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EXEYGEN





XXXX

DOB: MM/DD/YYYY

	MEDICAL CHRONOLOGY

General Instructions:
Police investigation report/Accident report: The police report is an investigation summary table which comprises details of facts and liability related to the motor vehicle collision statement of the investigation officer and witness - This table will be filled only if the traffic collision report is available
EMS/Fire-Rescue report: This is prehospital care report table which includes level of medical care, chief complaints, objective examinations, assessment, treatment rendered, and transportation details within EMS service - This table will be filled only if the traffic collision report is available
Injury Report: This comprises of an abstract of the patient’s related damages, surgical details, disability, ADL’s details, etc - This table will be filled only if the traffic collision report is available
Patient History: Details related to the patient’s past history (Medical, surgical, social, family history, and allergy details) present in the medical records

Detailed Medical Chronology: Information captured “as it is” in the medical records without alteration of the meaning. Type of information capture (all details/zoom-out model and relevant details/zoom-in model) is as per the demands of the case which will be elaborated under the ‘Specific Instructions’
Reviewer’s Comments: Comments on contradictory information and misinterpretations in the medical records, illegible handwritten notes, missing records, clarifications needed etc. are given in italics and red font color and will appear as *Reviewer’s Comment

Illegible Dates: Illegible and missing dates are presented as “00/00/0000” (MM/DD/YYYY format)
Illegible Notes: Illegible handwritten notes are left as a blank space “_____” with a note as “Illegible Notes” in the heading of the particular consultation/report.
Specific Instructions:

· Medical chronology focuses on the MVA on MM/DD/YYYY, the resulting injuries (Neck pain, shoulder pain) and their treatment
· Therapy records (Physical/Occupational/Speech therapy): A detailed description of initial, re-evaluations and final therapy visits are provided. Interim therapy visits have been combined and summarized briefly
· Case specific information has been highlighted in yellow color for easy reference
· We have mentioned the Facility name in a separate row in the beginning of every hospitalization
· A snapshot of the provider is given when the provider’s name is illegible
· We have used brown color for the references given internally


Police Investigation Report
PDF-Ref: 12-15
	PARAMETER
	DETAILS
	PDF REF

	Date and Time of Accident
	MM/DD/YYYY @0000 hours
	12

	Location
	Road/Street: State highway
	12

	
	Intersection: XXX
	12

	
	County: XXX
	12

	
	City: XXX
	12

	
	
	

	Direction of Travel
	North
	12

	Speed
	35
	12

	Scene of Accident
	Weather: Dry
Road: State highway
Lighting: Day light
	12

	No. of Vehicles Involved
	2
	12

	Party Details
	Unit #1: XXX XX, Driver
Unit #2: XXX XX, Driver
	12

	Vehicle Details
	
	Unit #1
	Unit #2
	12

	
	Model
	Ford
	Toyota
	12-13

	
	Year
	2016
	2018
	

	
	Color
	White
	Blue
	

	
	VIN Number
	XXXXXXX
	XXXXXX
	

	
	Policy Number
	XXXXXXX
	XXXXXX
	

	Narrative
	Unit 1 was driving straight, got distracted by an animal and took the eyes off from the road. Unit 2 attempted to make a left turn and was hit from behind by another car.
	12

	Did Airbag Deploy?
	Unavailable
	

	Seat Belt Applied?
	Unavailable
	

	Seating Position
	Unavailable
	

	Vehicle Towed
	Unavailable
	

	Violation Code/Citation
	Reason for accident: Driver 1 failed to pay full attention and subsequently struck vehicle 2 from behind
	13

	Other Details
	Unavailable
	


EMS Report – Not available
PDF-Ref: 
	PARAMETER
	DETAILS
	PDF REF

	Date of Report
	
	

	EMS Name and Crew Details
	Crew #1: 

Crew #2: 
	

	Time Details
	Time Called
	@ hours
	

	
	Time Arrived
	@ hours
	

	
	Time Departed
	@ hours
	

	
	Time Arrived at Hospital
	@ hours
	

	Response Code/Level of Medical Care
	Advanced life support (ALS)/Basic life support (BLS)
	

	Status of Patient on Arrival
	Extricated, Ambulatory at Scene, etc.
	

	Chief Complaint
	
	

	Narrative
	
	

	Vitals/Pain Level
	Vital signs: 

Blood pressure: mmHg

Pulse rate/Heart rate: bpm

Respiratory rate: br/min

Temperature: degrees F

SpO2: %

Glasgow Coma Scale (GCS): 

Pain level: 
	

	Loss of Consciousness
	Yes/No
	

	Impression
	
	

	Treatment/Neck Collar/Backboard Support details
	
	

	Destination
	
	





Injury Report

PDF-Ref: 12, 16, 23, 27
	PARAMETER
	DETAILS
	PDF REF

	Date of injury
	MM/DD/YYYY
	12

	Related injuries and medical condition before incident
	Past medical history: None
Past surgical history: None
	

	Damages developed/Sustained as a result of incident (Diagnosis alone)
	Cervical and lumbar strains
Lumbar disc disease

Cervicalgia

Left shoulder impingement
	16

	Surgeries and procedures underwent as a result of incident
	Procedure: Epidural steroid injection of the lumbar spine at the level of L5-S1
Surgeries: None
	23

	Post complications (Infection, DVT etc)
	None
	

	Aggravation of pre-existing conditions (Physician or therapist’s statement alone)
	Physician or therapist’s statement regarding aggravation of pre-existing condition is unavailable for review
	

	Did patient return to work (Date and work status per lest few visits/therapies)
	As of MM/DD/YYYY, he was working
	27

	Disability (Physician or therapist’s statement alone)
	Physician or therapist’s statement regarding disability is unavailable for review
	


Missing Medical Records
	What Records are Needed
	Hospital/

Medical Provider
	Date/Time Period
	Is Record Missing Confirmatory or Probable?
	Why we need the records?
	Hint/Clue that records are missing
	PDF-Ref

	
	
	
	
	
	
	


Patient History

Past medical history: Breast cancer, left mastectomy, high cholesterol, cholecystectomy, appendectomy, hypertension, osteoarthritis
PDF-Ref: 41-42
Past surgical history: Appendectomy, cholecystectomy, mastectomy

PDF-Ref: 42
Family History: Mother-Stomach cancer; Father-Prostate cancer; Brother-Diabetes
PDF-Ref: 42
Social History: Never smoker, never used tobacco
PDF-Ref: 20
Allergy: No known allergies
PDF-Ref: 26
Detailed Chronology
	DATE
	PROVIDER/OCCURRENCE
	PDF-REF

	Motor Vehicle Accident on MM/DD/YYYY

	MM/DD/YYYY
	Office visit status post motor vehicle accident:

Patient presents today for initial ortho evaluation. He was involved in a motor vehicle accident which occurred on MM/DD/YYYY. He reported severe neck and shoulder pain.
Physical examination:

Tenderness to his cervical region.

Pain and tenderness to his left shoulder

Impression:

Cervical and lumbar strains

Lumbar disc disease

Cervicalgia

Left shoulder impingement

Plan:
· Appropriate home exercise program for next several weeks

· Encouraged pain medications
	12-16

	MM/DD/YYYY
	MRI of cervical spine without contrast:

Clinical history: Neck pain

Comparison: None

Impression:

· Multilevel disc disease and uncovertebral hypertrophy of cervical spine, worst of C5-C6 level, as described

· C5-6 concentric disc bulge with focal central disc herniation
	25-27

	MM/DD/YYYY
	Procedure report for lumbar epidural steroid injections:
Indication of the procedure: Severe and constant back pain which was radiating

Pre and post operative diagnosis:
Herniated discs at L3-L4, L4-5 and L5-S1 with bilateral lumbar radiculopathy

Procedure: Lumbar epidural steroid injections
Medications: 2cc of Kenalog, 80mg Triamcinolone, 2CC normal saline and 2 cc of 0.25% Marcaine

Complications: None

Estimated blood loss: Minimal
	23-24

	MM/DD/YYYY
	Follow-up visit status post lumbar epidural steroid injections:
History reviewed

He was doing well with pain
Physical examinations:

Mild low back pain
Resolved cervical and shoulder pain

Assessments remains unchanged

Plan:

Continue with pain medications (Ibuprofen)
	27-29
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