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DISCHARGE PLAN FORM

Discharge Status _ — Py
Admission Date: (Of 20/0 ‘1 Discharge pate:(0/H/o Discharge To. Abe < / as

oH Me.

 

 

 

FOLLOW-UP APPOINTMENTS

Name Telephone Appt Date Appt Time Date Faxed

Psychiatrist

 

 

 

 

 

  

Fax Number Address

Therapist

Fax Number Address

Other      
AFTERCARE PLAN

Mental Health/Social /Medical Issues
 

 

 

_] Patient has been advised of the potential for Metabolic Syndrome and the needfor follow up with the

Psychiatrist and Primary Care Physician.    
DISCHARGE DIAGNOSIS:

Axis I: Axis III:

Axis:Il Axis IV:

Axis: V:

 

Attending Physician: Dr. ie ath Phone #: 703 -62 (- A33 7

Physician Signature: OLMathMn 1) Date: [ O-04

 

 

 

 

Patient Signature: xX hia LSoa Date: ( O- 3]-

Patient/Guardian Sigua Date:

Social Worker Signature: — ~ Return Patient's

f 4 \ o3

ASTEI ef 3(e7 Paeorsingsupon sischaree
DM-0147 112/08) Original - Chart Yellow Copyto Patient Lew aluabies



 

Age/Sex: 33 F [ WILLIAMS, LYNNAE D (REG RCR) Page: 1
 

 

Unit #: J000018122 J.3PA-

Account#: J84090218118 Roth,Richard L

Admitted: Dominion Hospital Patient Care INITIAL SAFETY ASSESSMENT: ADU

a
a

Coded Allergies/Adverse Reactions

Name Category Severity Ver? Date Time User

Reaction  
 

Allergies

Fluoxetine HCl Drug M ¥

RASH

10/30/09 1240 HEB

 

Adult Partial Safety Assessmnt 11/04/09 1548 EMW  
 

What are your goals for this hospitalization: "Adequately address any concerns about my
ability to return to work and cope with stress"

Any History of Abuse or Neglect: N

History of Aggressive/Assaultive Behavior: None

cess to Lethal Means: N

f Yes please explain:

Patients Social Worker notified: N

  

 

History of Suicide Attempts: N

Does the patient have any thoughts of suicide:DENIES
Does the patient have any intent of suicide: DENIES

2s the patient have a plan for suicide: DENIES

Does the patient have a history of self harm: N Types of Self Harm Behaviors:
Head Banging: N Scratching/Cutting: N Manipulating others to harm self: N
Fire Setting: N Hanging: N Overdosing: N Burning: N Self Strangulation: N

Jump in front of car, window, metro: N Poison: N Self Biting: N Other: N

  
riggers: NA

Level of Impulsivity: Low

Admission history/symptoms indicate potential for self-harm: N

Commits to notify staff of self harm thoughts,intent, or plans:Y

Patient’s Protective Barriers against Suicide/Self Harm: Coping Skills

Currently Employed/School

Positive Attitude

Social Supports

Ability Reality Test

Precipitating Factors:If applicable what does the pt identify as the cause

of loss of control or acting out behavior? "MY JOB’S CONCERN AFTER THE ACCIDENT REPORT

FOLLOWING MY CAR ACCIDENT ON OCT 27, 2009"

Techniques used to help patient control behavior: "I HAVE BEEN IN CONTROL

OF MY MOOD, NOT OUT OF CONTROL, EXCEPT WHEN DISORIENTED FEW DAYS AFTER ACC.

<<NURSING ADMISSION NOTE>>

Oriented to unit: Y

Appearance: WELL GROOM : PT ADMITTED TO ADULT PARTIAL PROGRAM TODAY. STATES

Additional Comments: SHE WAS DISORIENTED AFTER HER CAR ACCIDENT FOR A FEW DAYS BUT. DENIES

LOSS OF CONTROL OF MOOD’ OR BEHAVIOR RECENTLY. HAS AN INTERVIEW AT: WORK



 

WILLIAMS ,LYNNAE D
DOMINION HOSPITAL 384090217483 AoM IN 9.222-8

10/30/09 =Roth,Richard L
00B:07/09/1976 F/33— 07/09/1976 mr# JO00018122

AdmissionMecical History ClVn
and Physical Examination

   

 
 

 

REVIEW OF SYSTEMS:

 

Head: ‘Fy No Abnormalities Identified [1 Recent Trauma (J Other

 

Eyes: [No Abnormalities Identified [1 Corrective Lenses [] Other

 

Ears(hearing): CTNo Abnormalities Identified [J Infection/Pain [J Other
 

 

Nose: CO No Abnormalities Identified [ Rhinitis [1 Other

 

Mouth / Throat (with dental assessment): CO\No Abnormalities Identified (1 Sore Throat [] Other

 

Cardiovascular: CT-No Abnormalities Identified [1 Chest Pain (J Other
 

 

Respiratory: [No Abnormalities Identified [1 Cough (1 Shortness of Breath (1 Other

 

Gastrointestinal: ONo Abnormalities Identified [J] Nausea [] Vomiting CJ Diarrhea [1 Other

 

Genito-urinary: ~£] No Abnormalities Identified [J Urinary Frequency [J Urgency (J Other
 

f
if

 

Gynecological: [No Abnormalities Identified 0 Vaginal Discharge (1 Other

 

LMP: |}, k& ¢ 7
 

Skeletomuscular(include motor development andfunctioning): | No Abnormalities Identified go Pain (] Other

 

Skin: (Q No Abnormalities Identified [J Other

 

Neurological: _(1.No Abnormalities Identified [J] Headaches [J Other
 

 

 

Weight Change / Dietary Habits: .No Abnormalities Identified [] Weight Loss ([] Weight Gain

(1 Appetite Loss (1 Increased Appetite ([ Other
  
 

 



 

DOMINION HOSPITAL WILLTANS, LYNNAE D

J84090217483 ADM IN J.222-8

) Admission Medical History aea* wee 3000018122

ond Physieal Examination "HAnoon

  

 
 

 

Patient Name: Date: MR #:

i2D

CHIEF COMPLAINT AND PRESENTILLNESS(INCLUDE IDENTIFYING INFORMATION):
4

i

  
 

 
pr i =

VS (e (rt ly -

 

 

 

 

CURRENTMEDICATIONS: Ix #0

 

   
 

PAST MEDICAL HISTORY:

(children include birth and maternal history, if available):

Surgery:

\IInesses:

Allergies:

Immunizations:

SOCIAL HISTORY:

TobaccoUse [] Yes \ ck No
oo! \

Drug Use CI Yes: Eq/No

Alcohol Use Oye

FAMILY HISTORY:

 
DH-022 (1/09)
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ADMISSION PHYSICAL EXAMINATION

(Note: Examineris to cross out any description offindings which do not applyto this patient. If any abnormality is noted

during the examination, please describe under the "Specify otherwise” section.)

 

Pulse Respirations Blood Pressure
 

|

GENERAL APPEARANCE

[1 Patient is a well-developed, well-nourished

C) Specify otherwise
 

 

individual who does not appearto be acutely
 

or chronically ill. Posture is appropriate; no
 

visible disturbance orgait.
 

_ SKIN
Oo Palpation: warm, moist, elastic. Inspection:

C) Specify otherwise
 

 

without significant eruptions or discoloration.
 

oO Scalp is clean. Hair is of normaldistribution

HEAD C] Specify otherwise
 

 

and color, is not significantly fine or
 

course to touch.
 

FACE

C) Facial contour, mobility and expression

C] Specify otherwise
 

 

are normal. No marked asymmetry or
 

sagging noted.
 

CT Pupils are equal, round, regular and react to

EYES CI] Specify otherwise
 

 

light and accommodation. Extraocular
 

movements are normal. The sclera is white.
 

Conjunctiva are free from infection. The
 

cornea and lens are clear. The Fundoscopic
 

examination reveals sharp disc margins.
 

Vessels are of normal caliber. No
 

hemorrhagesor exudates are present.
 

NOSE

[No obvious deformity. Mucous membranes

C Specify otherwise
 

 

are not inflamed. Turbinates are not swollen.
 

Airways are patent. There is no septal
 

perforation. There is no significantrhinitis.
  EARS C1 Specify otherwise
 

 

C] Canals are clear. Tympanic membranes are
. t

intact and noninjected. Hearing is adequate
 

for normal conversation. External canals are
  free from tophi or other abnormalities.  
 



 

DOMINION HOSPITAL JACILMM 0
J.222-8

Admission Medical History Midian.fie
and Physical Examination  
 

 

MOUTH C1 Specify otherwise
 

C1)’Breath odoris within normal variation. There
 

is not significant changein the color or texture
 

of the lips, tongue or buccal membrane.
 

Tongueprotrudesin the midline without
 

unusual tremor. Teeth are in good repair
 

and. the gums appear healthy.
 

PHARYNX C1 Specify otherwise
 

CY Mucosais not inflamed. No evidence of
 

swelling or exudate. Tonsils are present
 

and not enlarged or inflamed.
 

THYROID C) Specify otherwise
 

OY The thyroid is not enlarged. No nodules are
 

Y _present.
 

NECK C Specify otherwise
 

C1/There is no increased jugular venous
 

Ze pressure. Carotid pulsations are equal.
 

No bruits are heard.
 

 

 

GLANDS C Specify otherwise
Jf

LY’ Thereis no significant lymph gland

/ enlargementin the neck, axillae, epitrochlear
 y *

area, supraclavicular area or groin.
 

/CHEST C Specify otherwise
 

J) Normal contour and movement on inspiration /
 

expiration. No chest wail tenderness.
 

_LUNGS C1) Specify otherwise
 

CY Auscultation: Breath sounds are audible.
 

No rales, rhonchi, or wheezesare noted.
 

Percussion: Resonantin ail fields.
 

BREASTS CT Specify otherwise
 

 

O Free from masses and tenderness, x \ i |

discharge, dimpling, wrinkling or
 

discoloration of the skin.
 

HEART [1] Specify otherwise
 

N
e
l

 

C1 Not enlarged. Heart sounds are normal

regular in rhythm and of normal rate. No
   murmur, gallops, clicks or rub are heard.  
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ioriionwere J.222-8
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TANNERSTAGES(AdolescentsOnly)_    
 

MALE
 

 

 

 

   
 

 

 

FEMALE

| Stage 1 Preadolescent pubic hair and breasts. Preadolescent penis and testes, no pubic hair

O Stage 2 Sparse,lightly pigmented straight pubic hair; Scanty pubichair, slightly enlarged penis;

breasts papilla elevated as small mound; enlarged scrotum, pink texture altered.

areolas diameterincreased.

O Stage 3 Pubic hair darker, beginning to curl, increased Pubic hair darker and curly. Penis, scrotum

amount; breast and areola enlarged, no contour larger.

separation.

O Stage 4 Pubic hair coarse, curly, more abundant; areola Adult-type pubic hair, penis larger, wider;

and papilla form secondary mound. scrotum larger, darker.

C) Stage 5 Pubichair is adult feminine triangle; mature Adult-type pubic hair distribution; full growth of

breast, nipple projects, areola part of general penis and testes.

breast contour.

RECTAL C1 Specify otherwise

(All patients, age 45 orolder,orif specific

 

 

symptomsindicate need for examination.)
 

(J No evidence of hemorrhoids, fissures,
 

bleeding or masses. Prostate is smooth
 

of normalsize, is non-tender andfree from
 

nodules (male only.) No massespresent.
 

Sphincter tone normal.
 

NOT PERFORMED

(J Patient less than age 45 and nospecific

C1 Specify otherwise
 

 

symptomsindicating need for examination.
 

 

| / Recent exam completed on
f

/ by
 

7

yU Patient wishes to have own physician perform
 

- exam. Physician name
 

(] Patient unable to cooperate because of
 

psychiatric condition. Describe:
 

 
 

CJ Other    
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ABDOMEN

C1 Normal contour - no masses to tenderness,

no organomegaly (kidney,liver, spleen.)

There is no costovertebral angle tenderness

and no guarding. Peristaltic sounds are

normal. No bruits are heard.

C) Specify otherwise
 

 

 

 

 

 

GENITALIA / PELVIC - FEMALE

[] Nohernias.Nolesionsofthe labia or

introitus are noted. The vaginal mucosais

moist and normally elastic. Uterus is

normalsize, shape,position, freely

moveable. Cervix is without lesions.

Thereis no significant vaginal discharge.

NOT PERFORMED

C

CO

[J Other

C1) Specify otherwise
 

 

 

 

 

 

 

Patient less than 18 and not sexually active.

C1 Specify otherwise
 

 

Recent exam completed on
 

by
 

Patient wishes to have own physician perform
 

 
exam. Physician name

Patient unable to cooperate because of
 

 

psychiatric condition. Describe:

 

 
GENITALIA - MALE

[1] Both testes palpable. No abnormal masses.

No hernias. No urethral discharge. No

lesions of glans or shaft noted.

NOT PERFORMED

O

C]

1 Other

C1] Specify otherwise
 

 

 

 

Patient less than 18 and not sexually active.

CI Specify otherwise
 

 

Recent exam completed on
 

by
 

Patient wishes to have own physician perform
 

exam. Physician name
 

Patient unable to cooperate because of
 

psychiatric condition. Describe:
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TANNERSTAGES(Adolescents Only}

 

 

MALE
 

 

 

 

   
 

 
 

FEMALE

Oo Stage 1 Preadolescent pubic hair and breasts. Preadolescent penis and testes, no pubic hair

O Stage 2 Sparse, lightly pigmentedstraight pubic hair; Scanty pubic hair, slightly enlarged penis;

breasts papilla elevated as small mound; enlarged scrotum,pink texture altered.

areolas diameterincreased.

O Stage 3 Pubic hair darker, beginning to curl, increased Pubic hair darker and curly. Penis, scrotum

amount; breast and areola enlarged, no contour larger.

separation.

CO Stage 4 Pubic hair coarse, curly, more abundant; areola Adult-type pubic hair, penis larger, wider;

and papilla form secondary mound. scrotum larger, darker.

O Stage 5 Pubic hair is adult feminine triangle; mature Adult-type pubic hair distribution; full growth of

breast, nipple projects, areola part of general penis andtestes.

breast contour.

RECTAL CJ Specify otherwise

(All patients, age 45 or older, orif specific

symptomsindicate need for examination.)

C Noevidence of hemorrhoids, fissures,

bleeding or masses. Prostate is smooth

of normalsize, is non-tender and free from

nodules (male only.) No massespresent.

Sphincter tone normal.

 

 

 

 

 

 

 

 

NOT PERFORMED CL] Specify otherwise

( Patient less than age 45 and no specific

symptomsindicating need for examination.

C] Recent exam completed on
/

/ by
/

 

 

 

 

 
 

Z ‘( Patient wishes to have own physician perform

- exam. Physician name

(-] Patient unable to cooperate because of

psychiatric condition. Describe:

 

 

 

 

 

(CO Other    
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NEUROLOGICAL EXAM (cond.)

CI Eyelid Elevation: Able to retract eyelid fully. C Specify otherwise
 

 
CYFundiflat, discs not elevated; no arteriovenous |(C1 Specify otherwise

nicking, no hemorrhages,no retinal
 

 

pigmentation.
 

/ trochlear and abducens nerves):

L fil, IV, VI Movementof Eyes (oculomotor, C Specify otherwise
 

 

[J Smooth, symmetrical movement through
 

all positions of gaze; no nystagmus
 

present.
 
MTrigeminal (ophthalmic branch, maxillary |] Specify otherwise

/
“branch, mandibular branch).

 

 /
C1 With eyesclosed, indicates facial and
 

 

auraltacticle perception.

Movementof muscles of mastication:

Symmetrical tension in muscles of

C1 Specify otherwise
 

 

clenchedjaw; able to movejaw laterally
 

against resistance; symmetrical muscle
 

mass of temporalis and masseters;
 

absenceoflip tremors, involuntary
 

 

chewing movements and trismus; chews

symmetrically.
 

/Vil. Facial C1 Specify otherwise
 

 

/

(] Normalfacial inspection, frowns, and

elevates eyebrows symmetrically (upper),
 

 

tight closing of eyes (upper), adequate

saliva production; able to show teeth;
 

~~
/__smiles symmetrically (lower).
 /
/ Vill. Acoustic

( Cochlear branch: Hears finger rubbing and

CJ Specify otherwise
 

 

snapping equally in both ears.
  Vestibular branch

(1/Fingerto noseorfingerto finger without

CI Specify otherwise
 

 

* past-pointing; normal tandem walk; stands
 

with feet together without posture deviation
  (absent Romberg)  
 



ooh

”
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HUNT

 

 
 

 
CIRCULATION

(1.No significant varicosities. Pulses are

palpable and regular in neck, wrist, groin,

popliteal, and tibial arteries. No audible

bruits.

CI Specify otherwise
 

 

 

 

 
EXTREMITIES

(1 Full range of motion ofjoints. No

discolorations, tenderness, edema or

evidence of impaired function.

CI Specify otherwise
 

 

 

 
BACK

© There is normal curvature of the spine.

There is no tendernessof the cervical,

dorsal and lumbarspines.

C1 Specify otherwise
 

 

 

 

 

 

 NEUROLOGICALEXAMINATION
 

Level of Consciousness CtAlert ©) Drowsy () Stupor 1 Coma
 

Knowledge

Cy Appropriate to age, education, cultural

background,life experiences.

oO Specify otherwise

 

 

 

 
Speech and Lanquage

LT Cleararticulation; no slurring, no stuttering,

y or otherdifficulties or impediments of

speech; no bizarre intonation; able to use

andinterpret language with ease; no

difficulty sending or receiving verbal or

gestural messages.

C] Specify otherwise
 

 

 

 

 

 

 
Examination of Cranial Nerves:II - XII

Il. Optic:

C) Visual Fields: Full with no deficits on con-

frontation; able to distinguish numberof

fingers in central field; distinguishes move-

mentin peripheralfields.

C] Specify otherwise
 

 

 

 

 

 
C1) Pupillary Reactivity: Pupil size symmetrical:

pupils neither widely dilated nor pinpoint in

average room light; prompt constriction in

reaction to direct light stimulus. [1] Specify otherwise
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NEUROLOGICAL EXAM(cond.)

O

IX, X. Glossopharyngeal and Vagus Nerves:

CI) Specify otherwise
 

 

Normal midline elevation of uvula and palate;
 

laryngeal contourrising with swallowing;
 

phonates without hoarsenessorarticulation
 

difficulty.
 

XI. Accessory Nerve:

Normal strength and symmetry on turning

C Specify otherwise
 

 

head and elevation of shoulders.
 

Xil. Hypoglossal Nerve:

Tongueprotrudesin midline with absence

[1] Specify otherwise
 

 

of fasciculations, tremors or atrophy, normal
 

muscle strength of tongue; normallingual
 

speech.
 

O

Cerebellar Function:

Balance:

CI Specify otherwise
 

 

No abnormalities of gait (tandem and
 

heel-toe.)
 

Coordination:

Able to touch finger to nose and heelto shin

C Specify otherwise
 

 

andvice versa rapidly and accurately with no
 

past pointing; able to perform rapid
 

alternating movements (supination and
 

pronation of forearms) quickly and
 

symmetrically.
 

O

Motor Functions: C] Specify otherwise
 

 

Symmetrical on inspection; good tone

 

without spasticity or rigidity; no contractures

or hypotonus; no atrophy.
  Muscle Strength:

Adequate and symmetrical muscle

C) Specify otherwise
 

 

strength (5/5) on resistance to opposing
 

force for upper and lower body muscle
 

group on flexion and extension, abduction
  and adduction.  
 



 

 

 

DOMINION HOSPITAL

Admission Medical History

and Physical Examination  

WILLIAMS, LYNNAE D 10
J84090217483 ADM IN J.222-B
10/30/09 Roth,Richard L
00B:07/09/1976 F/33 me# J000018122

VATA

 

\ Dominion Hospital

 

 

 

Invotuntary Movements:

(1, Absenceof tremors,twitches,tics,

C1] Specify otherwise
 

 

\ fibrillations, fasciculations, athetoid
 

or choreiform movements, myoclonus
 

or myotonia.
 

/ Rangeof Motion:
fi

“( Full range of motionwith no restrictionsin

CI) Specify otherwise
 

 

upper and lowerextremities, spine.
 

//Sensory System:

“LJ Normal and symmetrical response to touch.

CI Specify otherwise
 

 

 

Other Reflexes and Signs:

Babinski's sign:

C1) Specify otherwise
 

 

(1 Absent (great toes downgoingon right
 

and/orleft.)
 

 

 

 

 

[1 Present (toes upgoing on right and/orleft.)

(_Non-reactive or equivocal.

Meningeal Signs: O Specifyotherwise {

C] Present: CO Kernig C) Brudzinski a LD Cn  
 

Deep Reflexes:

Please note results of tests of biceps, triceps, radial, quadriceps, and Achilles’ reflexes.

0O=Absent 1=Diminished 2=Normal 32

Bi

Trice

Radial

Quadriceps

Achilles

4 =Hyperactive 5 = Hyperactive with clonus
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PARTIAL HOSPITALIZATION PROGRAM
ADMISSION SUMMARY

To be completed by attending physician at the time ofdischarge from inpatient level of care to the

partial hospitalization program.

 Current Diagnosis: Axis |: bouc base, HS 6S

dhefeweeg 
 

Axis 2: s .
Axis 3: No Nagreses
Axis 4: Ucre “Yn 
Axis 5: GAF: 0d

Presenting Probne (target symptomsand behaviors Sépavate lu cettwts ot

12Zavre how Ur( ne Treeasaes phinw fu bey
[ue pe £thaA (0/37og f

Mental Status: S(nce Ga dmisstirn ne trovt eu, Anteo£
#2 Sucbys Arutek
 

Treatment Planning:
Treatment Problem Statement: The behavior/relationship difficulties, which require changein orderfor the patient
to function in aless restrictive Seren require that the patient will: Sshwy stale qf

Ahi wing avd belaia
 

 

PHYSICIAN TREATMENT PLANNING INTERVENTIONS

Therapeutic Interventions: Sheva, ( (uch vidal, hte ,
fossils;panels 7

Other:

Estimated Length of Stay Y fu F day S [WwW YI?

Discharge Plan owe , GX ‘a ue 7X

SLloth? (0- B/~09
ATTENDING PHYSICIAN DATE:

 

 

DH-210 (10,03



 

Age/Sex: 33 F | WILLIAMS, LYNNAE D (REG RCR) | Page: 1
Unit #: J000018122 J. 3PA-

Account#: J84090218118 Roth, Richard L
Admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT

‘
a

| Psychosocial Assessment __~std 11/04/09 1533 MXS

 

 

Reason For Admission”: . a
Patient was admitted to DH on 10/30/09 and left AMA on - '>* Westy STaked TS one Ay
10/31/09. In days/weeks prior to admission patient Routes be iye. Cte Neate,

had reportedly been behaving in a bizarre way at work REE A |mate § a
(State Dept) and was then in a road traffic accident ee ee Eg
which she is reported to have deliberately caused. TS. Ae ey Gow

Today patient presents stating that she is not sure DN eAns jherwe ‘a
why she has been admitted to PHP except "that the ae ‘
State Department has ordered this". ~

Does Patient Meet Criteria for Current Level of Care: Y

Supervisor Informed:

6
c
u

Primary Language: ENGLISH ENGLISH

ecae.cepara/aitecatleel Influences”:
#atient is one of two sibs born to middle class
parents, raised in suburb of Atlanta, attended -— Vo oueny Pot n & Cored vn Ws .

Spellman College for undergrad, progressed to . .
grad school at Georgetown SFS, was then employed by . AEN NRO Gt AD AL

DOD, sent to Iraq for four months (2007) , returned UAE hey

to DOD where she reports having exceeded work Nekae Ye A Pee tate &

performance expectations, then moved. to State Dept . ‘Bose yy PRN

‘n March 09. Patient has supportive parents ( ye (Om (, € Fas eg. ov. z. %
“eired educators) Patient lives alone in apt in DC es
id currently works for State Dept as an analyst.

")-- FAMILY HISTORY~~-~~ oe . ws - ™ LOVES
Family Psych Hx: Y oo. UO Ne

Family Psych Relationship: Aunt DAnxAye (oe | UT tml

Describe Family Psych Hx”: EGR BeOO
Schizophrenia in maternal aunt. MOS eg.

Family Hx of Suicide: N - “™ PL

Family Suicide Relationship:

Describe Family Hx of Suicide’:

Family CD Hx: N

Family CD Relationship:



 WILLIAMS, LYNNAE D (REG RCR) | Page: 3
 

 

 

Age/Sex: 33 F
Unit #: J000018122 J.3PA-

Account#: J84090218118 Roth,Richard L
Admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT

1
a

| Psychosocial Assessment ~std 11/04/09 1533 MxXS

Religion: CHR CHRISTIAN

Spiritual Practices: Church

Pt Believes in Higher Power: Y
Describe Higher Power*:

Last Grade Completed:

Degrees/Certificates:

) Current Student:

Where:

Change in School Performance:

Graduate degree
Masters in Foreign Relati

Describe Change In School Performance”:

Problems with Behavior at School:

as

Truancy:

Learning Problems/Special Education: N

Describe Learning/Behavioral Problems*:

Currently Employed:

) Pt Occupation:

Time at Current Job:
Job Satisfaction:

Longest Time at One Job:

Frequent Job Changes:

Reason for Job Changes”*:

Unemployed in Last Year:
Reason for Unemployment”:

Parent Occupation:

Spouse Occupation:

Financial Needs:

Military Hx:

Branch(es) :

~~~~EMPLOYMENT HISTORY~~~~

¥

Analyst

4.5 years “QL Wave only ween Canotaw ak corye nt
High y

4.5 years 4

N > & Qiu
ae

Denies any stressors

Denies debts
Denies compulsive spendin
States she manages

money "very well and

I have good savings"

N



 Age/Sex: 33 F | WILLIAMS, LYNNAE D (REG RCR) | Page: 4
 

 

Unit #: J000018122 J.3PA-

Account#: J84090218118 Roth,Richard L

Admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT

VL
a

| Psychosocial Assessment ~std 11/04/09 1533 MxS
 

# of Years:

Military Reserve:
Discharge Type:

Year:

Discharge R/T Substance Abuse:
Discharge R/T Psych Condition:

~~~~ARREST HISTORY~~~~

Arrest or Pending Litigation/Civil Charges Hx: Y

Number of Arrests: 1

Reason for Arrest: leaving scene of accident
Arrests Involving Violence: N

DUI/DWI: N

) When:
Public Intoxication: N

When:

Probation Hx: N

Why/When:

Parole Hx: N

Why/When:

Describe Pending Litigation/Civil Charges”:

above note re. recent charges.
Patient has retained an attorney

~~~~CAFFEINE HISTORY~~~~
Pt Use Caffeine: Y = aime «ee

Ns “sy - Kinane, , ov" Ane

Types of Caffeine: Coffee YS Se, Wacky veal cn Ge ‘ & ;
" \ — enpS my ALS
Ge ven \ NL ‘ /

C BLO Garg ~ v _ ~ TO
Amt per Day: 1-2 a ‘ NS aa RR ck

S t 3 \ ae
—_

> FT \ . .
Ves oN ¢ x is - ~ 48

cc
S'Site : x =

ALY yor om Ne

bs iV) Cam Fy
z - 3 L s as . 5
Sy 2 Wn \\ i ) > VP ak Fo



 
Age/Sex: 33 F WILLIAMS, LYNNAE D (REG RCR)

J.3PA-

Roth, Richard L
Dominion Hospital Patient Care

| Page: 5

PSYCHOSOCIAL ASSESSMENT

 

Unit #: J000018122

Account#: J84090218118

Admitted:

“4f-

Psychosocial Assessment ~std 11/04/09 1533 MXS

 

Nicotine Hx:

Kind of tobacco:

Age First Used:

Packs/tins per day:

How many years:

Any Consequences:

Quit:

When:

Does Patient Drink Alcoholic

Type of Alcohol:

How Often:

2 How Long:

How Much:

Last Drink:

Type of Alcohol:

How Often:

How Long:

How Much:

Last Drink:

Type of Alcohol:

) How Often:

: How Long:

How Much:

Last Drink:

Alcohol Comment”:

~~~~NICOTINE HISTORY~~~~

N

Beverages: Y

WINE

1 - 2 times/month

10 years

glass

Patient denies any abuse of alcohol and states she
seldom drinks

Pt Believes ETOH Use a Problem: N

Negative Effects on Life:

Medical Problems from CD Use:

Longest Sobriety:

When:

Sober Support System:

Who:

AA/NA:

. Last Contact:

Sponsor:

Last Contact:

S
o
n
i

ETOH Sobriety/Support/Treatment Comments”:
None



 
Age/Sex: 33 F

Unit #: J000018122

Account#: J84090218118

Admitted:

‘
| oe

WILLIAMS, LYNNAE D (REG RCR)

J.3PA-

Roth,Richard L
Dominion Hospital Patient Care

Psychosocial Assessment ~std

Additional Drugs or Chemical Use: N

Type of Drug:

How Often:

How Long Used:
How Much:

Last Used:

Type of Drug:

How Often:

How Long Used:

How Much:

Last Used:

Type of Drug:

How Often:

How Long Used:

How Much:

Last Used:

Drug Use Comment”:

 

Believes Drug Use a Problem: N
” Negative Effects on Life:

Medical Problems from CD Use:

Longest Sobriety:

When:

Sober Support System:

Who:

) AA/NA:
° Last Contact:

Sponsor:

Last Contact:

CD Sobriety/Support/Treatment Comments”:

Patient denies any CD recent or past

(Emotional, Physical, Neglect,

Physical:

Describe Physical Abuse’:

“ Emotional:

jexribe Emotional Abuse”:

Sexual:

Describe Sexual Abuse”:

~~~~ABUSE HISTORY~~~~

Sexual) Abuse: N

Page: 6

PSYCHOSOCIAL ASSESSMENT

11/04/09 1533 MxS



 

Age/Sex: 33 F | WILLIAMS, LYNNAE D (REG RCR) Page: 7
 

 

 

Unit #: J000018122 J.3PA-

Account#: J84090218118 Roth,Richard L

Admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT

‘\
-

| Psychosocial Assessment ~std 11/04/09 1533 MXxS

Neglect:

Describe Neglect”:

Patient Has Hx of Abuse to Others: N

Describe Hx of Abuse to Others”*:

Was CPS/APS Report Made: N

Describe CPS/APS Report”:

Describe CPS/APS Involvement”:

~buse Comments:

~~~~STRENGTHS /WEAKNESSES ~~~~

Stability of Home Environment: Strength

Motivation for Tx: Weakness

Insight into Current Problems: Weakness

sPigenent Regarding Current Problems:

 

Weakness

Stability and Support of Employment:

Strength

Function of Marriage/Family System:
Strength

Support System in and Beyond Family:

Strength

Education Attainment: Strength

Intellectual Skills: Strength

Range of Leisure Activities*: —~ “VY SyateA\ Va Myre 3 Revie Vespedyouk aA.
Mostly exercise Been Nis ks fe be hea a : OS

De a TF mS, SMM cry e, $4 .
Type of Recent Leisure Activities*: SE ESERIES SBE CecVAY og a
‘nning, working out in gym) Atss s¥une A vn Mest cveceswonky 4 OS QianRe

wf YT NEMASG 5 Srevaysu yee ian §& ; 2 NS : jo es

What Do You Do When Bored/Lonely*: ” JEN BESSESE eae we
Go running on the mall —~ “ger. Q DL cir Yecende /wreet Ce, &



 

Age/Sex: 33 F | WILLIAMS, LYNNAE D (REG RCR) | Page: 8
 

 

Unit #: 3000018122 J.3PA-

Account#: J84090218118 Roth, Richard L

Admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT

)
| Psychosocial Assessment ~std 11/04/09 1533 MxsS
 

Does Your Work Schedule Interfere With Your Leisure Activities: N
Do You Belong to Any Social Groups/Community Organizations: N

Improvement Needed in ANY of the following areas:
Patient denies

 

   

Vv ent ANS > BRN es= ,

: a Come owe’ S = wees Wes TE aM .
Pt Perception of Illness”: yo re, Creer’: ~ mo a verANe a Debora ex
Patient is bewildered as to why she is here. Wes eweTS ee Soy
Patient states that her co-worker who reported her Ss ocy\o, “OS seers ENN
bizarre behavior at work is disgruntled, leaving

his job and moving to California. She contends that + __

has had a conflictual relationship with this co- AL Wee Sheek an: —
rker. Lova\a BL. seis ~ - aS met Ms

Pt Perception of Needs*: ee ws \ a mr Whek ZX asd
Patient states she will "do whatever you tell me here "ose ‘ ‘ 5FR NP oN Beye
and whatever I need to get back to my job" TA <a,tk ais Sat Ct
Pt's Goals for Treatment*: ~\ aeae Letheean Son =
Return to work NS SN my SAY eS Wa 5
Have attorney advocate that legal charges be dropped\_ Sade. i V mY +. RC
"e able to convince her boss that she is stable NN Be, "ot oe Wo Sesh nye

TZ RANE SoDeine Waa Savior «\AKa CWew as See Cue — om PNAS a

J munity Resources Current/Needed: T°°* Mol. my ~ Tk,
Unable to assess ey Fe a ae ENR wc

SAP RES| fons —_ ete Ves +h ~
Anticipated Treatment Mgr Role in TX/DC Planning: Sunt — We
FAMILY CONTACT : Fp,EE Pao ke Vi.
COORDINATION OF CARE/OPP ve icy Mer ey,
DISCHARGE PLANNING me ee Aee
REFERRAL TO COMM. RESOURC eGag aS Fee

a Nia ge ASSOC F %S Ky \Ney gs Cs he : whe Neate A, a

Goals of Treatment: STABILIZE MOOD 7 ) we Mwy vs ope MH Sumidaual
IMPROVE. COPING SKILLS ~ Hay wa issee 0Oe eee

“Ast nbe Bwll a sane cate

 

WN Ra eg Aa donseed Mea IS

 

  Monogram Initials Name Nurse Type
 

MXS J.NUR.MFS1 SANDIFORD, MARY SW



 

 

 

 
 

Age/Sex: 33 F WILLIAMS, LYNNAE D (DIS RCR) Page: 1

Unit #: J000018122 J.3PA- Printed 11/12/09 at o70l

Account#: J84090218118 Roth,Richard L Period ending 11/12/09 at 0701

imitted: Dominion Hospital Patient Care ADMINISTRATIVE DATA SCREEN

Administrative Data

TEMPORARY LOCATION

HOLD TRAY: DATE MEAL RELEASE HT Ft in cm

CONDITION VISITORS ALLOWED WT lb Oz kg

CMT

VISIT REASON PHP

Observation Patient ---

 

 
 

Dt in Tm in

Dt out Tm out

Coded Allergies/Adverse Reactions

Name Category Severity Ver? Date Time User

Reaction

lergies

Fluoxetine HCl Drug M 4 10/30/09 1240 HEB

 

RASH

Monogram Initials 

HEB J.NUR.HEB

 

Name Nurse Type

BLACK, ELIZABETH RN



 

Run Date/Time: 10/31/09 1327 Printed by: J.NUR.GSL1

DISCHARGE - Patients Medication List
MEDICATION RECONCILIATION

WILLIAMS, LYNNAE D |
 

 

ATTENDING: Roth. Ricnard L WEIGHT: 60.78 «g 134 Tbs ACCOUNT: J84090217483
“ALLERGIES: Fluoxetine HC] (From Prozac)

ADRs: ***NQ ADRs ENTERED***
 

 

KRKKKEKEKE Home Med] cations KAKKAKKEER

DRUG NAME DOSE/ROUTE FREQUENCY
  No Home Medications Documented
 

*** This is a complete list of your medications. Bring this list to your next ***
**k doctor’s appt. ( )Prescriptions provided to patient/guardian at discharge ***

 

*** ( )NO prescriptions required , ( )Presceipttons called into. pharmacy ***
*** Patjient/Guardian Signature: ey, COO Date: Lo J3 4Ka

“ WILLIAMS, LYNNAE D
AC# 584090217483 ADM IN J.222 8
MR# J000018122 ADM 10/30/09 SCH
Roth, Ricnard L
AGE 33 DOB 97/09/76 SEX F

RAKHIHIHIAIIAIAIKAIN This is a permanent part of the record. Please do not discard, **********aekeeeeRE*

) Page: 1 (FINAL PAGE)

 



 
RUN DATE: 11/11/09
RUN TIME: 1217
RUN USER: J.NUR.EMW2

DOMINION HOSP ADMISSIONS
PARTIAL HOSPITALIZATION DISCHARGE LIST

 

WILLIAMS, LYNNAE D DOCTOR: Rath, Richard L

 

Allergies: Fluoxetine HC] (From Prozac)

ADRS: ***NO ADRs ENTERED***

 
 

Medication

Patient Medication List

Dose Frequency Route

 

 

 

 

 

 

 

 

 

 

 

     
 

I have reviewed the Medications listed above and understand that this is the list of Medications to be taken after Discharge.

Patient/Family/Guardian Signature: . 7Yee Lol
a

ot Le 7
Nurse Signature: (AN! 4 he

MD Signature:

Oke

ese? Bakers fifu/og Time: {2° 20

eo? Date: f=! Time: _/e2-ousBt

6L Gala) Date: [Hof Time:
¥

Copy to Patient. Original to Chart

 



WILLIAMS, LYNNAE D
J84090218118 REG RCR J.3PA a

11/04/09 Roth,Richard L 
: TAL 008:07/09/1976 F/33, NR Jo00018122

me PTETTTcosronsosie

 

 

 

PHYSICIAN ADMISSION INSTRUCTION SHEET

ADULT PARTIAL PROGRAM

(CIRCLE THE ANSWER, YES OR NO)

j

\

Admit to the Partial Hospitalization ProgramN

N Regular Diet (specify other: )

N. Medical History and Physical Examination (ONLY FOR A DIRECT ADMISSION)

N/ Vital Signs (B.P., TPR x1) Other:

“\

N
K
s

 

DUAL DIAGNOSIS EDUCATION GROUPS

Y N Assessment

Y N Groups

I certify that the services identified as “partial hospitalization” are medically necessary to prevent further
decompensation and subsequent admissionto inpatient treatment.

  

rf glayrd y Th. &.4 Ldn amar “da
OOF ehhehe whpt Af per LY © oH, \ yety Ory | BOD) (tla J) hy

Telephone Order Received By: Physician Name Date — Time Read Back
(RN Signature) (RN Initials)

14

 

 

Tt fA af ay pf
TAiheTIS By (i4/oF is

Transcribed By:' (RNSignaturey Date Time

Sklotle —i/f/0%
Date TimePhysician Signature

DH-207 (10/05)

13.07)

16007)



wv eres Cb to

 

’ ‘POINT PEN 4 FIRMLY ) ) ;dee } i. } } } T4003 4

4uthorization is Mereby given to dispense ithe generic squivaient unless otherwise indicated by the physician.

Date Time Complete tep portion wiih each Level of Care change.indicate order with a Check Mark.
 

Cl Outpatient Procedure: ‘procedure) for (medical reason
 

)
[ Placein Outpatient Observation Services for (medical reason).
 

 

_] Admit as Inpatientfor (medical reason’
 

 

_ Physician Signature:
 

 

Date Time

rt.)| 4f IAG /22N)

to

> >4 Paeee

n/o9 

) /tlu(os

 

eee4fo

Additional Orders: eeseau)

Ef:PVEANGYY
—_ NL py
TO, LR Rott

y 4
Maka tT gt Ts thueseoh ORLA s/

ect C. te ay t/¢, ot vaOPYo

4. will nat afonk This girl Uela4 fee /

a Cony F O4nngfee rere (UDC Courf—
writ /}/ 7 /ay Zi cD 7

 

otal /
TT

Dis th arge Tecoy
ah fr phIl{oP

 

Allergies & Sensitivities _INKA

| WILLIAMS
SeagsoaiorigNae
ELA08 ornae L
DGB : 07/09/197

J.3PA

“R# J000018122 

  

 

rea eae “AIanno

2hysician's Orders ) RERUNS
T4003) Rav 400 \AC# 9914041)



WILLIAMS, LYNNAE D
J84090217483 ADM IN J.222-8
10/30/09 Roth,Richard L
0B:07/09/1976 F/33 wee J000018122

TTTcoe sso

DOMINION HOSPITAL

 

 

PARTLAL HOSPITALIZATION PROGRAM
ADMISSION SUMMARY

To be completed byattending physician at the time ofdischarge from inpatient level ofcare to the

partial hospitalization program.

Current Diagnosis: Axis |:

FT wes MENGort dd ke- Yr,

mig ieneiy

 Prychass, Mas ~ SoeSS
A p NA
 

 

Axis 2: delet (2) AE Gnenis UL Then|
. 4 a ~ is

+

Axis 3: Yio Heagrvses Mine 4 cadens) tk of

Axis 4: Yue ne lirnwe i ‘2 OR, TS See 34 Sry 

Axis 5: GAF: 0d

Presenting Prqblem (target symptomsand behaviors):

 

Asauatess We, tusk dew, of

2 qieacate.Lheceeats ok 

   

   
 

  

 

 

 

(Zavv® MALU Abi we

{tn pe Athans (ofBe0g ~ Ne = Speck owes “ye 4 WVkSudVeaaks
Cet SOTA Rete ZRASZ yn Gn SAN OM

Mental Status: ___—«S(/“#4@ sednussingho vefiyLeolseeea
osucewis v~vtet
Yo 7 : _ _

on tis a, e eery SENSTreatment Planning: Loes nok Asscudssech vin MWe OK . SO “Va wok be Ald
SNE VASSEECY

Treatment Problem Statement: The behavior/relationship difficulties, wdktoh require fnge|Ssorderfor the patient
to function in

a

lessrestrictive sen require that the patient will: Ssfrwy stale Ad

 

Ahi u ling avd BeUAULA
 

 

 

 

NDT. ees Sek A«tSSa Seo. wae, SS] “ar. oles Me Seac ME, Sent, cen

PHYSICIAN TREATMENT PLANNING INTERVENTIONS 72wee ee

Therapeutic Interventions: Ahevnts ‘\ (nc ideal

aa S Sibley, fxasls (VS Sey ot vite eSs@cl> OF) Gany L
4 ae Roe a Copa4 “ek ANG EMM ap. + Wwe

Other: Rose N Wo Woe. des. oyay Aouad \

 

howe, cotyt TKDischarge Plan

Estimated Length of Stay Y fy F Hay § fiHpoe,a“

wy

 

(O- B/~09 
ATTENDING PHYSICIAN DATE:

_ “7 © “Le aa
\e wok So CNL ywe = % ~ >

~ ~~ = % we fc ‘ x \ '
oS eck X o _ A ‘ a A

Ve \ ~~ ee i, ‘ Sore cle Lo=
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Age/Sex: 33 F WILLIAMS, LYNNAE D (DIS RCR) Page: l
 Unit #: J000018122 J. SPA- Printed 11/12/09 at 0701

Account#: J84090218118 Roth, Richard L Period ending 11/12/09 at 0701
\dmitted: Dominion Hospital Patient Care ADMINISTRATIVE DATA SCREEN

 

Administrative Data 

TEMPORARY LOCATION

HOLD TRAY: DATE MEAL RELEASE HT EE in cm

CONDITION VISITORS ALLOWED wT lb OZ kg

CMT

VISIT REASON PHP

--- Observation Patient ---

Dt in Tm in

Dt out Tm out

Coded Allergies/Adverse Reactions

Name Category Severity Ver? Date Time User

Reaction 
Pravaies

Fluoxetine HCl Drug M ¥. 10/30/09 1240 HEB

RASH
 

Monogram Initials Name Nurse Type  
 

HEB J.NUR.HEB BLACK, ELIZABETH RN



Age/Sex: 33 F

Unit #: J000018122

  

 

WILLIAMS, LYNNAE D (REG RCR) | Page: 1

J.3PA-

Roth,Richard LAccount#: J84090218118

 

 

Admitted: Dominion Hospital Patient Care INITIAL SAFETY ASSESSMENT: ADU
‘\

ee
Coded Allergies/Adverse Reactions

Name Category Severity Ver? Date Time User

Reaction

Allergies
Fluoxetine HCl Drug M ve 10/30/09 1240 HEB

RASH
 

 Adult Partial Safety Assessmnt 11/04/09 1548 EMW

What are your goals for this hospitalization: "Adequately address any concerns about my

ability to return to work and cope with stress" ~ EF dia vos Mee ony

EN wtaneabs £2KORDA Gee ce
Any History of Abuse or Neglect: N * Site Pe ye a ae ° oe

oar my ES 4 Saueine.. .

History of Aggressive/Assaultive Behavior: None Mauer Wed ky ek ecovedth
i Mrmr Oi hey a Venyy BS SS .“ecess to Lethal Means: N ey <
T£ Yes please explain: Risorpiedy) Seiwks PUA 4a wn.

Patients Social Worker notified: N SEN ghee gs ‘

History of Suicide Attempts: N

Does the patient have any thoughts of suicide:DENIES
Does the patient have any intent of suicide: DENIES
Nees the patient have a plan for suicide: DENIES

Does the patient have a history of self harm: N Types of Self Harm Behaviors:

Head Banging: N Scratching/Cutting: N Manipulating others to harm self: N
Fire Setting: N Hanging: N Overdosing: N Burning: N Self Strangulation: N

Jump in front of car, window, metro: N Poison: N Self Biting: N Other: N
yo": NA

Level of Impulsivity: Low

Admission history/symptoms indicate potential for self-harm: N ae copuckeply, Tod utoSh 4
Commits to notify staff of self harm thoughts,intent, or plans:Y - Jy : < .

Patient’s Protective Barriers against Suicide/Self Harm: Coping Skills
Currently Employed/School

Positive Attitude
Social Supports

Ability Reality Test
Precipitating Factors:If applicable what does the pt identify as the cause
of loss of control or acting out behavior? "MY JOB’S CONCERN AFTER THE ACCIDENT REPORT

FOLLOWING MY CAR ACCIDENT ON OCT 27, 2009"

 

   aN a Wee, Sane, -SNS Wat aye?

Techniques used to help patient control behavior: "I HAVE BEEN IN CONTROL \

OF MY MOOD, NOT OUT OF CONTROL, EXCEPT WHEN DISORIENTED FEW DAYS AFTER ACC. Joe

; Weve rede FYag Sek ras oY TL oyw ee Me ne Shee ty SNIP Seti '
) <<NURSING ADMISSION NOTE>> ‘ .¢

Oriented to unit: Y \ i

Appearance: WELL GROOM : PT ADMITTED TO ADULT PARTIAL PROGRAM TODAY. STATES \S

Additional Comments: SHE WAS DISORIENTED AFTER HER CAR ACCIDENT FOR A FEW DAYS BUT DENIES Cay

LOSS OF CONTROL OF MOOD OR BEHAVIOR RECENTLY. HAS AN INTERVIEW AT WORK A



 

Age/Sex: 33 F

Unit #: J000018122

Account#: J84090218118

Admitted:

a
7

| Psychosocial Assessment

J.3PA-

Roth, Richard L

Describe Family CD Hx”:

Patient Psych/CD Treatment Hx: Y

Describe Treatment Hx”:

Outpatient treatment at Georgetown Univ Counseling

Center for depression, anxiety,sleepdisturbance
in 2006. Overnight in DH on 10/30/09 and then

AMA discharge. ¥V

Additional Suicide Risk Elements: Hx of risky behaviot

gpicidal/Welenca Risk Factors:
ratient denies

Marital Status: Single
Sexual Orientation:

# of Marriages: 0 How Long/Current: 0

Y Long Previous Marriages*:

Number of Children: 0 Ages: 0

Living Arrangement: Own Place

Needs Alt Living Arrangement: N

Social Support Network: Good

Support Person(s): Family

Friends
Treatment Participants: Patient’s parents

who are in town
Support Comments”:
"My parents came because my cousin in Baltimore eat

called them. My cousin took me to the ER at
Georgetown two days after my accident because ..I did
not receive any medical treatment ..I was just taken

by the police and put in a cell, finger printed..

and then charged with leaving the scene of an

accident"

Describe Typical Day: Wake at 7.0 am
Work by 8.30 - 5.30
Evening - outdoor running
or work out in gym

Dinner alone or with

a friend
Bed 11.0 pm

Hobbies/Interests: Exercise

e
d
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WILLIAMS, LYNNAE D (REG RCR)
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PSYCHOSOCIAL ASSESSMENT

 

11/04/09. 1533 MxS
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AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION

 

 

 

 

 

1 . . = | [m@ws

Patient's name:_ 2 YNGe LOyas Birth Date _)| 7 [1% 7Zly4

Social Security Number Cp CUOGU 2. Phone Number:_ 2 ©? - ‘S77 7-'4 74
Lan ZS ms j j j i Joy

Date(s) of Service’__i O/ 30 - (p/3 } a \i/ Goro ! I

Dominion HospitalI authorize:
to release or disclose thefollowing information to:

 

 

 

datesVACa © LO) Vy oyvns 2027 2 I5 ~boY 7

Niame ofperson, physician or agencyto receive information Phone Numberofreceiver

a i A a ™ ~

~) om LT ¢ St A ot 2 } Cy La AS Vay neton IC 200Oz

Street Address City ~ State Zip Code

Information to be Released/Disclosed: ;

2 Admission History Q Medication Records G Psychological Evaluation

@ Discharge Summary 4a Nursing Assessment QQ Psycho-Educational Reports
2 History & Physical “2a Nursing Progress Notes & Physician Progress Notes

QQ Operative Report Q Transfer Forms Q Medical Abstract

ar Consultation J Psychosocial Assessment Qs Itemized Bill UB-92
x2 Physician Orders Q Emergency Room Record a Other
2 Labs, EKG’s:X-rays

Purpose:

Q Medical Follow-up 3 Individual Use Q Insurance
Q Attomey Q Disability Q Other

Patient advised of charges: x Yes Q No Q NA

QI prefer to pick up records QI wish to review records (by appointmentonly) Q Please mail

| acknowledge. and hereby consentto such, that the released information maycontain alcohol, drug abuse. psychiatric, HIVtesting. HIV
results or AIDS information. y ox LD (Initial)

\

understand that:
I may refuse to sign this authonzation andthat it is strictly voluntary.
My treatment, payment. enrollmentor eligibility for benefits may not be conditioned on signing this authorization.
[ may revoke this authonzation at any time in wnting, but if | do, it will not have anyaffect on any actions taken priorto
receiving the revocation. Further details may be found in the Notice of Pnvacy Practices.

+ ifthe requester or receiver is not 4 health plan or health cure provider, the released information may no longer be pretected by federal

W
w
t
o
e

e
e

pnvacy regulations and maybe redisclosed.
3 Dunderstand that [ may see and obtuin a copy the information deserihed on this form, for a reasonable copy fee

suse read the above and authonze the disclosure ofthe protected heulth information as stated
 

 
 

 
 

» — eeea a i
-¥ ftpVpieee [A J+ 7 | ( jf / ry 7

Sponty 0 rPatie . i . : t 7 7enantio of Patent must be aned Page i$ cars or oclder for Paychiaine records) Date futtisnedtian well expire § months afer date 1gmed)

Suanature of PipostLmanh e ni RalMebane 2) rarent Griardign if applicable Relationship to Pauent

2960 SLEEPY HOLLOW ROAD; FALLS CHURCH, VA 22044; PHONE: 703-536-2000 FAX: 703-536-613
ECR HCSPITAL USE TNLY

Completed by Date
 



 

DOMINION HOSPITAL WILLTAMSLYNNAE D2
10/30/09 Roth,Richard L

DOB 1976 F/33 ve# JO0001812207/094 nn

Admission Medical History UUM
and Physical Examination

  

| Dominion Hospital

 

  
 

CI No Restrictions on Physical Activity

 

 

C) Physical Activity restricted dueto:
 

 

Impressions / Recommendations:
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Signature Date

  



 

 

 

Age/Sex: 33 F | WILLIAMS, LYNNAE D (REG RCR) Page: 1

Unit #: J000018122 J.3PA-

Account#: J84090218118 Roth,Richard L

Admitted: Dominion Hospital Patient Care PSYCHOSOCIAL ASSESSMENT

A
| Psychosocial Assessment ~std 11/04/09 1533 Mxs
 

Reason For Admission’:
Patient was admitted to DH on 10/30/09 and left AMA on

10/31/09. In days/weeks prior to admission patient

had reportedly been behaving in a bizarre way at work

(State Dept) and was then in a road traffic accident
which she is reported to have deliberately caused.

Today patient presents stating that she is not sure

why she has been admitted to PHP except "that the

State Department has ordered this".

Does Patient Meet Criteria for Current Level of Care: Y

Supervisor Informed:

Primary Language: ENGLISH ENGLISH

  
sPpcial/Cultural/Educational Influences”:
#atient is one of two sibs born to middle class
parents, raised in suburb of Atlanta, attended

Spellman College for undergrad, progressed to

grad school at Georgetown SFS, was then employed by

DOD, sent to Iraq for four months (2007) , returned

to DOD where she reports having exceeded. work
performance expectations, then moved.to State Dept

' March 09. Patient has supportive parents (
sired educators) Patient lives alone in apt in DC

-4Ad currently works for State Dept as an analyst.

   ~~FAMILY HISTORY~~~~

Family Psych Hx: Y

Family Psych Relationship: Aunt

Describe Family Psych Hx”:
Schizophrenia in maternal aunt.

Family Hx of Suicide: N

Family Suicide Relationship:

Describe Family Hx of Suicide’:

d
Family CD Hx: N

Family CD Relationship:
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Describe Family CD Hx”:

Patient Psych/CD Treatment Hx: Y

Describe Treatment Hx”:

Outpatient treatment at Georgetown Univ Counseling

Center for depression, anxiety, sleep disturbance

in 2006. Overnight in DH on 10/30/09 and then
AMA. discharge.

Additional Suicide Risk Elements: Hx of risky behavior

icidal/Violence Risk Factors:

tient denies

Marital Status: Single
Sexual Orientation:

# of Marriages: 0 How Long/Current: 0

’ Long Previous Marriages”:

Number of Children: 0 Ages: 0

Living Arrangement: Own Place

Needs Alt Living Arrangement: N
  

Social Support Network: Good

Support Person(s): Family

Friends
Treatment Participants: Patient’s parents

who. are in town
Support Comments*:

"My parents came because my cousin in Baltimore
called them. My cousin took me to the ER at

Georgetown two days after my accident because ..I did
not. receive anymedical treatment ..I was just taken _—

by the police and put in a cell, finger printed..
and then charged with leaving the scene of an

accident"

Describe Typical Day: Wake at 7.0 am

Work by 8.30. - 5.30
Evening - outdoor running

J or work out in gym

Dinner alone or with

a friend

Bed 11.0 pm

Hobbies/Interests: Exercise

11/04/09 1533 MXS  
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Unit #: J000018122 J.3PA-

Account#: J84090218118 Roth, Richard L
Admitted: Dominion Hospital Patient Care INITIAL SAFETY ASSESSMENT: ADU

YN
A

| Adult Partial Safety Assessmnt 11/04/09 1548 EMW

TODAY; VERY ELEGANTLY AND NEATLY DRESSED IN BUSINESS SUIT. DENIES SI/HI/SIB

GIVES SL=10

Monogram Initials Name Nurse: Type

EMW J.NUR.EMW2 WITTING, ELIZABETH RN

HEB J.NUR.HEB BLACK, ELIZABETH RN
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Religion: CHR CHRISTIAN

Spiritual Practices: Church

Pt Believes in Higher Power: Y

Describe Higher Power”:

Last Grade Completed: Graduate degree
Degrees/Certificates: Masters in Foreign Relati

9 Current Student: N

7 Where:

Change in School Performance:

Describe Change In School Performance”:

Problems with Behavior at School:

Truancy:

 

Learning Problems/Special Education: N
Describe Learning/Behavioral Problems”:

~~~~EMPLOYMENT HISTORY~~~~

Currently Employed: Y

Pt Occupation: Analyst
Time at Current Job: 4.5 years

Job Satisfaction: High
Longest Time at One Job: 4.5 years

Frequent Job Changes: N

Reason for Job Changes”:

 

Unemployed in Last Year: N
Reason for Unemployment”:

Parent Occupation:

Spouse Occupation:
Financial Needs: Denies any stressors

Denies debts
Denies compulsive spendin

J States she manages

" money "very well and
I have good savings"

Military Hx: N

Branch (es) :
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# of Years:
Military Reserve:

Discharge Type:

Year:

Discharge R/T Substance Abuse:

Discharge R/T Psych Condition:

~~~~ARREST HISTORY~~~~

Arrest or Pending Litigation/Civil Charges Hx: Y

Number of Arrests: 1

Reason for Arrest: leaving scene of accident
Arrests Involving Violence: N

DUI/DWI: N

. When:

J Public Intoxication: N
When:

Probation Hx: N

Why/When:

Parole Hx: N

Why/When:

Describe Pending Litigation/Civil Charges”:

above note re. recent charges.
Patient has retained an attorney

 

~~~~CAFFEINE HISTORY~~~~

Pt Use Caffeine: Y

Types of Caffeine: Coffee

Amt per Day: 1-2
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Nicotine Hx:

~~~~NICOTINE HISTORY~~-~~

N

Kind of tobacco:

Age First Used:

Packs/tins per day:

How many years:

Any Consequences:

Quit:

When:

 

Does Patient Drink Alcoholic Beverages: Y

Type of Alcohol: WINE

How Often: 1 - 2 times/month

id How Long: 10 years

wt How Much: glass
Last Drink:

Type of Alcohol:
How Often:

How Long:

How Much:

Last Drink:

Type of Alcohol:
How Often:

How Long:

How Much:

Last Drink:

Alcohol Comment”:

 

Patient denies any abuse of alcohol and states she

seldom drinks

Pt Believes ETOH Use a Problem: N

Negative Effects on Life:

Medical Problems from CD Use:

Longest Sobriety:

When:

Sober Support System:

Who:

AA/NA:

Last Contact:

J Sponsor:

Last Contact:

ETOH Sobriety/Support/Treatment Comments~:

None
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Additional Drugs or Chemical Use: N

Type of Drug:

How Often:

How Long Used:

How Much:

Last Used:

Type of Drug:

How Often:

How Long Used:

How Much:

Last Used:

Type of Drug:
How Often:

How Long Used:

How Much:

Last Used:

Drug Use Comment”:

 

Believes Drug Use a Problem: N
wo Negative Effects on Life:

Medical Problems from CD Use:

Longest Sobriety:

When:

Sober Support System:

Who:

BA/NA:

Last Contact:

Sponsor:

Last Contact:

 

CD Sobriety/Support/Treatment Comments”:

Patient denies any CD recent or past

~~~~ABUSE HISTORY~~~~

(Emotional, Physical, Neglect, Sexual) Abuse: N

Physical:

Describe Physical Abuse’:

Emotional:

poribe Emotional Abuse*:

Sexual:

Describe Sexual Abuse”*:
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Neglect:

Describe Neglect”:

Patient Has Hx of Abuse to Others: N

Describe Hx of Abuse to Others”:

Was CPS/APS Report Made: N

Describe CPS/APS Report”:

  

Describe CPS/APS Involvement”:

ise Comments~:

~~~~STRENGTHS / WEAKNESSES ~~~~

Stability of Home Environment: Strength

Motivation for Tx: Weakness <=

Insight into Current Problems: Weakness

  

 

Judgement Regarding Current Problems:

Weakness

Stability and Support of Employment:

Strength

Function of Marriage/Family System:

Strength

Support System in and Beyond Family:

Strength

Education Attainment: Strength

Intellectual Skills: Strength

Range of Leisure Activities®:
Mostly exercise

T-me of Recent Leisure Activities*:

ling, working out in gym

J
What Do You Do When Bored/Lonely”’:
Go running on the mall
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Does Your Work Schedule Interfere With Your Leisure Activities:

Do You Belong to Any Social Groups/Community Organizations:

Improvement Needed in ANY of the following areas:

Patient denies

Pt Perception of Illness”:

Patient is bewildered as to why she is here.
Patient states that her co-worker who reported her

bizarre behavior at work is disgruntled, leaving

his job and moving to California. She contends that
Se has had a conflictual relationship with this co-

rker.

Pt Perception of Needs*:
Patient states she will "do whatever you tell me here

and whatever I need to get back to my job"

Pt’s Goals for Treatment~:
Return to work
Have attorney advocate that legal charges be. dropped

able to convince her boss that she is stable

   
Vv

  

munity Resources Current/Needed:

Unable to assess

Anticipated Treatment Mgr Role in TX/DC Planning:
FAMILY CONTACT

COORDINATION OF CARE/OPP

DISCHARGE PLANNING

REFERRAL TO COMM. RESOURC
+d

4 Goals of Treatment: STABILIZE MOOD
IMPROVE COPING SKILLS

N

N

 

 Monogram Initials Name Nurse Type
 

MXS J.NUR.MFS1 SANDIFORD, MARY SW
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Physician’ Admission Instruction Sheet ItMvl Dominion Hospital

 

Adult Services (Inpatient)

(CIRCLE THE ANSWER, YES OR NO)

ADMIT TO THE ADULT UNIT
REGULAR DIET (SPECIFY OTHER: )

MEDICAL HISTORY AND PHYSICAL EXAMINATION
PATIENT MAY SMOKE:
Rationale:

Poly-Drug Withdrawal Treatment Complications
Exacerbates Psychiatric Symptoms

Deviates Focus of Inpatient Treatment Goals

DUA GNOSISSERVICES:
Y N DUAL DIAGNOSIS EDUCATION GROUPS

PRECAUTIONS: ALL APPLY YES OR NO

LOCKED UNIT
15 MINUTE CHECKS
BELONGINGS/CLOTHES SEARCH
SHARPS RESTRICTIONS

Q
z
z
z

ABS;
CBC with differential
CMP(fasting)
TSH
LIPID PANEL(fasting)
URINE DRUG SCREEN
SERUMBETA HCG (womenofchildbearing potential)

OTHER:e
e
i
e
<
<
<
r

 

OTHER:
 

 

 

I certify that Inpatient psychiatric services are medically necessary to prevent further decompensation.

per
  

 

 

[Telephone Order Received by: Physician Name Date Time Read Back
(RN Signature) (RN Initials)
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DYE 205 (32,035) rev [OOF rev S07 rev 1007 rev OL09
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Age/Sex: 33 F NILLIAMS, LYNNAE D (DIS IN)

Unit #: J000018122 J.2A-J.222-B Printed 11/02/09

Account#: J84090217483 Roth, Richard L Period ending 11/02/09
Admitted: 10/30/09 at 1158 Dominion Hospital Patient Care ADMINISTRATIVE DATA SCREEN

 

 Administrative Data

TEMPORARY LOCATION

HOLD TRAY: DATE MEAL RELEASE HT 5 £t 8 in 172.72 cm

CONDITION VISITORS ALLOWED WT 134 lb 0.02 oz 60.782 kg

CMT

VISIT REASON IP SERVICES

--- Observation Patient ---

Dt in Tm in

Dt out Tm out

Coded Allergies/Adverse Reactions

Name Category Severity Ver? Date Time User

Reaction 
Drergies

Fluoxetine HCl

RASH

Drug M Y 10/30/09 1240 HEB

 Monogram Initials Name Nurse Type

HEB J.NUR.HEB BLACK, ELIZABETH RN
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Reason For Admission’:

Pt is psychotic.

Does Patient Meet Criteria for Current Level of Care: Y

Supervisor Informed:

Primary Language: ENGLISH ENGLISH

Social/Cultural/Educational Influences*:

Pt works in the State Department. She gratuated from

GTU from the School of Foreign Services. She was ina

car accident 10/27/09. She reported to police that she
wanted to know what it would feel like to be in a car C

"™oident. Later she did not recall saying that. Pt
Dsuspicious, talking to herself, and is exhibiting

anxiety. Pt denies A/V hallucinations.

OL -paMILY HISTORY~~~~

Family Psych Hx: Y

Family Psych Relationship: MA AUNT C SCHIZOPHRENIA

Describe Family Psych Hx*:

>; ABOVE

Family Hx of Suicide: N

Family Suicide Relationship: N/A

Describe Family Hx of Suicide’:

N/A

Family CD Hx: N

Family CD Relationship: N/A

Describe Family CD Hx*:

s

)
Patient Psych/CD Treatment Hx: N

Describe Treatment Hx”:
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TODAY; VERY ELEGANTLY AND NEATLY DRESSED IN BUSINESS SUIT. DENIES SI/HI/SIB

GIVES SL=10

 

 
 

Monogram Initials Name Nurse Type

EMW J.NUR.EMW2 WITTING, ELIZABETH RN

HEB J.NUR.HEB BLACK, ELIZABETH RN

3
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Age/Sex: 33 F
Unit #: J000018122

Account#: J84090217483

Admitted: 10/30/09 at 1158

s,

P) Psychosocial Assessment ~std

N/A

Additional Suicide Risk Elements: Hx of risky behavior
Sev. anxiety/panic/agitat
IDS WORK AS STRESSOR

Homicidal/Violence Risk Factors:

N/A

Marital Status: Single
Sexual Orientation:

# of Marriages: 0 How Long/Current: N/A

x Long Previous Marriages”:

Number of Children: 0 Ages: N/A

Living Arrangement: Own Place 2

Needs Alt Living Arrangement: Y

) Social Support Network: Excellent

Support Person(s): Family

Friends
Treatment Participants: Parents

Support Comments~*:
Pt states that she expects to be d/c today, but if she

z- to stay, she would like her parents to be

_#@volved in her tx here.

Describe Typical Day: work, shower, eat, talk

with friends on the phone

Hobbies/Interests: Reading

Exercise
Watching movies
Studying languages

Religion: CHR CHRISTIAN

Spiritual Practices: None

Pt Believes in Higher Power: Y

Describe Higher Power’:

God

) Last Grade Completed: MS

# Degrees/Certificates: FOREIGN SERVICE FROM

GTU

Current Student: N

| Page: 2

PSYCHOSOCIAL ASSESSMENT

10/31/09 0948 AxzZ
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Where: N/A

Change in School Performance: N

Describe Change In School Performance”:

Problems with Behavior at School: N

Truancy: N

Learning Problems/Special Education: N
Describe Learning/Behavioral Problems*

N/A

> ~~~~EMPLOYMENT HISTORY~~~~

) Currently Employed: Y

Pt Occupation: Foreign Service

Time at Current Job: 5 months

Job Satisfaction: High
Longest Time at One Job: 2.5 years

Frequent Job Changes: N

Reason for Job Changes”:

Unemployed in Last Year: N

Reason for Unemployment”:

Parent Occupation:

Spouse Occupation:

3 Financial Needs: Finances are not a
problem for pt.

Military Hx: N

Branch(es):

# of Years:

Military Reserve:

Discharge Type:

Year:

Discharge R/T Substance Abuse:

Discharge R/T Psych Condition:

~~~~ARREST HISTORY~~~~

Arrest or Pending Litigation/Civil Charges Hx: N



 

Age/Sex: 33 F

Unit. #: J000018122

Account#: J84090217483

Admitted: 10/30/09 at 1158

™,

)

Number of Arrests:

Reason for Arrest:

Arrests Involving Violence:

DUI/DWI:

When:

Public Intoxication:

When:

Probation Hx:

Why/When:

Parole Hx:

Why/When:

WILLIAMS, LYNNAE D (ADM IN)

J.2A-J.222-B

Roth,Richard L

Dominion Hospital Patient Care

Psychosocial Assessment ~std

Describe Pending Litigation/Civil Charges*:

9

Pt Use Caffeine:

Types of Caffeine:

) Amt per Day:

Nicotine Hx:

Kind of tobacco:

Age First Used:

Packs/tins per day:

How many years:

Any Consequences:

Quit:

When:

~~~~CAFFEINE HISTORY~~~~

N

None

~~~-NICOTINE HISTORY~~~~

N

PSYCHOSOCIAL ASSESSMENT

10/31/09 0948 AXxzZ



 

Age/Sex: 33 F
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Admitted: 10/30/09 at 1158

I

Does Patient Drink Alcoholic

Type of Alcohol:

How Often:

How Long:

How Much:

Last Drink:

Type of Alcohol:

How Often:

How Long:

How Much:

Last Drink:

Type of Alcohol:

How Often:

How Long:

~ How Much:

? Last Drink:

Alcohol Comment~:

WILLIAMS, LYNNAE D (ADM IN)

J.2A-J3.222-B

Roth,Richard L

Dominion Hospital Patient Care

Psychosocial Assessment ~std

Beverages: N

Pt Believes ETOH Use a Problem: N

Negative Effects on Life: N/A

- Problems from CD Use:N/A

Longest Sobriety:

When:

Sober Support System:

Who:

AA/NA:

Last Contact:

Sponsor:

) Last Contact:

ETOH Sobriety/Support/Treatment Comments”:

N/A

Additional Drugs or Chemical Use: N

Type of Drug:

How Often:

How Long Used:

How Much:

Last Used:

Type of Drug:
How Often:

How Long Used:

How Much:

Last Used:

) Type of Drug:

How Often:

How Long Used:

How Much:

Last Used:

PSYCHOSOCIAL ASSESSMENT

10/31/09 0948 AxZ
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Drug Use Comment”:

Pt Believes Drug Use a Problem: N

Negative Effects on Life:

Medical Problems from CD Use:

Longest Sobriety:
When:

Sober Support System:

Who:

AA/NA:

Last Contact:

. Sponsor:

) Last Contact:

CD Sobriety/Support/Treatment Comments”:

N/A

; ~~~~ABUSE HISTORY~~~~

Drecteet, Physical, Neglect, Sexual) Abuse: N

Physical:

Describe Physical Abuse”:

Emotional:

Describe Emotional Abuse’:

Sexual:

Describe Sexual Abuse”*:

Neglect:

Describe Neglect’:

Patient Has Hx of Abuse to Others: N

Describe Hx of Abuse to Others”:

Was CPS/APS Report Made: N

Describe CPS/APS Report*:
+

Describe CPS/APS Involvement”:

N/A


