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Epidamiologie Notes and Reports

Resplrstory Ilinnﬁ Linked to Use of Asrcsol Leathur Conditionar -
- - Oragen, Decsmber 1802 S

Early on Decambaer 27, 1882, the Oregan Polson Contral Center (OPCC) notified the o
Oragon Health Division (OHD) of 13 persons In ons hausshold whe becama Il follew
Ing the use of an.asrasal leather candRianar. This report was similar to calls recsived
on Oecember28, which aleRed the OPCC to u passible sluster of tepans relnad ta the
product. Late on December 27, the produtt producer lssudd a volumary recail of this
praguct. Follawing the publis-snnounceirem of the racall, aa of Dacamber 31, the
number of preliminary reparta to the OHD and the OPCC of llinedn anscclated with the
spray Increased 1o 400 and Inveived appraximataly 680 persans. This repart summa-
rires the praliminsry investigution of thig problem by the OHD,

Althaugh the ciuster of reporte was reoognited by the OPCC on Decarmnber 27, a
subsequent review of telephone logs Identified calls en Degembaer 29 and on Decarm-
ar 48 Invelving » total of 29 peragns In 3ix houssholds who reportad ilinass
assocleted with the apray. Among psraans who reported sesking rrudical gttantion,
gymptome tepartediy began within a faw minutss 16 several houra (tynge: 2 minutes

-to 3 heurs) after using the spray to apply concitioner to lesthar preducts. Manlifasta-
tlons of the lliness mest commanly rsportad Included prolonged cough, shartnsas of
braath, end chest pain (desqrived 38 burning or squeszing). Parsora who sontacted
ths OPCL samplaingd of headsahe, maiuise, and fever a3 high aq 102 F (38 Cl, At least
thras paraans exhibited signe of pulmenary Infiltrates basad on redicgrephic exami-
netion; one parssn was admittad ta & heaphal with a diagnesis of adult respirstory
distress syndrame. At least four other parscns ware admited to hosplitals for observa-

tion or treatrment, For most persony, the symptoms sppeardd 1o resoiva Inless than 44
hours. :

rallowing the prompt voluntary recail, by December 31, approximately 275,000 of
a pasalble 388,000 cana of legther pratecter ware removed from 'ores and distribu-
tlon channels. The cana are not marked with speaific |t Ident!flare. The OHD snd CDC
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Aereso! Laather Conditionsr — Centinusd

are conduating epidemiologls investigetions and ressarch studise to furthar define tha
asso0iation between iliness and uss &f this product. « '
Repoited by: M Bmilkstein, MO, Cregan Health Boianass University’s Poison Control C 4
Keens, Phbay. O Fisming, MB, Biste l‘pldlmlm:m Health Dy, %rmm Pegt of m;:vg:“
sources. Alr Poliution and Respiratory Wealth 8, Div of Environmantel Heserds and Meaith
Effeats, Nationsl Gentar for Inviranmaental Haalth; Div of Pield Kpldemiolagy, Epidemiiogy
Pragram Offiee, COC. ' : S
Edtorlsl Note: Preliminary (nformation indicates the outbreak [s sssocisted with the
use of Wilsans Leather Protactor distributed natlenally by Wilson's, the Leather Ex-
perta, hsadquertarad In Minneapails, Lesthsr Protestor |s soid nutionsily et mors than
§80 stores ownad by Wilson's; the stores are operatad under several namea. Typically,
one ar two sppilcations of the pretector sre Intencied to be applied 10 naw leather
~ garments. Preliminary Information suggests that soms persons who axparisnced
-~ aymptoms had used the product indoors or In other arsan with limitsd vantliation, The
new product was distributed to Wilsona stores in Iate November 1992; howaver, rtores =
did not sell the new product untli the 6(d produst supply was exheusted. Salss of the :
produot in Oregon began during Decembar 20-28, 1992. .
krom Decsmber 27 through December 31, 1802, following publicity and contact by
the OHB and CDC, polaon cariters in ot igast 17 other states raportad persons who -
sxparianced spray-associgted symptomas; Polson canters in calfornia recsived st lsast
70 such reparts; Washingtan, 40; and Calorado, 35, Reports ware 1ise recelved from
Qecrgia, [daho, Malna, Massachussits, Minnesata, Naw Hampshirs, Naw Yerk, Ohlo,
Pennsyivania, Utah, Vermont, Virginia, Weat Virginls, snd Wisgonsin.
- The product |s packaged In B-aunce bleck aarosal sgns with red and whits lettering.
The cana are a new farmuiation of Wilsona Leather Protaster that had previougly teen
soldin a 7-ounca can. Tha new formylation |8 made extlualvaly for Wilsans, The major
product shenges invalved & shift frem cerban dioxids to propans aathe propailart and
from 1-1-1trighlorosthans to isooatsns s the scivent. The 8-ounca can gf lesthar pro-
tector spray contging 1.2% FC-3837, a propristary selutlon of 8 fiuoroaikyl polymer, -
The most cornmonly repertad symptoms suggost en adute chemical preumenitls
(1) or & hyperssnaitivity pneumonitis (2). Soma patients have had symptoma carale-
tent with Inheiation favers such as polymer-fume faver (e.g., chest tightness,
hasdache, shivering, fever, weaknsas, and shartness of breath). Thig syndrome Is
caused by Inhslation of fumes contalning pyroiytic products relsassd whan flucrope- . -
lymers ars heated to high temperatures. In most cssen, patierts with polymaenfume
fever have baen cigaretie smokers (3,4). Howevar, !t Is aleo possible that an ynknewn o
contaminant it the lgather spray may be sausing this liness. -
Persans should be warned against using Wilsons Leather Protactor. In additien, any
spray comaining polymers or solvents ehould only bs usad in ersas where thers is
sdequats ventilgtion.
A pravisionai cass definitien used by the OHD inaludes the onsetof sny puimonary
symptom (i.8., chest pain, shoriness of breath, and nonproductive sough) 8 hours or
lens after sxpoaure and sither radiogrephic svidence of pulmonary Infiltrates ar =
" leasttwg pulmanary symptomae snd ut leest one pulmagnary symptom lesting 12 ¢
er more. COC has requested that state health departments report cases to COC s -
a standardized cesn report form avalisble from CDC's Alr Pollytion and Rasairm-
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for Environmgmal Health, telephone (404) 488-7320. Rurther conaumsr Informatlan re.
garding this product is sveliable from the Censumar Praduct Safety Commiasion,

telaphone 800 638-2772,
Asferances

. Wee OF Healy KM, Bheppard O, Tong TA. Chest pain snd ‘ggpcxeﬂ;u fram lnh-lutlcn' of [
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2. Mink JN. Hypersanaitivity greumanitia, In; lpbr.ﬁg, 94, Clinice In chast medicine: casupatons!

lung diasasas: Philadaiphis: W, B, Saunders 1

3. Lawls C8, Karby QR. An epidemis of palymar fuma fever. J Am Mad Agsn 190819 1:378=9.
4. Albracht WN, Bryant CJ. Polymer fume fover asasolated with smoking ony uss of a1 mold-re-

loase apray sontalning palyterafiorosthylans. J Caaup Med 187:40:817.4,

Currant Trands

Alr Pollution Information Aotivities at m and Leeal Agenciss —

Unitad States,

_ Becauss afr pollution i & parvasive snviranmantal hegith problem In the Unied

Statas, one cfthe nationai heaith otjeativas for the year 2000 s to Increase from 48.7%
10 85.0% the proportion of pereans who live in cou nilas thet have not sxceeded any air
Quality standard during the previous 12 months (1). Publls support for alr pollutien
cantrol efforts (s critical if the netional Nesith objective Is to be schleved. T5 charse-

Terrkoris! Alr Poilution Program Administrators (8TAPPA) and the Aszoolation of Logsl -
Alr Polfution Cantrol Oifloials (ALAPCO), with the assistance of CDC, conductad a aur-
vey of state and local gir poliution comtrol agencies. This report summarizes the

findings of that survey,

In July 1962, a quastionnsire was malied ta 235 atate, torritorial, snd local sir pollu-
TIoh control agensies. Agancies thet did not respond were cantactad by telaphens, The
Quéstiannaire sought infarmation on stainmant of Natlonal Amblent Alr Quaiity

8tandards, publication of an air queiiy Index (s.g., the Poliutent Standards

Index

[PSI*]), Issusnce of farecasts or warnings, communication with autsida haaith offi.
olsls, distribution of sducational matsrials, and evaluatien of heahn informetion and
on alr poliution lsaues of grantest coneern 10 the community. Ot the 55 STAFPA agen-
cles, 48 (87%) responded to the questionnglre; ofthe 170 ALAPCO agencies, 149 (88%)
respandsd (oversil response rete; 18%). Together, responding iQunciss repregemted
44 status, the Olstrict of Colurnbla, and ths Virgin Islands. No aguncy wag represented

mare than onca.

Of the 197 reapondsents, 134 (68%! represantad ]urlgdl‘ctlenl‘ that had sxceeded ons

Qr mere Natlonal Ambiant Alr Quality Standards during the pracading 3 yaars. State
snd local sgencias that represented auch sraas vwers mars Hkaly to esloulate the PGl

*The P8I converty the delly measyred toncentrations of fiv
0.

major pollytants ( énl. oarbon
naxide leulate matter, nitregan dicxids ang sulfur alemm nto 4 A on
TE:?HI X valu of 100 oo onds (0 fgn Netons! Amblent Alr%\uu : St:n.a‘l.r';
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U.S. CONSUMER PRODUCT SAFETY COMMISSION

AUTHORIZATION FOR MEDICAL RECORDS DISCLOSURE

TO WHOM IT MAY CONCERN:

You are hereby authorized to furnish the United States Consumer Product Safety Commission

all information and copies of any and all records you may have pertaining to ( my case ) ) ‘ .
) h —_—
( the case of /%«)//q ‘/_’él g/'//“ﬂ-."é, ' -
4 Name . ‘

Se /- L ' | | o 3

Relationship to you

including, buc not limited to, medical history, physical reports,vlaboratory reports and

pathological slides, and Xeray reports and films.

-

/S~ XS %ﬁxjf%—/?lxb;, |

(Daced wmamre)

. , = B

(Witness)

CPSC FORM NO. 170 : ‘ S
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FIELD ACTIVITY covr—:as:-ls;r/
1. REGION/STATE 2 OPERATION (Check Cne) 1. DATE
FOCR . 2 ;gﬂ:ﬁm“e Contact Investigation 4. NUMBER (For RO Uss)
: -~ 930111CCN0O667
S_ESTABLSHMENT . ‘
. Name Wilson's %
City Minneapalis ——— State _Mn..__ Zip 55426 _ Telephone No.
&. RELATED FRM ( )Parent { ) Headquarters { ) Subsidiary ( )Cther
Name : ‘

7. PROOUCTS COVERED 8. OTHER CONSUMER ?RODUCFS

Leather Protector Spray

9. ESTABLISHMENT TYPE ] 10. ANNUAL PRCDUCTION _ -
( ) Manufacturer { )mporter. ' Product Covered S Units
( )Wholesaier (X ) Ownm Label Distributor Other Prodicts  §- Units _
( ) Retailer ( ) Repackager
( )Other -
11. LS. BUSINESS '12. SAMPLES COLLECTED 13. MIS CODE 14, HOURS. -
% Received Activity _12.0 -
% Shipped 33672 , Travel __4.0 -

| 15. REASON FOR ACTIVITY (Assignment Aeferancs)
Workplan assigrment.

18. ANNOUNCED { ) Ratonale for Announced Inspection
UNANNOUNCED ( ) ‘

17. EMPLOYEE'S NAME ' TITLE
Janice L. Mitchell, 8111 Investigator

"l
18.( ) ENDORSEMENT () REMARKS () SUMMARY () ofyeR
A 43 year old male and his 17 year old son suffered adverse rgbpiratory problems after
being exposed to chemical fumes resulting from the use of an aerosol-type "leather

. protector” product. Both victims were treated at a hospital emergency rocm and released.
Some residual symptoms, to include coughing, continued for 10-14 days._

- The "leather protector” involved in this incident, manufactured by Wilson's, has been
implicated in other similar incidents.

F/U: Refer to FOCR Compliance.

1. REVIEWER'S NAME TITLE SIGNATURE gz .

William E. Gentry, #8007 ' S.P.S.I. [c) @(‘,

20. REVIEW DATE 21. DISTRIBUTION ~—

2/24/93 | o: ereos, C: SRR FOCR(COP) . CECA, CERM, CS: BG, RF, NSH-RP

CPSC FORM NO..167 (Revisaa 8/85)

N
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1. CASE NO. 2 INVES‘I:!GATOR‘S 10 1. OFFICE CODE
930111CCN0667 8|11 |1 81310
4. DATE OF YR MO DAY S. DATE YR MO DAY
ACCIDENT T T T 'N:‘InEAs'[T"E%AmN T " T
912 1l22!5]| " 913 |0 11 j2!8

EPIDEMIOLOGIC
INVESTIGATION
' REPORT

6. SYNOPSIS OF ACGIDENT OR compLant __On 12-25-9

2 at approximately 0830 hours, a 43 year old male

and his 17 year old son suffered chemical pneumonia after entering a room in which

a leather protector had been applied to a coat.

Both were treated and released at a

local emergency Ioofm.

7. LOCATION (Home. school. efc.) .
Hame (Niece's bedroam)

0

l.A cry
Raleigh

9. STATE -
Tennessee

| T N
| I So—

10A. FIRST PRODUCT

Leather protector

11A. TRADE/BRAND NAME. MODEL NuMBer, Wilson's Leather Protector, 5 oz
MANUFACTURER & ADDRESS :

Wilson's, Minneapolis, Mn. 55426

108. SECOND PRODUCT

118. TRADE/BRAND NAME. MODEL NUMBER,

i

) MANUFACTURER & ADDRESS . B
n/a n/a =
12 AGE OF VICTIM 13. SEX (Use numerical code) 14. DISPOSITION ) 15. INJURY DIAGNOSIS
: e " ‘ . .
0lal3 Crowue 2 |1 T&R 1| | Chemical 6 | 8]
UNKNQWN -3 . . . .
R pneumonia(vapor inhalatign)
16. 80DY PART 17. RESPONDENTI(S) (Momer. Friena) 18, TYPE INVESTIGATION 19. TIME SPENT
. N . ON SITE 1 _—-—_'“[
8|5 Victim 1 1 1 210
all TELEPHONE 2 ( |
20. ATTACHMENTS 21. CASE SOURCE 22. REVIEWED BY YA o DAY
Multi ! . T —
9 ewpaper 0ls e lolz] g3k 2l2d
23. PERMISSION TO DISCLOSE NAMES ‘
{NON-NEISS CASES ONLY) CPSC MAY DISCLOSE MY NAME X CPSC MAY NQT DISCLOSE MY NAME i
24. NARRATIVE (See instructions on Other Sioe) 25. AEGIONAL OFFICE DIRECTOR REVIEW OATE
" Narrative begins on page 2.
\FRPRVLER NOTIFIED
’ No comments made
- mments attached -
AL <BxGiolons/RevteIons
—Firm has not requested
further notige
L 53]
L— NOWER SIDE AND ADDITIONAL SHEETS IF NECESSARY) - "

CPSC FORM NO. 182 (Revisad 10/85)

284
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Pre-Accident

The victim, a 43 year old male, lives "with_his wife and 17 year old son in a one-
story single family dwelling located in a blue-collar working class suburban
community near Memphis, Tennessee.

The \)ictim, a letter carrier with the U.S. Postal Service, said prior to this incident, he
had not missed a day from work due to sickness in over 10 years. He said he has

been in excellent health, and was not on any medication prior to this incident. He -

said he smokes cigarettes, averaging close to two packs per day, and has done so
for some time.

He explained that the day of the incident was Christmas Day. He, his wife, and son

went to his sisters home for Christmas breakfast, as their custom had been for

several years. He said they arrived there at approximately 0730 hours, After
greeting family and friends who were there, he said he went into one of the
bedrooms, which had been designated as the "smoking area’ to smoke a cigarette.
Time was approximately 0745 hours. He then returned to the living room and
kitchen area and ate breakfast. The family then began opening gifts.

The victim said his niece received a new waist length leather coat for Christmas
from her boyfriend, who was there. The coat was in a garment bag. When she
cpened the garment bag, the first thing that fell out was a can of leather protector
spray which came with the coat. He said she showed the coat to everyone, then
took it to her bedroom (which was the room designated as the smoking area).

Unknown to the others, the niece's boyfriend proceeded to spray the leather ccat
with the 5 oz. leather protector spray in the niece's bedroom, as it hung on the
outside of the closet door.

The victim said he went back to the designated smoking area and smoked another
;igarette around 0830 hours.

Accident - | -

The victim said he noticed a peculiar smell in the room when he went to smoke a
second cigarette, but assumed it was caused by stale cigarette smoke. After
leaving the room, he said he felt a pain in his chest, and began coughing violently.

. Post-Accident:

The victim said he and his family left his sister's house aroﬁnd 0800 hours. His wife
said by the time they arrived home, both her husband and her son felt so ill, they

immediately went to bed. She said they were complaining of shortness of breath,

A5



930111CCNO667

coughing, chest pain, fever, and chills. She said she telephoned her sister-in-law
and found out her niece and nephew were also experiencing similar sym ptoms.
After talking about what was occurring, they both realized the only unusual
occurance was that the niece's boyfriend had sprayed her new leather coat in the
same room that had been designated as the "smoking area.”

The wife said she decided to telephone the poison control center for advice. She
was told to take her husband and son to a local hospital emergency room for
treatment.

She said they arrived at the hospital around 1245 hours. Their temperatures was at
102 degrees F. Both her husband and son were examined by physicians and
diagnosed as experiencing chemical pneumonia. They were treaied, prescribed

[ —

medication, and released. e

The victim said he continued feeling very ill until -he began taking the medication.
He remained at home recovering for three (3) days. He said his son was home
recovering for 4 days, although he continued to cough for the next 10-14 days.

The victim said while he was being treated by the ‘hospital emergency room staif, at

least two physicians and one nurse questioned him on whether he had intentionally
inhaled a chemical for drug abuse purposes. He said such questions were insuiting
and contributed to the discomfort he was experiencing.

The victim's wife said several of the family members became ill after being in the
designated smoking room on Christmas Day, however, not all of them sought
medical treatment. She said she subsequently contacted the local newspaper and
reported her family's reaction to the leather protector spray, and found out that
individuals nationwide had sustained similar ilinesses.

The victim's niéce who owned the leather coat was visited and she stated she also
became ill and was treated at the local hospital emergency room. She said her
boyfriend, however, did not become ill.

She said he purchased the leather coat and spray leather protector from a store in
the Oakcourt Mall in Memphis, Tn. She said since the incident, ‘'he has
subsequently purchased a second centainer of leather protector for her coat,
“however, it was a different size (7 0z.) and contained different label statements. She
provided the original container for my examination and permitted me to phctograph
it, however, refused to permit CPSC to collect it as a sample due to possible
litigation. o '

The room designated as the smoking area in which the spray protector was used
wids examined and noted to consist of approximately an 11'x12' ‘area containing
fumishings such as a waterbed, two dressers, and a storage bin (a diagram was
drawn and is attached). The victim's niece stated the leather coat was hanging on
the outer frame of the closet at the time the leather protector spray was applied, and
left at the same location to dry. She said the room temperature was set at 73
degrees F. The window for the room was closed. There was no ventilation.
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Product Information:

Product ~ Leather protector, product in black
metal spray can, 5 oz. size, labeled
in part: "**WILSONS LEATHER PROTECTOR**
CAUTION: VAPOR MAY BE HARMFUL. CONTENTS
UNDER PRESSURE. READ CAREFULLY OTHER CAUTION
ON BACK PANEL, NET WT. 5 02,**WILSONS
MINNEAPCLIS, MN 55426%*",

- Manufacturer/Distributor . wilsons S
Minneapolis, Ms. 55426

Product Code ‘ \ "292" stamped on bottom of can

Standards Information:

Product is subject to 16 CFR Part 1500 under the Federal Hazardous Substances
Act.

Attachments: - - 2

1. Photographs

2. Authorization to Release Name
3. Medical Records Disclosure

4. Medical Records

5. Poison Control Records

6. Diagram of room

7. Assignment

A
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Photo #2: The leather protector
was sprayed in a small bedroom
which was being used as the
"smoking room" for the family
members who smoked. Both a

43 year old father and his 17
year old son became ill shortly
after entering the room.

930111CCNO667

attachment #1

Photo #1: This photo shows the
front panel of the 5 oz. leather
protector which was used to
spray a leather coat on Christ-
mas morning, the day of the
incident.
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attachment #1

Photo #3: This photo shows the markings on the bottom of the 5 oz. spray
can which states "292." ,
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attachment #2

U.S. CONSUMER PRCLUCT SAFETY CCMMISSICN

AUTEORIZATION FOR RELEASE OF NAME

Thank you for assisting us in collecting informaticn on a potential
product safety problem. ‘The Consumer Product Safety Commission depends
on concerned people to share product safety information with us. We main-

tain a record of this information, and use it to assist us in identifying

'and resolving product safety problems.

#e routinely- forward this information to manufacturers and private

_.labelers to inform them of the involvement of their product in_an accident = -

situation. We also give the infcrmaticn to others requesting informaticn
about specific products. Manufacturers need the irdividual's name so that
they can thain additional infcmétion on the product or accident situation.

Would you please indicate cn the bottcm of this cage whether you will
allew us to disclose ycur name. If you request that your name remain
confidential, .we will of course, hcnor that request. After you have indi-
cated your preference, please sicn your name and date the document on the
lines provided. '

| / You are hereby authorized to disclcse my name and address.
with the information collected on’ this case. A -

| I My identii:y is to remain confidential.

"D «/if ; ™ VMM\S /- 38-33
~(Sighature) (Tete)

U.S. GOVERNMENT PRINTING OFFICE 1834-—804-728

NGN
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- attachment #3

U.S. CONSUMER PRODUCT SAFZTY COMMISSION

AUTHORIZATION FOR MEDICAL RECORDS DISCLOSURE

TO WHOM IT MAY CONCERN:

You are hereby authorized fo fumish tie United Scares Consume: Praduc: Safery Commission

ail informacice aad copies of aay anc all zecords you may have pertaining o ( @y case )

Name

Relaciensaip o you

including, Sur not limite< i3, medical history, physical zeports. leboratory regorts and

pachoiogicai siices, aad [{rav recorss aaé fims.

| ’ /0 g . *"'?
/ j"‘" 7 7 (Signamurs) o

(Witness)

SC FORM NO. 170
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- . attachment 4 s A ancoRr
METHODIST. ;}g;gg;g'};“g%m e LABORATORY REPORT =25 ey g S
Wk MITHCONT HOSIIALL OF MMIVES (901) 726-7175- * - TM‘I’?JUMBER WARD TIME DATE PAGE -

Wb Anow What A Minade You Are.

(7 1620534 ) (aEDw 17:40 12725732 ) G
PATIENT NAME PANENT NO. ROOM NO. AGE SEX - DOCTOR'S NAME
ahaMy . LONALD 4 1620533 43 i I I

RESULTS

DATE TIME TEST NAME ABNORMAL  NORMAL

1"/"5/9
u.wna#qg”

AR‘TF‘H T :Hl.flﬂf) A
-‘APTF’P] 4l PR

-AI# {?i”'
F‘I(Nf‘ TURF

’h“

4095793 13210,
far F809°ﬁ

- HRMATOCR (T
S MEU LA

“MiEC BLMAD

1 PLACKIAC COUNT

-
3 ke

- 4 PATIENT HAME - PATIENT NO_ ROOM NO.  AGE
B e e SIS A “Yvi
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X-RAY PROFESSIONAL SERVICES BY: ™~
MEMPHIS RADIOLOGICAL PROFESSIONAL CORP. DEPARTMENT OF RADIOLOGY
[mm]=
23798234 01620533 16-72-7S North Radiology . ER V/
ADAMS, DONALD L. Age 43 WM
ER PHYSICIAN
12-25-92 CHEST PA AND LATERAL: Heart size is normal.

Minimal  chronic appearing densities are noted in the right
upper lobe. No active infiltrate is seen.

12/26/9

METHODISL | _

W MEHOOST HOEPTIALS OF MIEMPHS 3
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It you have remitied within the last 10 days, please disregard this siatement.

ROBERT E. LASTER, JR.
EDWARD H. MABRY, JA.

mw»._.mz_mz« MEMPHIS RADIOLOGICAL PROFESSIONAL nozwogdoz Tax ID No. 62-0859738 .68:5 NUMBER AMOUNT DUE
) 1211 Union Ave., Suite 350 P.O. Box 42047 Memphis, TN 381742047 . Tel: (901) 725-1623 5 oLt
F E SE S RE E ATEMENT DATE
ACCOUNT NUMBER PATIENT NAME ACILITY WHERE SERVICES RENDERED A OOEO: & Im:.:.: STATEMENT DAT!
R Ky b, e nde T AT R with Payment s
DESCRIPTION - AMOUNT PATIENT NAME
i LA 1 Sh N e SR L,
2,39, 0F CEMPESTEA TS L LECUNALC DERLTH RENFV T E . PHYSICIANS
: . HOLLIS H. HALFORD, JR, WILLIAM €. ROUTT, JR.
g g WILLIAM E. LONG RICHARD Q. BATES
e JOHN M. DOBSON 1 FRANK D. PARKS
: JERRY W. GRISE ROBERT R. YARBROUGH
JON C. JENKINS " TOMMY 8. FOWLER :
ROBERAT L. COCKROFT HOLLIS H. HALFORD, Il

MARK W. WEATHERLY
R, MICHAEL FLEMING

JAMES W. BOALS JAMES R. MITCHUM
ROY KULP, JR, M. TERESA BROOKS
ALVIN J. WEBER, 111 MICHAEL A. LEMMI
DAVIS D. MOSER DALE E. HANSEN, JR.
BRIXEY R. SHELTON LINDA K. COX
RADIOLOGISTS FOR:
METHODIST CENTRAL HOSPITAL  GERMANTOWN COMMUNITY HOSPITAL
METHODIST NORTH HOSPITAL (METHODIST EAST)

METHODIST SOUTH HOSPITAL  EASTWOOD HOSPITAL

REMIT PAYMENT TO:
MEMPHIS RADIOLOGICAL, P.C.

STATEMENT DATE

DIAGNOSIS CODE | LOCATION] TOTAL CHARGES AMOUNT PAID

BALANCE DUE

L I

i & L

RN

mmwvozw_w_.m PARTY INFORMATION

T ——
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. ER 23798234 \omzvgsg:%km s semr = e
w 7 Too1723 METHODIST
1780 WARNER -AYE '~ : L e ow W i Y e : - PATIENT AFTERCARE SHEET
% MEMPHIS TN 12/45/92 iThe treatmentyourecewed in the Emergency Dept is an
C R =3 - E- 354422 -8 emergencytreatrnentonly It is your responsibility to see your
: AN i for follow-up and continuing care. You must make any
GENERAL INSTRUCTIONS: oo ; : tments and necessary arrangements yourself and take
—_ No weight bearing. ‘thrs form wrthyou fo your doctor.
—— Elevate affected extremrty as much as possible for.— .= i} .days.
lce pack to affected area intermittently for days. 3

——— Watch for excessive swelling, numbness, or biuish cobraﬂoi}_of fingers or toes.
-7~ You have been referred to Dr. ( follow-up care. Make an dppointment to se& your physician
- . .. ‘days.
— An x-ray was performed and a preliminary mterpretatron Vvas made. The final report will be made by the Radiologist. If
any significant changes are made, you will be notified at the .telephone number you listed.
—_— %rrap ace bandage if too tight or loose. Rewrap at leasfonce daily.
: prescription you received contains a substance that may make you drowsy Do not drive or dnnk alcohol whrle taking

ication. e
(/‘;'ﬂh:.::scnptron you received contains a substance that tends to upset your stomach. Do not take medication on an empty
stomach.
e A laboratory test requrnng several days for completlon was performed The results will be forwarded to your doctor.
You may be excused from work or school for * _{not to exceed 24 hours) For time beyond this period, approval
-must be obtained from your private physician or company physrcxan
You may return to work or school today

-

- P et rldbe————— . -

INSTRUCTIONS FOR CARE FOR SUTURES: T ' - _
L83 ~
___-—s:-;_(ﬂ-—MakB-an-aDnannenttoseeyour.doctor N T P _ e e
o (2)"Ke'e'b'sﬁtchesclean& dry. - -=- j};—- T Il T .

. e

3 Watch for infection. See your "doctor if redness, swellmg, or drainage " developa -
(4) I you return fo ER for suture removal, you must bring tﬂis form and come between the hours of 6:00 a.m. and 11:00 am.

INSTRUCTIONS .FOR CARE FOLLOWING HEAD INJURY: . I

k) .
— (1) Eatlightly for twenty-four hours. No sedatives or alcotiblic drinks.
(2) Awake patient every two (2) hours for the next twelve (_12) hours.
(3) ¥ any of the following symptoms occur, contact your doctor immediately. if you are unable to reach your physician, return

to the Emergency Department for assistance. ‘,t
A. Inability to arouse or awaken patient. = .
B. Inability to move arms and legs equally. “-r

C. Vomiting, convulsions, mental confusion, restlessness double vision, blurred vision, drainage of blood or clear liquid
from nose or ears. %=
D.. Severe headache unrelieved by medication. -

S N
IR
v
2 : ! ; _
Prescnpbons recerved oA Medrcahon receiveg mER ST
s s :
DISCHARGE IMPRESSION g > "-&x’/
OTHER INSTRUCTIONS: kel

T Vude zo dinee 4. A)&Mx 2 brse. fotin ./,:_’q,_.%_?
(JD’W(A,_-‘ v e ﬁr r/\/),ea,a/ J/)/Lev.p(a..g J‘

hours or, if you become worse at any time, oontact your phystoran right away. If unable

to reach your physician, return to the emergency departmegt
Y ~Te

| understand these instractions and accept them: y D N 9 ‘L-D\ ({(/(NI"S

|NSTRUCTED£ ___on £ /t{g_ ,L,\/ Nurse Date IQ/PQ/ S

_____If you are not much improved in
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T Kovonw Pt A Mimche You =~ - ___MEDICAL RECORDS — -
—
' i PART | GENERAL CONDITIONS OF EMERGENCY MEDICAL TREATMENT - CONSENT TO TREATMENT S
Esmuﬂunhnmudhmmmmdhﬂmmaﬁa“mnmdmﬂmnmmdmm
. v

A MEDICAL_AND SURGICAL CONSENT: The unde: igred 1 any . m(XMGMDMMMlMBWMMMM
of blood and DIXOS Of cres of wummmdmm.mm),wwummmmme
dmmm.mmmumwmmmnmdhmcn—umwwmwmdmm
or other by per ) in tras _awmmmmwn“mummmwwﬂwwﬁn&

a wmmmmmmmamm«mdwm.mmammnquminwwmwnm
- Q wn-wmnwm-mum“mmmnwumuwumammwmam
dmopnnammmnummmwhmmummm“wmmw.

m«wmmmhwmmnmmtmmmmmwmh%hmmm-xvnamxtxm
_n-wwmnmlmmruo-dm:lammmmnmemmmsumm«m irformation
umuawmammtmmmdwmunwmwudmmmnmwmmmmmmw

il
i
|
|

and I
mimmmummmmdamammummm stiormey feea, (which shall equal one-third of any balance due!
ﬂuﬂmmwmam.mmmbmumw munnmmdmummmnmuwuamm

cmdmmmm(summ“mmmumdhmm.
THEUM:ERSSIEDCEHTIFIESWWMMMWWMMMM@MNRWAWWBmEPATIENTmDu.YMnBORIZED
R@RESMNEOFTHEMMDWEF&EGMMNSOFWNAREM
lthbMMMm(qum'w.wum:m.mwMWum iaahility which inhidits or preckues that patient’s ahility to legally

u‘w)mmmun&wmmwmm

Wssm(amm)MCawnme [
Responsibls Policyholder(s)'s Signature for insurance Asaxg (m ‘

2

DATE
o N o on s A Lﬂfb%ﬁf
H ety P e O . ol w10 L

(4]

| have resd and/or expisined the above information and DarTs of this form outining ai stalsd he 'S gl and the patem/-
BSDOMSION DAty app to fuly these conditions as stated.
ADMISSION OR

CAT. UNIT NUMBER ADM/SERVCE DATE & /A H-‘YSB!ANNMIEANDNUMBE‘ %ﬂiﬁ. m%:-
R |16420523-001 i#0/25/92 IF TWM ' 12:47 2579873
PATIENT NAME |WS$N' CATE CF BIRTH AGE MS RS‘ %:E ¢
anars pONALD L 410-B4-1395 12/0571949 (42| W WMl 1 |8
F N . CHURCH HOME PHONE

0_OTHER * . | MO _PREF - .| e01-gss-zDal
PATIENT ADDRESS — UNE 1 PATIENT ADORESS — UINE 2

1780 WARNER- AVE MEMFHIS ™ 281271335

US POSTAL SERVICE - UNK MERMFHIS TH 0000Q | 00
OCCUPATION - EMPLOYER'S PHONE PREV. ADM. DATE PREVIOUS ADMISSION NAME

' ETTER_CARRIER . $99-999-5999 [00/00/00 | 23798234
msoumumwmeassucvmmssraewws PHONE NUMBER REI.ATW‘“P ADDRESS

ATIAMS DORACE b01-257-4419 [FATHER : 00000
COMMENTS: _ PATIENT IN ANY HOSPITAL LAST 80 DAYS (WHERE)

RESPONSIBLE PARTY MC/SSN # *FELAW RP UNIT ¢ OWN/RENT [ PHONE NUMBER
ATIARS DONALD L 1410-86-1296 ELF 14620532 901 -255-3
ADDRESS — LINE 1 YEARS | ADDRESS" — LINE 2 RP ACCT. NUMBER PHONE NUMBER (BL
1780 WARNER AVE MEMFHIS TM 28127 E-354422-8  [995-999-5
occumnon | ETTER CARRTERFS We UNK - | =
US FOSTAL SERVICE |aoRess MEFMFHIS TN 00000 -~

o R T )

NATL ASSOC OF LETTER CARR|NATL ASSOC.OF LETTER: CAR:GHEY
A POUCTHOLDIR it € S catih it S it S

%= 5. DONALD

\DAMS. 7o Y% -

":'::“axa 1:"‘;‘0%;’;? =.§ - .mm_..,“"-»m’.., l.:wsummw pimats { {
0n/00/00 . . 1410-86-1396 P.0. BOX 2648 SCOTTSDALE AZ 85z
EFFECTVE DATE . GROUP NUMBER oy SUGE .

0C/0CG/00




790 0118 (12/90) (OCR) 2 pt.

“PLEASF '

0O NOT SEND TO PATIENT*****xwwwxwwxx 05090
STAPLE i
INTHIS PLEASE FORWARD THIS CLAIM TO
AREA YOUR INDIVIDUAL INSURANCE
CARRIER***THANK YOU=*
~eca  ACTP# 0040781  ARC534 P CO e HEALTH INSURANCE CLAIM FORM 5078
1 MEDICARE MEDICAID - CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S L.L. NUMBER {FOR PROGRAM iN ITEM 1) t
. . HEALTHPLAN __ BLKLUNG ;
* Meocare " (Meacaid #) T (Sponsor's SSNI T (VAFile #) 7] 1SSNoriDl [T} iSSNL - [TIYID) 410861396 i
2. PATIENT 3 NAME -Last Nama. E-rst Name, Iidole inmal) 3. PATIENTS BIRTH DATE SEX 4. INSURED'S NAME :Last Name. First Name. Miacle inmai :
. MM DD YY — .
ADAMS DONALD Lc 12 @5 494 X Fi ¢ ADAMS DONALD
S.'PATIENT'S ACDRESS ‘No.. Streen &. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS «No.. Straet
1788 WARNER DR Sed [ Yeoousai_| i Cra_  Omen 1780 WARNER DR
cTy | STATE (8. SATIENT STATUS ciry TSTATE :
i _ : \ :
MEMPHIS t TN  singer_; Mameg ! x Olhern MEMPHIS . TN
2P CCDE TELEPHCNE .Inciuce Area Cooer ZIP CCDE | TELEPHONE JINCLUDE AREA CCCE;
Employed Full-Time — Pan-Tiner— I .
38127 ( 9901 353-3332 Stucert _ Stuoent | _ 38127 ( o0l 353-3332
. OTHER INSURED S NAME ;Last Name. Frs: Name. Mioole intiat) 10.15 PATIENT 'S CONDITICN RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER
3 322
a. OTHER INSURED'S POLICY OR GRGUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS; a. lNSUREhD"a DATL_E, DOF BIYRYTH SEX . '
" —— — t
Mves - w0 12 05 49 MX F ;
». CTHER iINSURED'S DATE CF BIRTH SEX Te—1b. AUTO ACCIDENT? PLACE (State) [ b. EMPLOYER'S NAME CR SCHOOL NAME K
MM [s]n] Yy — i
— — [ :
M P s e .S Postel Serviee i
MPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? W, Lga‘.l‘. €. INSURANCE PLAN NAME OR PROGRAM NAME N 4 L ;
' . ¥ s ?:F‘F'*r SEND TO PATIENT****~xwawFrwx
d. INSURANCE PLAN NAME OR PROGRAM NAME 1C9. RESERVED FOR LS-.AL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN? '
N D YES D p <o If yes. retum g ana compiete :tem 9 a-g. !
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PEASCN'S SIGNATURE | authonze '
12, PATIENT'S OR AUTHORIZED PERSCN'S SIGNATURE | authonze the reisase of any ical or other mi| of madicat benetns to the undersngnea physician or sx.opner for !
1o orocess :ms c:am. 1 aiso fequest payment gt government benasns eitner 10 myset! Cr 10 the party wno acceots assignment samccs gescribed beow. H
baiow. R .
SIGNATURE ON FILE 12/28/92 SIGNATURE ON FILE
SiGNED . e e e e DATE SIGNED e e o
13 OAT: CF CURRENT. ILLNESS (Frs {15, iF FATIENT HAS HAD SAME 2 " SIMILAR ILLNES 18. DATES PATIENT UNABLE TCWORK IN CuF IENT 2 e
[s]s] Yy INJUSRY Acc: H H GIVE FiIRST DATE MM YY [ oo i ls]
] ;,‘2 gr < PREGHANC* i FRCM 1
1= NAME oF REFSRRING SHYSIZiaM CURCE f 172 1.0, NUMBER OF REFERRING Z=YSICIAN 8. HOSP|TAL.ZAT|C‘J DATE: AELATED TC CURARENT SEBV:CES
r 3 i [o]5] M oD vy
P 30% FHOM TO
i 19. AESERVED FCA LOCAL USE / 20. CUTSIDE 1AB? S CHARGES
Tives T x|
121 DIAGNCSIS SR NATURE CF ILLNESS CF MLURY RELATE iTEMS .23 CR 4 TOITEM 24E 8Y LINE- ] 22. MEDICAID RESUBMISSICH
+ CCCE CRIGINAL 387 ..C . :
466 0 . i '
_ ) - 22, FRICR AUTHCRIZATICN NUMEER
R i s e
.24 a EEEE-IN 2 3 = <] H S <
T DATE 5, CF 3ERV CE..  Face 1 Type| PROCEDURES, SERVICES. CR suwu:s DIAGNOSIS DAYS ‘E"’b» ] P ——
: Frem e o i el | ? Unusuat Cct CODE $ CHARGES I OR (Famevi gng 1 c:‘a P ocALUSE
oM []a] vy ML =)o) Yy -wchgrv-cg CPTHCPCS i MODIFIER - KUNITS! Ptan . ~
H : . ‘ | i i :
4 12 28 92 . 3. 1 99203 1 92 00 i 4
! . 1 ‘ I - ' - ! !
, 12 28 92 i 3 A 710290 1 58 0¢ 1 ] '
* | : - | 1 !
. 12 28 92 ' : 3 P 36415 1 S 00 '
| Co L] r
J 12 28 92 : A 6 80019 1 32 00
12 28 82 © 3 L B5024 1 25 00 JL 5
! : !
. ; | | ;
25, FEDERAL TAX 1.D. NUMBER SSN £ 26. PATIENT'S ACCOUNT NO. 27, &\CCE” ASSIGNMENT? 128 TOTAL CHARGE . 29, AMOUNT PAID 30. BALANCE DUE
A ) S or QOVi. Clanns. see bacK} !
A MS 2ls 212 005 23 op i3 Pazass
41. SIGNATURE OF PHYSICIAN CR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SEAVICES WERE |33, PHYSICIAN'S. Sg@liER%B’.!NG Gﬁzb G‘JCRESS. 2IP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (Hf other than homae or oificer ;’;\ ‘ & PHONE ¢ d .
il certiiv that the statements oOn the reverse . - BQRTLETT—RALEIGH INTERNQL ME[
20piy 10 this bill and are mace a cart thereot.i reeeyt end 5134 STAGE RD SUITE 300
MEMPHIS,TN 38134
DATE PINg 7 V- - i GRP2
. X LN
APBSCUED Ev AMA CTUNTIL O WMED'CAL SERVICE 288 PLEASE PRINT OR TYPE 90i , S s s L ora s

UV Ti~CONCO O’ZW



; PATIENT/ADMISSION TEM NO. 1883
W i e & s 930111000667 FMC 10790 \
W Tacne What A Miragie You A%e : attactment: 4 '.
'.PRI'ENT NANE ER25798:34 AGE [ RS {MS UNIT NUMBER REFERRING PHYSICIAN 000000 ng ‘;
ADRaMSG DONALT L B UM | 1420%33-001 [ MD _REFER., DR, E-23%544272-
PERSONAL PHYSICIAN [EMER. RM. CH(‘I; M&S SUPPLIE? PHYSICIAN FEE| . OTHER CIMRGES AMOUNT PAID .
MOME n : ! X L ) !
[3 Accoemm POUCE Am|FAMILY NOTIFIED -\ DATE M ) ':" \‘ PR
E - S Y
MERG. DR. HOUSE STAFF ADMITTING PHYSICIAN (INITIAL LAST) DATE OUT '.f ’
. M
13
ALLERGES BROUGHT BY AMB. NO.| NS 1__ NS : N NS 3
HE DA PFRIVATE [VEHICLE “EB-]- i
SHEF COMPUANT PATENT PHONE T R

[} SEND COPY OF CHART WITH PANENT »
0 DONE

RETURN OR SEE DR

IMMEDIATELY ¥ WORSENS, OR IF NO BETTER IN ____ HOURS.

NURSE'S SIGNATURE)

(MOUSE STAFF PHYSICIAN'S SIGNATURE}

{MERG PHYSICAN'S SIGNATURE)

CONDITION ON DISCHARGE / TRANSFER
0 coop. O SANSFACTORY

ROOM #
0 semous O cRiicaL X~
{ATTENDING PHYSICIAN'S SIGNATURE)
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Recelpt pate L& [ IR L No.h78830
RECEIVED FROM /@' &/Q‘C% $395 (7 )
" FOR RENT = H{J = /"’/’Lﬂ./t_/f\)/,»:‘/ DOLLARS
" FOR

| T
~ - | BALANCE DUE {t-~ 1 \_’

G

FROM TO .
+0 v Lf ACCOUNT ' L : 2 ; cash f
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. attacdmet 4
NALC Health Benefit Plan le FORM FOR UNASSIGNED BILLS
20547 Waverly Court, Ashburn, Virginia 22093 . . - .o oo S??E\enf'ts‘mll Ef pa'd to member)
(703)729-4677 -~ - T ATEMENT OF MEMBER ™ *7*"° :
| <2 cOmpIetemmandmsepammmfomchpmmandemwmdaryw "cl <
{0 CHECK BOX IF CHANGE OF ADDRESS b
SR MEMBER INFORMATION =~ |2- ""PATIENT INFORMAT!ON |
SOCIAL SECURITY NUMBER S ’ “ ,‘._ L ;_.;‘q__”“‘ .- - _ - !
[BI{IQI [ggol -1 L:SIjlgg| . _PATIENT CODE _%H
EMPLOYMENTSTATUS: ACTIVE Bl WUHWD sunvxvonmnunmt: .LWEDmnfL{li‘-‘.L .q-akmr'h(‘ . l
NAME - ) )
" Donald L. Adaome =  la-0e99
| 180 Wear ner Dr" nsﬁﬁéu&féuaﬁ%g L=
Tt en~phit Tov 3?127 S e oo '
TELEPHONE [BAYTIMEY I9nl 2 S22 - gggg WARITAL STATUS  wammiep D .SINGLE O DNORCED O

Are charges relatedto ~~  YES NO “Hyes, gwe T rmm s smemes imsmes emeesses el
or coverad by: - L = . e Gmm - e
3. Workers' Cornpensanon i_'_} q Dalaofaccxdent dwgnosnsandcompensatlonc!anm# ! /

4, Accidental lniury o o.
L SiEte Tk

"' ,o' . N o5+ \ _lsdaxmcovaredbym-fadtautmmm? YEs O Nog Thlrd;artyﬁabﬁty(wbmgabcn)? Yssg.f’om 2
/("S lf yes, Insurance comﬁa_z-ﬁy‘;h-a-me and ‘address W i) sanle C\ gl Monx 2o m et
| \:,;YQ RO AR Y. Yo N um7/ 19 | MGAREA o i Ko w
5. Medicare = QL Medicare ldentifi wtxon Number _ ‘“ - ; r\l Lness G\J'o
" Effective date: PatA __ /7 7 "*"“PantB ‘
§. Cther group medical/ ] é ¥ yes, Is insurance issued through active amploymem? YES O NO O £4i-35.
dental coverage . - _Isthisan HMO policy? YESTO NO OO . / Lollect
Name of person to whom issued Relationship to patlent
Name of organization or employer through which obtained ' ‘ {,l ¢ Coavcumer
HOSPITAL OR MEDICAL INSURANCE: Name and address of other insurance company __ [Prsdact Sape by Lan
. o . — -%00 G37-477¢
_ Effectivedate__—_/____/____ ACancallatnon date____ ___-L@‘,_ w1kl
- Pohcy# - i Self_Oﬂy-g- Fardlly on wWilsink Lexd,
DENTAL INSURANCE: - Name and address of othar insux'ance company { Pateclar
Effadive date Ty Ty .. Cancellationdate_____/_ /.
Policy # _ oo Tt~ 'SelfOnly O Family O

| authorize any holder of medical or other related information to release to NALC Health Beneﬁl Plan any mformauon in regard to myself
_ormy fam1y necessary for processing this or any related claim. ~ ~ 7"

e~ o193 "2 Davi [-18-9:
‘Member's signature ~ + - - - . .- “Date - - - - -Patent's ¥ignaturs (parent, if minor) - . Date
| certify that the above information is correct, thatthe enclosed expenses were incured | WARNING: An
. ymtennonal false statementor willful
for the named patient, and {hat | am a member in good standing of NALC. .. ... . “misrepresentation relative tothis claimis aviolation
p : 1-18-9 3 . .| oftthelaw punishable by a fine, mpnsonment or

> e cr A 1

—_— o~
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' CLAIM FORM FOR UNASSIGNED BILLS . - attachwert 4

NOTE: When filingclaims for doctor, laboratory, x-fay, durable madical equipment, etc. expenses, attach fully itemized bills. Bosuwttndiagnosxs. date
and description of service, pahenfsnamanddwgohuachsowmnmdicabdonaﬂbﬂk. Enter total at bottom.

Tbmmwmwptanydamhnnwhmmuummmmn .::' b omag v ety T
Iiamﬂwusuranoocunpanysmmaryonﬂudmm hwoxplamhonofpaymnlbmmstbomdudodforeadrh‘llsubmﬁnol

. PRESCRIPTION DRUGS AND MEDlCINES Uso ONLY for prescription drugs and medicines. Lxst each prescnpuon ona separata fine and complete each
eowmn. ATTACH DRUG BILLS SHOWING IIFOHIATION LISTED BELOW.

o | mxnuveeR NAME OF CRUG B | - DIAGNOSS LLNESS TREATED) CHARGES
) 32-25-92 %‘*bEfTM Cnscimnandis 13567 1% Y0iqy
/‘ . ) S o / . ytmqu D) : Sl :0g
{ , i o Losd c,.u\ 3 20 on
) - ) 11‘;'3};0'.4'.1.';{~lmt 4 1§80
o et £ OSiSo
J]2=-2S-9A| M e mphit : 210D
12-2%8-92 B0 .L. a2a2 92 0n
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“lsmAr gopial 22 op
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|
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!\
: TOTALORUGS $| D i 8
= TOTAL ALL OTHER CHARGES $| tJ9¢ i &= D)
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0 NEW COVINGTON P 4056 attachment 4
MEMPHIS TN 38128-0000

INSURANCE PENDING:

lll"llllllIll“llll'llllllll”ll“lll”lllllIIIII“<
DONALD L ADAMS

1780 WARNER AVE

MEMPHIS TN 38127-1335

NATL ASSOC CF LETTER CARR

L P TR N T kT e B RIS TATTR T

METHODIST HOSPITAL
P.O. BOX 1000, DEPT. 97
MEMPHIS TN 38148—0097

A-—mt"_iﬂ >34 “""L‘?.-:-F"Hb.&f 1.9- -21—73’&.\‘)'51&.’_‘5732?" SRS T F it el IS

b APL-F R N S e R el e B S R SOORE L TNTIA ST L T Tl T

ER23798234 DONALD L ADAMS

251.50 01/23/93

12/25/9212/25/9212/29/92 -

PAGE 1 OF 1

THIS IS A STATEMENT OF YOUR ACCOUNT. RETAIN THIS PORTION FOR YOUR RECORDS.
CHARGES OR PAYMENTS RECEIVED AFTEF( THE STATEMENT DATE WILL APPEAR ON YOUR NEXT STATEMENT

i R S RIS P S DA e B . o OO ORI T LT IS . ° '_..‘.‘.-‘3.

R Vsl - . .-

12/25)9212/25/9ii'7%:7'i

251 so 01/23/93‘

12/25/92

~———

000089 CHEST PA & LATERAL 65.50
12/25/92 000682 HEMOGRAM 51.00
12/25/92 000783 BLOOD GAS/ART 80.00
12/25/92 013567 EMERGENCY RM LEVEL 11 46.00
12/25/92 027883 VENIPUNCTURE 4.50
12/25/92 027883 VENIPUNCTURE -4.,50
{
|
IF YOU HAVE ANY QUESTIONS, PLEASE CALL -
PATIENT ACCOUNTING @ 726-8375 (MON-FRI 9:00AM - 4:00PM) - 251.50
OR VISIT US AT 1211 UNION AVE,SUITE 500.PLEASE KEEP THIS ——-—rr-mmm ——m———
STATEMENT FOR YOUR RECORDS. INSURANCES, IF SHOWN ABOVE, U .00
HAVE BEEN BILLED. YOUR AMOUNT DUE AND DUE DATE ARE ALSO ARG
SHOWN ABOVE. THANK YOU FOR ALLOWING US TO SERVE YOU. PSR 251.50
. v i Ji
Ti"’{ -\:\;'— N e - .
METECLD = T | , s
W2 Ao Whett A Mincle Yorr e ACCEPT [ENENEENE SR \ .&‘”—» ‘ SEE REVERSE =

3

304



METHODIST IESICAL SESSREE 9301110010667 AuC 10/

W Komww Shat A Miwcie Jou Are _

MO REFER. DR. E-TTM 47

OTHER CHRRGE-S AMOUNT PAID

DoMALD C 17 unb 471187-002
S pess T b M&swwu?

9%—9_;195
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. e , L BB b P "‘ . q :

muams
™ jer| T | P
. / WA =
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] OONE

RETURN OR SEE DR IMMEDIATELY IF WORSENS. OR ¥ NO BETTER IN R
e rE T TN ral TIMOUSE STAFF PHYSICIAN'S SIGNATURE) IMERG PHYSICAN'S NATURE),

(ATTENDING PHYSICAN § S.GNATURE} %f
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. * attachment 4 .
ER 23798245  004711a7-002 METHODIST. -
ADANS,. _C 2 017 S
TR 001942 . We Know What A Miradle You Are
" MENPMIS ™ 12/2%/9 EMERGENCY DEPARTMENT ROOM NUMBER -5
i MEDICATION E%sﬁ »
TIME BP ,4 T P R EQUIPMENT. & LABORATO ' . OBSERVATIONS IO
1300 3 ol 102t dis | 24 Bt s = % LT 4wt ams B B
. ! Meels - N - 4 A e //-/ braid,..

. v
E5k4 [ Ah R 4 I:r«L d:z-zmcss’ 5039#.’ j%u
Mealajse 7 b<sing

Py Exppsed Fo /ta#'.’:r
lp rotectint P4 Stetes
Srrokes - {q,ao/ L2 éhgﬂl'n n &2

Srve !l room here &
leathey <cont Had jicst
bezr frced) = rﬂ’b?{’ﬁ&n v
Or _anmve/ pr_Z 2. ¥ /s
2n _ atlempt H Hke 4/(@
In Smf"*""ﬂ" <aaav(f

A /Aqé«u( o ()d"l(oqa

Puloconimeicr _ 95% ESserdielly norme —
/35T Shosente Nnin pir LT | —
/3Ly ' 75 c%m~ e, el 07
o , jp /
/‘3§§ : 5" proved Z{o S ad
' I{&C&w-/&t Ao, AP 1—
1415 ozl , Cgéne[ T
1¢351 - _ %Lom-’aj b <
| ﬂare,n-ﬁs Pedle CI-N
pﬂS/ /e}_{ .é oj(‘/b:/
Qno/%’éaé?' ; b
6*1 P P —
SIGNATURE mmaLs| SIGNATURE mimiaLs| INTAKE | OUTPUT

i Rt oo |t el [0 (0 |£P

FML 1310 10/87 . INHOUSE ROOM NUMBER:
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MEI'HODISI hﬁ%{oﬁﬁgﬂw Qg LABORATORY REPORT ey a0 wemEY q‘”@

Wi METHOOIE NOSPIALS CF MININGS (901) 726-N7. mee W?HIJMBEH
W Know Wi A Mirade You Are 471187

PRTIENT NAME PATIENT NO.

930111CCNO667
attachment 4

WARD 4 TME DATE PAGE

23012725797 ) @

ADAMS s PUNATD € e 476187
TEST NAME

RESULIS
NORMAL

Grows
LR, e 07

.

EEEe

ROOM NO. AGE

.t




| | : - : 930111000667
: attachment 4

e *___ .
PR " X-RAY PROFESSIONAL SERVICES BY: NS
MEMPHIS RADIOLOGICAL PROFESSIONAL CORP MENT OF RADIOLOGY
| mlmlm
23798245 00471187 16-72-74 North Radiology ER Y///

ADAMS, DONALD C. ‘Age 17 WM

i

CHEST, TWO VIEWS: Heart size iz normal. There are

12-25-92

prominent intercstitial markingzs noted throughout both lung
fields present, and the possibility of an interstitial
pneumonitis . .cannot be excluded from this examination. No

discrete focal infilt?ate is seen.

e

TPrinted: 12/26/92 09:46 - | ,

cCs

FAX # 3719317 : o




930111CCN0667

attachment 4

It you have remitted within the last 10 days, please disregard Ihis statement.

wnwn..qmzmzq MEMPHIS RADIOLOGICAL PROFESSIONAL CORPORATION 144 1D No. £2-0859738 ACCOUNT NUMBER AMOUNT DUE
) 1211 Union Ave., Suile 350 P.O. Box 42047 Memphis, TN 38174-2047 Tel: (901) 725-1623 ok P RS Lo
MB PATIENT FACILITY WHERE ES RENDER| D
ACCOUNT NUMBER ENT NAME ,>or WHERE SERVIC NDERED . Um..mo: & Return STATEMENT DATE
RETERE-E SO Ay ST TS Mgt with Payment SIPITRES
DATE DESCRIPTION AMOUNT PATIENT NAME
12002 LU - f 0 8 LATERN, ., 31 G0 R L R A
12009792 CORMEREYAL JHS FILEDAHALLG HEALTH MENEFIY " PHYSICIANS .
: I e ] ) HOLLIS H. HALFORD, JR. WILLIAM E. ROUTT, JR,
.v _p...;mn LOLATE, YOUR 2000001 SUSEER 1 110 Uit WILLIAM E. LONG RICHARD G. BATES
T SORHER OF THE 3T4ATEMENT - DEF DRE et LB JOHN M. DOBSON FRANK D. PARKS
LFT SORHER OF TME ..f.;..,zmz. LEFDFE Gl LEH, JERAY W, GRISE . | ROBERT R, YARBROUGH
JON C. JENKINS TOMMY 8. FOWLER
ROBERT L. COCKROFT HOLLIS M. HALFORD, 11
ROBERT E. LASTER, JR. MARK W, WEATHERLY
EDWARD H. MABRY, JR. R. MICHAEL FLEMING
JAMES W. BOALS JAMES R. MITCHUM
'ROY KULP, JR, M. TERESA BROOKS
ALVIN J. WEBER, Il MICHAEL A. LEMM}
DAVIS D. MOSER DALE E. HANSEN, JR,
BRIXEY R. SHELTON LINDA K. COX
RADIOLOGISTS FOR:

- (METHODIST EAST)

METHODIST SOUTH HOSPITAL  EASTWOOD HOBPITAL

REMIT PAYMENT TO:

MEMPHIS RADIOLOGI

ICAL, P.C.

RESPONSIBLE PARTY INFORMATION

STATEMENT DATE

TALANLE, 000

C1 14753

DIAGNOSIS CODE | LOCATION]| TOTAL CHARGES AMOUNT PAID

T (1 i g &

ALY

FE0 WART g, T

ADMPIE

EMENLS 1id 60— a0
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9301110CN0667 - EMNL 1883
- o attachment 4 : '
L. - - PATIENT AFTERCARE SHEET _ =
S " METHODISL -
ER 23798245 004713 © e
ADANS., . ‘ 87-002 wromasiuin PATIENT AFTERCARE SHEET
; i c 2 017 The treatment you received in the Emergency Dept is an
’xvao"u“"m et 0013940  emergency treatment only. it is your responsibility to see your
"”» 1l ,ﬁ E physician for follow-up and continuing care. You must make any
E’%ﬁ SrRucTIoR#. 12/25/99  appointments and necessary arrangements yourself and take
E-354423-, ; this form with you to your doctor.

;..__.Nowelghtbeanng.
— Elevate affected extremity as much as possible for
—— lce pack to affected area intermittently for ays.
— Watch for excessive swelling, numbness, or bluish cdoraﬁonofﬁngersortoes. }
Youhavebeenraferredtoor : forfouaw-upwemkeanappoammmseemphywan
in days.
— _ An x-ray was performed and a preliminary interpretation was made. The final report will be made by the Radiologist. if

sngmficantd'nangesa:emade.youw;llbenottﬁedatthetalephonenumberyoulnsted

Rewrapacebandagenftootughtorloose.ﬁewrapaﬂeastoncedanly

Theprescnptlonyourecewedcomainsawbstanceﬂ\a may make you drowsy: Do not drive or drink alcohgl while taking

this medication.
— The prescription you received contains a substance that tends to upset your stomach. Do not take medicatlon on an empty

stomach.
— A laboratory test requiring several days for completion was performed. The resuits will be forwarded to your doctor.

— You may be excused from work or school for—— (not to exceed 24 hours). For time beyond this pericd, approval
must be obtained from your private physician or company physician. .

— You may return to work or school today.

~days.

INSTRUCTIONS FOR CARE FOR SUTURES:

o (1) Make an appomtment to see your doctor on
{2) Keep stitches clean & dry.
(3) Watch for infection. See your doctor if redness, swelling, or drainage develops.
(4) If you return to ER for suture removal, you must bring this form and come between the hours of 6:00 am. and 11:.00 am.

INSTRUCTIONS FOR CARE FOLLOWING HEAD INJURY:

—— (1) Eat lightly for twenty-four hours. No sedatives or alcoholic drinks. -

(2) Awake patient every two (2) hours for the next twelve (12) hours.

(3) If any of the following symptoms occur, contact your doctor immediately. If you are unable to reach your pmfsnctan. return -
to the Emergency Department for assistance.
A. Inability to arouse or awaken patient.
B. Inability to move arms and legs equally.
C. Vomiting, convuisions, mental confusion, restlessness, double vision, bluned vision, drainage of blood or clear liquid

from nose or ears. -

D. Severe headache unrelieved by medu:atxon '

_@ Prescriptions received —_ Medication received in ER
'DISCHARGE IMPRESSION _ 6”0"4""1""5 /
OTHER INSTRUCTIONS: 731/!»\0 / z ~%¢ JSor km / meds  as Jrerceter

Reteern ' Yo get . worcc / /-Z_Aﬁay Yo wiHK Dr

o .., -~
. ~ J

______ lf you are not much improved in hours or, if you become worse at any time, contact your phys:aan right away. If unable
fo reach your physician, return to the emergency department.

{ understand these instructions and accept them: _MW _ e
IN UM lél/ 25 [q2 .
STR . Nurse Date = | 0
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93011100667

-» |4 CARRIER

DL=a3s '
DO 1O” SEND TO PATIENT**wwxwaxuxwwx 0500 attachment 4
S PLEASE FORWARD THIS CLAIM TO
AREA YOUR INDIVIDUAL INSURANCE
CARRIER***THANK YOU*
——rcs  ACTP# 0040641 ARCS534 P CO o HEALTH INSURANCE CLAIM FORM 5068
!1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 'a. INSURED'S 1.D. NUMBER FOR PROGRAM INTEN: *
HEALTH PLAN BLK LUNG :
': 7 # ™ \Meccaia # 7, (S SSSN) [ (VAFie ) [ (SSN or IDT I_, iSSN) [ 1% 410861396

2. PATIENTS NAME rLast Name. First Name. Mioore mitian

ADAMS DONALD o

’ 3. Plu IENT S BIRTH DATE SEX

_yg\g 14" 78w ™

3. INSURED S NAME :Last Name First Name. bhoae inia!.

ADAMS DONALD L,

15. PATIENT'S ADORESS 'No.. Street;
|
i

] 6. PATIENT RELATIONSHIP TC INSURED

T INSURZZ'S ADDRESS Nc.. Sireer

1780 WARNER DR | st TiXpouse™ e X Ome 1780 WARNER DR
CiTY ' STATE | 8. PATIENT STATUS Citv Tare =
i —_— — —_ .

MEMPHIS I TN snge [ Xuamea T Omer] MEMPHIS ™ 2
. ZiP CCOE i TELEFHONE .ncuoe Area Coce) | P L0z T2.E3-CNE NCLUDE AREA S22 §

1 ’ .

Empwoyved Full-Time —— Pan-Time -——

;. 38127 ( Sep 353-3332 X swdenn .1 Swoen: 38127 ( s 353-3332 §
T OTHER INSURED 5 NAME (Last Name. First Name. Miocie ima) 70.15 PATIENT'S CONDITICN RELATED TG 1. INSUSES S POLICY GFC U= G2 P20~ MUMBER s
i . =
; [ 322 2
! a. CTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURE&}? DAT[E) L‘OF BIyRJ'H Gy g
‘; YES ) ] '~ M— s — R
! O X 12 Boll Ty X. — B
t. OTHER INSURED S DATE OF 8IRTH SEX ~«+b. AUTO ACCIDENT? PLACE !State) |n. EMPLOYSR S NAME OR SCHCZL NAME o

MM OD — —_ — —_ : .
Mt F i YES l__.)(o N : E
_'.‘ LOYER'S NAME OR SCHCOCL NAME ¢. OTHER ACCIDENT? L. \Sc"\ ¢ INSURANCE PLAN NAME OR PROGRAM NAME . E
Wves X W0 5oy SEND TO PATIENT*=w#wwuxaiinsld
¢ INSURANCE PLAN NAME OR PACGRAM NAME | 100. RESERVED FOR LOCAL usz a. : {EFIT PLAN? ) ;‘_

EX&O ¥ yes rewrn 3 anc comolete @™ ¢ a-d

READ BACK OF FORM BEFORE COMPLETIN

10 orocess ts Sianms. 1 aIsy resuest pa of govi - il

: 12, PATIENT 3 OR AUTHORIZED PERSON'S SIGNATURE | autnonze the re;
either 1o mysell or to the party who, accepts assignment

G & SIGNING THIS FORM.
@ of any medical or other i

13. INS 'S QR AUTHORIZED *ERSON'S SIGNATIURE 1 autnanize
paymen: o' Mmagical Danents 0 ir2 mcers‘g'\ed onysiZian ¢r suaoner for
serv:cas cascnoed oelow.

betow SIGNATURE ON FILE SIGNATURE ON FILEi
| siGNED — DATE e e e o e e -
1 DAT— c’ CURHENT iWLNESS 1Fust symcicm: OR 15. IF PATIENT HAS HAD SAME OR SiN! um ILLNESS T3 VLRY IN CUREENT © A
‘ INJURY {Acciger: - OR GIVE FIRSTDATE MM DD T Bs o :
i ‘)\ QLS' 7 2\ PREGHANCYILMP : 13- 1(., i PPN <
117 NAME OF REFERRING PHYSICIAN OR CThZR SOUACE O Zus

:mc,

172, 1.0. NUMBER OF REFERRING PHYSICIAN

ALZATICN DATES RELATED T
d [shs] Yv

Methediat Hoaco iy 7 o
j ¢ RESERVED FOR Locar us? 3CmAA3EE .
i X :
: 27 CAGNCSIS OR NATURE OF LLWEES OR INJURY. (RELATE IEMS 1.2.3 CR £ 70 ITEM 24E BY LINE; ' ESCEIASSION R
T3.3INAL REZ NC
! 466 @ A !
' — 3 = 23, PRiCA ALTHGRIZATION NUMEER
I
12! e o = .

22, A - - D ] E = . G - b el 4 2z
| - DATE:S; OF SERVICE Pace | Type PROCECURES. SERVICES. OR SUPPLIES|  53GNOSIS o oS S ¢ mEsE > 2
v 0D vy MM DD YY | corneacs T oD ! cooe sceadaEs | Gns!fan sue feoRt Tiosal 'g-

} , . ]
| 12 28 92 99203 1 92 00 1 | . S
I T '
- - [ =
12 28 92 3 71029 i 58 @0 1 | | &
, ) | -4
. . -8
12 28 92 3 L 36415 1 5 08 1 ]
l 17
c
12 28 92 A L - 80019 1 32 ¢ 1 o
| 2
| i ‘0
5 ! 7
o
- ' 'z
25. FEDERAL TAX I.D. NUMBER SSNEIN | 25 PATIENTS ACCOUNT NO. z7, éccEPT ASSIGNMENT? |28, TOTA. CHARGE 25 ALOUNT PAID 55 BALANCE DUE i ;
621468260 X { e1842517C No s 187 0ds )Q7 pq! s Lrier—pe
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 4 u._nems AND ADDRESS OF FACILITY WHEFE S8RVICES WERE. [33. PHYSCIANS. 9 @GR S7-1:502°9 @DORESS. ZIP CODE | !
INCLUDING DEGREES OR CREDENTIALS REN (If other than home of office i
{1 corthy hat the statements on the reverse *Foide | BARTLETT-RALEIGH INTERNAL MED'
. " .
appy 10 s Bl a0 e o £ e B M eCeyh 5134 STAGE RD SUITE 300 |
I 00000 encfoscd ] MEMPHIS,TN 38134 1.
SIGNED 1/11/93 o ‘ PINg GAPe LY
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8:88) PLEASE PRINT OR TYPE 9 ol B v ooe, (1290, o

FORM OWCP-1500 FORM RRZ- 1500



NALC Health Benefit Plan

20547 Waverly COUH Ashburn, Virginia 22093 -
(703) 729-4677

930111CCNO667
attachment 4

CLAIM FORM FOR UNASSIGNED BILLS
(Benefts w:!l be paid to member)

STATEMENT OF MEMBER
. <z Completeln fuumdusoseparatefonnfamchpmemandeacnwmdﬂyear 2

[J CHECK BOX IF CHANGE OF ADDRESS

St ’ MEMBER INFORMATION 2. PATIENT INFORMATION
‘ SOCIAL SECURITY NUMBER . S o
T Jo -8 16]—0 1219 16i .| w-ewem - PATIENT CODE
EMPLOYMENTSTATUS: ACTIVE 1 ANNUITANT 0  SURVIVOR ANNUITANT O '
::Esls)om,_\& L. AAame mmw?m?“rxg..l,,\_ C.q_r L, Aqumﬂ
1280 Wornee D I =" SV
M ermahic T 28127 ~ Seon
TELEPHONE {DAYTIME) q o [ ] g S“g~ 3 3 3 & AR STATUS o O SNGLE ){ DNORCED O
Are charges related to YES _.NO : - _ ; -

if yes, give:
or covered by: .

3. Workers' Compensation

O ®

Datecf acczdent dlagnos:s and compensanon claim#

. /

X o

4. Accidental Injury

{ Tk . ) Iy - L (Pen_"
Date, place and diagnosis 12 | 257 ZQ i\ Sante Leadlen
[+]

Pr’[\ ‘['Er‘l“ﬂf‘ LL.LA 4 “/'f'n u,{\\;

= -é-‘-\—!l-cvmz(d(n

n.r
5. Med i_care er

8. Other group medical /
dental coverage

Name of persan to whom issued
Name of organization or employer through which obtained -
HOSPITAL OR MEDICAL INSURANCE: Name and address of other insurance company

DENTAL INSURANCE:

: ' £
y% of
F N"

Is claim covered by no-fauit auto lnsurance? YES C] NOTI Third party Babilty (subrogation)? YES §] NOCJ [

_modf yes, insurance companysname and address MM;J_L“&_MMQ comess o
bnn € Huwy 109, M.AA.;TnAlLr MN Sewll/ leg, e,

f Medicare Identification Number MNosocsy (o S erd,
Eﬁedwa date: Part A f___ 7 PartB A oy SL
= E{ if yes, is insurance issued through active employmem" YESTO NO OO S4,-25 QJAI
Is thisan HMO policy? YES OO NO O ~
Relatxonshxp to patient ___/ Ll'c‘f"‘_/ﬁ

o S oASLiAne -

/pﬁoalu,-{- Sck;c.{?«
[1-ena =(p2%-277.

Effective date J /. Cancsllation date / A O . .4 103,

Policy # - Self Only O Family O on L. Lr et
- Name and address of other insurance company ' _ Pr O"‘CL?LA ~

Effective date / . Cancasllation date / /

Policy # ’ : " Self Only O Family O

| authorize any holder of medical or other related information to release to NALC Health Benefit Plan any information in regard to myself

or my family necessary fgr p ing this or any related claim.
"Nl d f e 1y£-93.
Mémber's signature . Date .

C ) MAA

Patent's signature {parent, if minor)

[-1§-93

Date

I certify that the above information is correct, that the enclosed expenses were incurred

{for the named patlan,t[n Jal

WARNING:AnyintenﬁonaJfalsastatementon}villful.
misrepresentation relative to this claimis aviolation
of the law punishable by a fine, imprisonment or

| am a member in good standing of NALC.,

[-/8-93

Membar‘s slgnature

Dato both. (18 U.S.C. Section 1341 and Title 5 U.S.C.}

CONTROL NUMBER.

“AEEET.

cr-f e




930111CCNO667

CLAIM FORM FOR UNASSIGNED BILLS attachment 4

NOTE: When filing claims for doctor, laboratory,
and description of sarvice, patient’s name

ThoPlanvallaeaptanydamformvduchprowdesmsammfwnnon.

If another insurance company is primary on this claim, their explanation of payment furm must be included for each bill submitted.

x-fay, durable medical equipment, etc. expensas, attach fully temized bills. Be sure the diagnosis, date
and charge for each service is indicated on all bills. Enter total at bottom.

" PRESCRIPTION DRUGS AND MEDICINES

Use ONLY for prescription drugs and medicines. Listeach presmpbon ona saparate kne and complete each
column. ATTACH DRUG BILLS SHOWING INFORMATION LISTED BELOW.

DATE OF PRESCRIBING
DAECF | mxnumeen NAME OF DRUG PHYSICUAN DIAGNOSIS (LLNESS TREATED) CHARGES 1{
11-25-92 Me;“sz ik Yo~th H—Q(Eﬁi erm.L 4 (‘/sou—\ Cerany § Yeion ‘}
. y ki v
P \ ) Ue....p 20N, (981 5[ [o)e)
L A - Blood teas/ At 182 8000 4
\ \ NN Usii piunctune 27833 %S0
/ \ N let Putten) RIS SO
~ / Im RE . 78, 0O\ 21 <
12.-28-9 Kerniat T Verohsn 49203 LS A2cof
{ ' " 7/020 ""‘»’:’.‘kf,.;; s OO': Q
) ‘ ] X %L&‘?"[S Qem.r PRSP .S_ [o]a) 'wﬁ
D) - g0n19 Smac 33 cofd
[A-35-1.1£533133 |Erythnremycln ‘ Reoncbicker [easly o080 € 29 A
192512 [C.e 2313 N dese - ‘ N T T 7 12 i0%]fa,
‘ ‘Z&Mr.em The Pharmaq'AmenaTrusxs .——;
T «xﬂ' ary woel e g e '\___l i l
_ L |
'[f ~ m
|
- "'{ﬂu’gw&l. The Pharmacy America Trusts —
.:g:: ol "'hf“"“ prufm 3RI-vsET o
— "o " g_ _‘-—, H
_ DDNALD“(; ADAMS
b | e I R
>3 DR -
g QTORT LR g :
_ Z —
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9301120667
attachment 4

INSURANCE FEMDING:
NATIOMAL ASSOC LETTER CAR

1 AMOUNT '
{ ENCLCSED :

MAIL TO:
ACCOUNT NO. PATIENT NAME | ADMISSION DATE | DISCHARGE DATE |STATEMENT DATE| AMOUNT DUE | DUE DATE
[ ER23738245 DONALD C ADANMS 12/25/91212/25/92291/@6/9P .89}
N ' & PEEASEDETACH UPPER PORTION AND RETURN WITH PAYMENT &
T . T . FAGE 1 OF

METHODIST NORTH

THISIS A STATEIViENT OF YOUR ACéDUNT. RETAIN THIS :
CHARGES OR PAYMENTS RECEIVED AFTER THE STATEMENT DATE WILL APPEAR ON YOUR NEXT STATEMENT.

ey o e, s ¢ Sphat

PORTION FOR YOUR RECORDS.

ACCOUNT NO. ' PATIENT NAME i ADMISSION DATE | DISCHARGE DATE |STATEMENT DATE{ AMOUNT DUE l DUE DATE
| ER23798245 DONALD C ADANS 18/25/9212/25/9201/06/ 35 2. 86|
W
DATE ' HOSPITAL CODE DESCRIPTION . l AMOUNT l
122592 13567 EMERGENCY RM LEVEL II % 46.00
122592 682 HEROGRAN ; 51.080
122592 783 BLOGD GAS/ART i 89.88
122532 27883 VENIPUNCTURE . - a.s8 |
1228532 27333 VENIPUNCTURZE .58}
122553 83 CHEST PA & LATERAL 55.58 |
122352 6163 NATIOMAL ASSCC LETTER CAR 3.00
] . _— | !
|
\ .
' - TOTAL
FOR INFORMATION REGARDING YOUR ACCOUNT, FLEASE CALL 251.50
PATIENT ACCOUNTING®  726-8375 (MOM-FRI 9:BBAM-4:08FM). | enwam _
’ INSURANCE = =
{SEE REVERSE} 251.506
THIS AMOUNT 9.@9

METHODIST




930111CCNO667 TEM NO.

METHODIST . : attachment 4 i ¢
r"‘”"’""‘”‘*’“”‘ - - _ MEDICAL RECORDS _
PART | GENERAL CONDITIONS OF EMERGENCY MEDICAL TREATMENT - CONSENT TO TREATMENT - <
[ »
MMMNMhW"hdeNMMGM&P‘" and o of the M“M!ﬂmdﬂcm
A Wmwmnwmwmambwmuwnmmmmmm
of blood and Biood Droducts, -muw«-mmm prosthesis within a patient’s body), photograph ana/or othar services rendered the patient by memoers
of the m«m mumcr and hospral the instructions of the physician or dentist. The undersigned 2is0 CONSENtS to ObERrVAtONS Of JUMKCA, disgnostic,
or ather by i mmawmmmmwnmmammmwwawwq
8 TISSUE DISPOSAL: Shouid my hoanital stay irvolve the removal of any tissue or parts of my body, inchuding fetiss or afterbinth, they may be retsined or disposed of by the hospital.

PERSONAL VALUABLES: It is undersiood that the hosoital mantane & safe for money and valuibles, and that the hospital will not be resbonaibie for loss o damage {0 any money or property
of the panert of Others uNess Cekvered 10 OF CECOaNd with the hosprial for safekeeping and & witten 3afekeeping reCMOt 18ausd by the hoaprtal thereior.

Wmmuhnmnmtmdmmwmdummmwwmmmm
the need 1Or hosortal services, the purpose of the patnert enwnng the nosoital, and the and trestrment. R is understooa that the Pracbcs of MedICing 18 Not an exact
SCHNCE, A N0 CUAFANTEE Can be gven Dy aNyOns as to the results that will be attained.

[}

]

PART . RELEASE OF INFORMATION, ASSIGNMENT OF INSURANCE BENEFITS AND FINANCIAL AGREEMENT

INE PAY_INSL MMWMQMGWWPCMWNuwmd
| M

B The SEVERN.LY“MM“IWI« that in consideration of the servicas renderad to patient, payment of the account is
suaranteed anmmmmmwm‘dmm wnmwnm* While or protecton retated o
the hosortal account and ble di the hosprtal, the undersgned undarstands that the obiigation 1 pay the hosortal billis primarily on the patient ad the undersigned,
and recsived by the hasprtal will be applied to the patient's account, any part of the account not 30 paid by insurance is neverthsiess owing and paysbie. In case of default of payment,
mnummummmmaaMumAmu jon, all coilection fees, attorney fees, (which shall equal one-third of any balance due), cost and other expenses
wnllbopudhym.urmw h and is waived. | further agree that cus o the high cost of billing and refunding amail amounts, the hospital will not bill or refund

or overpayments of baltunmoohs(szomonftu except On & of the responsible party.

THEUPOEHSGNEDCWESWTHEIS&EHBREAD.OGNBEENREADMFOREGOING,HASRECENEJACOPYHEREOFISMEPATENTORDULYAU'IHOREED
REPRESENTATIVE OF THE PATIENT, AND THE FOREGOING CONDITIONS OF ADMISSION ARE ACCEPTED.

¥ patient is unable to executs above form (because of some disability, such as being a minor, non mentis, i or other disability which inhibits or preciudes that patient's ability 10 legauly
W)Wlhumhd%(tﬂ“mﬂ#ﬁwm . -

Patient's Sigr {or-Repr ive) for C to Te
Responsitle Policy (s)'s Sig for Inw Assagnment: m

’
AlliFinancially Resoonsible Individuals: ‘L

21 A B
| have read and/or explained the above information ana ai pans of thes torm G all stated Cor o gyent jo pabent's respQosio J:’"— am the pabent/-
responsible party appears o fully uncerstand thess concibons as stated. \ ‘ ". \/

SIGNATURE OF ADMISSION PERSONNEL OR RORJIED MOSPITAL AEPRESEND

CAT.  JUNIT NUMBER ADM/SERVICE DATE rg\r n;’ceo PHYSlcwf v ER T, B . . wmmsa ACSONNT 'RUMBER = — &
ER 471187-002 d2/25/921F | alli " e . » . "'?1 , 22798245
PATIENT NAME - _ ICKNAME 3 AGE | MS [RS s'Ec_ <
Aliamg ‘ ODoNaLT CAREY /1471975 117 S 4 '
RE N ] CHURCH ) HOME PHONE ]

0 ATHER ' MO FREF Qo1 -En-3522
PATIENT ADDRESS ~ UNE 1 PATIENT ADDRESS — UINE 2 -

1780 WARMER AYE MEMFHIS ™ AGLI71325

EMPLOYER EMPLOYER'S ADDRESS IE.NGTH C
STUDEMT B} - UMK MEMPHIS TN QCO000 | 00
OCCUPATION EMPLOYER'S PHONE PREV. ADM. DATE PREVIOUS ADMISSION NAME

STUDENT T pPe9-999-999% 100/00/00 23798245

PERSON TO NOTIFY IN EMERGENCY/NEAREST RELATIVE . PHONE NUMBER RELATIONSHIP ADDRESS

ATIANMS : DORACE 01-357-4619 |GRAMDOFATH : ! 00000
COMMENTS: - PATIENT IN ANY HOSPITAL LAST 80 DAYS (WHERE)

RESPONSIBELE PARTY mlssn » RELATIONSHIP RP UNIT # OWN/RENT | PHONE NUMBER
AlipMSs DOMALD L 1410-86—132%6 FATHER 14620523 P01-a5a-2%
ADDRESS — LINE 1 YEARS | ADDRESS — LINE 2 . RP ACCT. NUMBER PHONE NUMBER (BUSIM
1780 WARMER AVE MEMFHIS TM 28127 E-254423-4 [999-999-39
OCCUPATION: LETTER CAHRT@NFSM“ : UNK ey
Us FPOSTAL SERVICE MEMFHIS -TN. 00000

MATL ASSOC OF LETTER CARRL&&TL -ASS0C-OF. LETTER® CAR

: fﬁw”‘“41o Ce6-1396 - =005

o T OQAZ T R e ki
0C/Q0/00 ! 410 846-12 96 i F.0. BOX 9668 SCUTTSDALE AZ B525
e v T L | momeiogn i o i . e
EFFECTMVE DATE GROUP NUMBER POLICY NUMBER - ADORESS/STREET oy m)i~ b N

00/00/00 : , = ;

INSURANCE CARFER IWW | - Im — \?IS




Pe = ent Medical Hastow:mm_mm_ﬁ_‘

: AAP OPERATIVE POI 30111000667
14621801 CC CO SON CENTER REPORTI9 tachment 5 _
" pATE: |£- ———lp 5% Aot | i (e omter | FRASON(D ‘°Lv.,..
: Resction Unknawn
. C.Z/i’::'m.m dm Qo ' 1) _ & Suicidel 10. Drug 13. Uninown

See b Meaea TEEFE FE ORERIE BB S

PATIENT DAT. CALLER DAT

Name: A\wmld Adams e Trer fdams =

Telephone no.: { Relationship to patien;: S i::her e FOat:\heerr L{ /1 'Q[C

Address: Telephone no.: { ﬁz’ ) 33—3’333 L

Address: = Memphis
L = mo. x Weight: —lj_ }Z(lbs —_0 kg Zip: County:
Sex: Yllale c Female Z Unknown Site of Caller

Site of Exposure

O 0o o o a

Residence __

(] Workplace —

] Health Care Facility

o School
Check her; if patient' is pregnant = : Medical history unknown G Other —
PMD name & no.: o Unknown .

. SUBSTANCE DATA . Pz/ '
Substance: J =0 ] ‘ Y ‘;‘"C('-JZI/
Amount: ‘ ywdrode d 'QD me.s
Ingredients: %‘FGU [ 3’3{' ”&k S > Manufacturer: \N)’ﬂm , .
- \O.
Loloe\ 299 St/

308 04y

Tir;e of /Since exposure: i ° PT_C_/

Route of Exposure: = ingestion Rlnhalation/Nasal ]

O Unknown

Oculer ZDermal [ Bite/Sting ] Parenteral T Other

HISTORY, ASSESSMENT, SYMPTOMS & CALCULATIONS

_ History (witnessed? amount verified? other products/vicllms?)
4!2%@9— Callers  sm < h

_ﬁwmi—

S{:&%; bt |

indlu o, Rssibly
Ceughirg, gagginyg

RGO (,L & bcotes real

Assessment (symptoms expected? rationale?)
Initial assessment (choose one)

O Asymptomatic
Symptomatic, related
D Symptomatc. uneiated
. Symotomatc. unkrowr ¢ reiateq

4 \'\S\L

y esed ﬁr [OQ»/S”

ub|ective‘t:omplamts/ob;ective findings = No symptoms at this time

A e~
b..:o?\\"(\- <

D No ather products suspect
bcmé\m puff:sﬁ lp:\c ooy Yhat cak wos
ng was cutr, “Thy [G
1"!'2‘5 /s uﬂ re fhow lcpc (are
S SUS belw es:re" IZgw‘.

\ de ep, co\c\. Qdu\\s}

CThue t S mo&o\o%z\ s

P&@M%Q&%@

‘II;\' 3! (lp

ecalved e~



N 9301110CN0667
" Treatment attachment 5
- Facility:’ -

Code:

MANAGEMENT PLAN, FOLLOW-UP NOTES AND OUTCOME: (Time & date each enfry)

Treatment suggested: AC’F

Symptoms to monitor: | | 5 S(o}h.“\
Qbu\gé.,ui oY C,\fk&.\-'\nqé, 3@;_\&5 gq\i?r\\ , A%SQY\QC\. ) QNS e /
ée{)re:fs\d\- y NJJ/D, Bod AR

|

!

I

|

|

I

|

|

]

|

i

| o
: Follow-up schedule: Q - “'\ c
: Ooerd siskar calls
!

!

|

|

!

I

!

[

|

I

|
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| eier ¥ RN | =% S (ecelord QXR. & QLU
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CONSULTANTS/RESOURCES USED: C Medical director 0 Other consultant
» G Texts - G Other ‘-Q-E-Paisjnde);a
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: 930111CCNOGG7
COntinuation oPttaChment 5 YL2Boyp

SOUTHERN POISON CENTER ~ [coniimuacion oft M™  r—

, . ¢ L e
- . .,":_‘..

848 Adams Avenue ¢ Memphis. Tennessee 38103
Location: _.

Substance: Lu‘ff‘#.ﬂ‘"‘k“‘l"" : 'Phone. number: .": ‘353- 3332
DATE TIME NOTES MUST 8% DA-‘I'!D AND .lﬂ‘!ﬂ 8Y PERSON MAXING I—TIIIS
(2/8/93 [19¢3 | ot indimdeye ,umm.‘.} — Lo, %}w__,
/ / s acL dawyﬁ—q‘s ld// ~See L“'D 'w.fl-(j
/ / | | U

3/ /o | GRS | NP 1o g
o/ floyl] v -
_ 7/ 14:3
/ / K
/ 7/ : )
/ / : -
a4 :
/7 :
| / 7/ :
/ / :
A
/ -/ :
/ 7/ :
/ 7/ :
/ 7/ : '
/ 7/ :
/ 7/ :
/ / : ‘
/ / s
/ / :
/ / : :
VA : B o
/ / I 318




9301110CN0667
attachment 5

AUTHORIZATION FOR RELEASE OF PATIENT INFORMATION
VIA TELEPHONE

" TO: Peter A. Chyka, Pharm.D.
Executive Director
Southemn Poison Center, Inc.
848 Adams Avenue
Memphis, TN 38103

You are hereby authorized to release to the US Consumer Product

Safety Commission, Tennessee Agent Janice Mitchell to
investigate incident.

f\e/ni /\c G !
the case data that involved the following person: j( as &Li J A YT

- - A i
SRS Yois e Acla S
[

My relationship to the above person is checked below

O Mother . O Father O Legal guardian ”-
O Seff XOthcr. please describe / -_HJ&.Q (,U L. + nedt /u /cl

-—h\&:t%ur C_-,, )'(e LL) ,\kr,é,,r\

Verbal authorization given by telephone on the following date: -

Slgned yl‘.,wuh——t_’l 9( ’% k(*}——v

Date \\3\\ ‘4.\®5C

For Poison Center Use

Date received,

Case no.

7/1989




AAPCC COOPERATIVE POISON CENTER REPORT 9301110cN0667
attachment 5-

14621802

= ) S g CALL TYPE(T) Victim (V) | Exposure Type (E) REASON (R} (o
pate: J2-7.5° ) A - {one oniy) {one onty) ove ooyl | acs ey N
. . T Rpeune Tmen . Lot S Suicided 10. Orug 13. Unknown
. _.H ~ i :::M-v:nm 2. Animat :‘. ﬁ::m : :ewu.nd 7. Misuss ", Resson
See = |He 23] s S I om Nl b S
8. Unknown
PATIENT DATA V : CALLER DATA S MD O RN
. ]
Nam <A H(Jdm 3 ] €M Mamg O RPh O OHP
( )J . O Self O Father
Telephone no.: i Relationship to patient: Mother I Other
Address: Telephone no.: { C( ¢ ‘ ) 3 3 3 3 3\
‘| Address: 5 Memphis
Age: ﬂ_ 0 mo. 2‘@5 Weight: )g() Z‘( .0 kg. Zip: County:
X Male T Female "0 Unknown - Sm of Caller Sits of Exposure

- . 1 E{)_— Residence ____
‘nent Medical History: —_Healthy _— No chronic meds x No known allergies

O 0——— _  _ Workplace - o
Kc‘sm rakru?ftbl ems — Breathieg mCJC"Nﬂ,(L 0T e i
Mfdi Ll“‘ Klum ] School a
Check here if patient is pregnant JJ T Medical history unknown =} Other _- ; a
PMD name & no.: i} . ‘ O e— _ Unknown _ - a

Subancer Leallor hdectn o

Amount: ‘ ‘\ n ‘f\ﬂ.leA 'S‘U mes _

Ingredients: ,! D !V('L\Q_O\’Y\ ‘b\s\_‘\\ > @mLaL&Manutacturer WT -
K-40M)

. 6 .
Time of /Since exposure: ’ P lCJ

Route of Exposure: Tingestion  Jinhalation/Nasal G Ocular T Dermal [ Bite/Sting [ Parenterai T Unknown Z Other

HISTORY, ASSESSMENT, SYMPTOMS & CALCULATIONS - . -

History (witnessed? amount verified? other products/victims?) [ No other products suspected

See ~ MERATOR

Subjective complaint3/objective tindings T No symptoms at this time

d If
M‘gh‘ﬂﬂ ' Jagg BS\'\CL\Q.Q&J st \o‘mQ g’r‘e\ reol co\d
Assessment (symptoms expected? rahonale?)

(NN - @y |
Initial assessment (choose one) : "‘DLQ_ '\‘c 5\_3“. ?\DW\:B 3 i) «Q.J(FC’SU"{

D Asymptomanc

Eﬁ':“"”"'““ g < f\sL j& Nohey to  WefF Sov PRORTTS NSy

i1 Symptomanc, unre'ated



Temew T - 9301110CN0667
Treatment - attachment 5
o Facility: .

Code: _

MANAGEMENT PLAN., EFOLLOW-UP NOTES AND OUTCOME: (Time & date each entry)

Treatment suggesied: | \AC’F

Symptoms to monitor:

|
|
i
I
!
: CD\,L.?SQ.L\V\P \ C&A@LV\C\& Arg,\,\,\SQch_ ) ABJP&C— C_WSC.KQAQ}nu,./
: W\C"\ )N/\)/D > Bon

I ‘ .

|

|

|

|

o
Follow-up schedule: 2~ L“

Codler 4 sigher w0 Sec. - dese T trad ek NafeR
| <isTes weii_t ‘tb ToLbd S\STQJ‘ Aecisirw oXs (i AS . Adas

}% wosoat HCF/ER. 2t | =

) e e e bid e At

O T e Y % o Q}T\' <
1S A T o.%:tv\ IINNE Q@Q
N (Geels Rudimr oy A
.30} Gos ‘l'v md e 3p~v
cousuuAel’%mesouncss USED: . O Medical director O Other consultant
O Texts ‘ 0O Other —-E-Poosmdex@

) A
1284 s 32

" FORM = 1A [mm FORM /o FORM  12Y3 456789
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TOATE LTIME o NOTES MueT BE DATED AND SIGN

ey e 930111CCNO667

attachment 5

/(2180

- | o Continuation of ____ ___.
E@Ogn}j%&hulﬁ ?%)y mg Patient Name:_ /&wa A raee
. Location: .
Substance: LU:H—“‘“ Kf‘dh"'{\"’ . ‘Phone number: 383 - 3339

iwreein 3320l Bt prcbivedecte peccovaly  — Pomrn oo

ED BY PERSON MAKING ENTRIES

/

/ s ‘ oo d %q,&/"f-...-?é, Ld../- Sz CI‘HD e
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i 930111CCN0667
attachment #6
Diagram of Bedroom (where leather protector was sprayed)
T ﬁ. T L closet— oo ___|
g B leather COi‘lt
£ E ‘ ' was hanging on
the frame c?f this
closet door
i
I
0 -
2
Vo]
m .
! ! =
o
: cr
. o : o -
- F | .
| o
: E ®
. i .- o
i
!
B -
b
A
L T vindow (closadl 1 _ |
s .

Not to scale. 1t ¢
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9301110CN0667
attachment 7

G381 eos1

TOT 930111aCNObLT

Exposure to spray
1eaves 27, people 111

" By Jon Hamilton™ i
s Rl The Cc:mmercial Appeal

" génters submit informanon ",f‘:"; '

~'No'consumer has died.
:ePoxson ‘control centers in.at
least six ‘states have received

' Several members of a Mem- : hundreds of calls -sinice’ Christ-

phxs-area .ifamily - were : -among
*dozens'¥ of apeople nationwide
*who fe'll A1) over ‘the holidays -
?ftg expos_tg_e_m_a_sn:aym}
eather protector, poison contro
ofhc1als said Tuesday 3
. Irene” Adams, 41,6f - Frayser
sald her husband her son and a
" niece were treated in the emer-
gency room at Methodist Hospi-
tal North on Christmas Day after
-spending time in aroom where a
leather coat. had been sprayed
. with the product. “They couldn't
breathe’ when they came out of
. the room,":she said.

%:0n -Monday, :Wilsons - "Suede

and Leather Co. ‘in St. Louis
‘Park, Minn,, -recalled 270,000
cans of leather protector spray
from 600 stores it operates, in-
cluding several in Memphis.
The Southern Poison Control

Center -in Memphis has ‘con- -
firmed three local reports of ex-
posure to-the spray, said Dr. Pe-" .
ter Chyka, executive director of -
the center. .Through Sunday :
there were 27 confirmed reports
of illness linked to the spray, hie

. said, adding that the number is

likely to rise as more poison

mas * from ‘-, pedple : reporting
scoughing,“nausea, shortness of
breath and other flu-like symp-
toms after exposure to the pro-
*duct.-Wilsons said the problem

--seems to be a petroleum-based

substance in new .five-ounce
cans of its leather protectant.

- Chyka said the spray irritates-

the lining of the lungs, causmg
.the symptoms.
Carey Adams, 17, said he real-
ized something was wrong about
25 minutes after he left a room

in which the product had been .
.. used 1o waterproof a leather coat.

given as a Christmas gift.
“My lungs started hurting,” he

said. “It kept getting worse and

worse.” Adams said his father
and others who had been in the
room also began coughing. He
and his father are.better, he
said, though they still cough and

- are congested.

Chyka said people who think
they have been exposed to the

spray or have ‘questions should

‘call the center at 528-6408. Wil-

..sons is encouraging consumers
who purchased the spray to re- |-

turn it for a full refund.
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FIELD ACTIVITY COVERSHEET T

"1 1. REGION/STATE

2. OPERATION (Check One)
( ) Inspection

3. DATE

( ) Establishment Visit 12-31-92

FOCR ( ) Telephone Contact

() Other

(X ) Investigation

4. NUMBER (For RO Use)
930104CCNO580

5. ESTABLISHMENT
Name

Wilson's Suede and Leather Inc.

Address

City Minneapolis

State

MN

Zip

“Telephone No.

6. RELATED FIRM
Name

{ )Parent

( ) Headquarters

( ) Subsidiary

() Other R

State

City

7. PRODUCTS COVERED
Wilson's Leather Protector

8. OTHER CONSUMER PRODUCTS

£ TSTABLISHMENT TYPE

. ) Manufacturer ( - ) Importer

10. ANNUAL PRODUCTION
Product Covered $

- Units

{ ) Wholesaler
( ) Retailer
( ) Other

() Own Label Distributor
( ) Repackager

Units

Other Products $

11. L.S. BUSINESS
% Received
% Shipped

12. SAMPLES COLLECTED

13. MIS CODE

14. HOURS :
Activity _________
Travel __

15. REASON FOR ACTIVITY (Assignment Reference)

16. ANNOUNCED ( )
- UNANNOUNCED ( )

Rationale for Announced Inspection

17. EMPLOYEE'S NAME

TITLE

SIGNATURE

18. ( X) ENDORSEMENT

( ) REMARKS

F/U: Refer to Compliance.

( ) SUMMARY

( ) OTHER

A 37 yr. old woman suffered severe respiratory distress after spraying W:Eison s Leather
Protector on a leather coat. She was hospitalized and diagnosed as suffering from
chemical pneumonia.

19. REVIEWER'S NAME

John R. Vece

TITLE

SIGNATURE
S.P.S.I.

//?///

20. REVIEW DATE

1-13-93

21. DISTRIBUTION

. 0: EPDS; cc:

CERM, C. Jacobson'm;‘ /cc FOCR.

CPSC FORM NO. 167 (Revised 8/86)

# -

525



€~
1. CASE NO. 2 INVESTIGATOR'S I 3. OFRCE COOE

930104CCNOS80 |9to] o JEE EPIDEMIOLOGIC
INVESTIGATION
2l n2{3i1 REPORT .

4. DATE OF YR MO DAY 5 DATE
ACCIDENT T

T T INVESTIGATION
9le 1122:4 INITIATED 9

Mgl F
5
5

€. SYNOPSIS OF ACCIDENT Off COMPLANT This investigation was initiated in response to a report frbmﬂ

a 37:Y.0._consumer that she had expefiénéed severe respiratory distress after being
exposed to the fumes from an'aerosol fabric protection product being used to

treat a new leather jacket on 12/24/92. The victim was hospitalized overnight and
treated for the symptoms of chemical pneumonia.

7. LOCATION fhorma, achont, eec} i s crry : 5. STATE
Home ' 1.0 Green Bay . WI ] w1 ‘
10A. PRST PROOUCT 11A. TRADI/BRAND NAME. MOOEL NoMsER. Wilson's Suede and Leather,
Fabric protectionf g g 5]-2 MANUPACTURER & ACORESS Inc:, Minneapolis, WMN.
treatment ' "Wilson's Leather Protector'(5 oz.)
108. SECOND PACOUCT “118. TRADE/BRAND NAME, MOOEL NUMBER,
leather jacket 16|46 ‘ ‘ ‘ Same as above-
2 AGEOFVICTM - 13, SEX Use numericel code) © | wosrosmon 15, BUURY DIAGNOSIS - - - -
ol 31 7 ] wae T " | treated and T3 chemical ‘7 T1
e ] - ﬁgg%ig iizat - pnevmonia~ - - LA -
18, BODY PART 17. RESPONDENTYS) (Machwr, Friend) . 18. TYPE NVESTIGATION 15. TIME SPENT T : 0 (]
_ 315 ON sITE 1 .
all parts Vietin : 1 T 2 | 2 03 10 l
2, ATTACHMENTS 21. CASE SOURCE 2. MEVIEWED BY
copy of original =1 . i s -
complaint omptainant | 0] 7 £l 1slo 713 Qi /l/3
23 PERMISSION TO DISCLOSE NAMES )
NON-NESS CASES OMLY) CPSC MAY DISCLOSE MY NAME :] C€PSC MAY NOT DISCLOSE MY NAME X\
26, NARRATIVE (See rsouczons on Gther Side) 2. REGIONAL OPFICE DIRECTOR REVIEW T patE

See attached narrative.

N¥RPRVLBR NOTIFIED
No cglg_zgents made

Woxments attached
B ¢15iona/Rewdsdoms
F

irm Hae not requested

futie_r. notioa
. -’,,M
(USE OTHER SIOE AND ADDITIONAL SHEETS IF KECESSARY)
CPSC FQRA NO. 182 (Reweed 10/83) . APPROVED FOR ISE THROOGH 5/31/94 ONB NO. 3041-0029-

A=

S



930104CCHO580
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SUMMARY: . ° T I . )

" This investigation was conducted in response to a 37 year old -
fesale consumer's complaint that she experienced severe '
respiratory distress after being exposed to the fumes from an

. @erosol fabric proteetion product she vas using to treat a Re¥ly
purchased leather Jacket on 12/24/92. The victim was oy
‘hospitalized overnight-and treated for the syaptoms of chemical
paneunmonia. : -

PRE-INCIDENT:

During a telephone interview conducted on 12/31/92, the -
‘complainant reported that she had purchased a 3 quarter length _ -
black leather jacket from a "Wilson's Suede and Leather Products”
retall store, located at 1009-A Port Plaza Mall, Green Bay,

Wisconsin 54304 at approximately 2:00 p.m. on 12/2k/92.

As she wvas purchasing this coat, the unidentified female store
clerk suggested that it would be important to treat the new

Jacket with a fabric protection product to avoid damage from dirt
or moisture. The clerk suggested that the complainant purchase -
"Wilson's Leather Protector™ an aerosol product sold at the store
in 5 ounce containers.

The complainant did purchase one 5 ounce can of the spray. She
was told by the clerk to spray 1/2 the contents of the can onto
the coat initially, let it dry for at least 30 minutes, and then
repeat the process. The clerk also verbally warned the
complainant to treat the coat in a wéll ventilated area. -~

AN : . o .o . A : i

INCIDENT:

Later that same day, 12/24/92 at approximately 8:00 P.M., ihcb
complainant sprayed the leather protector product onto the coat

as she had been instructed. Bhe did this {n her home's o
unfinished, open basement, which she felt was large enough a -
space to allovw the fumes from the products to dissipate; she did
not open any of the basement windows or provide any further
ventilation. '

»a
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The complainant felt that the initial spraying procedure took
approximately 15 minutes. At approximately 9:30 p.m. that
evening, she returned to the basement and sprayed the remaining
1/2 can of "Wilson's Leather Protector” ento the ecoat. S8he 4id
not find the fumes from the product to be partieularly harsh or
toxie, L o

Later, at apprexisately 10120 p.m., the complainant vas lying on
her couch upstairs watching television, vhen she bagan
experiencing 4ifficulty breathing, eoughing episodes, and the
feeling that she aight vomit, B8he stated that her “lungs felt
heary", and she began experiencing fever and chills.

o —

POST INCIDENT:

At 12:29 a.m. on 12/25/92 the complainant's condition vas
vorsening, and an ambulance was summonéd to transport her ‘to
nearby St. -Mary's hospital in Green-Bay, Wisconsin for treatment.

. She vas admitted to the hospital, and wvas diagnosed as suffering

from chemical pneumonia. She received chest x-rays, IV chemical B
treatment, and was placed on oxygen to relieve her symptoms of
respiratory distress. ' '

Complainant vas released at 11:00 a.m. on 12/25/92, and vas to
continue taking the prescription medication "Predesone™.

"Authorization for Release of Medical Records" forms vere sent to
the complainant by mail on 1/4/93, When the forms are completed,
the complainant's medical records will be obtained by this
investigator and forwvarded as an addendum to this report.

APPLICABLE STANDARDS:

" The hazardous substances labeling requirclﬁnta detailed in 16 CFR

1500 may apply so this product; the adegquacy of the procgﬁt
varning labeling could not de evaluated as the product’s actual

. econtent ingredients are not knov at this time,
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930104CCNO580 (3)

PRODUCT IDBNTIFICATION:

Produet: "Wilson's Leather Protector" fabric protection
treataent; 5 ounce aeroscl coatainer, sontainer qeagrided as -
being bdlack with red and white lcttorggg. 8KU 18996003.

*3
-‘; ey

NANUFACTURER: " .

wilion'l Suede and Leather, lﬁé.
Minneapolis, Minnesota ,

ATTACHNERTS: C e

Exhibit A - Copy of the original consumer complaint,
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CONSUMER PRODUCT. INGiveins nerun

e, * . - ‘ I .) l " EBI
PO I‘-" ’ B N . ﬁ‘—

57‘:6‘.&"‘5:1, WI, 54304 . S .

‘Respondent was spraying her nevly purchased leather Jacket with-an asroiol fabric
protsction treatment; she began, experisacing sevets respizatory distress siter several
niauces exposurs to tha fumes; Victinm's .condition coatinued to deteriorate, and she was,
_transportsd by ambulancs to & lo¢al hdspital for emergency trsatmeat. She wvas diagnesed
as sufferipg from chemical pneumonia; she was relsased the following day.

;?mmmr_
RELATIONSMIP
:aaroul Zabric p:nt_'cét:'ionf-cru'ininiz't BT “| Wilson's pnéhn 'Prot.-gtb'z- _
T IANOP AR TIIICTGR WA, oMl TR R WO RS — ' —
‘Wilson. Suada’ and Leathar, .Iacs ... . ... N e . : o
Minneapolis, ¥N. - . : 5-ounca can .
M SN TR ABSKEIT T PRonT

' Wilson's Suede snd Leather
Fort Plasa Shopping Canter
' Greea 3ay, WI. 54304

(14 WMM!MGL‘EMWM@W ' % PROCUGT PURGMAGED  NIW L2LI0/97 USED . Naw

Yis NQ_L.FY!!,IWMQHMTM DATE PURCHASER AGE ot
INCIDENT? - ’
Oveerde . 16 CCEB FACSUCT MAVE WARNING LAGELE?

® 80, NOTR: _vapora may be harmful,

. -
[ AR CONTAGTED THE MANUSACTURERY Th 1 THE PRODUGT §Tik AVALABLE? | 1 MAY W USE YOUR NAME WITH THI8-
YE3 e NG X 1 NOT, DO YOU PLAN T s noX __ vas_X_ No
CONTAGT THEM? YEs NG IP NCT, I8 OISPOSITICN
—l SO ARMINISTRATION UOR________  _
EXat - 71, AECKIVES §Y (Name & Crias) L [ AGGUNENT NG,
12/31/92 Dencis R. Blasius, KXZ-RP o= 520251
3. PACOUGT CCOBE
Conductzror~ FIOIOY CARIosFe | S9cn
4 _ >
8. CETRIEUTICN ; L |26, RNDGRIGR'S NAME & T :
0. EPOS icc: CRaem, Jncolawn, < Foce z Z 2
. . ) . ) -
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Addendum to original report:

On this date, Tuesday, 2-16-93 the Milwaukee Resident Post
received copies of the medical records pertaining to the treatment of
the victim in this complaint.

Attached as Exhibit "B" is a copy of the "Authorization for
Medical Records Disclosure" form signed by the victim. Exhibit "C" is
the original "Authorization for Release of Name" form signed by the

- victim, authorizing release of her name in .conjuction with this incident.

Exhibit "D" are the medical records. This investigation is now completed.

Dennis R. Blasius
R Milwaukee Resident Post

&/ /504 f ezﬂ( &
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U.5. CONSIMER PRODIXT SAFETY COMMISSICON

AUTBCRIZATION FOR RELEASE (F NAME

‘Jhankyou for assist.ingushcollectinginfq;mtimonapotehtial
‘product safety problem. fThe Consumer Product Safety Commission depends
‘mm&eamlems‘harepmductsafetyidfongﬁmwiﬁ:us. We main-
tamareccrdofth:sinfomatmn,anduselttoasszstusmldent;fyma
andresolvmgpmauctsafetyp:oblems
Werwtma‘l.y forwardthlsmfcmatlmtommufacturersampnvate

labelers to mfm:m then of the mvolvenent of the:.r product m an accident
situation. We also g:.ve the information to others requesting information -
about specific. products. Manufacturers need the individual's name so that
they can cbtain additional information on the product or accident situation.
 Would you please indicate on the bottom of this page whether you will
allow us to disclose your name. If yﬁu request that your name remain
rconfiéentid, we will of course, honor that request. After you have indi-
cated your preference, plesse sicn your name and date the Gocument on the

lines provided.

| You are hereby authorized to disclose my name and address
with the information collected cn this case.

W52%

(Date)

}_—} Myldent:.ty:.storaamcznf.uﬁentlal

(Sicnature)

o

2332



fxhgd B 2/3:/92

- Toz# ?3ctedcecmv oSy
U.S. CONSUMER PRODUCT SAFETY CUMMISSIUN

AUTHORIZATION FOR MEDICAL RECORDS DISCLOSURE

TO WHOM IT MAY CONCERN:

You are hereby authorized to furnish the United States Consumer Broduct Safety Commission

all information and copies of any and all records you may have pertaining to ( my case )

( the case of gﬂgﬂ’zﬁ’ '74 }/#EEUK_ | -

‘Name

SELF - | R, o

Relacionship to you _ : -

including, but not limitecl to, medical history, physical reports, laboratory xepoits and

pathological slides, and X-ray reports ind films.

1/5/5/9 /}AVLLJ 2 S
e el R

P3C FORM NO. 170
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'U.S. CONSUMER PRCDUET SAFEL 0 © T2 /87 ¢« e

Midwestern Regional Office
230 South Dearborn Street P otof ¢enN OSEO

Suite 2944
Chicago. IMlinois 60604
{312) 353-8260

January 7, 1993

St. Mary's Hospital
1726 Shawano- Avenue
GreeaBay, WI. 54303

Att: Medical Records Dept.:

Our Agency is iovestigating reports of consumers having i1l effects
from the apparent use of fabric protection treatments. On December 24,1992
Barbara A. Yaeger, f/w, D.0.B. 8/06/55 was treated at your hospital's
emergency room and subsequeatly admicted to the hospital after using’

.

such a product. S —

Eaclosed is a signed medical recoids release:.form. Please send a

complete copy of this patient's medical records to the following office:

U.S. Consumer Product Safety Commission ‘ -
Eilwaukee Resident -Post - B
310 W. Wisconsin Avenue . . -
Box 244 ' R ' - =

Milwaykee, WI. 53203

Ate: Iuvéstigator Deanis Blgsiﬁs

The U.S. Consumer Product Safety Commission is an investigative
ageacy of the federal government; please sead an invoice for payment with
the requested records, and it will be immediately honored. If this is
not satisfactory, please call our office immediately at (414)297-1468 so
that octher arrangemeats can be made. ‘

Thank you for your prompt respoase.

Sigeerely,
&-—\l- %“‘:

- : . Denais R. Blasius

] Iavescigator
479N, United States Government ' )
i ) Consumer Product Safety ‘
\ ./ Commission :
Dennis R. Brasius
Investigator

A
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PRINCIPLE DIAGNOSIS:

- -

3N-8 1179
12/725/92 U3:0¢4

R R I B m N IS NE IS IS D= Nl s tm oow S Y DD IR tm rm sm e i e mm e e te rw e e s e
B R N A I T T E 2 T T

SERV:IiMEDICAL

YAEGERy» BARBARA A F 37
M.R.#:03U1257v AllM MD:=TIBBESTS J.
ACCT#:558v02Z3 ATY MDB:TIBBETVS J.
ADM: 12/25/92
gn: 50 REF MD:TIBBEYTS J.

REF CLINIC: CITY:
CLK:DJW
ADDR:80D0 STONEY BRUOOK LA

‘ GREEN BAY WI 54304-
PHONE :414-499-6143 CO:BRN

PREV NAME:SCHROEDER
DOB:UB/U4/55 MS:M

EMPLOYER:FREEDOM SCHOOLS
OCCUPATION:TEACHER )

{LCTIUENT BATE:
CAUSE:
HOW ADMITTED: SGUAD

ST MARYS MEDLCAL CENTER GREEN EAY
(GBFESP)

J. n

J. M

Jo M .

CESSEsSsESsozmocx AUMISSION/DI

RECORD

SSN:3985846783 F/C:70
RELIGION:LUTH
CHURCH:PILGRIM

PARISH CODE:LD16

ER CONTACT I:JERRY
PHONE:414-499-6143
WORK:414-49%-3131 -
ER CONTACT II:
PHONE :
WORK:

ADM ﬁx:INHALATIUN PNEUMUNITISCHEMICAL PNEUMONIA

EXPIRED DATE. AND YIME:

AUT OPSY? YES NO

4

SECONDARY DIALGNOSIS:

COMPLICAYIONS:

PROCEBURES:

LTR NOTE: ,

===========.—.======7====‘=====PHYS[CIAN'S REPORT=======2=2==zzzxs=====
. - ’ - C15\;

DISCHARGE BATE AND TIME: |G 7=

"

é4gzgﬁﬁééyéézzgg;;fiﬁéé?zz4¢&ﬁzaAﬁL;s
ﬂﬂ£;94 //¢2’5 w

SCHARGE

REL:HY

REL :
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St. Mary’s
Hospital

Medical Center WaEGER: BaREARa 4 ,
(0302579 ADM:12/25/ 92 EMERG

. » 37 :
C# 5589023 DOB=U8/D6/55RELéé?;:

INFORMED CONSENT FOR MEDICAL TREATMENT

I understand that I have a health problem which requires diagnosis and treatment. I voluntarily
consent to such diagnostic procedures, medical care and/or emergency treatment ordered by the
physician providing services to me which, in his or her opinion, are necessary to treat my health
problem. I realize that the physician(s) attending me in the hospital direct my care and are
responsible for discussing with me the nature of the care and treatment I will receive. I recognize
that the physician(s) providing services to me in the hospital are independent contractors and not
employees or agents of the hospital. I understand that the hospital is not liable for any act or
omission when following the instructions of such physicians. No guarantees have been made to me
as to the results of examinations or treatments provided to me in the hospital. ’

INSPECTION OF HEAL

Upon submitting a statement of informed consent to release of confidential medical information, you -

or a person authorized by you may:

a. Inspect your health care records in the medical record department during fegular business
hours 8:30AM - 4:30PM/Weekdays) with 24 hour advance notification.

b. Receive a copy of your health care records upon payment of reasonable costs.

c. Receive a copy of your x-ray reports or have your x-rays referred to another health care
facility of your choice upon payment of reasonable costs.

I authorize St. Mary’s Hospital Medical Center to disclose diagnostic and treatment information to
any person or corporation which is liable under a contract to the hospital or to me or a family
member or my employer for all or part of the hospital’s charge in rendering care including, but not
limited to, hospital or medical service companies, insurance companies, worker’s compensation
carriers, welfare funds, my employer or any public agency. I understand that should any additional
information or copies of the record be required, I will be provided a consent form to authorize such
release unless such release is required/permitted by State statute. If I am a member of a health
insurance plan that requires approval of my hospitalization, the information released may also
include the diagnosis, treatment plan and status of my condition, whether it be in writing or
verbally, to determine the need for admission and/or continued stay.

#0100290 Rev. 10/89



-

- 4, 1 NT OF IN BENEFITS/PA REEM

I authorize payment directly to St. Mary’s Hospital Medical Center and to attending physicians and

specxalxsts all benefits otherwise payable to me for this hospital stay. If the insurance company or

companies does not make payment within 60 days of discharge or pays less than the amount

allowed, I will make immediate payment of the balance due on this account. I understand that I am

ﬁnancxally responsible to the hospital for any charges not covered by my insurance. I agree that

in consideration of the services to be rendered to me, I am responsxble to pay the account of the
. hospital in full.

5. PATIENT VALUABLES

I understand that the hospital maintains a safe for storage of patient valuables such as money,
jewelry, documents or other articles of value during hospitalization. I agree that the hospital does
not assume liability for any loss or damage to valuables not deposited in the safe.

—— PT WILL KEEP VALUABLES _____ DEPOSITED IN HOSPITAL SAFE -

GIVEN TO RELATIVE:

(Name)

THE UNDERSIGNED CERTIFIES THAT HE OR SHE HAS READ.THE FOREGOING AND IS

COMPETENT TO EXECUTE IT OR AUTHORIZED TO EXECUTE IT ON THE BEHALF OF THE
PATIENT.

Matient’s Signature)

?’fson lé’gally authyfzed sign on patient’s behalf and their relationship to the patient)

. (2-2S . 2

(Witness) ) (Date)

37



—~
K N

Yaeger, Barbara
#302579
12/25/92

- lDai

CHIEF COMPLAINT:
Cough, shortness of breath, and trouble breathing.

HISTORY OF PRESENT ILLNESS:
This patient is a 37-year-old white married female, gravida 2, para 2, AB 0 who has been in essentially good health

- until the day of admission. The patient was spraying a new leather jacket with a product known as Wilson’s Leather
Protector which is in an aerosol can containing no fluorocarbons but apparently containing, per label, petroleum
distillates. No caution warning or specific use other than holding the can eight inches from the product are included
-on the can or reportedly on the cap or associated with other use other than the salesclerk having told Barb to use this

. aventilated area. She sprayed the jacket at approximately 8:30 last evening, 12/24. Subsequent to this, she felt a
«tle fullness in her throat but no other symptoms. She gave a second spraying approximately an hour to 1 1/2 hours
later and subsequently felt progressive fullness and tightness in the throat, cough, shortness of breath, and wheezing.
This progressed over the next several hours to the point the patient was unable to breath in any comfortable fashion,
and she was brought to the ER for assessment. She was seen and evaluated by ER personne! with shortness of
breath, blood gases showing an O2 sat of 70 on room, pH was 7.46, PCO2 29, total CO2 22, PO2 34, and base
HCO3 was 21. All of these values, of course, are quite markedly abnormal with a markedly diminished O2 sat and ~
PO2. She was treated in the ER with updraft and oxygen. Labs and x-ray were obtained. She was subsequently
admitted to the floor for further assessment and treatment which included updraft with Albuterol and oxygen per nasal
cannula as well as oral Prednisone. She did receive Solu-Medrol IV in the ER.

The patient has no history of intrinsic asthma though she does have hay fever and some seasonal allergies which are
typified by nasal congestion, burning eyes, but no pulmonary symptoms. She does have a brother and a nephew both
of whom have asthma. She takes an occasional Bromfed but is otherwise been in good health with the exception of a
recent right maxillary frontal sinusitis which has responded to Ceclor. She did have an episode of some subscleral
~~ontaneous hemorrhage O.D. approximately two weeks ago and this has completely resolved.

PAST MEDICAL HISTORY: .
Unremarkable except as outlined above. The patient is on no medications other than occasional Bromfed as noted.
She has no drug allergies. :

N

'FAMILY HISTORY: -
Noncontributory except as outlined above. -

SOCIAL HISTORY:
Noncontributory except as outlined above.

REVIEW OF SYSTEMS:
Noncontributory except as outlined above.

PHYSICAL EXAMINATION: :
Approximately seven hours after admission reveals a well-developed, well-nourished, slightly pale-appearing

37-year-old white female who is in no acute distress. Vital signs are-as-per-nurse’s-aotes—Skin-is-warm-and-moist.—_

Lymphatics: Unremarkable.

| ' Sto " -3 * . . »
Hospi HISTORY & PHYSICAL ..
Green Bay, W1 ‘ . m

cinmmnn
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Yaeger, Barbara
#302579
Page 2

HEENT: Within normal limits. Pupils are equal and reactive to light and accommodation. Extraocular motion is
full. Disks and grounds are normal. Ears are unremarkable. Mouth and throat is unremarkable.
Neck: Supple, freely movable. Thyroid is normal. No cervical bruits are heard.
Chest: The cage is symmetrical with good excursion.
Lungs: Clear to auscultation and percussion. There are no rales, rhonchi, or wheezes noted on pulmonary exam at
this time. '
Heart: Normal sinus thythm without thrill or murmur.
Breasts: Reveal some generalized fiber nodularity. The patient is premenstrual. They are tender. She has increased
findings on the left vs the right. No discrete nodules are palpable.
Abdomen: Soft and supple. Bowel sounds-are normoactive. No masses, megaly, or tenderness is noted.

.k and Extremities: Unremarkable. -
Neurologic: Physiologic. _ (
Pelvic: Deferred. ‘

Review of patient’s chest x-ray shows no significant abnormality although slight infiltrate in the left base may be
present. ' ’ ' ‘

INITIAL IMPRESSION: _
‘Acute bronchospasm with reactive asthma secondary to undetermined chemical exposure from the product noted
above. Rule out progressive chemical pneumonitis.

DISPOSITION: : , '
The patient will be allowed to ambulate. She is anxious to be discharged as this is Christmas Day and spend time
with her family. This judgement will be based upon her ability to function. She does have some discomfort with
sitting upright with some mid substernal discomfort with positional change and: deep breathing. Consideration of ~

tinuing outpatient treatment with an Alupent inhaler and Prednisone 10 mg tablets 2 t.i.d. with food will be ‘
cuertained. If she is to be discharged, she will be seen in 24 hours at which time she will be clinically re-evaluated
as well as have both a CBC and a chest x-ray. This disposition is yet to be determined based on the patient’s clinical
state. ‘

JT:pg . _ - ’ =T

D: 12/25/92 o

T: 12/25/92
St. Mary’s -

. Hospital HISTORY & PHYSICAL ..
Green Ba\v w1 '
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RADLG-1728 ST MARYS MEDICAL CENTER GREEN BAY -
12/26/92 B9:54 (GALFRR) FAGE 001
YAEGER, BARBARA A F 37 DISCH MEDLICAL FRELIMINARY e
M.R.#: 0302579 ADM MD: ' DISCH RADIOLOGY
ACCT#: 5589023  ATT M ' MD RESULTS
ADM: 12/25/92 00:50 - RACE:W ===sssssss=zz=zzs=zsz=z [
DiE: 08/04/SS REF Hw REJ#: I-3e&D-0072
R R R e  E E E E E E E  E  E R R S, {‘
REFERRING CLINIC: REF MD ADDR:.
" CONSULTANTS:
C
DX: INHALATION PNEUMONITISCHEMICAL PNEUMONIA C
ORDER: CHESTr PA & LAT (ROUTINE) z.01
~
PRELIMINARY REPORT o
FILE #: 206-693
' C
DATE OF EXAM: 12/25/92 | ' -
(\
CHEST WITH LATERAL: .
THERE IS INCREASED INTERSTITIAL MARKINGS AT BOTH BASES LEFT GREATER
THAN RIGHT. THERE 1S NO EVIDENCE OF PLEURAL EFFUSION OR PNEUMOTHORAX. C
THE CARDIAC AND MEDIASTINAL SILHOUETTES ALSO ARE WITHIN NORMAL LIMITS.
IMFRESSION: C
INCREASED 'INTERSTITIAL MARKINGS AT THE BASES LEFT GREATER THAN RIGHT
PROBABLY INFLAMMATORY IN ETIOLOGY.
C
cWw R , . |
. C
| HF |
.
- - - ¢
LASTPAGE  —., - -
ey .
. m-=\ ’ .
. - M . | i.-..
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MEDRC-1583 . ST MARYd MEDICAL CENTER GREEN BAY

12/7246/92 0300 {FAFIFRG) FAGE 001
YLESER:r BASGARA A T ZzETsIoSTo IS NoEToaom
M.R.#: 0O30E579 ADM SN- & TEZ) RESLLTS SUMMARY
ACC T#: 33892UZL3 ATT 318 S-zssssassssomsSzoooan
ADM: 1Z2/25/92 QO:5D RALE: W

DOBR: US/0&/35 REF

REFERRING CLINIC: ‘ REF MD ADDR:

CONSULTANTS:

REFORT PERI[OD: OM1:50 12Z/E85/92 - 0du:00 12/24/92

S EECS I3 S S R RS SSEES S EESIEZ SRS ES SRS S SIS SEIISSEESSS SESSsEsSsSSzsEZS==2@SSo

* = NEW RESBSULT H = HIGH REBULT L = LOW RESULT
0 = ORIGINAL RESULY M = MODIFIED RESULT

e T BLUOGD COUNTS

: I 12725 ’ !

TEST I gz:1n ) | R&ENGE/UNITS

WBC | | 25.1 H=* | 3.0-10.5 K/uL_
REC 1 4,&7 * | 3.7-5.2 MIL/UL
HGE 1 12.4 * I 11.8-15.8 GM/DL
HCT 1 37.4 * I 35-46 %

MoV 1 31.0 * | 80-98 CU U

MCH I Z4.5 L= | 27-34 UUG

MCHC I 33.2 * | 32-36 %

RDW 1 33.32 * I 35-47 CU U

MFV I” 10.1 * 1 CU U

FLT CT | 102 * 1 140-440 K/UL

AND 1 11 * 1%

NEUT | 78 * 1 %

LYMFH I 5 * 1%

MOND } & * 1 %

TECH HEM | LK * I

TECH OLFF 1 LK * I

YHEGER: » R23AKA A 0302379 HE L DL SEY/CDAGUL.. (ON (Z2)

™

P

— il



12/26/92 03:00 (QAF FRB)

YAEGER, BAGSARA A 1CAL =cszszsszzssssszzszs
M.R.#: O302%79  ADM MD 3N-&  TES) RESULTS SUMMARY

ALLT#: S5890z3  ATT MD: 318 ssssssszmzsssssszzzza

ADM: 12/25/92 0D:50 RACE: W

DOB: 08/06/353 REF MO3

""_""=“"’==---====================—-—-

REFERRING CLINIC:
CUNSULTANTS:

......._-——————--——..--..—_—----._—.._-_.-—-__......_-..___..._-..-..-—_-_--.-_— WM e mm e we am ses ma
_..........—_———....—_-.—-_—....-__—_.._.__.__—....-_..-.-_..__.._-...___...-_—_—_..—..:‘._.._—_.._._..

---—--—---'-—==========================::=======:====:====:===-=—==———-~—--
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TEST I Dz:10 I R&NCE/UNITS )
FH I 7.46 H= | 7.35-7.45 UNITS
FCoz ! 29 L=* | 35-45 MM HG
TCOZ I £z L+ | 23-27 MMOL/L
FO 2 l 34 L I 8L-90 MM HG
gz 3sA1 | 70 L* I 96-100 %
HCO03 I 21 L+ I 22-286 MEQ/L
EASE I -1.2 * I -2-+2
PT ON ! (A) * l
DRAWN " 0z:15 * - B
TECH | LK * |
~OMMENT ! (B) * |

*(A) ROOM AIR

*(R) MLIXED VENUOUS SAMPLE
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AlM: 12725792 EEE ¥ ¥ NHERH
HALATION PNELBMONI FLSCHEMICAL PNEUMONIA : '
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SUMMARY: 12745 00:d0 TO 0a:00 12724

NEW OKNI KS ERYLKLL FOE YHL DAY:

127245792 D1:04
1. RESFIRATORY THLRAFY UFPDRAFT NERULIZER.
ALBUTEROL: STAT» (S31). :
ENTERED BY: HEEBERT KRISYTIN RNNLK WRITTEN DRDER
ENTEREDR OR: -PATUON, D L MD

e
- o - - e . . e = . - - e > M S e s e e A e e m e e am e m e e e = .- -

D1:04

[ .
Z. X-RAY: CHEST, FA & LAY (ROUVINE) SCHEDULING: STA1» ED KOOM 0%,
(531) . : \ ,
ENTERED BY: HEEERY KRISVIN RNNLR WRI1TEN ORDER -

ENTERED #0R: ~PATUN, -D L MD

- o - p o e - o o = o = = = o - - G = . T S e W - e M M M M M M e e T e e EmEm e m .- e .- -

12/2%/%2¢ 0O1:357 : o '
Z. BLOOD GASES/PAVIENY ON OXYGEN: LITER 4Lr STAY» (531).
4, CBCy 37AT, (331). ,
ENTERED BY: HEEERT KRIZYIN RNNUR  WRIVTTEN ORDER
ENTERED #OR: -FATONy D L MD

e o o - = 48 e n . o = - - = - e 4 = = e e e e e M e e e Mmoo W an e e e o e =

.o /25792 03:30
5. ACTLIVITIES, UF: AS T10L. (TABR).
&. DIET: GENERAL: (TAB).
7. REZFIRATORY THERAFY NAZAL CANNULAC
g2 FLUW AT 4 LPM--TO KEEF 0& 3AT > 5354, (TAE).
RESFIRATORY THERAFY OXYGEN SA1 % PULSE OXIMETER, CONITINUGUS
SATZ MONITOR, (TAB). , i -
9. RESFIRATORY THERAPY UPURAFT NEBJLIZER.
ALEUTEROL --G 2-4 #RNy» NIHER--WHEEZIINGy» (TAB).
10. PREDN1SONE ZO0MG TABs #1y POs BlD 2-17 MEALS --(GIVE WITH FOOD)
(t2/¢3/7%2 WU5d0-..)9 (TAB) .
11. IV LINE #1- STAR1 D5/.9% N5 10DUML, RAYNL:125ML/H:. CONT TIL DC’D
r (TAR). :
12. TYLENOL ACETAMINOFHEN 32Z5MG TABr #2» PJr 024K PRN--FOR &0 TEMP >
101, (TAB).
ENTERED BY: KLAWITTER LINDA NLi# FHONE ORDER
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MR#: Q301579 ACCT#: 3539023 ¥ K PNEN ¥ g
SERV: MED S-S 31& B ¥ " B ox
MD: ADM: 12/2S752 ¥ 5

1z/zSs92 D3z .

12. DISCHARGE PATIENY TODAY.

TG: HOME, (T ).. ;

14. MAXALR PIRBUTEROL ACETATE INHALLR AEROSDL 25.6 GM TAKE HOME, |
CONTALNER) TWO INHALATIUNS EVERY 4 TO & HWU:RS IF NEEDED--
WHEEZINGs (T ).. :

5. PRELNISONE 1OMG TAB)» TAKL HOME» #10 o, TAME 2 TABLETS THREE
TIMES A DAY--WITH FGOD, (T )..

ENTERED BY: MORELLO DJANE NLik WRIYTEN ORDER -
ENTERED FOR: TILKENS T. N. DEM

12728792 1B:143 . o
l4. (DELETE) MAXAIR PIRBUTEROL ACETATE INHALLR AERUSOL 25.4 GM TAKE
hGMEy 1 CONTAINER, (WO INHALATLIONS EVERY &2 TO & AiJiRS IF NESLED-
- WHEEZING, (T J)..: WRONG DOCTOR
17. (DEWETE) FREDNUEONE (CMG FABs TAKE OME #10 +» (AKE 2 TABLETS
THREE TIMES A DAY--W1TH FOOD,y (T oot WRIONG DOCTOR

eNTERED EBY: MORELLO DIANE NUR ADJUSTING ORDERS
127235792 10344 o - . ,
18. (DELETE) DILCKARGE PATIENT T0DRAY. -

TC: HOME, (T )..: WRONG DOCTOR
ENTERED BY: MORELLO DIANE NLIE ADLLISTING ORDERS

..-—------—------_.._..__--_-__-__-_------------—_-___--------------—-———~

CONTINUED
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12725792 10:4¢

19. D1SCHARGE PAY1EN1 TODAY.
TO: HOME, (TABR).

Z0. MAXAIR FIRBUYERUL ACETAIE INHALER AEROUSOL 2S.4 GM TAKE HOME, 1
CONTAINER: WO INHALATUIINS EVERY 4 TO & HIURS IF NESDED--
WHEEZING, (TAB). :

£1. PREDNISONE 10MG TAE: TAKE HIOML» #10 » TAHE 2 TABLETS THREE
TIMES A DAY--WITH FOub, (TAR). -

NTERED BY: MORELLO DIANL NLif WRITTEN ORDER
ENTERED ¥Fu

THER#Z WERE NO UOR:2IERS HELD TODAY

SIGNED TODAY
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COMFLETED BY: ADAMS KIM R1 KS : )
O1:42 12/25/92

(ORD COMELETE) RESPLRATORY THERAPY UPDRAFT NEMLLIZER.
ALBUTERLVL: =TATy (331).

e MM M e ek A M M B M R M TR e M N TR T P YR TR W M W G e M A A M M R G e . e R e = - e e e R e m e b an m  w w me e e

COMFLETED BY: WAUTMIRS, ShiEREE RTRES SkA oo
12:02 12/725/9¢

(ORD COMPLETE) RESFLIRATORY THERAPY NASAL CANNILA.

D2 FLOW AT 4 wPM--TO KEER 02 SAT > 93%, (TAB).

(ORD COMFLETE) RESFPIRATORY THERAPY OXYGEN SAT % PULSE OXIMETER:

‘ CONTINUOUS " 3ATZ MINITORs (TAB). .

- (GRD COMFLETE) RESFLIRATGRY THERAFY UPDRAFT NERJLIZER.

ALBUTEROL --3 Z2-4 RNy DHER--WHEEZING: (TAE).
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DATE

TME PHYSICIAN'S ORDERS

DATE

ME PROGRESS RECORD

Note pr ogress of case, physical findings, complicatiens, change
in diognasii, condilion on discharge, instructions 1o petient.
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