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| alth Information Services
KERN MEDICAL Request @
700 MOUNT V : made to/by, Medical Legal
1700 MOUNT VERNON AVE
N Phone (661) 326-2591
Fax (661) 326-2593
] Correctional Medicine

Phone (661) 391-7913
Fax (661) 391-7386

AUTHORIZATION FOR USE AND / OR DISCLOSUREOF PROTECTED HEALTH INFORMATION
(*“*Nat To Be Used For The Release of Psychotherapy Notes™**)

Patient Name _(£5g K€, Jo seph WINAN yeyacers 120l L L2

L*aﬂ:t irst, Mudd%e : 0 > y f
Address S00 Westa wer Dr. & {{ef‘{ij’ Zanit ”fwh / /73
City/State/Zip Code 59 N {\ﬁ} rd\ N & 323 5 O SS# _

Telephone NLimber_____‘;Qﬁo__a.ﬂ 50&: 80 Sj Mother's Maiden Name/Other Name:
Date of Request Wed “ﬁﬁ,ﬁjﬂj Sept 2™ 2018 35 e TR

| authorize KERN MEDICAL to release information to:

Name of Provider Organization/Person : D&\ (: __Tﬁﬁpk W [lam ’B&kér"‘ 3
Address: 5 DO WE:S‘fC:agbef Dr 4 4"[‘1“{’

—— M R em—— e o e g

Fhone Number: ;Qf;:* g ”&D@F ﬁbi! 3 Fax Number.
| authorize KERN MEDICAL to obtain information from:
FProvider Name/OQOrganization. kév*rd Mt i({)f C_E_N "'& "
Address: l]&:f\{cur\ﬂ' \(Lﬂt’“f*-'!::a_@__ﬂ__ f:)/i—!téfr*ﬁrt KI‘Q Cf 7}306

FPhone Number: Fax Number:

Purpose of Request for Information: Healthcare [ ] Insurance Coverage [ ] Person
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fﬁﬁﬂﬂnatiﬂn to be Relea$ed: (Check all applicable boxes andfinitial se;’écnon as required.

;{,'1" £1!W1tiai All my heaith information pertaining to any medical history, physical condition and
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Sj Laboratory Reports i
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Name: BAKER,JOCSEPH W

DOB: 06/19/65 Age: 44Y Sex: M Ord Phys: GLENN, KELLY
Unit#: K0O001270166 Adm Phys: AMIN,MANISH
ACCT#: K0927100500 Con Phys:

Location: DIS - ERJ

Chk-in # Order Exam
1361000 0001 70450 CT BRAIN W/0O CONTRAST 09/28/09 0810

NON-CONTRAST HEAD: September 28, 2009

CLINICAL INDICATION: R/O bleed.

Contiguous transaxial images of the head were obtained without
intravenous contrast.

FINDINGS: There is a comminuted fracture of the right zygomatic arch.
No air fluid level seen in the paranasal sinuses or in the mastoid air
cells. There is no intracranial bleed or extraaxial collection or

midline shift.

IMPRESSION:
Comminuted fracture of the right zygecmatic arch. No intracranial bleed

or midline shift.
D: September 28, 2009/ds

T: 09/29/09 1005

Transcriptionist- DEBBIE STANSBURY, Medical Secretary/Transcriptionist
Reading Radiologist- SUDHA CHALLA M.D., Radiologist

Releasing Radiologist- SUDHA CHALLA M.D., Radiologist

Released Date Time- 09/29/09 1649

-E—————*ﬂu--*————*-—--—————ﬂ---m———--‘-"————-—----q————*-—-——-d-“ﬂ———m&'
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KERN MEDICAIL CENTER
1830 FLOWER STREET DEPARTMENT OF RADIOLOCGY

BAKERSFIELD, CA 93305-1497

(661)326-2520
GLENN, KELLY



Name: BAKER,JOSEPH W

DOB: 06/19/65 Age: 44Y Sex: M Ord Phys: GLENN, KELLY
Unit#: K0OQ01l270166 Adm Phys: AMIN,MANISH
ACCTH: K0927100500 Con Phys:

Locaticn: DIS - ERJ

Chk-in # Order Exam
1361001 0002 73590 XR TIRIA/FIBRULA 2 V*R 09/28/09 0811

RIGHT LOWER EXTREMITY: 09/28/09

CLINICAL INDICATION: Rule out fracture.

Frontal, lateral views of the right tibia and fibula. No fracture or
dislocation seen.

IMPRESSION:
No fracture or dislocation seen.

D: 09/28/09 cmt

T: 09/29/09 1136
Transcriptionist- COLLEEN TAYLOR, Medical Secretary/Transcriptionist
Reading Radiologist- SUDHA CHALLA M.D., Radiologist

Releasing Radiologist- SUDHA CHALLA M.D., Radiologist
Released Date Time- 09/30/09 1450

_—————_--‘H---‘_—__—_—_ﬂ-u--——_—_——-Hu-q*—.—_—ﬁ-““q—.——_dﬁ-——————-*_--_—————-HHF_
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KERN MEDICAL CENTER
1830 FLOWER STREET DEPARTMENT OF RADIOLOGY
BAKERSFIELD, CA 93305-1497
(661)326-2520
GLENN, KELLY



Patient: BAKER, JOSEPHW MRN: 0001270166 Encounter: 0927100500

EWHE" |EW¥M KERN MEDICAL CENTER accrz 0927100500 weorecy 0001270166
I Owned And Operated by the County of Ketn PATIENT BAKER,JOSEPH W
Bakerstiold, CA 93305 AOMIT DATE: 09/28/09 pos: 06/19/65

ADVANCE DIRECTIVE DETERMINATION FORM

— iy il
Section A - Registration Staff to Complete:
1. Does the patient have an Advance Directive/Psychiatric Advance Directive?
] Yes-copy present Yes-copy not available — See Section B #4
| Yes - provided on previous admission. Date: 0
2. [JPatient was given: Consent Giver was provided the following information:
o Patient Rights Information Booklet
e Your Right to Make Decisions About Medical Treatment
Patient refused information
Patient unable to receive information due to condition (emergency treatment; confusion;
or unresponsive state)
Other. ,
3. Does the patient wish assistance to create an Advance Directive? |
No (] Yes (refer Inpatients to Social Services for assistance/Outpatients Resource List Provided)
istration Staff completing the above
ferral Sent By: Date/Ti
Reglatratmn Staﬂ Signature: Dateﬂ' 1
F" — — —
[ Section B - Inpatient Nursing Staff to Cnmplete: (Complete This Section if patient has an Advance Directive/Psychialric
Advance Direclive)
| 1. s copy of Advance Directive with patient/registration packet?
] Yes, copy placed in chart by:
2. [] Copy from previous admission requested from Medical Records and plnced in chart
3. The following reminder contacts or phone calls were made to obtain the copy of Advance Directive:
o~y rj&curd Follow-Up Attempts Below to Obtain Advance Directive'. (at least 2 additional contacts, 24 hours apart)
1 1 e —l -
i Date | Time Person Contacted | Signature of KMC Staff |
F b t ey - —_ + e
;h = ! = Jr s ok 2
] ' L | J
4, Hut available, patient states intent as follows: LS, o o
5. Current Advance Directive validated with patient:
-
: No changes requested ,
Changes requested. SR , Physician notified. "
Date: = Time: :
6. Level of Care order form completed.
RN Signature/HIS# " Date/Time ;
e ——— — — ——= e e ——
— e — —— e ol
Section C -~ Social Services: (Complete if Referral is Requested)
| 1. Social Worker consultation completed by: sa)
Date/Time:
|| Advance Directive placed in chart
RN and Physician notified Date/Time: S
N — S —— ———— ————— —— e = 3
14 = e — = ———— e —— e — — - s —='._.|
Section D ~ Revocation of Advance Directive.
1. Patient revocation of Advance
Directive communicated to: R Date/Time._
. Patient's wishes documented in Progress Notes
Signed: (Physician) DateTime:____
'k — —————an —_— — — e
KMC 580 8997 2271 (7/08) Owner: Admituing Departiment Approved by Medical Records Commuttee 5/27/08 Index Code: ADD

’ii‘
| ]
madio:me'8 21m 12271 2271 SG 61 7/2008
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Patient: BAKER, JOSEPHW  MRN: 0001270166

(IR

OUTPATIENT CHART REVIEW

Encounter: 0928000125

KERN MEDICAL CENTER

OWNED AND OPERATARLD BY THE COUNTY OF KERN

BAKERSFIELD, CA 9330¢

L IR

Chf&tk appropriate clinic:™— —————— =Y
Family Practice { ] Gen. Medicine | ]
Orthopedic [ ] Pediatric{ ] Gynl ]
New OB [ ] Surgery | |

Other_

DATE
RETURN TO CLINIC (check one of the following): FAD [ ]
NOT KEPT LETTER SENT YES [ ]
! WAS A RETURN APPOINTMENT CARD SENT? NOT{ ]
RETURN TO CLINIC ON:
NURSE/CLERK NAME:_____
DATE

PRN [ ]

NO [ ]
YES[] DATE

— T - —

(Daleiunﬂi of appamlfnent}

-- CHART CHECK!

Bl

----------------------------------

BEBEERING ormies

PHYSICIAN

(Sgnalure)

Owner: Quipatent Chrecs
Approved by Medical Record Commiliee 10W28/03

Patient: BAKER, JOSEPHW  MRN: 0001270166 OneContent: Generated By KMC\Eeyesm Generated On: 10/12/2018 14:56
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Patient: BAKER. JOSEPHW MRN: 0001270166 Encounter: 0927100500

gmr“mmlm KERN MEDICAL CENTER accr ¢ 0927100500 veorecs 0001270166
* l Owned And Operated by the County of Kern PATIENT BAKER,JOSEPH W
| Bakersfield, CA 93305 ADMIT DATE: 09/28/09 pos: 06/19/65

CONDITIONS OF ADMISSION

CONSENT TO MEDICAL AND SURGICAL PROCEDURES

The undersigned consents to the procedures which may be performed during this hospitalization or on an
outpatient basis, including emergency treatment Or services, and which may include but are not limited to
laboratory procedures, X-ray examination, medical or surgical treatment or procedures, anesthesia, or
hospital services rendered the patient under the general and special instructions of the patient’s physician or
surgeon.

NURSING CARE

This hospital provides only general nursing care unless, upon orders of the patient’s physician, the patient
is provided more intensive nursing care. If the patient’s condition is such as to need the service of a
special duty nurse, it is agreed that such must be arranged by the patient or his/her legal representative.
The hospital shall in no way be responsible for failure to provide the same and is hereby released from any
and all liability arising from the fact that the patient is not provided with such additional care.

RELEASE OF INFORMATION

The hospital will obtain the patient’s consent and his/her written authorization to release information,
except in those instances when the hospital is permitted or required by law to release such information.
The law provides that the consent of the patient be obtained so that the hospital may use or disclose patient
information to provide medical treatment to the patient, to the extent necessary for health care operations,
and to determine liability for payment or to obtain reimbursement. By signing below, the patient
acknowledges his/her consent, or if you are the patient’s legal representative, you consent on the patient’s
behalf. Disclosure may be made to any person or entity that may be liable for any of the hospital’s
charges. Health care operations may be performed by the hospital, or its authorized agents, who will also
have a binding obligation to maintain the confidentiality of the patient information. Special permission
may be required to release this information, or other limitations on release may apply, if the patient is
treated for alcohol, drug abuse, or HIV or AIDS, or if the patient receives certain mental-health related
services.

PERSONAL VALUABLES

It is understood and agreed that the hospital maintains a fireproof safe for the safekeeping of money and
valuables, and the hospital shall not be liable for the loss or damage to any money, jewelry, documents, or
other articles of unusual value and small size, unless placed therein, and shall not be liable for loss or
damage to any other personal property, unless deposited with the hospital for safekeeping. The liability of
the hospital for loss of any personal property, which is deposited with the hospital for safekeeping, 1s
limited by statute to five hundred dollars (3500), unless a written receipt for a greater amount has been
obtained from the hospital by the patient.

PHOTOGRAPHY FOR PATIENT TREATMENT OR HEALTH CARE OPERATIONS

I consent to the taking of photographs of my medical or surgical condition or treatment, and the use of the
photographs, for purposes of my diagnosis or treatment or for the hospital’s operations, including peer
review and education or training programs conducted by the hospital.

PHOTOGRAPHY OF NEWBORNS

I consent to the taking of photographs of my newborn child or children for possible purchase by me.

medformai8 . 2vmtcenanfRl S020 50 8/26/2008
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Patient: BAKER, JOSEPHW MRN: 0001270166 Encounter: 0927100500

ACCT#0927100500 MEDREC 0001270166

KERN MEDICAL CENTER accTs BAKERJOSEPH W
| Owned & Opersted by County of Kern panigr ERJ DATE:  09/28/09 DOB: 06/19/65 SEXM B #
i Bakerstield CA 't ;1 3 l ‘ l ‘ :
ks CONSULTATION — FOCUSED  of 1

ATTENDING PHYSICIAN -;75 REQUESTING G CONSULTATION:
CONSULTATION TO: S -

REASON FOR CONSULTATION: L)g@_,vu:. e Frectins

Physician Signature and HIS # Date Time

Physician Name + Pager # (F'*rint)J

HISTORY/PHYS|CAL EXAM: _ - pedeige, s tﬁ yfo CM_  Wrne:
= Wl \a#\}q&ﬁ R 3 LT D aum. /”{C L
4 Parr. 4+ odpgn. ’ : !
— "
PE«  HETNT- @ e @%,‘m,ﬁ (2l e y
(B st % % Loct. A
LABORATORY :3xN/A X-RAY: O N/A O pormal kfabnorma:
>< specify: (1. é e Yrec ta
\H -
g EKG. O N/A O normal O abnormal:
specify:
MEDICATIONS: X none i ALLERGIES: £ NO 5 7ES; describe_4f or-pliune —+ S
] see medication reconciliation form ﬁ‘ It7 ,ec:r[*’—";l--zh

[Ee =

i IMPRESSION+ PLAN: S/ e CM <= &) chﬁ et e

? L A (XA * A%
[\ LAV t.’ O
, _g/;_g/z)c} /foo

Time

N\ .
A AT 219

L

hysician Signature and HIS #

é 21 e 7£¢t”:_if
hysician Name (Print)

e

ﬁ-&rﬂvia ed the consultation, examined the patient and | agree with the assessment and plan.
T

his been discussed with the resident.

[1 same as above w (1 same as above
ignature and HIS # Attending Physician Name + Pager (Pnnt)

i

*_-.-—-ﬂ

Attending Ph

KMC 580 8997 0066 (C4/09) Owner: Medical Staff Approved by Medical Records Committee 4/28/0G
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KERN MEDICAL CENTER

LT

Bakersfield, CA

EMERGENCY DEPARTMENT

‘ Patient: BAKER, JOSEPHW MRN: 0001270166 Encounter: 08927100500

Owned & Operated by County Ot kern

ACCT#0927100500 MECREC 0001270166
COMPREHENSIVE TRIAGE SHEET BAKER.JOSEPH W
ERJ DATE; 09/28/09 DOB: 06/19/65 SEX
Date:q leoﬂ Tie, . R RlRae s 0405, . = { e e
CHECK ALL BOXES THAT ASSESS ONLY FOLLOWING meﬂm@lmwuﬁwm R.
APPLY AREAS WHICH ARE SPECIF. IEF
AIRF WAY TO CHIEF COMPLAINT COMPLAINT
Clear
[] Obstructed SKIN i:__!’ﬁ__UP‘r"‘l-:R X T:
warm Normal
BR ING _1 Cool Deformaty
nlabored Hol “See description in Comments”
1 Labored ] Normal Skin Color ] Abnormal Neuro Status
Nasal Flaning Pale “see description in Commuents”
Expiratory Grunung Ashen
:I Retractuions Flushed LOWER EXT:
Audible Wheezes Mottled Normal
g Stridor [ ] Jaundiced ] Deformity
Accessory Muscle Use Cyanotic See descnpbﬂnrm Comments
] Normal Turgor Abuur'm;fl Neuro Status
CIRCULATION Tenting See description in Comments
"] Normal Disphoretic ERPRMEEEE T RI RN RER RN
Capillary Refill over 3 Seconds [1 Laceration/Avulsion PSYCH:
Pulse —~ Radial Pulse Palpab d}* \ﬁﬁ Describe further in comments: ! Danger to self
Pulse - Irregular ,m[;\)f) [] Abrasions _J Dangerto others
EU' us Rash Gravely disabled
NEELE O _ ‘t wﬂ \ See description in Comments 3150
Alert and Orniented umes 4, - § FINGERSTICK GLUCOSE Implement Appropnate Observation  Leve
Confused W mg/dl] See description in Comments
[] Altered Mental Status HEAD Pods/Infants only e T T T T T T I T T T 2 |
E“f:;";m“s Normal Victims of Abuse Questions. -~
prﬂs DEGae 4 L} Bulging Do you feel safe in your home?
=y Sunken Yes NOD
PAIN: PORST pneumonie: Flat Have you ever been harmed or threatene
Provokes CHEST by someone you live with or are close to?
| LI No | [ Lung Sounds Normal Yes L No L
Palliates ' [ Lung Sounds Abnormal [s any one misusing your money, food,
| LJ No | See description in Comments: clothing, housing, and denying your medi
Quality || Sharp (] Duny Heavy care?
Pressure Aching [} Buring HEART Yes NO
Tight LJ Cramping ] Normal Staff assessment: Any signs of physical
Throbbing S Q,{ L_| Bravdcardic abuse?
Region P (] Tachycardia | Yes No
. af\ Irregular Rhythm
diales
ay ABD Comments:
Seventy Scale: [T Soft, bowel sounds present E
B 1 L3R 9 6 LR NSl Non-Tender
Mild Mod Severe Abnormal
See descriplion in Comments:
Timing:
Omset E_lj T
Normal
Duration o Painful Urination - = S
Blood in Unine
LMP
(] Gravida _ Para
Urine HCG _E posilive D negative
f = - o St
arfrn) MO
KMC 580 8597 2148 (01/08) Owner. Emergency Dept. Approved by Medical Records Committee 01/08 Index Code: EDN
Patient: BAKER, JOSEPHW MRN: 0001270166 OneContent: Generated By KMC\reyess1 Generated On: 10/12/2018 14:56 Page 1 ¢
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Patient: BAKER, JOSEPHW  MRN: 0001270166 Encounter: 0927100500

| Kern Medical Center | Patient Label
l«mergen Department Triage ACCT#0927100500  MEDREC 0001270166

! i & ~ _.Ez 28 BAKER,JOSEPH W |
ER. DATE: 0928 a: 65 S

Na]nﬂ_‘_—“ T ‘Lp/ ate’ i i[ " 148709 DS?.‘luﬁlf“‘H. 65 SEXM ;

 Check in Time __D4ov 5 'Mﬂwmwmm i
% . e el DD | | |

Age;Aq DOBRB: ! ‘] f__ﬁ Gender W Female r i
'EMS: I Pnh,a-[‘ | !

Brought in By:

Private MD: None '{7'/
e : : i i Juveniie Hall Fanula‘D Fu:l:'D |

i 1 sawmimna e LN T c*nu.awu AT h- B s . _

- e i I g Rl i i W Fe_—— & B TTILEl P B = Joo " i ikl ""I. LI . 3 o 3 = = = I x I e

b oo A EY; ‘lam Ty e | wa auind Tetamali} sl
~arn ng

Brsriers 1o 1. Specify

sy e

— G —— - I b o i e ——— — | I

Chief Complaint: M\Cﬁ-{ QMHLE ﬁf’_éil LR A R ALY e e 45T e

——— - - — - - PR —— - . - = e : !

subjective Hhmry:

— e — — - . - -  ——

Current mdirn:mm{mu_.vw m(_fmuuav-) _FZ" hise s 'f’Z) aﬂimr" I ot _ kg ade

- — e ——

_ See Medicuti Rmu‘i!mlinn Form ’: |

& R s . <
' Street Drugs  Yes Type RB‘G"%{S 40 CU’\ WﬁOH Yes| | Nol ) How much perdav? __,&:n ]
WE - !
Vitals Signs. BP L./ ‘, } ] 5 f—-—-HRl_L_% J_B Temp 02 Sat ;z 5 /ﬂ{:\ 02 pMH: HIN Astluna Drabeles -
1 ap 1 /R c Cardiac  Pacemaker COPD ’-
) & nLs 5 :
— > s ' i Cancer Gl GU Renal Secizures !
. S !
ALLERGIES: Qﬁhgg ’h) N S;V\_J el NK A —] Arthniis Drug/ETOH Psych F.,l}EEE
e i Surgenes  None Rg/R Y .S'r
Explain symptoms: R R Ty - A S T i Ty
. Smoking  Yes No TE/U{»}(
Allerpic to Meds: Yes| | No Food Yes No Latex  Yes |: No Packs Per Day _ l’.l"hg

Smoking Cessation Education

Domestic Violence Suspecied

Last Tetanus: Less tha m Creater than Syrs D
¢ > -}5 ,
3 . r,

Immunizations: %Q(;(\} UTD E NO LU'NK YES:] NG‘E.

‘.

|

i If Yes: Sigminicant Other Presen! i

Communicable Disease Exposure: ] Chicken Pox STD HIV . - 4

| Yes__] Nopt™ |

Cough more than 3 Weeks Night Sweals Tires Easily . Suspected Sexua) Assault 1

I — T :

Fever/Chills E Hemoptysis ? YEF*_] NG[_ l

]

Weight:_ (kg) Heightt = N Weight Loss of _ _Ibsover Whks '

: ‘ : T

Advanced Prolocols: CAP L] AMI D CHEF 5 s |
Specify by 3 Protocol Order Sheet Attached  YES[ | ~o [

e — cam s — = i l'

Triage Acuity: ] 2 % 0 -’N?j 5{] |

- Resuscitative Emergent Urgent Less than Urgent  Routine

i

TRIAGE DISBOSITION: MAIN E (] FAST TRACK EPAC |

| ﬁiu/u \} M"Dgh |

TRIAGE RN® TRANSLATOR: N ey

No Answer Time Time _ bty LT AR R

e e —

KMC S80 8997 2149 (01/08) Owner: Emergency Dept. Approved by Medical Records Committee 01 /08 index Code EDN

Patient: BAKER., JOSEPHW MRN: 0001270166 OneContent: Generated By KMCireyess1 Generated On: 10/12/2018 14:56 Page 2 of 6



Patient: BAKER, JOSEPHW MRN: 0001270166 Encounter. 0927100500

\“Iﬂlmm‘wn KERN MEDICAL CENTER acer+ 0927100500 veorecy 0001270166
,\ 1830 Flower Strest PATIENT BAKER,JOSEPH W
' Bakersfiold, CA 93305 ADMIT DATE: 09/28/09 pos: 06/19/65

— ; ; W ' : 3
2l Qlagl Oq EMERGENCY: Nursing Initial/ Continuing Assessment Form

. VA ' e vl
Allergies: |ANo O Yes, Identify & Descnibe Reaction:
Pediatric Pain Assessment:
All patients under the age of 14 years: 0 No (Yes , If yes describe below:
Height: Weight: | — - — —
If patient is under the age of 2 years, include Pregnant. N
_ 0 No O Yes O Unk K{(NA
Head Circumference:
Immunizations:
o NUTD UNK {EJTD a NUTD 0 UNK

Nursing Initial/ Continuing Reassessment

1 e T
Time: % ; v 13 L 23 21 21 1) 24 0} a1 Ul 7] i v
Initials: = T 1
‘r

LUROLOGICAL

IE

] % p
-
%
o
‘» |
2 12 13 4 el 1y ") i L4 Ul
;... F NE——
3 Resp. quict & reg. raten dgpth
l 'é Naifbeds. membranes pnk .
A & r—— e e e e r—— ——
=
Tune: ﬂﬂm 14 1} i 9 i 17 s . 1) 21 23 24 1 " oy ek s Ly
WA s |
- - ’ P —
§ Absence of ! b ! "l < t‘ ﬂ.\ C,W
= i %, — e
e LA -
L—l——l--.—_.- - F =
Tune: " s i 10 1 2 11 L4 1% 1 17 ] 19 1u 11 12 a3 4 ui 2 0 14 4] vy
Initials;
:‘ Tol div w Anauses'vormiling
zZ BM™ wnhm u patierm-consiiendy —
= Normal appeinte g
Swluﬂ“ “-'I..I'H:Iu wfl I.Il:r ————
E No Bleeding
E =
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Patient: BAKER. JOSEPHW  MRN: 0001270166 Encounter: 0927100500

KERN MEDICAL CENTER acet# 0927100500 meorecy 0001270166

15;39 F!'_G‘;'*Ef CTB%E = PATIENT BAKER,JOSEPH W
Bakerstieid, CA 3 ADMIT DATE: 09/28/09 ooe: 06/19/65

EMERGENCY MEDICINE RECORD
J— TEACHING PHYSICIAN ADDENDUM

HISTORY AND PHYSICAL | \
| have personally seen, evaluated and participated in this patient’s services and find this patient's history and physical examination 1o be consistent
with that documented by Dr. ( ii o\

Bref history iszﬁ)llﬂwsz ’Liu“{—; E;.f? clo E&cp :Emr.&_,_&lﬁ.cﬁLt_Jﬁgjﬁ r“? G.lif:’.LCCaJ{LEW ‘.

On exam, | find as follows:
CONSTIT/ VITALS @ nl O abn . Sovi s VD R U =) -

HEENT Qnl & abn Mw‘i o (@ vpptr e Nuedoa

RESP «lnl Oabn _ p
CVS &l nl 0O abn
Gl/GU @ nl O abn
NEURO/PSYCH O nl & abn
oy MUSC/SKEL QO nl A abn
OTHER Qnl QJabn
MEDICAL DECISION MAKING
B 1 personally interpreted the EKGs, diagnostic x-rays and laboratory studies documented by the resident.
DIAGNOSTIC TESTS REVIEWED
REEAR N TN e L e L® 2w Ve TS TRV ORI Ot Ny, SRR (-
mxray (middnle - O Hoepd
p— O EKG L o -
Q OTHER b T0T0 10 T VY e A
O | personally supervised the following medical treatment documented by the resident.
QO 1 personally participated in the decision making and was present for, and supervised the following procedures:
0O CPR AND ACLS 0 LUMBAR PUNCTURE Q FXor DISLOC REDUC.
O INTUBATION Q CENTRAL LINE e O SPLINT / CAST
O CRITICAL CARE Mins (1 DPL O LACER. REPAIR / WOUND CARE
O CONSCIOUS SEDATION 0O ARTHRO / PARA  THORACENTESIS O DIGITAL/ HEMATOMA BLOCK ____
O CHEST TUBE O BURSA 7 JOINT / TRIG-POINT INJ. - OTHER ___ 2 O o VO N N
Procedure note
@ | agree with and participated in determining the final impression, treatment and disposition documented by the resident. See resident’s note for det
Patient O Admitnted  Diagnosis (!é —;-Hf—%w -C;,-; : M“lné‘i__m: f}-f:;.u gt !E’r’f’ (E’_’,;J\AJLI#S{ e >
O 1 revised the resident’s clinica ession(s) and or care plan as follows: @jﬁk s 3 c
Faculty Physician: e ok 20, ik e el ¥,
Dr Dong 1398 O Dr Heer 1165 Q Dr Michaelson 9702 Q Dr McPheeters 1257 QO Dr Purcell 006 O Dr. Amin 7147
' O DrSchmidt 416 O Dr.Azimian 7470 O Dr Sverchek 395 O Dr Tebias 1368 O Dr. Walsh 7451 0O Dr. Winter 7312

SOR2 - FER FACULTY.TEACH. ADDENDUMrevised 9 8 09.rtf iﬁﬁﬂﬁ“!!ﬁ@ﬂﬁm

medformg'd 1tV 3082 5082 SG 1113/2009
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Patient: BAKER, JOSEPHW  MRN: 0001270166

o

KERN MEDICAL CENTER

TR

Bakersfield, CA 83305

Encounter: 0927100500

Owned Ang Operated by tha County of Kern

acct+ 0927100500

PATIENT BAKER,JOSEPH W
ADMIT DATE: 09/28/09

EMERGENCY AFTERCARE INSTRUCTIONS

MEDRECH 0001 2701 66
DCB: 06/19/65

The examination and treatment which you received has been rencered on an emergency basis only, and is nol intended 1o be substiluled for complete medicai care

important that you follow-up with your clinic or private physician and report any new of remaining probiem to him or her,

0O WOUND CARE:
Keep wound covered until rechecked
If dressings get wet or dirly you should:
__change them
call your MD or the ER
Leave wound open to the air

You may wash the wound after ___ days
Relurn for wound recheck In _____ days
Sutures to be removed in days

Limit movement of the affecled part
Elevate the injured part higher than your heart, to
decrease swelling and improve healing for

IIIIII

hours
___ Cool packs to the area to prevent swelling and
pain for hours

DESPITE THE GREATEST CARE, ANYWOUND
CAN BE INFECTED. RETURN IMMEDIATELY CR
SEE YOUR DOCTOR IF SIGNS OF REDNESS,
SWELLING, PUS, OR RED STREAKS OCCUR, OR
IF THE WOUND FEELS MORE SORE INSTEAD CF
LESS SORE AS THE DAYS GO BY.

[ HEAD INJURY:

REPORT TO YOUR DOCTOR OR RETURN HERE
IMMEDIATELY IF ANY OF THE SIGNS USTED
BELOW OCCUR, EVEN IF SEVERALWEEKS
AFTER THE INJURY.

Persistent vomiting, stiff neck or fever

Severe, persislent or worsening headache
Confusion or unusual drowsiness

Convulsions or unconsciousnNess

Pupils are unequal (one larger than the other)
Stumbling or other problems with normal use of
arms or legs or other areas of numbness

Blood or clear fluid from ears or nose

Clear liquid diet for the first 24 hours

Awake every  hours for the first 24 hows (o
make sure that patient is arousable and to check
the above signs

| 1]

[0 BACK AND NECK INJURIES:
Read the included Back of Neck injury material
Return if severe pain down arms or iegs or
weakness or numbness of arms or legs develops
Bed rest as much as possible on a firm mattress
until you are improved, orfor ____days
Avoid any lifting or positions thal cause

atleasl _ days Y\‘\‘H)"C»c
ERRFCHECK:

OTHER ms-rﬁuc:'namzn'rﬂ DYNG PRESCRIPTIONS, DIAGNOS|S, IAB AN

Iy s - sfcbe . f
f§/l:>u' v',f’

O DISPOSITION:

—
— -
e —

You may return {0 work

You may not return to work until
You may return to light work:
___immediately

__on

No school until

No physical education unli!

Itis

Call MD if temperalure (greater than 102°)

persists, in spite of treatment listed, or if a
S@iZure occurs

1 VOMITING:

___ Clear liquid diet but in frequent small amounts

You were given:  Telanus __ dt

o WY

O SPRAINS OR FRACTURE CARE.

—
———

|

Elevate the injured part for
swelling and pain

Do not put weight on the injured part

Ice packs (cool) to area for hours to decrease the
swelling and pain

If you have an elastic bandage, rewrap it if tight
or loo loose

i you have a cas\, keep dry a1 ail imes

Wail 48 hours for the cast to become strong
before you put pressure or weighl on the casl
Wiggle toes and fingers to prevent swelling in the
injured part, this should be done often if it does
not cause pain

If the injured part swells in any way or gets cald,
blue, numb, or pain increases markedly, have it
checked promptly

Follow whatever other insiructions you have
been given by the cast chnic

______bours to lessen

[0 RESPIRATORY INFECTIONS:

Jul 4|

Treat fever if present with Tylenol* (see fever
below)

Drink lots of fluids

Use vaporizer (cool)

Call MD or return if you have difficulty breathing
Take the prescriptions you have been given

O FEVER:

Dress in light clothes (don’l bundie up)
Treat temperature if greater than
Tylenol® every four hours

with

__ It lever persists, patient should be placed in bath

in for the bath tub.
C@;w 2

tub with lukewarm water. Massage the back and
legs. DO NOT leave the patient unattended in

only

Watch for signs of dehydration (see below)

__ Call your doctor if you notice blood in the vomitus

] DIARRHEA:

e
.

Clear liquid diet

If not vomiling and keeps clear liquids down you
may try fresh ripe bananas thal have been
mashed. Also dried toast may be tried.

Call the MD if you see blood in the diarrhea
VWatch for signs of dehydration (see below)

) DEHYDRATION: Signs to look for:

Decreased urnine flow

: Very sleepy, hard to wake up

Dizziness when standing up
Very dry mouth
No tears seen when patienl! cries

71 OTHER INSTRUCTION SHEETS

__ENGLISH __ SPANISH
Anemia _ Gallbladder
Angina/Hear Dissases Disease
Baby Care ____ Gaslritis
Bronchitis/Asthma ____ Gonorrhea
Bums ____ Hypertension
Chest Injury ____ Kidney Stones
Chicken Pox S v
Clear Liquid ____ Preumonia
Congestionininfants __ Pregnancy
Constipation ininfants __ Pyelonephatis
Croup ____ Sinusitis
D&C ____ Syphilis
Diabetes ____ Threat Abor
Ear Infections ____ Urethritis
E pididymitis g
Febrile Seizures ___ Vaginitis

FRENBEP SR ARNES

Olher

ML

o

| have received ’Kell

Patient Signature:

as demonstrated my underslandmg of the discharge instruclions given.

Date and Time:

Exit InMterviewer:

Fhysician Signature:

AN CAMYFILESIMEDFORMS A armEmerg_Aft Car 9/6/00

madiorm'8 2 imywg alter 50%7 5G 3072000

Patient: BAKER, JOSEPHW MRN: 0001270166 OneContent: Generated By KMCireyess
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Patient Education

(] Learning needs/abilities assessed
Specify:
1 Barriers 1o learning
Specity:
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Patient: BAKER, JOSEPH W

MRN: 0001270166

KERN MEDICAL CENTER
Owned And Qperalad by the County cl Kern
Bakersfisld, CA 93305

Encounter: 0927100500

EMERGENCY MEDICINE RECORD

ACCOUNT NO. DATE ARRIVED [ TIME ARRIVAL MODE PT CLASS | LOCATION MEDICAL RECORD NO
0927100500 09/28/09 04:26 BAKERSFIELD POLICE ERM 0001270166
PATI BIRTHOATE AGE SEX
nave  BAKER,JOSEPH W 06/19/65 44y M
_— STREET &Y STATE
L | AboressGENERAL DELIVERY | BA KERSFIELD CA " 99999
=i T F o
B S mb B il s A ) GOUNTY CORRECTIONA _
"..E [ INS POL RIS S s 2 POL
o NO NC NG L LSPe T
1N EMERGENCY HOME BUSINESS
NCTIFY NOONE PHONE PHONE e = b 31w
ACCIDENT ACCIDENT TYPE DATE OF ACCIDENT TIME PLACE POLICE NOTIFIED '
| Qyes  0OwNO
| CHIEF COMPLAINT/ i LANGUAGE
PROBLEM mEDICAL CLEAHAHCE ENG ENGLISH
OBJECTIVE Flwmnga Note P { ! g é‘ g?
TIME OF FIRST ONS r-w PHﬂcim L _f'” : | TIME HECEWE\Qm TIME 555?4 BYMD |
E i
PRIMARY CARE HOME % 1
None (111111411 25 o ‘
CHIEF CDHFLNNT:;H_& fin e
O VITAL SIGNS REVIEWED FROM TRIAGE ALLERGIES see Nurse's notes HISTORIAN P&Beyt/Friend/Family/EMS
O NURSING NOTES REVIEWED XA HX LIMITEDBY. Acuity/ALOC/Intoxication
AR MRS MBIV a8 O L e e P e ARRI VED BY: EMS/MWalk-in/lWheelchair
CHECK BOX{N FOR NORMAL, CIRCLE POSITIVES, SLASH NEGATIVES, NOTE FINDINGS
“~ [ HISTORY OF PRESENT ILLNESS REVIEW OF SYSTEMS )
‘q 7 [0 CONSTITUTIONAL: fever/ chills / wt loss / weakness ,
( C = e . . ’4
O EYE' blurred or double visicn/ pain/ photophobia ‘E:Z /é‘
v / . 3 [0 ENT: congestion/ epistaxis/ pain. Discharge | ;‘6
/) [ < A 35 DO | _ v
{ [ CVS: chest pain / palpitations/ orthopnea/ edema/ DOE gc cz FC"LH;
( ﬂ.q____..___ \L-’a i [J RESP: cough/ dyspnea/ sputum/ wheezing/ hemoptysis
pp—— (?;(,Z- ] Gl: pain/ heartburn/ melena/ distension/ vomiting/ nausea/ diarrhea
ONSET gradual/ insidious [J GU: dysuria/ urgency/ hesitalion/ hematuria/ discharge/ bleeding
TIMING constant/ intermittent O MUSKEL: pain___ / swelling/ stiffness/ weakness
DURATION mins/ ______hrs/ days (] SKIN: rash/ discolorations/ jaundice/ pruritus
QUALITY a burning/ cramplngf pressure/ sharp/ stabbing/ [0 NEUROQ: headache/ LOC/ numbness/ confusion/ memory loss
Geezing/ tearing (] HEME/ENDO: bruising/ bleeding/ polyuria/ polydipsia/ adencpathy
SEVERITY mild/ moderate/ severe ALLER/IMMUNE: rash/ itching/ swelling
CONTEXT ] PSYCH: anxiety/ depression/ sleep disturbance/ mood changes
S [AALL OTHER SYSTEMS REVIEWED AND ARE NEGATIVE
ASSOC. SIGNS/SXS S0 PASTJ:‘_I_EDICAL FAMlL‘f AND SOCIAL HISTORY ~
PMH:___  unknown SURGICAL HX; __none
MODIFYING FACTORS [Jnothing -, : CAD! HTN/ CHF/ M/ IDDM/ NIDDM
= -. | COPD!ASTHMA/ CVA/ PUD/ GERD 3i
| BILIARY DZ/ PANCREATITIS/ CRF
g3 _ s | RENAL §7ONES/ HEPATITIS 5
LOCATION/RADIATION [=‘. 58 ¥4 m IMMUNIZATIONS UTD:____Y__ N
| = i I 1
' ' Bl A T TR |
'- - |
’l FAMILY HX: none UnNkNowT GYNHX:G__P__TAB_SAB
| | - DWW/ CAD/ HTN/ CAY CVA LMP / 5
MEDICAL RECORDS REVIEWED from KMC/ outside facllity MEDS., none_ see nurses notes | SOCIAL HX:
(] DATES FINDINGS _ (22;;4 L | Tobaceo e -
s __ | Etoh i B
_-_,..-F""
RECENT PRIOR AND SIMILAR EPISODES ] NONE Urugs |
WORK UP: ——e S |
DIAGNOSIS:
TREATMENT:

medformed. 2VmuS000 3000 SG S/ 2009

Patient: BAKER, JOSEPHW MRN: 0001270166 OneContent: Generated By KMClreyess1
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Patient: BAKER, JOSEPHW MRN: 0001270166 Encounter: 0927100500

\“HWHMH KERN MEDICAL CENTER acet» 0927100500 meorecr 0001270166

1830 Flower Straet PATIENT BAKER,JOSEPH W

Bakerstield, CA 93305 ADMIT DATE: 09/28/09 Wﬁ j pos: 06/19/65

CHECK BOXy” FOR NORMALS, CIRCLE POSITIVES, SLASH NEGATIVES, NOTE FINDINGS ﬂ m C A/
PHYSICAL EXAM Only use chart sreas that are clinically indicated I Z‘ﬁ/k .

: GEN: Distress énn? mild / mod / severe  Hydration dehydrated
0 VS reviewed nurses noles: nl __ abn YALE UA Onl C)nlexcept U;*Cﬁg“ﬂﬂ gPﬂE Quant
0 P,OX:___ %on RA/ Onl O hypoxic ‘;g e p TTP'I‘I’ dos B
xam limited by: urgency of pt's condition or altered mental status CARDIAC ENZ: O nl Oabn L|P;AMYL___"
Alertand O x 3 Nutrition status: _@ cachectic / obese MISC 7 M R E Ry
Orthostatic w!als | b 1 EK"(_I;F! i ! s s i chard
z,« sad by ompared lo _____unchan { change
%}E: PL‘&VKA.‘E )L"‘ Mg TINSR (I nl intervals (1 ni QRS (70l ST-T waves
PERRLA (] IdS Sclﬂrae Cun; CDH"IEE ’1 Fundi OM's intact  |mpression: s by
Mo v U
MONITOR/RHYTHM STRIP
E TINSR ) eclopy N L&
E‘Efsal Exam ‘0 Canals, Hearing, TM's  [Tonsils, Pharynx ABG
onRA / _ LwaNC/MASK/ET pH______ pCO2__ PO2____ HCO_____
Interpreted by ED MD as NL / Hypoxic / Hypercarbic / Resp Acid / Met Acd
N X Read by ED MD
: _ _ _ "1 Read by
,«C?ENEJUD OJ Trachea O No Meningeal Signs S'fhyrnld al MEXR 2V/1V Onl MAbn
taS [ Abd Series TInl TJAbn A e
; 5 0 O nl CJAbn
CV; M _Onl DADbN

i i —— TR

TRRR J No abn sounds, murmurs () No edema |
»== Pulses [ Carotid nl [J Abd Aortanl (J Femoral nl (] Periph. nl

TREATMENT / ED COURSE

(102 via NC/ MASK /ETT () Critical Care: mins
RESP: 7 01 IV Fluids
,D"Eff O Chest Wall Palpation )_/K 1 IV Meds . e
D»tfwmjs clear (O Bilat BS /—/V\ \\ (7 Pain Meds
/ (I Foley CINGtube [JCharcoal TJHHN x with Proventil / Alrovent
/ SR
GlIABD/BACK: e PR s L izl
u—??m NT w/o masses JBS nl e h R
ver/Spieen nl [J no CVAT RESPONSE TO TREATMENT / RE-EXAM: /}Z cl, #/{CP '
0 Rectal nl HEME :O pos (7] neg Turm! _’; ; g mo’wursa M&
\ samelbetler/worse NN I
, . i R
l - FRI}CEDURES BY ED MD EJ CIRCLE AND DESCRIBE
GU: ACLS CENTRALLINE CARDIOVERT INTUBATION THROMBOLYSIS
MALE: T Ext Gentn! ) Testes nt O Prostate nl EXTPACER CHESTTUBE NGT FOLEY LP SLITLAMP CON-SED
FEMALE: OJExt Gent. [ Cxnl EPISTAXIS-CON NPDYE DIGITALBLOCK FRACT/DISLOC REQUC SPLINT
OJ No vaginal discharge LACERATION. [J WOUND PREP [ IRRIGATED & DEBRIDED (JLCCAL ANESTH INJECTED
J Uterus nl size, Non-tender )___ LAYERSCLOSED OLENGTH ______ _____cm
7 Adnexanl [ No CMT (1 Risk. Banefits & Altematives D th Patie
P &_@
I'§U-RD: —C:
Cr Nerves intact (JOTR'S Equal—ﬂﬂ‘-/otmr intact CINo abn reflexes Va
[Fénsaﬂun intact (JO x 3 CLINICAL IMPRESSION(S) a AN ndd o 1 / E“
el L i, e C: ﬁ-
PSYCH: SAD SCORE: MME: JE ST -
(J insight/judgement J Recent/Remote Memory ) Social Support O - s e
O Halluc/Delusion [ Mood/Affect 0 SUIEIdE“HGmICIdEl |deation CONSULTATIONS: O IM/ FP TIME 0 SURG TiM W02
- DS TIME D OB/GYN TIME
DISPOSITION: 4___5:2_ Admit ICU/ Tele ' OR/ Med / Surg / Ped / ObGyn / Trauma
. __ lransterredto: Time: =
SKIN arm, Dry, Well hydrated (J No Rash J No Nodules FOLLOWUP: | I KMC: = doys | i 1 85 Sohed

s—d/ } GONDITION: e [ Unstable O Expred [1AMA
MUSC-SKEL EK?-EHITIE Strength & Tone (] Joints w/o effusion or tendemess DISCH INSTR: O { (7 Diag & Tx d'scussed w/ Pt/ C
R

: (O harndou LOpS =P MD
0 O nl Digits/ Nails BACK (] ait JnlROM O nlSLR DICTATION: O @H ﬁ TRAUMA PT: J YES W

RX given: %’ e R = R O
PLAN: _ #"‘ =, F"-i?" ay
MEDICAL DECISION MAKING = —_— e e
DIAGNOSTIC CONSIDERATIONS:
| agree wilth 3 Teated in gelermining the final impression, lrealment, and dapostion
DIAGNOSTIC TESTS: ¢ if ordered and normal, circle and note abnormals CRRUmMRGG by Bw reslaen;. Soe Tecs *”g Addendum for further asials.
LAB
CBC O nl I nl except: BMP OJ ni O nl except: ' Faculty MO Review

WBC e L. By BUN _ T2 v,yrez
H/H K _ Co2 AG _ o
SEGS______ BANDS____ LYMP____ PLATE Q (7)5

medformst§.2vmitergp2 SCT0 SG 12/10/2004
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Patient: BAKER, JOSEPHW MRN: 0001270166 Encounter; 0827100500

| KERN MEDICAL CENTER acers 0927100500 veorecy 0001270166
ii COwnad Ang Opersted by the County of Kern PATIENT BAKER'JOSEPH W
| Bakersfield, CA 93305
ADMIT DATE: 09/28/09  ADMIT TIME: 04:28 oos: 06/19/65
DO NOT write this | What vou should write DO NOT write this | What you should write
T U Unit gtt Drop or drip (IV infusions)
tU [nternational unit ce ml or ml. | |
. ug Microgram or meg 13 . Tylenol with Codeine 30 mg |
QD:QODaQID Daily, every other day, four times daly MgSO; Magncsium sulfate |
AS ,AD AU Left ear, right ear, both ears MS, MSO, Morphine Sulfate |
0S,0D,0U Left eye, right eye, both eyes 1.0 (zero after decimal) | 1 mg
TIW or tiw Three times a week 1 (no zero before decimal) | 0.1 mg ;
Sliding scale | |

———— E————

-— T m————ym— = —— i ——— S ———— i P o —— = s . .

e - = = s . e = w——

S TR —— - e A . — e —— e e = e — e -

prysician's oroer Forv | ININAMRKIINRNE

madicima'd Dmyiphysarder 118% 5G 12/01/300%

Patient: BAKER, JOSEPHW MRN: 0001270166 OneContent: Generated By KMC\reyess1 Generated On: 10/12/2018 14:56  Page 1 of 1




F’atlent BAKER JOSEPHW MRN: 0001270166 Encounter: 0927100500

— e e g =

L

R | L7010l ‘

CLINIC REFERRAL accrs0927100500  meonec 0001270166

' BAKER,JOSEPH W
ERJ DATE: 0©9/28/08 DOB: 06/13/65 SEXM

WA

Patients Name

Medical Record #__ Phone#
Clinic Service Request:
“- Gold Surgery  ___ Ortho ~Medicine Clinic
* ~_Red Surgery ~ Plastics ___ Med Specialty
; ~ Trauma Surgery __ Urology __ Hospital Discharge
« . Neurosurgery ___Eye ___Family Practice ;45, 2T
RN ~ OB/GYN __ Physical Therapy

/Mﬁg &

,-"'."'Ij o U\_LQQ;K C@Zéa,L

When is the appomtment needed?

DlagHOSISM < /FrL A
= Dipucarrry < [
WS SERATES Consulung Phys:c:an_&ézg‘.ﬁ._ /@ oIS

Pre-clinic x-rays ordered

Pre-clinic labs ordered

Financial class (PYIEL‘\' ary @Lﬁiﬂf \QéjD [':f%;

tE Form completed by Date

ﬁpﬁ‘— \ol o C’iaof’m

Please fax referral and a copy of the ED face sheets to 326-2793

' ol 22 - 2800
i Corr ‘Q\{D?’L

PRINTED BY: m8903

| DATE 9/29/2009 ‘57}::201 H‘orfr OY\CI\’W\Q_G)
e - w/tf'?ﬁl Lyom CEF

Patient: BAKER, JOSEPHW  MRN: 0001270166 OneContent: Generated By KMClreyess1 Generated On: 10!12.-;-".2018 14:56 Page 1 of 1



Patient: BAKER, JOSEPHW MRN: 0001270166 Encounter: 0927100500

CLINIC REFERRAL Accr#0927100500  MEOREC 0001270166

| BAKER,JOSEPH W
ERJ DATE: 09/28/08 DOB: 06/19/65 SEXM

AT IR

1
'i
1
|
:

Patients Name

Medical Record # Phone#

Clinic Service Request:

- Gold Surgery ___ Ortho ~ Medicine Clinic

~ Red Surgery - Plastics  Med Specialty

- Trauma Surgery _ Urology __ Hospital Discharge

- Neurosurgery _ Eye - Family Practice /% e
-~ ENT ~ OB/GYN ___ Physical Therapy

1 d-fffﬁc's 2y

Ny %
When is the appointment needed? Ot MQK
Diagnosis__ @ (o i T f);’l?zl’_“m < /Fre L
P

o~ i ;
Consulting Physicianw / @__MG

Pre-clinic x-rays ordered

Pre-clinic labs ordered

Financial class

; =TT
* Form completed by Date éi} —

Please fax referral and a copy of the ED face sheets to 326-2793

(ol ZBAle - 28300
s Gor A P\}t |

Patient: BAKER, JOSEPHW MRN: 0001270166 OneContent: Generated By KMC\reyess1 Generated On: 10/12/2018 14:56 Page 1 of 1




COMPLETE THIS SECTION ON DELIVERY

= ENDER: COMPLETE THIS SECTION

B Complete items 1, 2, and 3. A. Signature
® Print your name and address on the reverse X S f:gznt
so that we can return the card to you. e LA b
W Attach this card to the back of the mailpiece, B. Received by (Printed Name) JC Date of Delivery
or on the front if space permits. o oy S

T T e S R ., S N e ——

1. Article Addregsed D. Is delivery address dlﬁ&re«nt fft}rn item 17 I Yes

k_&f) S'e-. ? {U‘ “ a m ba kc )/ | If YES, enter delivery address below: ] No
o0 WEeSTover Dy, Hrypyy

Sanfivd N 29220.

3. Service Type [] Priority Mail Express®
| | 1Rl [ RITE R R N (1 Aduilt Signature [J Registered Mail™
| 11 | § | I[ I | | I (1 Adult Signature Restricted Delivery [J Registered Mail Restricted:
LIl IR LI i 1l | | %ﬂiﬁed Mail® Delivery
- "TCertified Mail Restricted Delivery [J Return Receipt for
9590 9402 3988 8079 9312 30 S ey " Hahndza
| : =] ' ' ' i nature LonNi
2. Article Number (Transfer from service label) ) Coliect ﬂaﬁﬁh‘mﬁ* Restricted Delivery 1 Signature Gonfimation
?018 0LBO 0000 1375 LLO2  |MeiResticted Dolvery Restricted Delvery
. ) :

PS Form 3811, July 2015 PSN 7530-02-000-9053 Domestic Return Receipt



e A e e B A At o e o i e e et B st i e |
USPS TRACKING # =
First-Class Mail
I|||| |l |“ | || ”Ill “ lpitaga&ﬁeﬂ
USPS
' Permit No. G-10

9590 9402 3988 4079 9312 30

United States * Sender: Please print your name, address, and ZIP+42 in this box® J
Postal Service

Kern Medical
1700 Mt. Vernon Ave. |
Bakersfield, CA 93306

_ s

2201 e W .




