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STATE OPLRATED SERVICES
‘Bio- -psycho-social assessment component

HISTORY AND PHYSICAL ASSESSMENT

Ao
s .

1. CHIEFE COMPLAIN’I IHISTORY OF PRESENT ILLNESS
———22220 R Y U PRESENT ILLNESS

Patient name: : 'BHIS o
Date of assessment: M Time of assessment: ! < | r?
' Gender | M [F Age: @gf M
Staff present during exarﬁ: (1Y Qﬂ/ _
Chief complaint: |
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Current medications
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Allergies
Medications:; & :‘ s Environment;

2. REVIEW OF SYSTEMS
General: \("\ N ' _
\ : . , .
, )- R~ \w | Respiratory system:

e
" %) Taﬁ ‘B/ IV /

(.U syste

Date of fast pelvic exam and pap smear:
Menstrual history/LMP;
Pregnancy history:

Contraceptives:

Nervous system.
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Lymph nodes:

Musculoskeletal -

Comments:

3. PERSONAL AND SOCIAL HISTORY

‘Diet:
Exercise: QA,\.»\A M 0 Q)@M
Sleep: YL/D /
Nicotine Use:

Caffeine Use: \ Yﬁ/‘
Alcohol Use : JB 0‘0\9

Hlicit Drugs Use (inc.IV drug use):

ey

Koty

Mental status:

0 <§ &M}%szbm/‘%\
Q‘ﬁo\ oy

Marital Status:

J( nﬁﬁp

Socioeconomic (F1):

&ﬂ@%tfw
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Additional information
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4. PHYSICAL EXAM-SKIN, HEENT

VITALS
Temperature Systolic
Pulse Diastolic
Respiration 1
-t _V‘t
Skin
[] Not done
[} Abnormality/deviation :
Head
WNL ] Not done

[ Abnormality/deviation

Eyes: Pupils, Vision, Fundi
Ej’@w : . []Not done

i Abnormality/deviation

Conjunctiva
m"

j- L Blood Pressure .

—t )
() Height J ‘ =P
Q!Weight

Describe skin:

Describe head:

Describe conjunctiva:

TMS

{1 Not done

. : [_1 Not done
[ 1 Abnormality/deviation
Ears _—
WNL [ Not done
[J Abnormality/deviation
Describe: ear: % EF s
i' ‘;!\"‘ . ji‘! ! - g % SE oy

J [1 Abnormality/deviation
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Nose/ B
1 ZTWNL ] Not done
1 Abnormality/deviation

Describe nose/sinus:

Te% |

71 WNL [J Not done
[] Abnormality/deviation

Tongue/

WNL (] Not done
[] Abnormality/deviation

{1 Not done

(] Abnormality/deviation

lj Not done N
[] Abnormality/deviation

Describe oral cavity:

’I‘rachm/» Thyroid

: [1 Not done WNL A [} Not done
[0 Abnormality/deviation 1 :

Abnormality/deviation
Describe neck:

Lymph podes

WNIL . (1 Not done
[ Abnormality/deviation ,

Describe lymph. node exam:
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5. PHYSICAL EXAM- CHEST, LLUNGS, CARDIOVASCULAR
Chest

L
[] Abnormality/deviation

[] Noft done

Describe chest exam:

LUNGS

Expangiorn”

Percussion
L TWNL

1 O Abnormality/deviation

[]1 Not done {1 WNL

{] Not done
{_] Abnormality/deviation

A“SW ‘

(1 Abnormality/deviation

[7] Not done

Describe lung exam:

CARDIOVASCULAR

Blopd’@ure

' Bruits—
(ZI WNIL [ Not done

| PTNot present
[ ] Abnormality/deviation

, . 11 Abnormality/deviation
Heayt;we/ Hst
WNL [ Not done

1 WNL
[] Abnormality/deviation

[[1 Not done
/] [] Abnormality/deviation

Describe Cardiovascular exam:

{A\FaCS\Phase 2 - CWS\Tem
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3. PHYSICAL EXAM-LUNGS, CARDIOVASCULAR continued

PULSE

Cargtid/ —7 Fel;wm’l/
| FTWNL [ Not done J [} Not done

[] Abnormality/deviation Abnonnahty/devmtlon

Radial/' Fdema

WNL [ ] Not done }}Nf)t present
[] Abnormality/deviation | |"'C] Abnormality/deviation

PW&I- Varicosities

WNL [] Not done [[1 Not present
[] Abnormality/deviation [[] Abnormality/deviation

o,

Describe pulse exam:

6. PHYSICAL EXAM-GI, GU, ENDOCRINE

BREASTS/AXTILLAE .
Breﬁsts/axillae W\ Self breast exam reviewed
(] WNL "1 Not done []Yes 1 No
[[] Abnormality/deviation

Describe breast/axillae exam:

ABDOMEN
Insp tion erness
[A WNL (ﬁ)@{&lot done
1 Abnormality/deviati
‘ i@iﬁ*
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' P‘i[p/atlllk BoWs

WNL [} Not done [ ] Not done
[} Abnormality/deviation Abnomlahty/dewatlon ,
Livypleen, kidney LYW
F1WNL {1 Not done []Not done
{1 Abnormality/deviation [] Abnormality/deviation
‘Describe abdominal exam:
GENITOURINARY - MALE
Penis " Prostate
[J WNL /E’Not done ] WNL [ Not done
[] Abnormality/deviation < (] Abnormality/deviation
Hernia - - Rectum
1 WNL - EANotdone | [[JWNL /E]fNﬁt done
L1 Abnormality/deviation - [1 Abnomality/deviation
Self testicular exam reviewed ' Hemoccult _ _ _
| E] WNL <17 Not done [] Negative _ /E}’Positive
[] Abnormality/deviation
Testes/scrotﬁm
1 WNL Not done -
(L] Abnormality/deviation
Describe male genitourinary exam:
GEN I’I‘OURINARY I‘E
Uterus e . ;,»,;‘ o | Rectum .
[1WNL G A 1 WNL [[]Not done
1 Abnormality/dcwation N [1 Abnormality/deviation

& \FaCS\Phase 2 - CWS\Template versions\Deployed versions of assmts\History and Physical V 2.0.dot
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Ovaries _ HeW

0
[TWNL ot done Negative itive
[] Abnormality/deviation = : :

Cervix

(7] WNL Not done
(1 Abnormality/deviation-

External genitalia - vagina

(1 WNL Not done
[_1 Abnormality/deviation

Describe female genitourinary exam:

7. PHYSICAL EXAM-NEUROLOGIC

Gait

H WNL - [] Not done
[1 Abnormality/deviation

Describe Romberg

‘ "1 Not d(;ﬁe-
(] Abnormality/deviation

IIL, IV, VI, PERRLA

" [ Noft done

L1 Abnormality/deviation




Fundi/ ' ' EOMS/

| FTWNL 1 Not done LETWNL [ Not done
{7] Abnormality/deviation [1 Abnormality/deviation

Describe cranial nerves I, 111, I'V, VI

\Y W \'% Wl‘s

L1 WNL 1 Not done WNL [ ] Not done
(] Abnormality/deviation ] Abnormality/deviation

N

VII wtﬁy

[T Not done

WNL ] Not done
[[1 Abnormality/deviation

[] Abnormality/deviation

Describe cranial nerves, V, VII, VIII

IX,X/uurm‘ises X1 Steycleidomastoid and trapezius

WNL [C1 Not done WNL [ Not done .
[1 Abnormality/deviation [1 Abnormality/deviation

XII ton nlidline

i/_IZTWNL ("1 Not done -
7] Abnormality/deviation

Describe eranial nerves IX,X, X1, and XTX

efley 's/Babmsks

.....

Sensation/vibration

““_,‘ ) ‘-5 / ‘
§87 ¢ _[:INot done F WNL { ] Not done

[:]Abnonnahty/deviaﬂon ) Abnormality/deviation

e
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Strc%"' Tremors/abnormal movemenis

/IZ’WNL . [1 Not done NL (] Not done
4[] Abnormality/deviation [T Abnormality/deviation

Describe other neurological findings

TBI SCREENING (Complete within 15 days of admission- refer to DHS policy 6230)

Patient has had a head injury, ayexic incident, coma or neurological procedure that requ'ired'hospitalization

(] Yes No [ Unknown
Patient has a present DX of organic al disorder, which may be attributed to a previous cerebral event or
process traumatic, vascular, ang ¢, infectious or toxic

[]1Yes [ Unknown

Patient has any neurological motor
~which there is no documented et ogy.
] Yes No 7] Unknown

Patient has dysfunction of thinkin motions, communication or behavior, which may be attributed to a
previous cerebral event or process. ‘ :
[ Yes No (] Unknown

8. PHYSICAL EXAM-MUSCULOSKELETAL

UppeyAitibs Lower1imbs

Sory of autonomic symptoms present other than idiopathic seizures for

[] Not done TWNL [1Not done
[T Abnormality/deviation. - | { £] Abnormality/deviation N
Spin/ | ROM.—
EWNL ‘ D Not done WNL ' D Not done
[] Abnormality/deviation | | [ Abnormality/deviation N

J oiV

FITWNL ] Not done
[_] Abnormality/deviation !

Describe musculoskeletal exam o

X:\FaCS\Phase 2 - CWS\Template versions\Deployed versions of assmts\History and Physical V 2.0.dot T v
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9. PHYSICAL EXAM-REVIEW

U

Qe QW -

_ /\;0?}’?(«

1Y vl
_C,@ | i

10. DIAGNOSTIC ASSESSMENT

Axis I (? C,Lm& %&{%\J@M@&xis I le C’Qm \LLQ,U*\ Vi

Axis 1T }(ﬂuj){,{\ﬂg\k

Patient has increased

risk for adyverse medical Patient has observable evidence of abuse or
consequences with seclusioperrestraint neglect
[ Yes _ o ] Yes No

Patiefit appears free of communicable disease
es . [[INo

Comments:
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- Therapeutic plan- -including treatments, medications, labs, and x-

ﬁwan&v/ RN
o '@f}b@mﬁ/ ‘

Follow-up appointments/recommendations

M@MW*

ray

2

Signature (\@ /\Um\f/ Wil DateA_z &i
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Run Date: 03%/10/2002 Page: 1
ANOKA METRO REGIONAL TREATMENT CENTER
3301 SEVENTH AVENUE NORTH
ANOKA, MN 55182

Nursing Initial Assessment

TR R R R M R N R R J o W 3 N N R W R R M M Mo %t W M A b 4w e ra e we ke . O T
Al.llll.l-ll‘l.llllll-l-llllllllllllllllllllllllllllllllllllllllllllllllllllllllllll

*Client Name: ODOUGHERTY,PATRICK {39972} *Admission Date: 09/10/2002 3
*Episode #: 2 *Discharge Date: 3
*Chart Number: 20042 JPhysician: DAM,HIEN 3

3

*Legal Status: M| COMMITMENT
*Prepared on: 09/10/2002 At: 02:21 PM  *Prepared by; Doreen Diltbenner RN °

lllllllllllll-lllIl:l-llllllllllAlll.llllllllllllllllllllllllllll.llll

1. General
Date of assessment: 038/10/2002
Time of assessment: 02:06 PM
Gender: MALE
Date of birth: 12/11/1946
Primary language: ENGLISH
Speak / understand English: Yes
Read / write English: Yes
Orientation: Person, Place, Time
APPEARANCE
Eye color: green
Hair color : grey
Tattoos: none
Scars / birthmarks: scar between eyebrows
Neatly groomed: Yes
Appropriately dressed: Yeé
VITALS .
Temperature: 97.6
Pulse: 99
Respiration} 20
Blood pressure: 104/65
ALLERGIES

Allergies: Denies
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Run Date: 039/10/2002 Page:

ANOKA METRO REGIONAL TREATMENT CENTER
3301 SEVENTH AVENUE NORTH
ANOKA, MN 55182

Nursing Initial Assessment

lllillllllllll.l.llllll.lllllll.lll.ll.l.llll:ll

u
*Client Name: QDOUGHE
SEpisode #: 2
*Chart Number: 20042

RTY,PATRICK (39972

*Discharge Date:
*Physician:
3

) *Admis
DAM,HIEN

sion Date: 09/10/2002
3

3
3

*Legal Status: MI COMMITMENT
“Prepared on: 09/10/2002 At 02:21 PM _

Describe allergies (include med
Define type of reaction):

other,
NEA

3

*Prepared by:  Doreen Dittbenner RN

Illl-l.l-l-ll!llllllllllllllllllllllllll.lllllllll

ications, food, environmental, latex, bee sting,

.

CURRENT MEDS / TREATMENTS

date last taken:

Preseription, dose, reason for use,
thinking, PRN'S ativan 1

Risperdal Elixir 3mg HS - clearer mg g 4 hrs - anxiety

and Haldol 5mg g 4 hrs - agitation, Has no lreuroleptic court order. Has been
medication compliant at HCMC.
OTC / herbal, dose, reason for use, date last taken:
MVI - daily for supplements
Current treatments - include reason, date of last‘treatment:
none
IMMUNIZATIONS / MANTOUX / CHEST X-RAY
Last tetanus / DPT: less than 10 ¥Yrs ago
Pneumovax: fall 2001
Influenza: fall 2001
Polio childhood
Last mantoux date: 8/10/02
Mantoux results: Negative
Chest X-ray results and date: none
MMR / Measles: childhood
COMMUNICABLE AND INFECTIOUS DISEASES .
Communicable and infectious diseases: Denies
HIV / AIDS: Denies
8TD: Dbenies
Explain (other hepatitis): denies
. Ao
FIvA iz;%ii aeﬁﬁ%%%
not q{;‘:\! ‘i}‘“waﬁi EQ
u? Datd %\g‘gwgﬁ 2 {8k
st
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ANOKA METRO REGIONAL TREATMENT CENTER
3301 SEVENTH AVENUE NORTH
ANOKA, MN 55182

Nursing Initial Assessment

lAllll.llllll-llIIl.l-lllllAl.llAlllllIIlll.l-lllIlllllllllhlllllllllll{llll.lllllllll

*Client Name: ODOUGHERTY,PATRICK (39972) *Admission Date 09/10/2002 3
*Episode #: 2 *Discharge Date:

*Chart Number: 20042 "Physmlan DAM,HIEN 2

*Legal Status: Ml COMMITMENT 3

*Prepared on: 09/10/2002 At: 02:21 PM  *Prepared by: Doreen Dittbenner RN s

llllllllllll.llllllllllllllllllIll:l-ll.llIlllllllllllllllllllAllll‘lllll‘dlllllllllll

SEXUAL ACTIVITY / RISK FACTORS

Sexually active: Denies

Birth control : no

Safe sex practices: celebate

Given information about STD/ Safe Sex practices: Yes
Vision: Glasses / contacts with

Comments {vision) ( F1 )
sees well with his glasses, no contacts

Hearing: Denies problem

2. Review of systems

Neurological: Denies problem
Cardiovascular; Denies problem

Respiratory: Denies problem

Comments (respiratory) ( F1 )
is a non-smoker

GI / digestive: Denies problem

Bladder / urinary: Denies problem

Musculoskeletal: Denies problem

Skin: Denies problem

Sleep / rest problems: Denies problem
3. Behavior

Current psychiatric symptoms: Delusions, Other

ﬁmﬁwﬁﬁ
?’3“3}““’? N ;\i\\ﬂui ank 18’ %ﬁ
360

po N1 ;imegg 2@~
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Run Date: 09/10/2002 Page: 4
ANCKA ME'TRO REGIONAL TREATMENT CENTER
3301 SEVENTH AVENUE NORTH
ANOKA, MN 55182

Nursing Initial Assessment

*Client Name: ODOUGHERTY,PATRICK (39972) *Admission Date: 09/10/2002 3
*Episode #: 2 *Discharge Date: 3
3Chart Number: 20042 *Physician.  DAM,HIEN 3

3 3

*Legal Status: MI COMMITMENT
‘Prepared on: 09/10/2002 At 02:21 PM  *Prepared by: Doreen Dittbenner RN 3

]lll.lllllllllllllllllllJ-l&.lllllAl.l:llllllllll‘lllllllllllllllA.llllll

Comments (current psychiatric symptoms):
very delusional about his abilities to right the wrongs in the world. He
believes that some Judges are involved in a conspiracy. He was arrested July 8
2002 and charged with one count of felony terroristic threats. He is
hyperverbal and has loose associations. He is grandiose. Parancia. -

Present mood / affect: Pleasant, Other

Comments (present mood/affect) ( F1 )
hyperverbal

Present behavior: Cooperative, Good eye contact

Comments(assaultiveness/aggression)(Fl):
has been harrassing and threatening the history dept at the U of M since 1989,
He gets upset with officials and makes false claims against them (ie:
implicating a police officer in car theft, the kidnapping of Jacob Wetterling
and cover ups of other murders) He threatened a Judge and has been charged with
one count of felony terroristic threats. He denies that he gets physically
aggressive,

4. Chemical use

ALCOHOL USE
Alcohol use: Yes
Type(s): beer
Date last used: 3 months ago
Frequency / amount /pattern : 2 drinks once a week
Age began using: 21 yrs old
TOBACCO USE
Current tobacco use: Denies problem, Denies problem
History of tobacco use: Denies problem
OTHER SUBSTANCE USE

Other substance use: Denies problem

. N AL
TE VUL conselt
@?;‘jfi WO o B8
qot 18 “*eghg}{“ o
%@ ta&iﬁf? od. 2 -
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ANOKA METRO REGIONAI TREATMENT CENTER
3301 SEVENTH AVENUE NORTH
ANOKA, MN 55182

Nursing Initial Assessment

lll.ljl.ailjlllllllllllllllllllilllalll‘ll‘&llllll.llllllll

*Client Name: ODOUGHERTY,PATRICK (39972) *Admission Date: 09/10/2002 3
*Episode #: 2 *Discharge Date: 8
*Chart Number: 20042 3Physi’cian: DAM,HIEN 3

3

*Legal Status: Ml COMMITMENT :
‘Prepared on: 09/10/2002 At 02:21 PM  *Prepared by: Doreen Diftbenner RN 5

Ahlll.l.lllllllllllllllllill‘lllllalllllll&lllllllllllllllllll.lllllll

IV DRUG USE

IV drug use:; Penies problem
Withdrawal : Denies problem

5. Screenings

VISION SCREENING (mandatory for adolescents)

Comments (vision screening) (Fl):
2 yrs ago, no problems noted at that time

NUTRITIONAL SCREENING
Height: 5'8 1/2"
Weight (Fl1): 185
Body mass index ( F1 ): 28
Recent weight change: Yes

Comments (recent weight change):
-gained about 7 1lbs in the last month due to inactivity

Teeth: Denies problem
Modified diet/schedule: No
Fluid restriction: No
Receiving nutritional supplements: No
Using stool softners: No
Appetite change: No
Nutrition related disorders: Difficulty swallowing, Denies prcbhlem
Comments {nutrition-related disorders) ( F1 )
g?iﬁol sometimes causes him to have a little difficulty swallowing “gags me a

Diabetic management: No current management
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*Client Name: ODOUGHERTY,PATRICK (39972) *Admission Date: 09/10/2002 3
*Episode #: 2 *Discharge Date: N
*Chart Number: 20042 *Physician:  DAM,HIEN 8

*Legal Status: M| COMMITMENT
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FUNdTIONAL STATUS SCREENING
Bathing independent: Yes
Pressing independent: Yes
Elimination independent: Yes
Grooming independent: Yes
Eating independent: Yes
Physical disability present; No
Currently receiving physical therapy: No
Mobility independent: Yes

Recent problem with falls, balance and coordination:
No

Pain: Denies problem
VOCATIONAL SCREENING

The patient has difficulty communicating his/her needs:
No

The patient has been employed within the last 6 months:
Yes

Comments (patient has been employed within last 6 mo):
worked for a phone book company "I also do taxes and investments"

The patient has difficulty maintaining a job: No

Comments (patient has difficulty maintaining a job):
"I have been independent most my 1life"

The patient expressed an interest in exploring employment opportunities after
discharge: Yes

SUICIDE SCREENING
i %’ﬁ:‘ 6 F{Té& {\{%}Qm‘%’
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Ever attempted suicide: Denies problem

Current-/ recent suicidal ideation: Denies problem
Suicide plan: Penies problem

Self harm: Denies problem

Identlfled triggers ( Fl}:
"a lot of losses of friends due to death,

Identified c0p1ng mechanisms Fi ):
lies down and reads, and calls friends.

6. Initial Nursing Treatment Plan

Strengths
“"socially outgoing, good conversationalist, I'm a teacher, and religious™ Able
to type, has been self employed. Graduated with a PHD in History, states he has
published 10 books. Is able to maintain his own apt.
ACTION PLAN
Referral(s): No
Additional assessments
Nutritional ; Yes
Falls : No
Hearing : HNo
Vision : No
Rehab and Community Living : No
Pain : No
Suicide Risks : No

Addiction : No

Comments(addltlonal assessments) : i
primary health care provider - social security part A and B, no spec%jf_h_ %h
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or doctors,

Problems / needs / wvulnerabilities:
potential for problems with bowel elimination, loose associations,
paranoia,grandiose, delusional, hyperverbal, can be irritating due to his
harrassments and false accusations. He is a rule 20,01 sub div 5. He was
arrested on July 8 2002 and charged with one count of felony terroristic
threats. (threatened a Henn Co Judge}. Hx of Tardive Dyskinesia.

RAetion: :
encourage healthy bowel habits. encourage active participation in tx and with
medication compliance. Wkly med education and educate on sx of MI and
management '

of sx. redirect and reality base prn. May need to continue phone restrictions.
Utilize prn meds and quiet time. on going Discus.

Draft/Final: Final

Signature/Title

Date . kzybﬁﬂﬁhJESpkﬂbZdexf ékj
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Part VI: Initial Rehabititation Functional Skills Sereen Summary

[
i

Information obtained from: \Aati{:m, __Previous Chatt, " Pre-Admission Screening
Pre_Admission Screening has identified/recommended as a placement site,

Pre-Admission Screening did not recommend a placenent site.
Rule 20. '

I A. Patient has the following skills: (Check all that appiy)

/Able to get around in the community. ﬁ)tc to write checks

v’ Able to use a phone directory/411 _\Able fo identify situations that cause frustration./anger

¥ Knows how and when to use 911 Z ble to distinguish correct change

ﬁ\ble to converse socially Able to plan a Leisure Activity, B
Able to follow 2 & 3 step directions / Able 1o structure free time

s oriented to time, place, and day \}ble to identify supportive resources (CSP)
é\ble to obfain meals when living in Tﬁbﬁe to locate and utilize Leisure Resources

the Community, illing to initiate social contacts with family/friends
Aé Has all necessary Personal Identification

I B. Current Functional Skill Strengths and Leisin'elSncial Resources related to discharge, .
- ' * w i
A an\v_m_%z\_m%m oY oo Moo, 9 %\W‘DMLM
. " —_ C}ﬂw*\ﬂé\-i
Dlafati,,  ofons S Sumssss. Snlnsmiie. oevelsssa Wm\éwm)
T o oRSHAUSS Boadmpree . PLosISES b Us Q"\“’%‘“‘& !
QSRS Do OIS IBWSS Senl WSeaailde o8 Seass . -
II. Recommended OT and TR treatment interventions/modalities. - e T

B N

©

1. Cemments: (Include patient’s appearance, communication style, attention span. Add any specific
requests the patient has made, ie; ability to get to appointments/groups, how and when patient would like to

be reminded/prompted and any diversity needs to consider. ) —_— —
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Occupational Therapy
Kitchen Evaluation
(Non-standardized)

The treatment team of Unit D requested an Independent Living Skills assessment for
Patrick O’Dougherty. The kitchen evaluation administered on 12-31-02 was designed to
assess Patrick’s knowledge of nutritional needs, safety in the kitchen, and actual
obscrvation of his skills while preparing a package of Lipton flavored noodles. In
addition, the therapist is able (o assess the ability of the patient to read and follow written
and verbal directions, organize and sequence the task and sub-tasks, time the cooking,
Judge when the noodles are cooked, and complete thorough clean up of utensils and area.
Results follow:

Nutrition — Patrick was able to identify 6/6 food groups and identify a well-balanced
meal. He prefers to make simple things like soups, cereals, and sandwiches.

Safety in the kitchen - Pafrick washed his hands before and during the cooking task. He
stitred frequently to prevent food from burning, turned off the burner, and cooked with
the panhandles inward. He washed the dishes with cold soapy water and did nof rinse the
soap off before wiping. He was asked a series of questions related to the prevention and
treatment of injuries while in the kitchen, Patrick stated he would use a hot pad to
prevent burns and treat a minor burn with cold water. He would prevent falls by making
sure the floor was dry and fiee fiom spifls. When asked how do you prevent electric
shock he reported that he would have the right fuse. Heé stated he would put out a grease
fire with baking soda and if his clothes caught on fire he would stop, drop, & roll. He
reported that he would keep tuna in the refrigerator for about a day. When asked why it
is important to wash your hands and counter tops after handling raw meat, he replied to
prevent the spread of bacteria,

The actual cooking task — Pafrick read and referred to the printed directions when
questions arose. He was able to follow verbal directions given by the therapist also, He
correctly gathered the supplies, sequenced the tasks, measure the ingredients, and timed
the food. He also was able to engage in conversation while completing the task.

Recommendations — Patrick has the skills and abilities to be safe in the kitchen while
preparing a meal. He did participate in a review of kitchen safety after the kitchen
assessment (o clarify how to prevent electric shock and how to wash dishes,

Respectfully,
&WMMmce House OTR/L

ODOUGHERT Y, PATRIEK

AMRTC 8HIS #3487
120042 Aoh G- 16<63

208 l2-lLl~Y4%
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ANOKA-METRO REGIONAL TREATMENT CENTER
Neuropsychology Department
Como Community Consultation (CCU)

NEUROPSYCHOLOGICAL EVALUATION

NAME: O'DOUGHERTY, Patrick EDUCATION: i16+graduate courses
AGE: 56 BIRTH DATE: 12-11-1946
GENDER:  Male PROGRAM: CCU

DATES OF EVALUATION: 3-5-03 HAND DOMINANCE: Left

REFERRAL AND BACKGROUND INFORMATION: Mr. O'Dougherty is a 56-year-old male with
an extensive psychiatric history, dating back to 1989, related to symptoms of Schizophrenia,
Paranoid Type. The patient was committed as mentally ill through Hennepin County under Rule
20 conditions of criminal procedure due to a charge of terroristic threats. On 10-29-02, this
examiner conducted a treat to competency evaluation and concluded that the patient was
competent to proceed to trial; however, the Court concluded that the patient was not competent
and likely never would achieve competency. The Court ordered another competency evaluation
in six months time; therefore, this examiner completed neuropsychological testing to assist in
_determining the patient's intellectual and neurocognitive abilities, such as attenuon memory,
language, and executive functloning skills.

O'Dougherty has been psychiatrically hospitalized on numerous occasions at HCMC,
Metropolitan Medical Center, AMRTC and in Georgia. The patient's symptoms include
grandiose delusions, often revolving around left-wing political movements, disorganized thinking,
evidenced by loosening of associations, and paranola. When treated with antipsychotic
medication, the patient can focus on the topic of conversation, understands his need for
medication and ongoing treatment and actively participates in treatment groups. There is no
evidence of a substance abuse history and the patient's medical history is similarly
unremarkable. During the neuropsychological interview, he reported a history of tardive
diskinesia, but a change in medication ameliorated that problem. When asked If he has noted
any problems with attention, memory, thinking or concentration, he stated, “I'm at an age that I'm
not as sharp as | once was.”

Mr. O'Doughenty does not appear to have a family history of mental illness. His father was
employed as an attorney and his mother was reportedly active in local politics. The patient has
three sisters, all with graduate degrees and one brother who owns a business and has an
engineering degree.

During the neuropsychological interview Mr, O'Dougherty stated that he completed a B.S. in
education at St. John's University and went on to complete an MA and PhD in “intellectual
history.”” While records indicate that he completed his undergraduate degree his graduate
degrees are unsubstantiated. Mr. O'Dougherty reported that he always did well in school,
excelling in history, and English but consistently struggled with math courses and the “hard
sciences.” The patient indicated that he began working at the age of eleven as a paperboy, In
college, he was employed in the library and then managed his family's apartment building for
many years. He described his involvement in various political organizations, but when doi %% 4ot
sgot

his " statements became dlfflcult to track and his speech became tangennai a q’(ﬁi i@
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BEHAVIORAL OBSERVATIONS: Mr. O'Dougherty was amicable and cooperative throughout
the testing procedures, He was casually dressed and adequately groomed, alert and oriented in
all spheres. His speech was of normal rate, rhythm and volume, although its content was
noteworthy for occasional grandiose themes and loosening of associations. Generally, Mr.
O'Dougherty's mood was euthymic, although he stated he was distressed over his legal situation
and expressed concern about the Court's decision. The patient indicated that he experienced a
rare recurrence of suicidal ideation over the past weekend, but felt better after discussing his
thoughts with staff.

The patient stated that he enjoys tests, but as the session wore on, he appeared fatigued. Near
the latter portion of the testing session, he appeared to take a more careless approach to the
tasks, which might have lowered his petrformance, in particular, on a biletter cancellation task.
Nevertheless, Mr. O'Dougherty appeared to persevere through much of the testing and seemed
vested in performing optimally. Generally, his results likely an accurate reflection of his currenL
level of cognitive functioning.

TESTS ADMINISTERED:
Waechsler Abbreviated Scale of Intelligence (WASI)
Wide Range Achievement Test-3 Reading (WRAT-3)
Repeated Battery for the Assessment of Neuropsychological Status (RBANS)
Letter Cancellation
Porteus Mazes
Color Trails
Finger Tapping
TEST RESULTS:
SLER ABBREVIATED SCALES OF IN

IGENGE (WASI)

Above Average 131 T 120

Average 109

Low Average

Much below average

ACADEMIC ACHIEVEMENT

' Reading

Spelling

Arthmetic

NEUROCOGNITIVE DEFICITS: o - I
Area s Ear b RS None W Ava. Mitd “Moderate
Attenl[on

{immadiate Memory X

Visuat /Consfructional

Dalayad Memory X
Language X
Execulive Functioning Mazas
Motor Speed Finger Tapping

o N ] ~{both hands)







SUMMARY: Mr. O’Dougherty is a 56-year-old male with a history of Schizophrenia, Paranoid
Type who was committed under Rule 20 conditions through Hennepin County. He was seen for
neuropsychological assessment to assist in determining his intellectual and neurocognitive
abilities.

Administration of the Wechsler Abbreviated Scales of Intelligence (WAS!) revealed intellectual
functioning in the Superior range with a wide discrepancy between his verbal abilities, in the
Very Supetior range and visuospatial abilities, in the Average range. This difference is in the
direction one would expect however, given his history of difficulties with math and science. Mr.
O’'Dougherty’s reading ability, as measured by achievement testing, revealed that he is reading
at the post high school level.

Mr. O'Dougherty’s neurocognitive results indicate variable performance, from no impairment to
severe impairment on two subtests. Areas of severe impairment were noted for the scanning
and tracking aspects of attention, and alternating attention between two competing stimuli,_
These results however may in part reflect the patient's fatigue, as these tests were administered-
later in the session and to his eyesight difficulties. Mild impairment was noted for visuospatial
ablliies, which corroborates the wide discrepancy between his verbal and performance scores
on psychomoteric intellectual measures.

There was no impairment in functioning in most areas. Below average performance was
demonstrated for general attention tasks, a straightforward vigilance task, delayed memory and
language abilities. His language performance was lowered by a task requiring verbal initiation.
Above average performance was noted for immediate memory functioning as well as for motor
speed with both hands.

IMPRESSIONS AND RECOMMENDATIONS:
Overall Degree of Impairment:

Cognitive Abilities: Mild
Adaptive Functioning: Mild
Localization of iImpairment: Right hemisphere with frontal lobe involvement

Neuropsychological Diagnosis: _
Axis I: Cognitive Disorder Not Ctherwise Specified

Neuropathological Implications: Results of the current evaluation reflect right hemisphere,
frontal lobe involvement. Whether Mr. O’'Dougherty's performance is a decline from his previous
functioning is unknown given the absence of baseline data against which to compare, although
based on psychometric intellectual functioning, one would expect higher neurocognitive scores.
The etiology of the patient's cerebral functioning status is likely attributable to the effacts of
chronic Schizophrenia. His results reflect attention difficulties for tasks requiring scanning and
shifting cognitive sets, and spontaneous verbal production indicative of - hypofrontality.
Developmental factors are likely underlying lower scores for tasks involving the right
hemisphere. A subsequent decline in general cerebral functioning secondary to chronic
Schizophrenia, results in visuospatial skills in the mildly impaired range, while tasks relying on
verbal skills fall within the range of no impairment, due to exceptional premorbid verbal abilities.

Mr. O'Dougherty appears to be at psychiatric baseline; therefore, one would not ‘expﬁ;qgg\'\aaf-j %;@&%
significant improvement in cerebral functioning. However, if further psyc%niat(ié?stahijizaﬂg%mw .
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occurs, improvement in some aspects of attention may be observed. Furthermore, the patient’s
memory functioning may be benefited by instruction in prospective memory strategies
(remembering to remember).

Behavioral Implications: The current test results do not indicate behavior problems in
themselves. He has the ability to anticipate consequences and perform problem-solving tasks.

Therapeutic Implications: Based on the available information it is anticipated that Mr.
O'Dougherty will have minimal difficulty participating in most therapeutic approaches, provided
there is adequate structure and expectations are made clear. Verbal methods to convey
information will maximize his attention ability thus aid in memory functioning. Mr. O'Dougherty’s
memory benefits from cuing, and he demonstrates above average memory performance when
information is organized in to a meaningful context, rather than presented as unrelated data. His
attention might be improved by offering him support through psychotherapy or daily, brief one-to-
one sessions, as stress appears to increase cognitive disorganization.

A

jmplications for Dally Living: These results suggest that this individual may have the ability to
return to essentially independent living provided there is community support in the form of
medication monitoring. This recommendation is based solely on his neurocognitive abilities and
does not take into account other factors, such as psychiatric issues. In terms of competency to
stand trial: while Mr. O’'Dougherty demonstrates deficits in some aspects of attention and
shifting cognitive sets, his general attention, memory, language and problem solving skills are
not impaired and indicate that cognitively, he has the capacity to understand information and
make reasonable decisions. While he exhibits disorganized speech and his statements are
incomprehensible at times, he completed over three hours of fatiguing tests, during which, he
stayed focused on the task to the degree that his performance was unimpaired in most areas.

Please direct further questions to me at (763) 712-4228.

>
\ ,)
risten Ryan, Psy.Q./ Erwin ConcepciansPh.D., LP
Clinical Psychologist Director of Behavioral Health Services
3-7-03 3-7-03 '

| 5\_
pr
W K{ \ﬁ}w’ o ’iﬁ ﬁ\f‘
4 A e 1‘ “)& Qﬁg
g\ .‘ alohs :
0o WV e of &






Run Date: 09/17/2002 “E) Page: 1
ANOKA METRO REGIONAI, TREATMENT CENTER
3301 SEVENTH AVENUE NORTH
ANOKA, MN 55182

Nutritional Assassment
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3Client Name: ODOUGHERTY,PATRICK (39972) *Admission Date 09/10/2002 3
Eplsode #: 2 *Discharge Date:

3Chart Number: 20042 *Physician:  DAM,HIEN 3

3Legal Status: Ml COMMITMENT 3 3

*Prepared on: 09/17/2002 At; 05:50 PM  *Prepared by: Liz Friday Dietitian e

I1.Nutritional Assessment

Date of assessment: 09/17/2002
Time of assessment: 05:40 PM
Gender: MALE
Date of birth: 12/11/1946
Diagnosis: paranoid schizophrenia
Prescribed diet: regular
Food related cultural/religious practices: No
Food allergies: No
HEIGHT AND WEIGHT HISTORY
Height: 5'8.5'
Admission weight: 185%#
Currént weight: 1854
Body mass index { FL ): 28
Desirable body weight ( F1): 157#+/-10%
Recent weight change ( Fl1 }: No

Comments ( wéighﬁ assessment -see action plan for details) ( Fl1 ):
Overweight

Explain (other weight asse¢ssment):
wt at 107% of upper end of RBWR., BMI indicates low risk for health problems r/t
weight. Wt is relatively stable per pt.
Activity level ( Fl }: Rerocbic
ESTIMATED NEEDS FOR ENERGY AND PROTEIN

Basal energy expenditures ( Fl }: 1714 kcal
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Patient Name: Patrick O’Dougherty BHIS: 39972

STATE OPERATED SERVICES
PSYCHIATRIC ASSESSMENT

IDENTIFICATION DATA

Assessment Date: 9-10-02 Assessment Time: 3:15 pm

Gender: Male Age: 55

City:

State:

Marital Status: Single Race: Caucasian .
Education: PhD> in history ~ Religion: Roman Catholic {

E
Occupation: He was @ahe University of Minnesota,

i
Referral Source: HCMC and courl papers, patient himself who was unreliable throughout most of the interview. He does have a x
advance directive status informal fiving well, and his court anthorized medications status is no. His legal status is DC/MT 8-21-02 |
axpires 2-21-03.

i. COMPLAINT/PRESENT II,LNESS <

Chief complaint: - *Some people said that I harassed them so the court sent me here.” :

History of Present Hliness: A coherent medical history was difficult to obtain because the defendant was often guarded, tangential and
non seneschal in his responses. He is currently here on a Rule 20,01 Subdivision 5 commitment. Records indicate that the patient has
atlegedly been harassing and threatening the History Department at the University of Minnesola since 1989, The Officer investigating
his current harassment was sent a fax from Mr. O’Dougherty saying that he had a felony and that the potice feel that Mr., O’Dougherty
was going to get him fired. The defendant stated he had gotten a large number of people hired and fired within the University of
Minnesota. In December 2001 the officer investigated another complaint of harassment against the defendant and in January 2, 2002
the patient left a message on the officers voice mail threatening to have him court marshaled and imptlicated in a cover up in the murder
of Jacob Wetterling and other youths in the St. Cloud area. He was charged on March 15, 2002 with a gross misdemeanor count for
harassment for this. On July 2, 2002 Mr. O’Dougherly made threats to a judge of Hennepin County Court. On July 2, 2002 he spoke
lo a receptionist and made threats to this judge. On July $, he was in the Hennepin County Courthouse and demanded financial
information on three judges. On July 8, he was back making another disturbance at the Government Center. He stated that certain
judges are responsible for the routing of Highway 55 and deporting a Porl Rican female. He was arresied on July 8 and charged with
one count of felony terroristic threats. He was transferred to HCMC on August SK’REEEHS\fmm HCMC in Minneapolis indicate

that the patient has created a diagnosis of schizophrenia, paranoid type for many yeafs and has had multiple prior psychiatric
hospitalizations at HOMC Metropolitan Medical Center, Ancka Metro Regional fment Center and at a Prison Medical Unit in
(ieorgia. He has a prior admission at Hennepin County Medical Center from June 5 to June 23 1989 predicated by his threats o the
University of Minnesota History Department staff and agitated behavior on campus. Another admission from April 10 to April 21%,
1989 was reciprocated by the patients threats to professors at the University and a decision to drive to visit Senators in Washington
while evidence in grandiose delusional threatening ideas. Records indicate that the patient was also brought to Hennepin County
Medical Center Crisis Intervention. Center on May 2, 1996 following concerns regarding his decompensation and alleged threatening
letters and phone call to staff at the Neuman Center at the University of Minnesota as well as the priest. The patient was then
iranslerred to Adult Psychiatry and evaluated by Dr. Bruggemeyer on May 6, 1996. She noted that the patient appeared vicarious, very
diffienlt to interrupt, rambling and tangential and over inclusive. He was religiously pre-occupied and spoke about militaristic
directions in the human center. During the coursg of this hospitalization the paticnt was noted to have a full scale IQ of 10} and test
resulls revealed minor impairments in !Liémn-vcrﬁaf abilities, the media and delayed recall and working memory, At that time he also
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Patient Name: Patrick O’Dougherty BHIS: 39972

demonstrated perseverative tendencies. The test results were consistent with organic @;ysfun on and was eventually
discharged on May 29, 1996 with a diagnosis of schizophrenia paranoid type with continuous afid ild tardive dyskinesta, Medical
records subsequent to 1996 were not available as other patients prior freatment history, although it is noted'in records that the patient
has tried anti psychotics including Prolixin, Meliaril and Haldol as well as Risperdat, Thorazine and Cogentin. Pre-admission

assessment shows that the patient is currently on Risperdal Elixir 2 mg.

2. HARM POTENTIAL/ALCOHOL/DRUGS

Harim Potenfial

Ever thought about suicide: Denies.
Circumstances:

When was the last time: Denies.
History of suicide attempts:

When and how: |

Current self harm potential: Denies.

Current harm to others potential: Denies.

ALCOHOL/SUBSTANCE USE

Average number of drinks per day:r',Deﬁies,

o
Has patient ever felt or been told that he/she is drinking too much? Denies.

History of Blackouts, Delirium Tremens, Seizures: Denies.

Ever used drugs of abuse? Denies,

Last time patient took drugs: Denies. '

Drugs of abuse: Denies all drugs of abuse.

PR} PSYCHIATRIC/FAMILY HISTORY

Past sychiafric history: Per court records the patient’s sister reported that the patient has suffered from schizophrenia for greater
" (hafi 30 years apd had decompensated in the last year. Records from HCMC indicate that the patient has an extensive psychiatric

red /ist ry with multiple hospitalizations for the treatment of schizophrenia paranoid type. During prior psychiatric
hospitalizations the patient evidence psychotic symptoins inclusive of the following: Grandiose and paranoid thinking, disorganized
thinking, rambling, tangential and over inclusive specch ag well as religious preoccupation. Per the patient he had been diagnosis once ™
in 1996 with bipolar schizophrenia and Elypnms{)m\,(l,ci and defensive personality.

Childbood developmental/psychiatric problems: He denics.

ilistory of physical, emotional or sexual abuse: IHe denies.






Patient Name: Patrick O’Dougherty . BHIS: 39972

Family structure: He states his mother's age is 82 and his mother’s accupation is Social Worker, retired. He did not know his
father’s age but he stated that his father was deceased. His parent’s marital status. His parents were married, widowed and mother
remarried, Sibling #1, his name is Mike. He is 54 years old. He is a biological brother. Sibling #2 is Mafgarét, age 52, biological
sister. Sibling #3 is Marianne, she is 49 years old, biological sister, Sibling #4 Maureen is a biological sister, age 48,

Family history of psychiatric problems, suicide attempts, drug abuse/aleoholism, psychiatric medications: Patient indicates that
he has a paternal aunt with mental retardation. : _ -

Legat history: History of repeated harassments towards departments at the University of Minnesota hegin@‘)&_‘})
Military history: R 4C in colle\e.
y history: RQTCn coliee

Social histery: Per patient, the patient has no children and was never married. He lived in a 3 bedroom apartment in 8t.Paul with two
other student roommates.

4, MEDICAL HISTORY

Sleep difficulties: Includes snores heavily. As he claims to have a little sleep apnea.
Smokes: Denies, although he states that he smoked several years ago as a teen. Packs per day:
Other uses of tobacco: Denies. '
Number of cups of coffee, tea or cola per day: 3 to 4 cups of coffee and one cola,
Allergies: He states the Hatdol causes gagging and Prolixin causes tardive dyskinesia as does Cogentin.
Health problems (including surgeries and traumatic brain injuries): He states that he had a tonsiliectomy as a child as well as
pneumonia as a child.
3

Sexual history including any sexual problems: The patient indicates that he is heterosexual and celibate at this time.

Current medications: Risperdal, 3 mg. as well as Ativan pra.

Medication history: Risperdal, Thorazine, Ativan, Prolixin, Haldol and Cogentin. Again he states that Haldol causes him gagging
and Protixin and Cogentin causes him tardive dyskinesia. ’

5, MENTAL STATUS EXAM

General appearance: Includes normal weight and age appropriate. -
Attitude during inte_rvicw: Was fraumatic,
Dress and personal habits: Appeared appropriately groomed.
Motor behavior: Norrpai.

- Sp_e_ee_;h: Exc_cs_s';yg.ver‘t.)alization.
Commenis: Excessive rambling and incoherent speech.

Facial expression: Anxious and stares into space.

R e T e e T o R g






Patient Name: Patrick O’Dougherty _ _ BHIS: 39972

Affective states: Include Futhymic.
Mood: Was elevated.

Thought processes: Tncluded preservations, tangentially, blocking, halluce associations and flight of ideas.
Disorders of perception: Denies.

Thought content: Includes paranoid ideation.
Delusions: Persecutory grandiose.

Suicidal ideation: Denies.
Homicidal ideation: Denies,

r

Physiological parameters of psychological significance: Includes hypo . Comments: History of hypo
‘ per patient,

Somatic complaints: Weight gain. Comments: Include 6 to 7 pound weight gain since June.

Alertness and tevel of L;onsciousness (*alternative for cognitive exant is to use MMSE): Alert.

Orientation: Oriented to time, place, person and siluation.

Memory: Within normal limits for all concentration.

Concentrafion: Serial sevens.

Abstract thinking: Able to abstract similarities.

Fund of information and intelligence: Is above average.

Comment on how intelligence was estimated: Was by quizzing him on historical events and simple mathenﬁtic calculations.
Judgment: Social judgment.

Insight: None,

Commetits: Paticnt states that he is unusual but not detusional,

6. MINI MENTAL STATUS EXAM

OQRIENTATION
What is the (year-1) (season- 1) (date-1) (day-1) (month-1)? (Maximum 5 poinis) 5

Where are we (state- 1) (county-1) (city- 1) (hospital/elinic- 1) (loor-1)7 (5 points) 5
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Patient Name: Patrick O’Dougherty BHIS: 39972

REGISTRATION
Have patient repeat three words after you have said them. Examiner says, Tony, purple, 128
(1 second to say each). Give 1 point for each word repeated correctly. (3 points)

Then repeat the words until patient learns ali three. Count trials and record.

ATTENTION AND CALCULATION .
Serial 7s (begin at 100 and subiract backwards by 7). Stop after 5 answers. One point for each 3
Correct (5 points)

Alternatively, spell “earth” backwards. The score is the number of letters in correct order.

J RECALL :

i Ask for the 3 objects repeated above. Give 1 point for each correct. (3 points) 3
I

i

" LANGUAGE :

? Name a pencil and a watch. (2 points) 2
|

Repeat “No, ifs, ands, or buts," (I point) ‘ 4
; Follow a 3-stage cominand: “Take a paper in your right hand, fold it in half using both hands, -3

And put it on the floor”. (3 points)

H
i
l Read and ohey the following: “Close your eyes.” (I point) i
!
!

Write a sentence. (1 point) i
Copy design (1 poinlt) : A
Total: 28

LEVEL QF CONSCIOUSNESS

Comments: Alert.
BIOPSYCHOSOCIAL FORMULATION

Biopsychosocial formulation: This is a 55 year old, Caucasian male, here under Rule 20.01 charged with one count of felony
terroristic threats. The patient has a long standing history of paranoid schizophrenia with several past psychiatric hospitalizations. It
unclear when his last hospitalization occurred. The patient has been off his medication since August | and was re-started again on.
August [9. He apparently decompensated at that time and has succumbed to a series of psychotic delusions. It can best be describec
as paranoid. It is unclear at this time whether the patient has suffered any type of traumatic brain injury. He denies alcohol abuse or
illicit drug usage at this time,

DIFFERENTIAL IMPRESSION

Axis L, Schizophrenia paranoid type.
Axis IL Deferred
Axis ITL None

Axis TV, Legal problems
Lack of soctal support. and housing is a problem after discharge.






Patient Name: Patrick O’Dougherty

Axis V. Current GAF -- 30

Past Year GAI* -
STRENGTHS
1. Highly educated.
2 Gentlemen with good communication skills.
3 Positive attitude about self-improvement and {akes medications.
4 Good physical health.
WEAKNESS
L. Legal problems.
2. Poor insight into the delusional thoughts.

TREATMENT AND MANAGEMENT PLAN

L. Psychological assessment for appropriate group therapy referral,

2 Continue psychotropic medication treatment and adjustment.
3. Assessment of chemical dependency potential,
4 Follow up on tegal problems.

Richard P. Tuhy, MS3 t ;
Medical Student

ko Do, <7

Hien Dam, M.D.
Staff Psychiatrist /dkc

Date Dictated:  09/12/2002
Date Received:  09/16/2002
Date Typed: 09/16/2002
Date Printed: 09/16/2002

BHIS: 39972
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Date






Patietit name: : - BHIS #

Elimination

4 Independent and Continent Explain:
1 Elimination with Assistance -
(1 Independent and Incontinent

Patient Education
(] Understands why has fallen - Explain:
[] Can state preventative measures
[ Practices preventive measures
[C] No understanding of why has fallen

Action Plan:

SignaturM Mﬂ\‘ Date C/..’/ / ).

o
A
LT

X:\FaCé@ha‘é&Q;— CWS\Template versions\Deployed versions of assmts\Falls screen V 1.0 .dot V1.0
01/08/02 SR page 4 of 4 '
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Paticat name:

BHIS #

5&0116

Patient able to:

[3-Stand in one place for 30 sec/both feet w/o holding
[} Walk straight forward.
OWalk through doorway

I Walk making a turn.

Falls Within Last Six Months

mo’history of falling
[1Has fallen 1 or 2 times,
["1Has fallen 3 or more times
(] Injury with previous falls

Mobility

\53\N0 problems

[] Confined to chair

(] Uses walker

] Uses cane

] Prosthesis

[1 Needs assistance with transferring
[1 Recent decline in functional status

Visual

Qﬁ’ﬁb—w’sual impairment

_] Limited vision
1 Blind

Hearing
No hearing impairment

Partial Hearing impairment
T Deaf

X:AFaCS\Phase 2 - CWS\Template versions\Deployed versions of assmts\Falls screen

01/08/02 page 3 of 4

Explain:

Explain:

Explain:

Explain:

Explain:

Explain:
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o 0% Moot

i

1.0




Patient name: - BHIS #

List other medications :
Change in meds and/or dosage in past 5days [] Yes [%No Explain:
Experiencing side effects from medications [] Yes [;LNQ Explain:

Alcohol Consumption
Ao alcohol consumption . Explain; <720 &7&4@

[(Recent history of alcohol consumption Explain:

Gait and Bal_ance

[IDemonstrates a wide base of support | _ Explain:
[[JDemonstrates a loss of balance while standing Explain:
(Demonstrates balance problems when 'walking Explain:
{jDemonstratés decreased muscular ¢oordination | Explain:
[JDemonstrates lurching, swaying gait Explain:
DDemonstrates an instability when making turmns Explain;

_JOther .7 - Explain:

feiry
P
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STATE OPERATED SERVICES

¢ - . FALLS SCREENING

e L ey

Patient name Patriccle o ﬂ‘-"“ﬂso‘ﬂﬁa BUHIS# 57T 7 9\.

Date of assessment F-A-O Time of assessment F £

Gender OM [F Age A f

Mental Status Assessment

HOriented at all times Explain:
[Cintermittent confusion

{"jConfused at all times

[JAnxiety, fear related to falling

Medical History
[ Osteoarthritis [JParkinson’s
[J Dementia [ ] Seizure disorder
[] Neurological disorder {] Cardiac disease
[] Obesity [} Recent hypertension
] Vertigo [J Loss of limbs
[[JPost CVA - ] Fractures
[ Recent hypotension 1 TBI
[K¥None - [ Other
Explain:
Medications
[TJAntihistamine [(IDiuretic [JAntihypertensives
[JHypoglycemics ["JLaxatives [[IBenzodiazepines
[JNarcotics [ISedatives/hypnotics [(PRsychotropics
[JOver the counter meds [1Other - [CINone :

f’j?\ onse
%3@3\\; P ﬁf m\‘(\ﬂg ot 0 %‘%

X:\FaCS\Phase 2 - CWS\Template versions\Deployed versions of assmts\Falls screen \;31 og;tg
01/08/02 Page 1 of 4 :




Department of Human Services

Traumatic Brain Injury (TBI) Screen for Patients in State Operated Services
Complete within 15 days of admission (refer to DHS Policy 6230)

~Yes i1 No U/ Unknown [} 1) Has the patient ever had a head injury, anoxic incident, coma
or neurological procedure that required hospitalization?

Yes ] No & Unknown [ 2) Is there a present diagnosis of organic mental disorder which
may be attributed to a previous acute cerebral event or
process either traumatic, vascular, anoxic, infectious or toxic
{other than substance use related)?

Yes [ No Mnknown L1  3) Are any neurologic motor, sensory or autonomic symptoms
present other than idiopathic seizures for which there is no
documented etiology?

Yes [1 No Unknown [}  4) Does the patient have any dysfunction of thinking, emo-
tions, communication or behavior which may be attributed
to a previous acute cerebral event or process?

QOO e D >

Date ' Signature

Upon completion of this document, if the team believes there is sufficient evidence that an
acquired brain injury may exist, complete State Operated Services Referral.

[ EE RN EENNENENENENEERENENENEENERE EEEENENEENEREEEEENERSRNNEMNNHEH-ENHNEHMERHEZJSEJNEJNJNIRJMNNNRINXNNMNMNNMNNNR]

Traumatic Brain Injury Program
State Operated Services Referral Form

Complete if questions in Traumatic Brain Injury Screen are answered ''ves'' and refer to the

Minnesota Neurorehabilitation Hospital (MNH) TBI Screening Teamn per Policy 6230

MA/GAMC #: Admission Date:

Repeat Referral  Yes [ No [1 - State Operated Services Contact Person/Phone:

Facility Name:

Patient Namae: {

LouUoHERT Y

MREC #: - .- PATREICK R
Birthdate: '
: . 18ART ey g Lc hel MEal
ORIGINAL: Medical Record Program/Unit; | € omhis . \\a 2 “‘f"' ?{30%‘ \%@%&%
COPY: MNH nlalaith ) 3!
, 12074825 apw G- @?ﬁ‘ N %u ﬂi%

prdend o
DHS- : . o o
S-3212 (9-98) log t o ‘mgw ;\5‘“?
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SMRITUy % Y ASSESD T

SECTION A’ (To e compffeted by Patient) Date ?/Z 22

IR -Religious/Faith'Group preference: WM@

2. Would you describe yourself as: _erligious_ non-religious____ atheist
____spiritual . agnostic___ believer __ having a personal belief system

3. How much is your faith, God/Higher Power a source of strength and
comfort to younow? __ none ___some p-much

4. My religious/spiritual background could be described as: ~

___conservative ___ strict __ liberal ___ positive __ negative
L furturing ___ fearinducing _ legalistic _ punishing
___little/no background :

5. 1 have had a special spiritual experience _l/yes no. If so, can you
explain briefly?
J/A?z, Méf e et ~

6. Cur}ently, or in the past, have you attended: (circle appropriate ones):
(_Bible/religious studies) AA NA OEA EA AcoA CA
Dual Recovery Alanon  Other:

7. Have you ever had a negative experience with religion or religious
professionals? If so, can you explain briefly? NO

8. Recent or significant loss%&ne/a C sl _r peent pthecs ;477%_%
9. What splrltual/rehglous practices are meaningful or helpful for. you?

{.g/mmm,zfz) Mméé/x@ gégwxwm

10.What brings you comfort or peace?

M/nd-‘—%tﬂ
/
it Othermformationyouwéﬁld e T S
like to share: ' i SUAY ﬁ’t U{m{;@ﬁ%@
gﬁ%{%\ o \\bﬂﬂﬁw ﬁm@%&
a}' e
@@%ﬁ%{g@w@?‘ @P@@I oK

é%%&
iﬁif%%“?r BHIS #3998

PZ-81949-08 (9/02) (20042 aon Y- LO- G2
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D

Recent ¥
A .
B.

<es or Changes in |
No, &, -
Argument or displeasure with peer, staff, or
significant other.

One major loss, (i.c. loss of home, marriage,
job, death of spouse).

Several major losses. (List)

ionships,

X. New Diagnosis or Recent Change in Heal(h
. A. No change in physical or mental health

B,

C. Major changes — frauma, rape, new diagnosis

Mild change, i.e, temporary illness

N

X1 Warning Signs (check if present)

Oo0oo

coconp

A. Putting affairs in order

B. Giving away prized possessions

C. Covert suicide messages and death wishes

D. Obvious suicide messages such as “I*d be
better off dead” ‘

E. Suicide Note

¥. Returned early from a recent pass

G. Has taken precautions against discovery

H. Farewells to friends and family

.
(3

>
>

ooog
Towr
ooop
Or»P
Ooopo
copDo

.
By

B oeam

EoRE wow

cooo
memH
ocoog
EaRE P
QooD
o=
ooog

oo

gEooco

CODOo
FaRE sawy

Notified Attending or On Call Physician

Nurse Initials

Signature

Initials

Signature

Initials
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ANOKA MF™R0 REGIONAL TR~ TMENT CENTER
SUICIDE R - ASSESSMENT :

Directions: RN will complete at admission
performed, indicate the lefter of the
physician of results.

Date
L Suicidal Ideation, plan and infent to aci on plan
A. No thoughts and no plar or intent to harm self
B. Has thoughts but no plan or intent to act on plan
C. Has thoughts, active plan, but feels ambivalent
about acting on plan. )
D. Has plan and intent to act on plan
I, Impulsivity |
A. No listory and is not presently impulsive
B. History of impulsivity, assaultive or self-
destructive behavior
C. Currently threatening ¢o act out
D. Currently unable to contract not to
HI. Isolation 7
A. Not isolating at all
B. Readily responding to 1:1% or to participate
C. Reluctant to socialize or participate
D. Refusing to socialize, spending all time alone
IV. Reality Testing
A. Oriented and lucid
B. History of delusional, disoriented, confused
thinking
C, Currently hallucinating
D. Command hallucinations to harm self
V. History of Suicide Atltempts
- A. No history of attempts by self, family, or friends
B. One attempt andfor family history of suicide
C. Patient has more than one attempt but denies
" intent was to die.
More than ome attempt with infent to die, but
none of the attempts required hospitalization.
More than one attempt with intent ¢o die, and
patient required hospitalization after one of the
attempts. :
Level of Depression and or Anxiety’
A. No trouble eating or sleeping
Minor trouble eating or sleeping
Moderate trouble eating, sleeping, or
concentrating,
Major trouble cating or sleeping; feels helpless or
hopeless; frequent erying withsut provocation;
frequent panic attacks ' .
-VH. Currently level of hopelessness
A. Patient believes they can get better
B. Ambivalent about getting betier
C. Believes they cannof get better

hurt self

.

E,

B.
F.
G.

and whenever clinically
item which best fits the patie

A

Length of
time present:

B

Length of
timte present:

A

Len Bth of
time present:

%

Length of
fime present:

o

A

Length of
fime present:

indicated.
ut’s current funetioning for cach r

_ Qoo |

Length of
time present:

Length of
time present:

Length of
lime present:

Length of
time present:

Length of
fime present:

In the coltimn under

T
.

Length of
time present:

Length of
time present:

R ——

Length of
time pregent;

Length of
timte present:

Length of
time present:

Leugth of
time present:

.
]

—— ]

each date the assessment is
isk factor. Notify

Length of
time present:

Length of
time present;

-

Length of
time present:

Length of
{ime present:

Length of
time present:
Al

Length of
time present:

Length of
time present;

Length of
tisne present:

Leagth of
time present:

VIIY. Chemical Use

Ne history

History of treatment, but sober now

Multiple treatments, unable to remain sober
Current afcohol or drug intoxication is endorsed

Fawp

A-
A

or suspected; or patient is in withdrawal. N
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Run Date: 09/17/2002 Page: 2

ANOKA METRO REGIONAL TREATMENT CENTER
3301 SEVENTH AVENUE NORTH
ANCKA, MN 55182

Nutritional Assessment

3Client Name: OBDOUGHERTY,PATRICK {39972) 3Admission Date 09/10/2002 3
lEpisode #: 2 *Discharge Date:

3Chart Number: 20042 SPhysician:  DAM,HIEN 3

3L egal Status: MI COMMITMENT 3 3

*Prepared on: 09/17/2002 At: 05:50 PM  *Prepared by; Liz Friday Dietitian 2~~~

Basal energy expenditures x activity level { Fl):
2228 kecal

Protein needs ( Fl }: 67 gms

FLUID NEEDS/CONSUMPTION (See action plan for details)
Estimated fluid needs (Fl }: 2.3-3.0L
Water amount: 6-8
Coffee/tea amount: 3-4
Pop amount: occas
Alcohol amount: denies
Fluid consumption adequate: Yes
Fluid consumptiocn inadequate: No

FOOD INTAKE/NUMBER OF SERVINGS PER DAY
Méat/protein amount ( F1 ): 1-3
Milk/dairy amount ( Fl }: 3-4
Fruit/vegetable amount ( Fl ): 4-5
Bread/cereal amount { Fl ): 6-8

Food intake- {see action plan for details}) { Fl ):
Food consumption adequate, Food preferences have been obtained

Meds that may have a significant food/drug interaction:
none

Lab values significant to nutrition#l status:
8/9/02: hemoglobin 15, hematocrit 43.8, mcv 91.2, potassium 3.8, albumin 4.2,
sodium 139, BUN 15.

Observed or reported functional and behavioral problems ( Fl ):
none.

Nutrition education - Diet compliance : N/A patient on reqular diet

o ORTR ot
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Run Date: 09/17/2002 Page: 3
ANOKA METRO REGIONAL TREATMENT CENTER
3301 SEVENTH AVENUE NORTH
ANOKA, MN 55182

Nutritional Assessment

3Client Name: ODOQUGHERTY ,PATRICK (39972) *Admission Date 09/10/2002 3
2Episode #: 2 *Discharge Date:

*Chart Number:; 20042 *Physician; DAMHIEN 3

*Legal Status: MI COMMITMENT 3 3

3Prepared on: 09/17/2002 At: 05:50 PM  SPrepared by: Liz Friday Dielitian 3

Action Plan: Current nutritional status adeqguate

Comments (action plan}:
Patrick appears to be adequately nourished per normal serum albumin, wt at 107%
of upper end of RBWR, stable weight as well as self-reported good appetite and
po intake., Regular diet appears approprlate Pt excludes no major food groups
and eats a relatively varied diet. Fluid intake is adequate. No difficulties
chewing or swallowing. No bowel/elmination problems noted. Meds reviewed- no
sig
fd-med interaction potential. Pt does take risperdal and haldol which can
promote wt gain- he is aware of this. Briefly discussed ideas to prevent wt
gain. Labs reviewed- no nutritional concerns here., Expect pt will continue to
meet his nutritional needs while here at AMRTC. Appropriate nutritional goal
would be no sig changes in weight. No scheduled RD f/u, but will be available
per pt oxr staff request. RD will also follow monthly weights and intervene if
significant change occurs.

Draft/Final: Final

Signature/Title "M 2 ﬂ“(?(o
Date

safl

nhth
%@?ﬁ‘wm janout w{‘

i@
ot (U ppsuatit v
Do %‘*m(’ 2@ -
of {ij‘iémﬁg@& @@






;
i
{
i
]
I

INITIAL | FULL SIGNATURE, < 4o | STATUS | MITIAL FULL SIGNATURE STATU
(_ﬂ/ y 4 (’,//l,&&_,. L/ “e Mf/m L
I ISSUED MEDICATION
S | SELF MEDICATION
A AWAY FROM TREATMENT CENTER " L —
1] 0
N e ——————— ~
STAT -ONE TIMB ~ SINGLE ORDERS T - (===
MEDICAITON \ROUTE DATE | HR | IN. K{é a fﬂgi?f }\/&3//)5‘\ £ By 1/, A/
— o
=71 = =lal eF_
INJECTION SITE CODE /4
1. Right Arm 5. RightlLeg
2. Left Arm 6. LeftFeg
3. UDQ Right Bultock
4, UDQ Left Buttock
; PATRICK ODOUGHERTY . g -
M/‘/‘M foALt 2y Q ! 62 ¢ ()/
ORDate ; Ep.date | Medication — Dosage U y '
Frequency — Ri. of Adm. DOSES GIVEN
Inits, Time
9710703 g( TYLENOL 650 MG 70 DATE 70
MI (Lo mr PRN TIME fi Al
MINOR  PAIN TNIT.
5710/02 | MAALOX 15 CC PO DATE
Mi ’Z/Q 4 HR PRN TIME
' G 1 UPSET INIT.
5/10/02 M.O.M. 30 ¢C PO DATE
™I ,Z/Q i3 PRN TIME
CONSTIPATION TNIT.
471703 , NIZORAL SHAMPOO 1 % DATE
, 7 é TOPICAL TIME
] ' [PRN TNIT.
4716/03 T | SONSCREEN DATE
RS 1 } {p| TOPICALLY TIME
—TPRN TNIT
DATE
TIME I D O D S DD DO I S S TR o
.......... . IN;T
o T e o | DAtE
TIME,
VSR I LN NI Y (P S Y SN B
= TG L, o T IN
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_AMRTC i 139972
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PATRICK R
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REGI(’ “\L LABORATOP"" ':ACILETY
QU,t,ut 1355 Mutel Boulevard, Waod Darw, IL601O1 ‘Ep p,, P 00
: D1agnost1(:5 ' . [mxwmn MO..

CLIA REGISIRATIUN 1400417052

_g Lab
1= 800 631 1390 (Cllent Serwces) ‘
- MEDICARE CERTIFICATE: 57- 090

B I 800 444 2!23 (Industnal Ciient Semcel

PATIERT R ACCOUNT NO. anumsmp
UDGL}GHERT_\Q F?‘QTRICI’\ _ e T : I—T(J 31816z SO0

SEX AGE PATIENTID DRAVYN DATE AND TIME HE RRBMEON ANOKA--METRO RT
Ml 56 O5/20/8003 8 x5y { PARTIALBEPORT | Ll | LAB

SPECIMEN ND. WT BOCTOR. 'nfcewmnm' 301 7TH AVYE N
615_1 24575 39978 LUCAL _ 0 /E'i:!/;—_JHt').":." AMNOKA, MM S5303

COMMENTS REPORT BATE AND TIME i

05/21/03 azon |

"RESULTS UNIT OF
AS

:| GUTSIDE REFERENCE RANGE 8

TEST NAME

B e T e e T e E e e 6151457

e PO







LUNIINLEHJ R 1"DF\'T :

PAe,) Quec
ALY Dlagnostlcs _ _ iional
-4 -~ 1-800- 631-1_390{CllentSerwces)

f_'_l 80{} 444 2123 (Indﬁsmal Cllent Serwce}

REGIP"‘\L LABORATOP" FACILITY
:355 m,ae: Boufevard Wood Da.d, I 60t9] ;

g mxmvwn MD o

DELBER?A F[SHEH M b

CLIA REGISTRATION: Mopaiiosy
. MEDICARE CERTIFICATE: £7.0520

PATIENT ‘ [ACCaUAT . RDUTEISTOP
QLOUGHERTY, FATRICH _ .4 X, ' Fisiles 4820000

SEX  PAGE PATIENT D DRAWN DATE AND TIME 1k sl ANOKA-METRO RTC
Ml 51 05 /20/2003 o315t | PARTIALREPORT [ 1| LAR

SPECIMEN ND. W(‘) DOCTOR [ FecenvE oATE 3301 7TH AVE NO
615124575 S99785  LUCAS O5/520/2003 ANGHA, MN  S85303

COMMENTS REPORT DATE AND TIME

UNIT OF
TEST NAME MEASUR
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