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Authorization To Release Medical Information \)
Patient Name 51 /) 3 ames 4‘4;'?2// /4_5'" Date of Bitth_// = /T ~¢ F
. I
Address___ /(7 5’,4/ S e %/L 5 7Z ﬂ?— £ ZZ 724:. SM:Soc. Sec. No. 5.2 2255 73
Cilyédf%/(’ /(QK(J g _ State C& Zip Code ?{9/ L/"</
A. AUTHORIZATION TO RELEASE DENVER HEALTH MEDICAL RECORDS
03 1 request that my Denver Health Medical records be released to the following: /
Y

Facility/Office/Company/Person \\7?5 S1C o /tij Ll (’%/,_’/) Z

Addressf o q;/ 7 [;/ L/’// / J—/f 1S _d,j/ Y 7'

City ( /iﬁ'té ) s /L) State_& Zip Code .F//,’/é(‘/
ve Facility/Office/Compapy shall include:

The information to be released to the

Admission/Discharge Date(s)

O Discharge Summary AS O Consuliation 8 Operative 'F.cpon i qg’a‘thology Report

O Emergency Room Repo/u} OJ Laboratory Reports I Radiology Report ”l’;mire Medical Record
[1 Other (Specify)____(Av14f 3/ ol /g///m JAS S 4 Yol B/ PP,

Some medical records may contain extremely confidential information. I DO NOT consent to the release of the following
information (if left blank authorization 1o release information is assumed):

O Diagnosis and/or treatment relating to drug or alcohol abuse
[J Diagnosis and/or treatment relating to mental health conditions [ /

0 Diagnosis and/or treatment relating to HIV testing, infection or diagnosis and/or treatment for AIDS

These records will be used for the purpose of (// e L W 74 )Z/ 7

-

I request that the Denver Health medical records be:

O Mailed directly to the facility/office/company/person speciﬁed above CC,% Zo-L15F- J"/ﬁ,_f §;
3 Faxed to the following number  Fax Number /:‘L)

@/Telephonc me when the copies are ready for pickup Telephone number ;fﬁ 3) Qé i A 2 2 7

O I authorize the following person to pick up my medical records Name

PATIENT OR LEGAL REPRESENTATIVE SIGNATURE {

I understand that this authorization or request may be revoked at any time except to the extent already acted upon. This
consent will automatically expire 90 days from the date of my signature. I release Denver Health from any and all liability
arising from the release of this information. I understand that a fee may be charged with a minimum amount payable at the

time of the request a.r?thc balance, if a:thn copies are released.
r
Patient Signature \/ / @ @/ z n / 2 Date

v" o X
Authorized Representative Signature ___~—47, Date (/' ~/Cf - S
Relationship Patient e Auisesn siwio
PRSI R

Witness Date

SEP 15 1859

GUASRA HIED -

F20-246 (9/98)
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DENVER HEALTH AND HOSPITALS

' DGH EMERGENCY DEPARTMENT visiT ~L) -
. Pt Addr: _ 1 = A 55 v
SI

Pt. Phone: N/ P EDBad: PSYOBS Hold: _ NO I ¢ SLw
Arom:__1305_AxBy: CAR___ Record; NEW _0rg? LieALEs, HON “
Cond: ____Reig: NONram Notified? _N _ tnsur: Dl wkmn Ce Comp [CINo Fautt (JKaiser” > © o4 11/7Y9/6 5
Clother: NONE Ins OK By #: E

Probter/Accident: -

Triage Note: {J see Flow Sheet

Physician’s Note:
Subj:

Obj:

ED Course:

Lab / X-Ray / EKG Results:

Final ED Assessment: __ /% W O@ 7z

§ Discharge Plan: Vo PP - ,A% J/& W r»/,@f/h Adttgro~
212744

H DR

Time Pt Left ED: _/ 7 S¢ 4 Final Pt Condition in ED; [JGood [JFair {]Serious [ Critical

D/C Instruction Sheets: . Prescriptions:

[Jo/c Home [1D/Cto Jail X Xfer to.%

] Admitted to Room: Care Giver; Prof #:

I'_;J! OCther )
Return to ED PRN Supvsng Rese3 o~ o~ Prof #.

[ J ED Return Date: ; ' 3 :

CJ F/U Clinic Date: Date: Attending: Prof # D\ /i

F06-006 (10/94) DHH



DENVER HEALTH AND HOSPITALS
ALCOHOL, DRUG & PSYCHIATRIC AccO

ENCOUNTER RECORD Negda3 3L 2y sty
service: b0 ineTO ourer wWivd citycared ws q;bsam ' 11/19/68

DATE OF SERVICE: = TIME: z_(,g }é }
LEGAL STATUS: voL[d MHH oror[] conminue(d 04

CERTIFICATION]

INSURANCE: MEDICAID (] MEDICARE[]  OTHER:

200 5 %"gf%i—?%mj%%&t e

PT. ADDRESS /c'-?

DRUG HOLD ]  ALcoOHOL Howp [(J

£

365 -
REFERRAL FIEQUEST FROM: LS
PHONE: PAGEH NO.; ___  FINNO.: __ _~ ADMISSION NO.
LI GHEF COMPLAT [ 37 g1r 70, Ol m@ﬁ) ER o QPO _on P
(Presenting Problem)
. |\ — YA 4 All Iy i V.0, TP Vs “_ .3’ (o]
Appearance 4 ‘ A sl
Behavior SE
Interactive Style y W DS 7 ~
o A‘_A A1 TN
Relevant Background Ar AOAAD AN ¢
History and Data . > - ’m .
> § WL g MANNK g T ; s ¥ y b LA~
P ’ u 2 j 4
» st e ddan d oSG prntindll,
4 —— - ‘ - £ 7 2 ’ H
N >, s a "‘.r A i e~ !( A X 4 ‘r'.ll j
Q I v
| Sind s 0
Cl e

L3 __."-#‘
: 'S?I 7

L“‘L‘. ' it

‘
NAKALX n g .

- U ‘
7 PSYCHIATRIC HISTORY iuL ,;ZAND - < M )QL ?5 S o ’. / sl

Past Hx

Legal Hx

Abuse / Domestic Violence DJ

‘Ol“.f

— Assaultive Hx
—
] Suicide Atterpts
et
—— o, FAMILY HISTORY
o 12 By f ETOH / Drug Hx
e
R
E— Support System
SOCIAL HISTORY f%’ﬁ,\“ 0.5 /*omw e 87~ 5?3‘ dinchprces treclrd

Employment Hx
Source of Incuime
Develop / Ed. Hx
Major Losses

.
L) £ 0 ; Anosdd s ' ¥, ._AA ] .’l

F17-011 (10/94) DHH
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DENVER HEALTH AND HOSPITALS
ETOH /DRUG / PSYCH ENCOUNTER

PAGE 2 ' | 2 3 l 2 Y sLY
FORMAL MENTAL STATUS GONZA LESy SIHON
—— ... j) cnwnal of %3 9006004 11719768
ggg&ﬁﬁon m U‘\Q ) m uvjja (/ AL
Moo 1t 32, Food m,,d’ ox
Homicidal Ideation l.rD/‘,/\‘rJ N\ 9 Am\ souy. P2 s —

Suicidal Ideation
Plan
Means
Stressors
Parancia

AV Hallucinating

Affect

Mocd

Speech

Appetite

Sleep

SUBSTANCE ABUSE Hx

History of Substance Abuse
Past Treatment

Madical Complications with

Type / Amount O
MEDICAL Hx/MEDS

PaSt [x al\f\ A[‘L—/ ' ] - L4

Present éé\ﬂr\lj) INALD i /J/sfvm /\9/1 RV, ND) mv\
ASSESSMENT/ g% Y mf; 2 1’7“& N\I\ﬁ/ @ﬁ W ‘<A N'\A RASSIN /\"’M

Om/\.e,a@ LB~ I/

DSM-IV Classification

MULTIAXIAL SYSTEM

L 4 Fl -~

Axis1 Clinical Syndromes
V Codes

Axis I Developmental Disorders

Personality Disorders
Axis Il Physical Disorders

’ (_{_ng/\ DO AN

Cfl\hr\,u; DAL

DISPOSITION, PLAN
RECOMMENDATIONS

MEDICATIONé‘

’A L‘L ALA. pe AN

4™\ A sl

& NAD -

NG

: MI'T

h. ..A B2 0p ™
SYVVIVY L2
@u\a /EVALUATIONIPLAN APERO
A Coerod > ATTENDING sppsnv:sog m/
PROFNO! /7 aq - PROF No: &) 75
DA )

WHITE COPY - Medicat Records
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DEFPARTMENT OF HEALTH AND HOSPITALS
ALCOHOL, DRUG AND PSYCHIATRIC SERVICES 1 3R 2y .
MINI-MENTAL STATUS EXAMINATION | Gowzatesy Siwon o |,
9005804 i /19/6h
s OR
Name: g< in:agn Qaﬁa@!gs
A. ORIENTATION Maximym Score  Score
(1) Whatis the: (year) (season) {date} (day) (mobnth)? gq
(2) Where are we: (state) (county) (town) (hospital) (ﬂoor) ? A\ i

B. REGISTRATION U o @ é%(é/
(3) Name 3 objects: | second to say each. ask Lhc patient 311 3 afu:r you have said them

Give 1 point for each comrect answer, Then repeat them until he learns all 3.

Count trials and record. (Brown, Tulip, Honcsiy)

{trials: )

C. ATTENTION AND CALCULATION
(4) Spel] “world” backwards C_}é/ ~ O Lx.,)

D. RECALL

&)

E. LANGUAGE o
Name a pencil, and watch

(6
M
®

€}
(10
(1D

Ask for the 3 objects repeated above in (B). Give | point for each correct.

Repeat the following: “No ifs, ands, or buts.”

Follow a 3-stage command:
“Take a paper in your right hand. fold it in half, and
put if on the floor.”

Read and obey: “CLOSE YOUR EYES™ (Print on paper)

Write a seqtence

Copy design

wvt@&%p

ey

4

Total correct: {2

Examiner w&w G=14Fb

* Folstein. M.F., Folstein, S.E.. and McHugh, P.R. (1975) *Mini-Mental State’ A practical method for grading the cog-

nitive ctatr nf natientc far the Clinical Lonrnal af Pevehiamie Prerareh 17 1R0L10R




PES-7A

6 { PO CjFD“\ ZQ%’S
STATEO LORADO CLIENT ADMISSION

DIVISION OF MENTAL HEALTH

SHADED BOXES ARE NOT PROCESSED ON UPDATE

' g 1. AGENCY NUMBER 15. MARITAL STATUS
12 SES (1) NEVER MARRIED
(2) MARRIED
2. CLIENT NUMBER {3) MARAIED SEPARATED
31 } % g Zf & {LEGAL OR MARITAL DISCORD}
v B {4) WIDOWED
12117 !/:, A / é 3. DATE OF ADMISSION 15) BivORCED 3
MONTH DAY YEAR 16 PLLACE OF RESIDENCE
(1) CORRECTIONAL FACILITY/JAIL
4. ADMISSION STATUS {2} INPATIENT
(1) NEW ADMISSION {3) NURSING HOME

{2) REAUMISSION FROM THIS FISCAL YEAR
{3} READMISSION FROM PRIOR FISCAL YEARS

{4) RESIDENTIAL FACILITY - MENTAL HEALTH
(5) RESIDENTIAL FACILITY - NON-MENTAL HEALTH
{6) BOARDING HOME

5 | A

19-23

O

5. PERMANENT HANDICAP/IMPAIRMENT
{CODE ALL 5 BOXES USING 1 YES 2NQ)

{1) MENTAL RETARDATION

(2) DEAFNESS OR SEVERE HEARING LOSS

{3) BLINDNESS OR SEVERE VISUAL IMPAIRMENT
{4) SPEECH IMPAIRMENT

(5} NON- AMBULATORY OR ASSISTED AMBULATION

{7) HOMELESS - IN SHELTER

(8) HOMELESS - ON THE STREET

(3) OTHER INDEPENDENTLIVING  § {va o™
Arrangement ?

ARRANGEMENT
17. CURRENT LIVING ARRANGEMENT
OHNLY APPLIES TO CLIENTS HAVING INDEFENDENT
LIVING ARRANGEMENTS AS THEIR PLACE OF RESID-
ENCE
(1) LIVES WiTH BOTH PARENTS
(2} LIVES WITH ONE PARENT
(3) LIVES WITH SPOUSE AND OR OTHER RELATIVE(S)
{4} LIVE ALONE .

24 lf

6. LEGAL STATUS

(1) VOLUNTARY

{2) COURT-DIRECTED VOLUNTARY

(3) FORENSIC INVOLUNTARY

{4) 72-HOUR EVALUATION AND TREATMENT
{MH HOLD)

{5) SHORT-TERM CERTIFIED

{6) LONG-TERM GERTIFIED

{7} VOLUNTARY HOSPITALIZATION OF MINORS

{8) CHILDRENS' CODE C.R.S 19-1-101

{9) EMERGENCYANVOLUNTARY ALCOHOLISM
COMMITMENT

(5) LIVES WITH UNRELATED PERSON(S} éL

18, CURRENT EMPLOYMENT STATUS

(1) EMPLLOYED - FULL TIME

(2} EMPLOYED - PART TIME

{3) HOMEMAKER - NOT OTHERWISE EMPLOYED
{4) SHELTERED EMPLOYMENT

{S) NOT IN LABOR FORCE

{6} UNEMPLOYED FOR LESS THAN 3 MONTHS
{7} UNEMPLOYED FOR 3 MONTHS OR MORE

(8) ARMED FORCES (AGTIVE MILITARY DUTY) 7

UPDATE OR CORRECTION FORM
PART A

49

51

52

7. REFERRAL SOURCE (SEE BACK OF FQRM)

19. ANNUAL FAMILY HOUSEHOLD INCOME

25-26 s
7 7 / 20. NUMBER OF PERSONS SUPPORTED BY THIS v 53.57
8. PRIMARY DIAGNOSIS INCOME (INCLUDE CLIENT)
: (1} 1 (CLIENT ONLY) {6)6 -
@2 (737 .
27-31 N {33 (3%
\3 () 9 44 {9} 9 OR MORE
. 9. PRESENTING PROBLEM HAS EXISTED: )5 .
(1) ONE YEAR OR LONGER
¥ qr) {2) LESS THAN ONE YEAR 21. HIGHEST EDUCATION LEVEL - IN YEARS
10. PREVIOUS MENTAL HEALTH SERVICES {LESS THAN FIRST GRADE CODE AS 00) / Z{ 59-60
(CODE ALL FOUR BOXES USING + YES  2NO) 2. DUE TO MENTAL REALTH REASONS, CLIENT 1S
GURRENTLY RECEIVING:
33.36 a INPATIENT CARE (1 8SI (3)BOTH
\ {2) 55D {4) NEITHER
OTHER 24-HOUR CARE 61
PARTIAL CARE 23, FIRST 3 LETTERS OF CLIENT'S LAST NAME % - 0/
62-64
2 ~1()
- OUTPATIENT CARE AGENCY DEFINED
{ SPECIAL VARIABLES
+7.38 7.1 counTy oF ResioENCE isee aack of Fori 24, SPECIAL VARIABLE $ 3 ;
25. SPECIAL VARIASLE 2
j '] |2 DATEOF BIRTH
i . — MUST INDICATE TYPE OF SUBMISSION,
49-46 Lyl g 1 q _ INDICATE EFFECTIVE DATE FOR AN UPDATE OR CORRECTIONONLY.  {2g.130
DAY YEAR
T3 SEX r ADMISSION Al T,
T (1) MALE EFFECTIVE DATE OF 122-127 i
47 _ / {2) FEMALE ¥ UPDATE OR CORRECTION MM oD YY
14. ETHNIC/RACE ) UPDATE TO ADMISSION aluls

- B

{1) AMERICAN INDIAN/ALASKAN NATIVE
(2) ASIAN PACIFIC ISLANDER

{3) BLACK

{8) HISPANIC

(5) WHITE (NON HISPANIC)

CORRECT ADMISSION INFO.

CORRECT UPDATE INFO,

5 7A({Rev. 7/91)

FIRSTCOPY -OMH  SECOND COPY - CHART



PES-7B
(1-2) Agency Number

SES

cSn OV Cm)v\a.

STATE

Ql:E COLORADO

DIVISION OF MENTAL HEALTH

{3-11) Client Number

CLIENT ADMISSION
UPDATE OR CORRECTION FORM:
PART B

{12-17) Date of Admission

-~
) [N

/ 3/

4V4

MO DAY

/

7

¥R

L

Record information about the client’s problems in the recent past (within the fast three weeks unlgss otherwise indicated).
Indicate each problem status using these codes 1 = yes 2 = no 3 = don'l know 4 = not applicabie.

'SPECIAL ITEMS

Client Problems Needing
Special Attention

Client Description
for C.R.S. 27-10

(18) __! Suicidal
{19) _w Assauitive
(20) _/_ Walkaway potential

(21) _2 Gravely disabled
(22) _{ Danger to self
{23) 5_1 . Danger to others

Long Term History (may be longer than 3 weeks)

3. Medical/Physical

7. Role Performance

(52) _o2. Acute lingss
{53} _/ Chronic liness

(54) Nutrition/weight
{55} Eating disorder
(56) Central neurol disorder

{(57)
(58)

Permanent disability
Injury by abuse/assault

%

Work/School:
(73} s Absentegism

(74) Performance problem
{75} Behavior prablem

{(76) _/ _ Termination/Expulsion
Home:

(77} _o2 Doesn't manage
personal environment

4. Substance Use

8. Social-legal

{39} _{  Underactivity

(59} _.;2 Alcohol

(60) _2Q Otherdrug

(61) _ Dependent/addicted
(62) _Q) Interfers wirespons’lies

Anti-social:

(78} _od, Disregards rules
{79) _& Dishonest

(80} _} Resistive

{81) Belligerent

(82) _{_ Uses/cons others
5. Family/Living Legal:
Family Problems: {83) Oftenses vs property
(63) _{  Prob wiprimary partner (84) Oftenses vs persons
(64) _gl. Prob w/other relative {85) DUIFDULD arrest/convetn
(65) _{_ Parenting problem: (86) Has legal problems now
(66) _I_ Family instability
(67) _L, Fam“; violence 9. Self Care/Basic Needs

Intra-family legal Self Care Problems:

{68)
{either civil or criminal)

6. Interpersonal

{24) __/_ Evervictim of physical abuse
{25) 3 Ever victim of sexual abuse
{26) _3 Ever alcohol/drug abuse in client’s family
PERSONAL PROB FHO
1. Feeling/Atfect/Mood 2. Thinking
Anxiety: Prob w/Mental Ability:
727y _« Anxious {40} Memory
« = {(28) _J_ Fearful (41) _<2, intellect
{29) _.7 Nervous (42) _=2, Conlusion
(30) o2 Guilty (43) _J Impaired judgement
{31) 7 Sieep problem (44) _ & Altention span
(45) L. Learning disability
Depression:
(32) Depressed Thought Disorders:
{33} Worthless {46) _ o Bizarre
(34) _{  Lonely (47) Repeated thoughts
(35) = Bored (48) . Hallucinations
{49) Delusions
Mood:. (50) _o¢ Suspicious
(38) Mania {51) _Q< Paranoid
{37) Hyperactivity
(38) Mood swings

(69) _sd, Prob wifriends
{70} _/} Social skills problems
{71) _/  Estab’grelships
(72) _/_ Maint'g rel'ships

On own and age appropriate;

{87} _=t_doesn’t care tor self
(e.g. hygiene, dress)
{88) __ < . Doesn't read or write

(89) _ 2 Doesn’'t manage money
{90} _ o Doesn'tearn
(91) _ X Doesn’'t make use of
available resources
Basic Needs:
Age-appropriate, does not provide own:
{92) o Food
(93) Clothing
(94} —& Housing
(95) _ & Transportation

LEVEL OF FUNCTIONING

Rate the client's functioning on the date of admission or if update, the effective date of the
change. Using the LOF scale anchors, enter a rating value of 1-50 for each LOF scale.

NAME OF REPORTER 71‘/1/\/\/\_'\1.1) f?:" ) QQ

1. Feeling/Mood/Affective Processes 4 ? ( 96-97
REFER YO CCAR USER'S 2. Thinking/Mentat Processes 3l & | { 98-99
OF SCALES AND ANCHOR 4. Substance Use Ol /| (t02-103)
POINTS. 5. Family/Living Situation 2| | (104-105)
6. interpersonal Relations A~ | {106-107)
7. Role Performance 1.5 [ (108-109)
8. Socio-legal J 19 ] o111
9. Seif Care/Basic Needs O /] (112113
MUST INDICATE TYPE OF SUBMISSION.
INDICATE EFFECTIVE DATE FOR AN UPDATE OR CORRECTON  ,09.119
y] Rl .
(114) OISCIPLINE {115) t@ DEGREE ADMISSION B H
1=NONE SmPSYCHOLOGY 1=NONE 5-PH.DIPSY.DIEb.B EFFECTIVE DATE OF 122-127] MM DD YY
1 2sMHWORKER  =PSYCHIATRY 2-ASSOCIATE  64M.D. UPDATE OR CORRECTION
1/ 3-MURSING 7=0THER 3-BACHELOAS  7=OTHER
4500 WORK 4=MASTERS UPDATE TO ADMISSION Blull

CORRECT ADMISSION INFO.

CORRBECT UPDATE INFO.
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1.

10.

11,

i2.

13.

14.

16.
17.
18.
19.

15.

DENVER HEALTH AND HOSPITALS

RIGHTS OF PATIENTS
C.R.S. 27-10-103, 27-10-116, AND
27-10-117, as amended

7

YOUR TREATMENT: You will be examined to determine your mentai condition; We believe that if you
understand and participate in your evaluation, care, and treatment, you may achieve better results. The staff
has a responsibility to give you the best care and treatment possible and avaitable and to respect your rights.

NO DISCRIMINATION You have the right to the same consideration and treatment as anyone else regardless
of race, color, national origin, refigion, age, sex, political affiliation, financial status or disability. :

YOUR LAWYER: You have the right to retain and consult with an altorney at any time. If you are here
involuntarily, the court will appoint an attorney for you (at your own expense, if you are found able 1o aflord one).

TELEPHONES: You have the right {o ready access 1o telephones, both to make and receive calls in privacy.
LETTERS: You have the right to receive and send sealed letters. No incoming or oulgeing lelters shall be
epened, delayed, held or censored by the personnel of the facility.

WRITING MATERIALS: You have the right to have access to letter writing materials, including postage. They
will be provided, if needed. If you are unable to write, members of the facility will assist you to wrile, prepare, or

mail correspondence.

YISITORS: You have the right to frequent and convenient opportunities to meet visitors. The {facility may not
deny visits at any time by your attorney, clergyman, or physician.

REFUSAL OF MEDICATIONS: You have lhe right to refuse 1o take medications, unless you are an imminent
danger to yourself or others or the courl has ordered medications.

CERTIFICATION: If you are an involuntary patient, you have the right to a review of your certification of
freatment by a judge or jury, and you may ask the court to appoint an independent professional person

(psychiatrist or psychologist) to examine you and to teslify at your hearing.

CLOTHING AND POSSESSIONS: You have the right to wear your own clothes, keep and use your own-
possessions and keep and be allowed to spend a reasonable sum of your own money.

SIGNING IN VOLUNTARILY: You have the right to sign in voluntarily, unless reasonable grounds exist to
pelieve you will not remain a voluntary patient.

}LEAST RESTRICTIVE TREATMENT: You have the right to receive medical and psychiatric care and trealment
in the least restrictive treatment setting possible, suited to meet your individual needs.

TRANSFERS: If you are certified, you have the right to twenty-four (24) hour notice before being transferred to
another facility unless an emergency exists. You also have the right to protest to the court any such transfer, the
right to notify whom you wish about the transfer, and the right to have the facilily nolify up to two persons

designated by you about your transfer.
CONFIDENTIALITY: You have the right to confidentiality of your treatment records except as required by law.

ACCESS TO MEDICAL RECORDS: You have the right o see your medical records at reasonable times.
FINGERPRINTS: You have the right nol to be fingerprinted, unless it is required by law.

PHOTOGRAPHS: You have the right lo refuse to be photographed except for hospital identification purposes.
VOTING: You have the right to the opporlumly to register and vote by absentee ballot with staff assistance.

RESTRICTIONS: If you abuse the rights regarding telephones, leiters, writing materials, visitors or clothing and
possessions, these rights may be restricted by the professional persan {physician or licensed psychalogist)
providing treatment, but you must be given an explanation as to why the right is to be restricted. Fiestncted

rights shall be evaluated for therapeutic effectiveness every seven (7) days.

F17-00% (10/94) DHH




20. Penver General's policy on the use of restraints is conspicuously posted in the Emergency Room and on all
_ psychiatric units. Copies of this policy are available on request.

21. GRIEVANCES: Grievances or complaints should be directed to the DHH:

" Patignt Advocate 436-6599
Diregtor of Nursing 436-7500
Diractor of Psychiatry 436-7777
Nursing Supervisor 436-5805

Grievanca ar complaints may also be submitted to the Colorado Department of Health 331-4930, Colorado Division of
Mental Health 762-4088, or Legal Center Serving Persons with-disabilities 722-0300.

CE TlFIC /)l OF SE?7V
| certify that on A / I read the contents of the foregoing to

the above named patient. A copy of this Patients’ nghls Statement was given to the patient.

AT Yoy v
7

Name of Slalf Mernbar

Signa‘ure of Patient

V

ey
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POLICE EMERGENCY MENTAL ILLNESS REPOHT _:. .

Name “\S}Mp,d -. -3-'(’6:@2405‘ Date: \¥7_ //6/f6 Time: /0? .
espondent -

ddress /7~ S, él:&xs S \ o;o.e.Z[/[Z/ﬁ

Place of Contact: 6/4/‘#[

Previous Psychiatric Cagre /(}ad& F /Oﬂ/l L

Person Reporting Condltlon of Hespondentﬁz/ fE as -:)/.5\(’.5: GBNV';:‘ &5
Address: /do/ S, @u JudS S7 "_Phone Number: 747" ?8 83

APPEARANCE AND GENERAL BEHAVIOR (Circle items that apply):

DRESS —(Neg® Untidy, Dirty, Eccentric. POSTURE — Erect, Tense, Relaxed, Lying Down,
FACIAL EXPRESSION — Fixed, Changing, Angry, Perplexed é:g) Happy, Suspicious.
PHYSICAL ACTIVITY nderachve Overactlve o - .

EMOTIONAL REAGTION (Circle items that apply): ATTITUDE olite. Cooperative, Reserved {Indiffere

SiientyScared, Sad, Happy, Carefree Cocky, Hitarious, Exorted Angry, Sarcastic, Antagonistic, Susplcious, Insulting,

Protane, Combatlve Sleepy L
-...-'"' o ‘/
TALK: FORM — Loglcal Conversanonal llloglcal Flamblmg. Nonsensncal /f .
RATE — Normal, Over-talkatlv ,
QUALITY — Controlled Humorous Dramatic, Forceful, Shouting, Screammg@.
EXPFIESSIONS. Ideas of Belng persecuted Feels People are Watchmg Him — Talklng about Him. Idaas of Grandeur

Strange or Bizarre Physical Complalnts Very Self-Criticai. Hearlng Voices. Seeing Things. Homicidal Thoughts.
icida houg §) Unusual Sexual Ideas . / _
. _ /

2

DOES PATIENT KNOW — Who he is? ( Yes — No) Where he is? (Yes — No) Date? ( Yes - No)
How h@ feels? (Yes — No) i _ /'/ .

Count from 20 to 1 Backwards —_ Hesull Good Fair. Poor

GENERAL KNOWLEDGE — President? {Yes — No) Governor? ( Yes - No} Mayor? { Yes - No) ,
Nearest Relative Mﬁddress_@l_ﬁ_@ Phone A 7 9‘2 £3’
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