 5-0 plain gut sutures, and the
same was done with the upper lid incision. We cleansed the area with bacitracin

Continued
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and saline. We applied an ice pack and went to the contralateral eye and did a
similar procedure.

TobraDex drops were placec
ointment on the incision line.

in the eye prior and postprocedure and TobraDex
The patient will have cool ice packs placed and

placed in the semi-Fowler position. The patient was given preop antibiotics and will
be sent home in the care of a guardian with postop antibiotics, ice packs, and local
wound care instructions with TobraDex ointment.

Harold Bafitis, D.O., MPH, PACOS, FACS
0:02/25/2016 T:02/25/2016
(dictated but not read)

HB/lkr



PATIENT:

DATE:

SURGEON:

OPERATIVE REPORT

02/09/2016

Harold Bafitis, D.O., MPH, FACOS, FACS

PREOPERATIVE DIAGNOSIS: Dermatochalasis and fat herniation of the lower
lids.

POSTOPERATIVE DIAGNOSIS: Dermatochaiasis and fat herniation of the lower
lids.

PROCEDURE: Lower lid transconjunctival blepharoplasty.

INDICATIONS FOR SURGERY: ThisH-vear-°ld patient presented to our office
with the above-mentioned complaints. The patient states that there is a chronic
tired look in the lower lids. The patient was diagnosed as having obvious
dermatochalasis with significant fat herniation of the lower lids. We determined
together that a transconjunctival lower lid blepharoplasty would be appropriate. We
went over the presurgical workup together and our patient consultation worksheet
was gone over several times. The patient understood the nature of the procedure
and all potential complications.

DESCRIPTION OF PROCEDURE: On the day of surgery, the patient was seen in
the holding area and was marked appropriately. An IV was started and the patient
was given a gram of Ancef and 10 mg of Decadron. The patient was taken to the
operating theater where a m Id intravenous sedation was given. Monitoring devices
were secured and a standard 1% Betadine prep was affected to the head and neck
areas.

Attention was now given towards performing bilateral lower lid transconjunctival
blepharoplasty. We injected each lower lid area with a mixture of 0.5% Xyiocaine
with 1:200,000 epinephrine and 0.5% Marcainewith 1:200,000 epinephrine. We
also placed some of the mixture in the lower palpebral conjunctival sack. We
placed a cool saline pack on the left eye and approached the right initially.
Tetracaine drops were placed in the right eye and a corneal shield protector was
placed that was saturated on its inside with Maxitrol ointment. After an appropriate
amount of time lapsed for hemostasis and anesthesia, attention was given to the
job at hand.

Continued
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Attention was now given towards the left eye where an exact similar procedure was
done, keeping the right eye in view for contour and symmetry. Again, we used
Frost sutures of 6-0 silk as we did on the right eye.

At the end of the procedure, the patient was gently awakened, was able to visualize
very nicely through both eyes, and we then placed Steri-Strips along the lower lid
periocular area to act as supporting mechanisms to prevent ectropion and help with
edema.

Another 10 mg of Decadron was given for swelling and at that point, our final
dressings were placed.

The patient had the head elevated. The patient's vital signs were checked and
found to be in excellent order
unit in satisfactory condition.

and the patient was taken to the postanesthesia care
Cool iced saline packs were then placed on the

patient's eyes. The patient will be monitored closely. The patient will be
discharged with appropriate pain pills, antibiotics, and strict instructions on
ointments to be placed in the eyes. The patient will subsequently be discharged to
the care of a selected guardian.

Harold Bafitis, D.O., MPH, FACOS, FACS
0:02/25/2016 T:02/25/2016
(dictated but not read)

HB/dst/imi



OPERATIVE REPORT

PATIENT:

DATE: 02/09/2016

PREOPERATIVE DIAGNOSIS: Microgenia.

POSTOPERATIVE DIAGNOSIS: Microgenia.

OPERATION PERFORMEC

SURGEON:

ROUTE:

Placemen! of anatomic chin implant shaved
down to medium.

Harold Bafitis, D.O., MPH, FACOS, FACS

Intraoral/Extraoral

INDICATIONS FOR PROCEDURE: ThisByear-old patient presented to us with
complaints relating to the fact that he had microgenia as noted above. The patient
states that it is interfering with his profile and overall esthetic balance. On clinical
assessment we found in fact that the patient does have evidence of hypogenia with
significant imbalance in terms of facial proportions.

The patient understands full well that we will be able to correct this to some degree
and in fact, if he wants further correction (greater than 6-8 millimeters), he will have
to go with a sliding osteotomy-type procedure. The patient does not desire this
procedure at this point and is full well aware of the procedure, all potential
complications, including infection, hematoma, seroma, rejection of the implant, as
well as malposition and problems with paresthesias around the chin and lip, as well
as mental nerve problems, be they temporary or permanent. The patient signed
the consent knowingly and is ready to undergo the procedure.

DESCRIPTION OF PROCEDURE: We saw the patient the day of surgery and
marked him appropriately in terms of anatomic guidelines. The anterior mandibular
ligaments were marked, as well as the symphysis and pogonion. An IV was
started, and ^he was given one gram of Ancef, 10 of Decadron and taken to the
operating theater.

With this being done, the patient was induced under general endotracheal
anesthesia. He was properly positioned and padded, and the area was prepped

Continued
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With this being done the procedure was through, and the patient was given another
10 of Decadron. The pattern tolerated the procedure well and was taken to the post
anesthetic room in satisfactory condition.

ADDENDUM: Please note hat after essentially almost completely closing the left
side of the cheek/neck lift, the patient had an issue with bradycardia that
progressed into asystole and pulseless rhythm. This has been documented. CPR
began, and we redraped the flap putting a moist Betadine soaked lap over the area.
Once we were at Palm Beach Gardens Hospital and the patient had come back
and was intubated and had good rhythm and oxygenation, in the emergency
department, we went forward and completed the cutaneous closure, We already
had placed a drain, and we were essentially just closing the wounds in the pretragal
area and occipltomastoid area. This was done in the usual manner with the same
sutures as on the contralateral side. The patient had standard dressings placed
and was transferred to
from this point on.

ICU.

Harold Bafitis, D.O., MPH, FACOS, FACS
0:02/25/2016 T:02/25/2016
(dictated but not read)

HB/im/imi

Dlease review the subsequent notes on this patient
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Board Certified in Plastic and Reconstructive Surgery '

Board Certifiedjn> General Surgery

February 10, 2016

My name is Lisa Perez. I am a registered nurse first assistant. I work at the
Plasti&'-SiCffgery Institute of the Palm Beaches, which is an AAAHC accredited
surgery center.

On 02/09/2016, we were performing a facelift on a^^year-old male. When we
were closing the last second side of the face, our anesthetist noticed that the
patient's heart rate was bradycardic and continuing to descend. We stopped the
surgery to help the anesthetist. A mask was applied for air. Then when no
response, we noted the monitors were showing asystole. We continued to check
for pulses in carotid, femoral pedal, all places that we could assess. When we
found we could not get any pulses, we applied the AED and did as instructed .
When it said no shock required, we once again felt for pulses and began CPR. A
total of three doses of epinerjhrine were given and one dose ofDSO. Upon that,
CPR was continued. The Elf tube was in place and ventilating, and that is
approximately when the medics arrived, and they took over.

Lisa Perez, RNFA

PALM BEACH GARDENS/JUPITER: 4601 Military Trail
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PATIENT:

DATE;

OPERATIVE REPORT

02/09/2016

PREOPERATIVE DIAGNOSIS: Laxity of Sower lid with hypertrophic redundant
orbicularis muscle.

POSTOPERATIVE DIAGNOSIS: Same.

OPERATION PERFORMED

SURGEON:

PROCEDURE:

Lateral retinacular suspension utilizing upper
and lower lid lateral incisions.

Harold Bafitis, D.O., MPH, FACOS, FACS

This ̂ year-old patient presented with the
above-mentioned components of facial aging.

You may refer to separate operative reports or to the patient notes for complete
analysis of facial aging and planned corrective procedures. As far as the lower lid
laxity and orbicularis hypertrophy, our plan would be to go forward and perform a
lateral retinacular suspension via the technique of Fagien.

The patient had undergone appropriate counseling for all facial aging corrective
procedures to be performed on the above-mentioned day and was aware that
further work may be needed as a result of the lateral retinacuiar suspension. The
patient was totally aware of the fact that there still may be some laxity of the lower
iid which may occur over time and would in fact need further corrective measures.
Our plan was to incorporate this procedure as a support mechanism for the lower
lid as well as a tightening and [ifting of the redundant orbicularis muscle.

As the patient was premedicated according to standard protocol, preoperative
antibiotics and 10 mg of Decadron were given. The patient had been sedated in
the usual manner (please see separate operative reports as necessary).

We approached this suspension by either utilizing the lateral upper blepharoplasty
incision or making a small lateral incision in the upper lid. We would also be
making a lateral incision 2-3 mm beneath the lash line on the lower lid extending in
a natural skin contour line. T
orbicularis, we would extend

Continued

in fact, we needed to do further work on the
the incision in the lower lid as necessary nasally. Our
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Name of Physician or Licensee Reporting
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III. INCIDENT INFORMATION

Incident Date and Time
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ADVERSE INCIDENT REPORT
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Department of Health, Consumer Services Unit
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n°\t Address

Telephone

License Number & office registration number, if applicable

PATIENT INFORMATION

Patient Ident'rfication Number

Age
2-- Gender

a
Medfcaid Medicare

Date of Office Visit

Purpose of ce Visit .V \9 Code for description of incident

Levelof,Surgery(ll)or(lll}

Location of Incident:
Q Operating Room
Q Other

^Recovery Room

Note: If the incident involved a death, waathe medical examiner notified? a Yes
Was an autopsy performed? Q Yes \$JSo

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)
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DESCRIPTION OF CIRCUMSTANCES OF THE INCIDENT
2/16/2016

Patient:
DOB:
Acct # 40482

Patient came to the endovascular lab on 2/16/2016 for an angiography of the left lower extremity with
possible intervention When the patient was ready for discharge at 2010, he exhibited orthostatic blood
pressures. Vital signs were stable at laying and sitting, but when he stood up, his blood pressure would
drop to 70/40, heart rate increased to 120s, and patient became light headed and dizzy. Patient was
rested back in bed and a bolus of fluids were given. No signs of herhatoma. Dr. Levitt was notified and
orders to transfer the patient to the emergency room were given. 911 was called at 2015 and the
paramedics arrived at 2020, patient left facility at 2030 and transferred to Orlando Regional Medical
Center.

'VasciiCar SpeciaCists of CentraCfCorida

80 'W. Micfligan Street

Or&ttidb, JL 32806

407.648.4333, ext 131

eiohannsen@QrteryQndvein.com



B) 1CD-9-CM Codes

Surgical, diagnostic, ortreatment Accident, event, circumstances, or'
procedure being performed at time of specific agent that caused the injury
incident (ICD-9 Codes 01-99.9) or event. (ICD-9 E-Codes)

C) List any equipment used if directly involved in the incident
(Use additional sheets as necessary for complete response)

Resulting injury
(ICD-9 Codes 800-999.9)

D) Outcome Of Incident (Please check)

a Death

D Brain Damage

a Spinal Damage

a Surgical procedure performed on the wrong patient,

D A procedure to remove unplanned foreign objects
remaining from surgical procedure.

rs^ Any condition that required the transfer of the
^ patient to a hospital.

Outcome of transfer -e.g., death, brain damage,
observation onlv
Name of facility to which patient was transferred:

Q Surgical procedure performed on the wrong site **•

a Wrong surgical procedure performed **

a Surgical repair of injuries or damage from a planned
surgical procedure.

" if it resulted in:
a Death '
Q Brain Damage
a Spinal Damage
a Permanent disfigurement not to include the

incision -scar
a Fracture or dislocation of bones or joints
Q Limitation of neurological, physical, or sensory

function.
a Any condition that required the transfer of the

patient to a hospital.

"£)' List all persons, including license numbers if licensed, locating 'information and the capacity in which
they were .involved in this incident this would include anesthesiologist, support staff and other health
care providers. i , • ^

~ ^lK-A fc^4 ^ovbV^J^fc^. /2^/^ — v£L/O H* 2^-1 ^ S^O ̂
~ *^PrfY~>i<£' £-o&£-Hr~o&2^ A-/^ — /cL/Vi s?^ ) /?,~7^7* ^5"?

F) List witnesses, including license numbers if licensed, and locating information if not listed above

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent cause) Of this incident (Useaddltlonalsheetsasnecessjaryforcompleteresponse)

B) Describe corrective or rbCt ive

v.
SIGNATURE OF PHYSICIAN/LICENSEE SUBMITTING REPORT LICENSE NUWfefeR

DATE REPORT COMPLETED
DH-MQA1030-12/06
Page 2 of 2

TIME REPORT COMPLETED
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Location of Incident:
^Operating Room
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Note: If the incident involved a death, was the medical examiner notified? Q Yes JJjJ No
Was an autopsy performed? QYes flx'No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)
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Page 1 of 2



B) ICD-9-CM Codes

Surgical, diagnostic, or treatment Accident, event, circumstances, or
procedure being performed at time of specific agent that caused the injury
incident (1CD-9 Codes 01-99.9) or event (ICD-9 E-Codes)

C) List any equipment used if directly involved in the incident
(Use additional sheets as necessary for complete response)

Resulting injury
(ICD-9 Codes 800-999.9)

D) Outcome of Incident (please check)

D Death

Q Brain Damage

n Spinal Damage

Q Surgical procedure performed on the wrong patient

D A procedure to remove unplanned foreign objects
remaining from surgical procedure.

pf Any condition that required the transfer of the
^ patient to a hospital.

Outcome of transfer- e.g., death, brain damage,
observation only
Name of facility to, whicjn patient was transferred:

n Surgical procedure performed on the wrong site

D Wrong surgical procedure performed

D Surgical repair of injVies or da^flctge from a planned
surgical procedure, jf^
**if it resulted in;
D Death
n Brain Dama
[U Spinal Damage
Q Perrnanem disfigurement not to include the

incisioo'scar
D Fractcre or dislocation of bones or joints

Limitation of neurological, physical, or sensory
function.

ny condition that required the transfer of the
patient to a hospital.

E) List all persons, including license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers.

cuerr

F) List witnesses, including license numbers if licensed, and locating information if not listed above

IV. . ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent cause) Of this incident (Use additional sheets as necessaryrorcpfcplete response)

r c -̂̂  t f , n f > r v ^ s ^ - e f i - / ur̂ ^ £<vj>
B) Descnbe Corrective Or proactive actlon(s) taken (Use additional sheets as ndcessaryforcorrlpleteresit

V.
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Name of office

City Zip Code County

Name of Physician or Licensee Reporting

M
Street Address

Telephone

License Number & office registration number, if applicable

RBjjurtrng—

II. PATIENT INFORMATION

Number
4-

Diagnosis

III. INCIDENT INFORMATION

incident Date and Time

ICD-9 Code for desprl Ion of incident

Level of Surgery (il) or (111)

Localion of Incident
QTOperating Room
Q Other

Q Recovery Room

Note: If the incident involved a death, was the medical examiner notified? a Yes a No
Was an autopsy performed? a Yes a No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)
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Page 1 of 2



B) ICD-9-CM Codes

Surgical, diagnostic, or treatment Accident, event, circumstances, or
procedure being performed at time of. specific agent that caused the injury
incident (1CD-9 Codes 01-99.9) or event. (ICD-9 E-Codes)

C) List any equipment used if directly involved, in the incident
(Use additional sheets as necessary for complete response)

Resulting injury
(1CD-9 Codes 800-999.9)

D) Outcome Of Incident {please check)

a Death

a Brain Damage . . .

Q Spinal Damage

Q Surgical procedure performed on the wrong patient

Q A procedure to remove unplanned foreign objects
remaining from surgical procedure.

a Any condition that required the transfer of the
patient to a hospital.

Outcome of transfer- eg., death, brain damage,,
• observation only fKtfT^^&dTn \t\ftt
Name of facility to wh'ich patient was transferred:
^pfl.̂ tspmi

a Surgical procedure- performed on the wrong site **

a Wrong surgical procedure performed **

a Surgical repair of injuries or damage from a planned
surgical procedure.'

** if it resulted in:
q Death
a Brain Damage
a Spinal Damage
a Permanent disfigurement not to include the

incision scar
a Fracture or dislocation of bones or Joints
a Limitation of neurological, physical, or sensory

• function.
a Any condition that required the transfer of the

patient to a hospital.

E) List all persons, including license numbers if licensed, locating information and the capacity in which
they were involved in this incident this would include anesthesiologist, support staff and other health

• D,

. E

F) List witnesses, including license numbers if licensed, and locating information if not listed above
as

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent Cause) Of this incident (Uaa additional shoots aa noceaaary for complete raaponae)

B) Describe corrective or proactive action(s) taken (Usa additional ahoutaaa neceesaryfor complete response)
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VASCULAR
AND SPINE
INSTITUTE

Patient:
Date of Birth:.
Referring Physician:
Date of Service:

Nelson Garcia-Morales, M.D.
02/22/2016

7887 N.Kendall Drive
Suite 210
Miami, Florida 33156
305 ] 598 | 1555 tel
305 | 598 j 1155 fax
www.vasculaian dspine.com

Incident Report by Physician

Patient History and Incident Report:

having previously undergone treatment for documented superficial venous reflux disease in 2014. He
recently presented for evaluation of suspected arterial insufficiency. He does have a medical history which
is complicated by known diabetes mellitus, coronary artery disease, peripheral arterial disease,
hypertension, hyperlipidemia, hypothyroidism and benign prostatic hypertrophy. He has undergone prior
coronary artery bypass graft surgery as well as prior lower extremity arterial interventions although the
exact nature of the prior interventions is somewhat uncertain by patient history. He has suffered from
lower extremity ulcerations in the past with multiple toe amputations in both lower extremities.

Recent arterial noninvasive evaluation revealed diminished ankle-brachial indices bilaterally measuring
0.65 on the right and 0.57 on the left at rest. This represented a significant worsening when compared with
a prior arterial noninvasive evaluation from July 13, 2015 where the ankle-brachial indices were 0.88 on
the right and 0.85 on the left at rest. The patient was having difficulty walking although it was difficult to
determine the source of his difficulties given his multiple underlying issues including his severe diabetes.
However, given the findings on the arterial noninvasive evaluation as well as the significant areas of
stenosis visualized by arterial Duplex imaging, ̂ ^^^^HB was scheduled for arteriography with
possible endovascular reconstruction.

^^^^^^ |̂ presented to our office early this morning and was evaluated by me at approximately 8:30
AM. At that time, he was awake and alert. He was responding appropriately to all of my questions and
appeared to be stable overall. We did feel that he was a candidate for the arteriogram with possible
endovascular reconstruction. Appropriate consent was obtained from the patient and his wife.

The patient was placed on the angiography table and we began prepping and draping the groin regions for
the arteriogram. The patient was connected to the appropriate monitoring systems including EKG and
pulse oximetry evaluations. While the patient was being prepped, he was given 1 mg of Versed and 50 ug
of Fentanyl intravenously. The patient immediately developed respiratory distress and stopped breathing.
This was noted by the operating room personnel almost immediately after the infusion of the intravenous
moderate sedation. We immediately called a code in the office and began our evaluation. We were unable
to document a palpable radial, femoral or carotid pulse although this was somewhat difficult to determine
given the patient's overall body habitus. When we confirmed the lack of a palpable pulse, we did begin
CPR and bag mask ventilation. The patient was given reversal agents for the intravenous moderate
sedation and eventually did receive 2 rounds of epinephrine intravenously. After approximately 3-4
rninutes of CPR, we did note a palpable radial pulse and the patient was breathing spontaneously.
However, he did remain unresponsive.
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SUBMIT FORM TO:
Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

OFFICE INFORMATION
o£

Name oroffice

City Zip Code County

Name of Physician or Licensee Reporting

Street Address

Telephone

Ml? I OS ft
License Number & office registration number, if applicable

Patient's address for Physician or Licensee Reporting

PATIENT INFORMATION

Patient's Address

Patient Identification Number

Diagnosis

III. INCIDENT INFORMATION

Incident Date^and Time

Q D
edicaid Medicare

Date of Office Visit

Purpose of office Visit

ICD-9 Code for description of incident

Level of Surgery (11) or (III)

Location of incident:
a Operating Room
Q Other

.Recovery Room

Note: If the incident involved a death, was the medical examiner notified? a Yes a No
Was an autopsy performed? a Yes a No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)
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B) /CD-9-CM Codes

Surgical, diagnostic, or treatment Accident, event, circumstances, or
procedure being performed at time of specific agent that caused the injury
incident (ICD-9 Codes 01-99.9) or event. (ICD-9 E-Codes)

C) List any equipment used ,if directly involved in the incident
{Use additional sheets as necessary for complete response)

Resulting injury
(ICD-9 Codes 800-999.9)

D) Outcome Of Incident (Please check)

a Death

a Brain Damage

a Spinal Damage

n Surgical procedure performed on the wrong patient.

a A procedure to remove unplanned foreign objects
remaining from surgical procedure.

W^ Any condition that required the transfer of the
patient to a hospital.

Outcome of transfer- e.g., death,_ brain damage,
observation only &b$£rVG~nOr^
Name of facility to which patient was transferred:
fbrafSpnna? Mzdtt&l Gzn&rf _/

a Surgical procedure performed on the wrong site **

a Wrong surgical procedure performed **

a Surgical repair of injuries or damage from a planned
surgical procedure.

**if it resulted in:
D Death
Q Brain Damage
a Spinal Damage
a Permanent disfigurement not to include the

incision scar
a Fracture or dislocation of bones or joints
Q Limitation of neurological, physical, or sensory

function,
a Any condition that required the transfer of the

patient to a hospital.

E) List all persons, including license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers.

Ateter, Mb

F) List witnesses, including license numbers if licensed, and locating information if not listed above

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent cause) Of this incident (Use additional sheets as necessary for complete response)

B) Describe corrective or proactive actionta) taken (Use additional sheets as necessary for complete response)

-SZ / f^~~^.

V,
SIGNATUR OHXhfYSl'CIAN/LICEltfSEE SUBMITTING REPORT LICENSE NUMBER

DATE REPORT COMPLETED TIME REPORT COMPLETED
DH-MQA1030-12/06
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Narrative

2/23/2016

Pt presented to the Surgery Center of Broward for a Gynecomastia. Procedure was successfully

performed by Dr. Harold M. Bass. Ptwas received in PACU at 11:05 am by Tiffany Becker, RN.

At 11:48 am, pt had developed a Hematoma and was taken back into the OR for evacuation of

Hematoma. At 13:20 pt was received back into PACU. Dr. DerekTartt (anesthesiologist), ordered

orthostatic blood pressure at discharge. Pt was positive for orthostatic hypotension.

Dr. Bass was notified, and pt was transferred to Coral Springs Medical Center.

2/24/2016

After subsequent follow-ups of pt at CSMC, patient disclosed that (pi ad been rectally bleeding for

several weeks. This f stated has happened on and off for about fouryears. Pt had not disclosed or

revealed this information previously. Also, post-op surgery, patient also disclosed a history of vertigo.

Again pt had not disclosed this information prior to surgery, during the interview with the surgeon,

anesthesia, or at pre-operative history and physical.

3/07/2016

Pt has been seen for post-op evaluations on 2/26/2016 and 3/04/2016. pt is healing as expected. Pt is

currently seeing a gi doctor and is planning a colorioscopy to address rectal bleeding.
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SUBMIT FORM TO: .

Department of Health; Consumer Services Unit
4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

en,

OFFLCE INFORMATION

Name of office Street /

City

A-
ZipCode County

-Name of-Physician-orlilcensee Reporting

/.?&
Patient's address for Physician or Licensee Reporting

Patient's Adxkess
J^32SL

ase

Pafient I denlifi cation

Diagnosis

Purpose

Level

III. INCIDENT INFORMATION

/fe/&r/%0
Incident Date ana Time

Address" 7
RJt/d

Telephone

License Number & office registration numberyif-appllcabie-

Age

Code for description of inclderi
-SK4-
incident

of Surgery (II) or (111)

Location of Incident
Q Operating Room
D Other

Room

Note: If the incident involved a death, was the medical examiner notified? D Yes Q No
Was an autopsy performed? a Yes a No

A). Describe circumstances "of the incident (narrative)
fuse additional sheets as necessary for complete response)

J dlecf.lY\*d
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Surgical, diagnostic, or treatment Accident, event, circumstances, or
procedure being performed at time-of specific agent that caused the injury
incident (ICD-9 Codes 01-99.9) or event. (ICD-9 E-Codes) ' - .-

C) List any equipment used if directly involved in the incident
(Use addiliona! sheets as necessary for complete response)

Resulting injury
(ICD-9 Codes 800-999.9)

D) Outcome of Incident {piease check)

D Death

D Brain Damage

D Spinal Damage

_p_S u rg igalp ro cedy re p,eifpĵ rLe.ilojilbf:_wxori9_paiiexil._

a A procedure to remove unplanned foreign objects
remaining from surgical procedure.

Q Any condition that required the transfer ofthe
patient to a hospital.

Outcome of transfer — e.g. .death, brain damage
observation only
Name of facility to which patient was ansf erred:

•

a Surgical procedure performed on the wrong site "

Q Wrong surgical procedure performed **

a Surgical repair of injuries or damage from a planned
surgical procedure.

**if it resulted in;
a Death
a Brain Damage
a Spinal Damage
Q Permanent disfigurement not to include the

incision scar
a Fracture or dislocation of bones or joints
a Limitation of neurological, physical, or'sensory

function.
Q Any condition that required the transfer of the

patient to a hospital.

E} List all persons, including license numbers rf licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers.

//
F) List witnesses, including license numbers if licensed, and locating information if not listed above

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis {apparent cause) of.this incident (Use additional sheets'as necessary for complete response)
~~" ' ' ' ' ' " ' ' '

B) Describe COrrectiveorproactJve,actIon(s} taken (Use addftional sheets as necessary for compete response)

(4ljw--$^ A

V. £55vJ
OF PHYSICIAN/L'CEffeEE SUBMITTING REPORT LICENSE NUMBER

.*, ' / _• > • / —-. M I I • »• 1*5 —-, —O
/•<, ] ff.

DATE REPORTCOMP1ETED TIME REPORT COMPLETED
DH-MQA1030-12/06
Page 2 of 2



STATE OF FLORIDA
Rick Scott, Governor

, -DOM Consumer Services
PHY.SIGIAN-O'FFiCE • "

ADVERSE INCIDENT REPORT OOH Gbns"um¥rServ/Cfi-

SUBMIT FORM TO:
Department of Health,' Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

MAI) fl 9 2016

OFFICE INFORMATJON

Name of office.-^ . .'•:..,';>.- • ' " . ' ,"

City . • . • • " . . - , . ' . ZIp'Cpde; •'.''County'

' ' ' ' ' " '
Name of Physician or Licensee Reporting

Street Address . .

Telephone

License Nurjiber & office registration number, if applicable

Patient's address for Physician or Licensee Reporting

PATIFMT INFORMATION

tienl's Address

,' ^-?affi)
Patient Identification Numberaemmcati

1̂Diagnosis

INCIDENT INFORMATION

] t w °tsD
Incident Date and Time

Age

Data of Office VisitOffice
-U'/

Gender
Q Q
Medlcaid Medicare

Purpose of Office visit

ICD-9 Code for description of incident

LevelofSOrgery(ir)or{lll)

Location of Incident
xfeX)perating Room
D Other •

.-̂

Q Recovery Room "-""

f
Note;. If the incident involved a death, was the medical examiner notified? Q Yes a No

Was an autopsy performed? a Yes a No

A) Describe circumstances .of the incident (narrative)
(use additional sheets as necessary for complete response)

DH-MQA103 0-12/06
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Description of incident (type here): After informed consent was obtained the Left groin was' prepped in a sterile fashion and
the Left Common Femoral artery was accessed using a micro-puncture set under ultrasound guidance. A 6Fr SOS catheter
was placed in the aorta and aortogram performed. The catheter was then brought back to the level of the bifurcation and
bilateral pelvic obliques were performed. Right lower extremity run-off was then completed showing the above mentioned
findings. Systemic heparin was given and a 6Fr 45cm Pinnacle Sheath was advanced to the right common iliac level.
Selective catheterization of the Right Superficial Femoral artery was performed with wire advancement. 7x59 Omnilink Elite
Stent was placed in the distal external iliac with an 8x57 EV3 Everflex stent in the proximal external iliac. Extravasation was
noted from the mid-proximal external iliac and the sheath was immediately upsized to an SFrto allow for placement of a
7x100 Viabahn Stent graft. Good result was noted at all the treated sites with rapid flow into the leg and no further
extravasation seen. Catheters and wires were'withdrawn to the aortic bifurcation. 25 mg of protamine was given for heparin
reversal and a Star-Close closure device was used with removal of the sheath.

0830-Baseline vital signs were BP-118/74, HR-80, RR-16, 02-99%, T-97.4, Pain-0,HCT-34r Hgb-11.6. Procedure start time
was at 0920, procedure ended at 095B. StarClose closure device inserted into left groin, and site secured with a sterile 4x4
and tegaderm. 0950 after extravasation was noted, pt began complaining of nausea so 4mg Zofran given IV. 0953 VS noted
of BP 74/40 HR57Resp 16, O2 99% fluid bolus of 500mg started, 0954 O.Smg Atropine given IV. 0958 VS noted of 97/53,
HR76 R 16, O2 96%. Post procedure, 1020 pt take to recovery without complaints of pain BP was still 80s/60s physician
made aware. 1035 pt complaining of 9/10 pain in abdomen, morphine 2mg given. Pt remained in pain with continued pain
meds and BP remained between low 100s down to mid 80s..1230As patient reached ((time for groin precautions, jjwas
slightly elevated in which ff pressure dropped to.76/5_0, physician decided to send patient to ER to have CT of abdomen to
rule out bleeding. Dr. Moore initiated physician to physician report "to the attending ER physician at Baptist Medical Center
Downtown of Jacksonville. Dr. Moore's PA was scheduled to meet the patient in the ER. Patient transferred via EMS BMC-
Downtown at 1300 V/S BP 88/52, HR 80, R 16, O2 96%. Patient A&Ox3 aware of why^|was going to hospital family
following EMS.



B) ICD-9-CM Codes

Surgical, diagnostic, or treatment Accident, event, circumstances, or -
procedure being performed at time of 'specific agent that caused the injury i
incident (ICD-9 Codes 01-99.9) or event. (ICD-9 E-Codes)

C) List any equipment used if directly involved in the incident:
(Use additional sheets as necessary for complete response).

Resulting injury
(ICD-9 Codes 800-999.9)

D) Outcome of Incident (please check)

a f Death

a Brain Damage

D Spinal Damage,

D • Surgical procedure performed on the wrong patient.

D A procedure to remove unplanned foreign objects
remaining from surgical procedure.

^-\y condition that required the transfer of the
patient to a hospital.

Outcome of transfer - e.g., death, Brain damage,
observation on!v PI SM\f ^c^ckuS
Name ofi facility TO which natient was transferred:
•feoQ-keKr fWH-K

\

a Surgical procedure performed on the wrong site-"

a Wrong surgical procedure performed **

Q_ Surgical repair; of injuries or damage from a planned
surgical procedure.

** if it resulted -in:
Q Death

' D Brain Damage
Q Spinal Damage
a Permanent disfigurement not to include the

incision scar -
a Fracture or dislocation of bones or joints-
a Limitation 'of neurological, physical, or sensory

function. •
a Any condition that required the transfer of the

patient to a hospital.

Ej'List all persons, including license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers.,

F) List witnesses, including license numbers if licensed, and locating information if not listed above

IV. ANALYSIS AND CORRECTIVE ACTION . .
A) Analysis .(apparent cause) Of this incident [Use additional sheets as necessary for complete responsQ)

uM\ fJoS^<m^vHAf^-^^ :«oe fo k'r

B) Describe Corrective or proactive action(s) taken (Use additional sheets as necessary for complete response)'(

// for
TV.
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Rick Scott, Governor
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ADVERSE INCIDENT REPORT

SUBMIT FORM TO;

Department of Health, Consumer Services Unit

4052 Bald Cypress Way, Bin C75
Tallahassee, Florida 32399-3275

Name/ct officeme/ct

V
Street Address

B>3r5-o
City Zip Code Counly

O
Name of Physician or Licensee Reporting

Patient's address for Physician or Licensee Report!

PATIENT INFORMATION

registration number, if applicable

Le
Age Gender

a a
Medicaid Medicare

Date of Office Visit

Patient identification Number

Diagnosis

INCIDENT INFORMATION

Incident Date and Time

Note; If the incidenHrfvol\5d-a-de3thy-w

Purpose of Office Visit

ICD-9 Code of Incident

Level of Surgery (!|) or (III)

L.oqation of Incident:
ynpperating Room
UOlner

D Recovery Room

W§s-arrautopsy performed? Q Yesl a No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)

U
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B) ICD-9-CM Codes

Surgical, diagnostic, or treatment
procedure being performed at time of
incident (ICD-9 Codes 01-99.9}

Accident, event, circumstances, or
specific agent that caused the injury
or

C) List any equipment used if
(Use additional sheets as necessary for comp eie

Resulting injury
(ICD-9 Codes 800-999.9)

event. (ICD-9 E-Codes)

directly involved in the incident
response)

O\) Outcome Of Incident {Please check)

Q Death

a Brain Damage

G Spinal Damage

D Surgical procedure performed on the v

a A procedure to remove unplanned fore
remaining from surgical procedure,

«[ Any condition that required the Iransfe
patient to a hospital.

Outcome of transfer- e.q., death, brain da
<Jfl5servation onlv^~N

rong patient,

gn objects

of the

nage,

Name otJacllltyTo whjsh patient was-trarisf erred;
\)e^ Vv— . ' 'SvAcVA OOTcuST^
^ v\.9<; c^'VftT-

Q Surgical procedure performed on the wrong site **

D Wrong surgical procedure performed "

Q Surgical repair of injuries or damage from a planned
surgical procedure.

" if it resulted in;
a Death
Q Brain Damage
a Spinal Damage
Q Permanent disfigurement not to include the

incision scar
Q Fracture or dislocation of bones or joints
a Limitation of neurological, physical, or sensory

function.
Q Any condition that required (he transfer of the

patient to a hospital.

E) List all persons, including license numbers rf licensed, locating information and the capacity in which
they were involved in this incident, this would include anesthesiologist, support staff and other health
care providers.

F) List witnesses, Including license numbers If licensed, and locating information if not listed above

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent cause) Of this Incident (Use additional sheets as,neccssary (or complota response)

B) Describe corrective Or proactive actfon(s) taken (Use addllional sheota as necessary for complete response)

V.

ib
OS

SIGNATURE OF PMYSICIAN/ttlCEN^EE SUBMITTING REPORT LICENSE NUMBER

DATE REPORT COMPLETED \ TIME REPORT COMPLETED
DH-MQA1030-12/06
Page 2 of2
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PLASTIC N5TTUTE.
INC.

HAROLD BAFITIS,: D;C)., '.PH.i F.A.C.O.S.,T.A.C.S.
'Boore Certified In Piostfc'-anci'R'ecoflstructivc Surgery f

Board CertiflcrJ^n^Cener,g! Surgery

February 10, 2016

My name is George Bennett. I am a CRNA. I work at the Plastic Surgery
Institute of the Palm Beaches, which is an AAAHC accredited surgery center.

-year-old having a cheek and neck lift, chin implant, liposuction
or bilateral posterior hip roils and chest, with a 20 mL fat transfer to the face by
Dr. Harold Bafitis at the Plastic Surgery Institute of the Palm Beaches on
02/09/2016 at approximately 0800 hours. Rhonda Jenkins, certified first
assistant and certified OR technician was present. Lisa Perez, RNFA, was
present. Robert Krieger, fourth year medical student was present as well as our
guest Dr. A.Terskiy.ER physician..

Patient ^^ |̂was questioned and identified, chart reviewed, moved to OR
suite, connected to pulse oximeter, EKG, and blood pressure monitor. Nasal
cannula attached to the patient delivering 3 L of oxygen per minute. A baseline
blood pressure was taken. A 22 Angiocath was placed in the dorsum of the right
hand infusing well. The patient was sedated with propofol, Versed, ketamine,
and oxygen. Decadron 10 mg given at this time IV along with 4 mg of Zofran for
nausea and fentanyl 50 meg also given during the first hour of surgery.
Subsequent doses of fentanyl were given throughout the procedure totalling 150
meg. Propofo! was given in |a continuous infusion, rate approximately 100
mcg/kg/minute throughout the procedure. After loss of lid reflex, the prep was
started. Insertion of Foley catheter was underway and draping was completed.
Nasal cannula was replaced
continuously.

at this time with a nasal trumpet & in-line oxygen

Surgery began at 0820. The patient responding appropriately throughout the
procedure. At 1643 hours, pulse oximeter decreases to 87%, and patient's
respirations sounded laborio
head and neck. Saturations

us. Initial elevation of the chin and extension of the
continue to fall. Immediately told Dr. Bafitis to

terminate surgery, and I ventilated by mask 100% oxygen. Nasal cannula
switched out to #4 LMA, cuff inflated with air, good chest excursions. Decreased
heart rate was noted at this time. Atropine 0,4 mg given IV push. At 1646, no
heart rate noted on EKG. Leads were checked and intact. CPR begun by Lisa
Perez, RNFA.

Continued

PALM BEACH GARDENS/JUPITER: 4601 Military Trail Suite 208 - Jupiter • Florida • 334SS • OFFICE (Sol) 795-3787 • FAX (561) 798-0003
WELLINGTON CENTER: /447 Medical Park Blvd.- Suite 10? • Wellington • Florida • 33414 • OFFICE (S61) 422-1117
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Member rgcf)', Plailk Surgery • General Surgery • Fellow, American College of Oitcopattiic Surgeon)
' Fellow, American College of Surgeon* • * Fellow, American Academy of Cosmetic Surgcom



February 10, 2016
Account by George Bennett! CRNA
Page Two

Dr. A. Terskiy who was in the OR as an observer this day is a board certified ER
physician and ordered us to give epinephrine 1 mL push and to connect the AED
monitor defibrillator. LMA was replaced at this time by a 7.5 endotracheal tube,
one attempt, cuff up, secured at 21 cm to the lip. Saturation improves after
intubation, CPR continues. BP cuff recording, pulse oximeter recording, all in
the 80s. Nine-one-one notified by Dr. Bafitis himself. CPR done in two-minute
intervals with additional epinephrine given each time totally 3mg. Each time
pulses taken and CPR resumed for lack of pulses and no rhythm on monitor.

EMT arrives quickly between second and third dose of epinephrine. Prepared
syringe of D50 ordered by Dr. Terskiy. Report given to EMT on arrival. Two
more subsequent doses of epinephrine given while the EMTs were preparing to
depart for Palm Beach Gardens Hospital. The patient turned and placed on
transport table, secured. Lueas Thump device in place of CPR was initiated.

f t / ? si S

George
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HAROLD BAFITfS, D.O., M'.PH.i F.A.C.O.S., F.ACS.1
Board Certified in ?(asl/e' and. Reconstructive Surgery '

Board CertifieH;in:Cenefal Surgery

February 10, 2016

My name is Ronda Jenkins. I work at the Plastic Surgery Institute of the Palm
Beaches which is an AAAHG accredited surgery center. My position here is
certified surgical technician.

On 02/09/2016, we were performing a.surgery on a ̂ -year-old male. We were
performing a fat transfer to the face, lower blepharoplasty, chin implant, cheek
and neck lift. When Dr. Bafitis was about to start closing the second side of the
face for the cheek and neck lift, the anesthesia machine beeped as George was
watching, and the monitoring said that the patient started to go into a bradycardia
situation. Everyone was maeJe aware of it. We all paid attention to Anesthesia to
see what our next move was . We started checking pulses. Pulses were
checked. We could not find a pulse. We got out the AED, applied the AED
stickers in the appropriate spots. Everything started to move pretty fast at that
point. The AED was fired, and it said to clear the patient, don't touch. It said no
shock needed. Begin compressions. The chest compressions were begun, and
as they were doing that, we also were drawing up epinephrine. Epinephrine was
given, and compressions wer(e done by multiple people. The paramedics were
called at one point by Dr. Bafitis while we were all busy doing chest
compressions. O2 was continually pushed with an Ambu bag. We also were
able to establish an airway in the very beginning with an LMA. Pulses were
checked three or four times throughout the whole events. Also, the AED was
tried three times to the best of my knowledge and each time said no shock
needed and to begin chest compressions again.

Once the medics showed up, the chest compressions were taken over by them,
and they took over the situation.

Ronda Jenkins, CST

PALM BEACH GARDENS/JUPITEKT 4601 Military Troll • Suite 208 • Jupiter • Florida • 334SS • OFFICE (561) 795-3787 • FAX (561) 798-0003
WELLINGTON CENTER: 1447 Medical Park Blvd.- Suite 107 • Wellington - Florida • 33414 • OFFICE (561) 422-1117
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HAROLD BAFITIS, D.O., M.PH., F.A.C.O.S., F.A.C.S.1
Board Certified in Plastic and Reconstructive Surgery1

Board Certified. in'General Surgery

February 10, 2016

To Whom It May Concern:

Please note this is Dr. Harold Bafitis, Medical Director of the Plastic Surgery
Institute of the Palm Beaches. I am giving a summary of an incident that
occurred in our surgery center which is AAAHC approved on 02/09/2016. Please
note the details have been laboriously chronicled and will be sent separately in
regard to our nurse anesthetist, our scrub technician, and registered nurse first
assistant. The disposition of this case is delineated in all the detailed summaries.

WHAT IS SIGNIFICANT TO NOTE IS THAT THE PATIENT HAS MADE A
COMPLETE RECOVERY WITH NO NEUROLOGICAL DEFICITS, NO MOTOR
OR COGNITIVE DEFICITS, HAS BEEN DISCHARGED AND SENT HOME TO
A LOCAL COLLEAGUE MD3 AND IS SCHEDULED TO GO BACK TO
PENSACOLA, FLORIDA, THIS THURSDAY, FEBRUARY 25, 2016.

The patient is healing well from his procedures, has some minimal extra swelling
along the sternocleidomastold which is resolving, and overall by the grace of God
has done well. He has had a medical recorder device placed subcutaneously
and will be monitored by Cardiology at Palm Beach Gardens Hospital under
Gabriel Brewer, MD. He has been given no extra medications and is progressing
well.

year-old physician assistant and military reserve airman living
!

SUMMARY:
The patient is a|
in Pensacola, Florida. He came down to Palm Beach County for cheek and neck
lifting, chin implant, and minimal liposuction of the_chest and hip rolls Qessthan

"300 cc total). The patient was medically ciearedand had appropriatelaboratory
work beforehand. He had clearance per our anesthesia staff and undertook the
procedure under IV sedation and nasal airway on the morning of 02/09/2016.
Please note that the patient progressed well, and we have a detailed tracing per
our anesthesia machine of his saturation and heart rate throughout the
procedure. As we were closing the remainder cheek/neck side (left side), the
patient went into a bradyarrhythmia, was given atropine, and progressed into full
asystole. The patient then had a mask placed and then subsequently an LMA,

Continued
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February 10,2016
Account by Dr. Harold Bafitis
Page Two

and cardiac compressions began once we confirmed there was no pulse.
Compressions persisted and then we changed his LMA to an endotracheal tube.
in the presence of our staff was a visiting physician, Dr. Alex Teirsky, who is a
board certified emergency room doctor. She was asked to assist in the
resuscitation, and she did w
team. We also had a fourth

thout hesitation. She provided an extra hand to our
year medical student, Bert Krieger, who assisted in

resuscitation and was on rotation with me. He is scheduled to begin a surgical
residency in Toledo, Ohio, in July 2016.

After approximately 12 minutes of resuscitation, I called 911 explaining the
situation to them and explaining that I would contact the emergency department
at Paim Beach Gardens Hospital whom my surgery center is affiliated with. This
911 call was responded to quickly, and my front office staff progressed
downstairs to allow easy access and transport to the paramedics into the surgery
center which is located on the second floor. I called the emergency department
at Palm Beach Gardens Hospital and also called Cardiology, Dr. Brewer and
Pulmonary, Dr. Fuquay and

the patient up to a Lucas au

ascertained a time when he would accompany the
patient to the emergency department.

The paramedics came into the office, assessed the situation, and then hooked
omatic device. The patient left the surgery center

with the paramedics. I along with student doctor Krieger accompanied him in the
ambulance to the hospital. Please note that the Lucas device continued to
function in the ambulance, and I provided calibrated breathing through an Ambu
bag. Approximately 3 minutes into the ambulance ride to the hospital, the-Lucas
device stopped, reading a cardiac rhythm, and several seconds after the cardiac
rhythm was confirmed, the patient's own breathing started.

Upon arrival to the emergency department of Palm Beach Gardens Hospital, an
entire team was waiting for us where they transferred the patient into a room,
stabilized him, and obtained

Continued

appropriate blood work. The patient had already
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Account by Dr. Harold Bafitis
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had a Foley placed during the procedure and was intubated. At that point, I also
consulted Dr. Waterman's group for nephrology. The patient was breathing on
his own and had a good rhythm and was assessed by EKG in the emergency
department.

I and my registered nurse first assistant (RNFA, Lisa Perez) then proceeded to
finish closing the delayed closure of the facial flap after irrigating copiously with
bacitracin, saline, and 1% Betadine in the emergency department after getting
appropriate equipment and a sterile field set up via the surgery department of
Palm Beach Gardens Hospital. The drains worked, and a head wrap was
placed, and care was then given over to the subspecialties. It was
recommended by Pulmonarjr that he would be placed in a hypothermic coma and
that this would protect the brain. Throughout the sewing of the flap, the patient
was starting to move his hand and respond to minimal pain on punctures from
the suture.

The patient progressed well and was transferred to ICU where in 24 hours, the
hypothermic coma was slowly removed, and he began to wake up and have full
function. As stated above, no neurological deficits have been noted, and this has

jrologist who works for the hospital who came to seebeen documented by the ne
the patient as well.

At this point, the patient is doing well, has been walking and eating, and came
into the office with his colleague caretaker MD and had ultrasound to his neck.
He will be discharged home jthis Thursday, 02/25/2016, to the care of his wife
who is also a physician assistant. Complete communication has been given to
him and his family members
an exceptional situation that
and systematic treatment fo!

as well as between me and the subspecialty. This is
ended well, and I congratulate the excellent care
owing the standard protocols instituted by the

Plastic Surgery Institute of the Palm Beaches and staff training.

Harold Bafitis, D.O., MPH, FACOS, FACS
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4052 Bald Cypress Way, Bin C75
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OFFICE INFORMATION

Name of office

City Zip Code County

Name of Physician or Licensee Reporting

£o0^l€fc.JA,U. gu'fe In?.
Street Address

Telephone

License Number & office registration number, if applicable

Patient's address for Physician or Licensee Reporting

ON

Patient's Address
305 (WZ

Patient Identification Number,

111. INCIDENT INFORMATION

Incident Date and Time

Gender Medicaid Medicare

Date of Office Visit

Purpose of Office Visit

lCCr-9Co0e,for.descripiion of Incident

Level of Surgery (II)

Location of Incident:
D Operating Room
O Other

J^Recovery Room

Note: If the incident involved a death, was the medical examiner notified? Q Yes ̂  No
Was an autopsy performed? a Yes

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)
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B) ICD-9-CM Codes

Surgical, diagnostic, or treatment Accident, event, circumstances, or
procedure being performed at time of specific agent that caused the injury
incident (ICD-9 Codes 01-99.9) or event. (ICD-9 E-Codes)

C) List any equipment used if directly involved in the incident
-(Use additional sheets as necessary for complete response)

Resulting injury
(ICD-9 Codes 800-999.9)

D) Outcome Of Incident (Please check)

a Death

a Brain Damage

Q Spinal Damage

a Surgical procedure performed on the wrong patient.

' D A procedure to remove unplanned foreign objects
remaining from surgical procedure.

J( Any condition that required the transfer of the
patient to' a hospital.

Outcome of transfer j e.g., death, brain damage,
observation only- O4ser̂ <2uJ&>v Of-xt^ .
Name of facility to which patient was transferred:
fJCJ\- VoAf^ lJCfy&> -

I

a Surgical procedure performed on the wrong site **

Q Wrong surgical procedure performed **

a Surgical repair of injuries or damage from a planned
surgical procedure.

** if it resulted in:
a Death
Q Brain Damage
a Spinal Damage
a Permanent disfigurement not to include the

incision scar
a Fracture or dislocation of bones or joints
D Limitation of neurological, physical, or sensory

function.
Q Any condition that required the transfer of the

patient to a hospital.

E) List all persons, including license numbers if licensed, locating information and the capacity in which
they were involved in this incident, this would include.anesthesiologist, support staff and other health
care providers.

U'C
'; - LcC-

Ht>.

F) List witnesses, including license numbers if licensed, and locating information if not listed above

IV. ANALYSIS AND CORRECTIVE ACTION
A) Analysis (apparent Cause) Of this incident (Use additional sheets as necessary for complete response)

B) Describe corrective Of proactive actl"on(s) taken (Use additional sheets as necessaiy for complete response)

DH-MQA1030-12/06
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Department of Health, Consumer Services Unit
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Name of office

OFFICE INFORMATION
* u_r -' P

\y

Zip Codede Bounty T

' ~
Name of Physician or Licensee Reporting

Patient's address for Physician or Ucerfeee Reporting

PATIENT INFORMATION

Patient's Address
4-u t ̂

Patient Identification Number
c^uAl

Diagnosis

III. INCIDENT INFORMATION

Incident Date and Time

i. ^ ' nri I
street Address

Telephone

License Number & office registration number, if applicable

a a
Medicaid Medicare

1CD-9 Code for description of incident

Level of Surgery (II) or (III)

Location of Incident
^.Operating Room
Q Other

D Recovery Room

Note: If the incident involved a death, was the medical examiner notified? a Yes a No
Was an autopsy performed? a Yes a No

A) Describe circumstances of the incident (narrative)
(use additional sheets as necessary for complete response)
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