May. 11. 2009 3:13PM No. 6360 P 2,

Acknowledgement of Receipt of Privacy Practices
(to be filed in patient’s medical record)

I have been presented with a copy of the Notice of Privacy Pracrices, detailing how my heaith information may be nsed and
disclosed as permitted under faderal and state law, and outlining my rights regarding my health information,

Signed; ' — Date:

Relationship (if not signed by patient);

ns

Iwish to give the Iollowing individuals access to my health information:

Intergal Use Only P ,
I patient/patient's representative rafuses to sign acknowledga_ment, please document date and time notics was presented to patient and sign below,

Presented on (date and time):

By (vame and title):_
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Red Qak Cardiovascular, P.A.
Notice Of Privacy Practices
Effective April 14, 2003

This notice describes how medical information about you nuay be used and disclosed and how you can get access to this informatien.
Please review it carefully,

Qur Promise To You, Qur Fatients
*Your information is important and confidential. Qur ethics and policies require that your information be held in strict confidence.

INTRODUCTION

‘We majntain protocels to ensure the security and confidentiality of your personal information. We have physical security ia our building, passwords to protect datsbagas,
compliance audits, and virusfntrusion detection software. Within our practice, access to your information is limited to those who need it to perform their jobs.

At the offices of Red Qak Cardiovascular Center, P.A., we are comynitted to ireating 2nd using protected health information about you responsibly. This Notice of Privacy
Palicies describes the personal information we collect, and how and when we use or diselase that information, It also describes your rights as they relate to yeur protected heaith
information. This Notice is effective April 14, 2003, and applies to all protected health information as defined by federal regulations.

Understanding Your Health Record

Each fime you visit Red Dak Cardiovaseulur Center, P.A., a record of your visit is made. Typically, this recard containg your symphoms, examinafion sud test results, dizgnoses,
treatrment, and a plan for fature care or treatrment, This information, often refamred to as yonr heajth or medical recnrd, serves as a:

% Basis for planning your care sgd treatment.

%  Mesans of communication among the many health professicnals who tonkribute to your care,
*»  Legal document describing the care you received.

%  Moeans by which you ot a third-party payer can vesify that services billed were actually provided.

#+  Tool in educating health professionals.

%  Source of data for medical research.

%  Source of information for public health officials charged to iraprove the health of the state and nation.

% Source of data for our planning and matketing,

4 Tool hy which we can assess and continually work to improve the care we render aud ontcomes we achieve,
Understanding what is in vour record and how your health ivformation is nzed helps you to: ensure its accuracy; better nnderstand who, what, when, where, and why others may
access your health information; aud make more informed decisions when anthorizing disclosure o others.

Your Heslth information Rights

Although your health record is the physiesl property of Red Oak Cardiovaseular Center, PLA., the information belongs to you. You, have the right to:
% Obtain a paper copy of this notice of privacy pelicies upos regaest,
*»  Tnspect and obtsin € copy of your health record as provided by4S CFR 164,524 (reasonable copy facs apply in accordance with state law).
% Amend your health record s provided by 45 CFR 164.526.
% Obtain an acconnting of disclosures of your kealth information as provided by 43 CFR 164.528.
% Request confidential communications of your health juformation a3 provided try CFR 164.522(b).
¥ Request a restriction on cartain uses and disclosures of your information as provided by 45 CFR 164.522(x) (however, we are not required by law io agree o a
requested restriction)..

QOur Responsibilities

Qur practice is required to:

Maintain the privacy of your health information.

Provide you with thiz notice as to gur legal duties apd privacy practices with respect to information we collect and maintain about you.
< Abide by the terqus of this notice.

Notify you if we ape unable to agres to a requested zestriction,

#  Accommodste reasonable requests you may have to communicate your health information.

L

We Tesarve the right to chauge our practices and to make the new provisions cffective for all protected health foformation we mekmtzin. We will keep a pusted copy of the most
curtent notics in our facility containing the effective date in the top, right-kand comer, In addition, each timea you visit cur facility for treatment, you may obtain 2 copy of the
current notice in effect npon request.

We will not use or disclose your health information in a manner other than deseribed in the section regarding Examples Of Disclosure Por Treatment, Payment, And Health
Operations, without your wittsh authorization, which you may revole a3 provided by 45 CPR 164.508(b)5), except to the exteqt that action has alresdy been taken.

For More Inforination Or To Report A Problem

If you have questions and would like additional information, you may contact our practice at 281-893-3640.

If you believe your privacy rights have been violated, you can ejther file & complzaint with our Medical Disector or with the Ofhice for Civil Rights, U.S. Department of Health
and Humay Serviees (OCR). There will bs uo retaliation for filing a complaiat with either our practies or the QCR. The address for the OCR regional office for Texas is a3
follows: : ;

Offica for Civil Rights

11,8, Department of Health aud Human Services
1301 Young Straet, Suite 1169

Dallag, TX 75202
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Examples OF Disclosures For Treatment, Payment And Health Qperations

We will use your health information for treatment.
We may provide medical information about yon to health sare Providers, our practice persanmel, or thitd parties who sre involved {g the provision, manageraent, or coordination

of your care.

For gxample:

Information obtained by a nurse, physician, or other membzr of your health care tezim will be racorded in yeur reaond
&nd used to determine the course of reatment that skowld worle best for you. Your medical information will be shared
among health care professionals involved in yobr care. ’

We will also provide your other physician(s) or subscquent health cape Drovidex(s) (when applieable) with copies of
various reports that sheuld aggist them in treating you.

We will use your health information for payment.
We may disclose your mformation 80 that wa can colleet or make payment for the health care services you receive,

For exampls:
It you participate in a healéh imsurmace phn, we will disclose neeegsary information to that plan ke gbain paymeeat for your care.

We will use yonr health information for regular health operafions,
We may disclose your health information for out foutine operations. These uses are necessary for cermin administrative, finaneial, legal and quality improverint activities thar
areneceysary (o ran our practice and support the core funchogs.

For example:

Members of the quality improvement team may use information in your heslth record to assess the cate and ovtoomes in your case
and athers like it. This information will then be used in an =ffort to continuzlly improve the quality and effectiveness of the
healthcare and service we provide and to reduce healtheare costs.

%+ Appointwent Reminders

We may disclose medical information b provide ppointment reminders (¢.g., coptacting yon at the phone nimber you have provided to ug and leaving a
MesSAge &5 &l appointment reminder).

4 Decedents

Cousistent with applicable law, we may disclose health information to coroner, medical examiner, or fuperal ditester.

% Warkers Compensation

We may disclose health information to the extent suthorized by and necessary to comply with laws relating to workers compensation ar other similar programs
established by law.

#  Public Health

As required by law, we may disclose your health information to public hexlth or legal authorities charped with preventing or coptrolling digease, injury of
disahility.

% Research

We may disclose information to researchers wheu their ressarch has been approved and the sesearcher has obtained a required waiver from the [ustitutional
Review/Frivacy Board, who hay reviewed the research proposal.

% Organ Procurement Organizations

Consistent with applicable law, we may disclose health informgtion ¥o organ procurcment organizations or other entities engaged in the procurement, bapking or
transplautation or organs for the pwrpose of donation and traneplapt.

+  AsRequired By Law

We may disclose health information a5 required by law, This may include reporting a crime, responding to 2 court order, grand jury subpoena, warrant,
discovery request, or other legal process, of complying with heatth oversight activities, such as audits, investigations, and inspections, necessary o spsure
compliance with governmment zegalations and civil rights faws.

% Specialized Governmeat Fincliony

We may disclose health informmation for military and veterans affairs or nationsl gecrity and intelligence activites.,

¥ Pusiness Astociates

There are some services provided in our organization theough cantacts with business zsociates. Some examples are billing or transcription services we may
ese. Ducto the nature of business sssociates” services, they must rencive your health information in order to perform the jobs we've asked them 1o do, To
protect you health information, iowever, when these services ars eontracted we require e business associate to appropriately ssfaguard your information.

% Prestice Marketing

We may contact you to provide information about treatment alternstives or other health-related bepefiis and services that may be of interest to yau {for sxample,
1o notify you of any new tests ar services we may be offering).

% Tood Apd Drug Aditimistration (FDA)

We iy disclose to the FDA health infonnation relative to adverse events with respect to food, supplements, produst and product defects, or post marketing
surveillance information to enable product recalls, Tepairs, oF replacement.

&  Personal Representative

We may use or disclose {nformation to your personal representative (person legally respontible for your care and authorized to act on your behalf in making
decisions related to your health care).

% To Avert A Serigus Threat T HealthySafaty

We may disclose your infurmation when we believe in Bood faith that this is necessary to prevent a serious threat to your safety or that of another person. This
mey include cases of abuse, neglect, or domestic viojence.

#*  Commusjration With Family ‘
LUniess you object, health professionals, using thele best judgment, may disclose to 4 family messber or close personal fricnd health information relevant 1o Hat
PersoL’s involvemznt in your care or payment related to your cate. We may notify these individuzls of your location and gencral condition.

% Disaster Relief

* Unlegs vou ohject, we may disclose health information sbout you to ag organization assisting in a disaster relief effort.

For all non-routine opetations, we will obtain your written authorization before disclosing your personal information. In addition, we take
great care to safegnard your inforzaation in every way that we can to minimize any incidental disclosures.
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Patient HIPPA Consent Form

1. Sharing information for the purpose of treatment: | understand that you may share my information
with membess of my treatment team, both within Red Qak Cardiovascular Center as well ag with
providers whom administer care outside of this center, in order to provide me information on wellness
programs ag well as educational programs specified by my insurazice plan.

2. Sharing information for the purpose of payment: I give permission for Red Oak Cardiovascular
Center to share my information with my insurance company, governmental entities (such as Medicaid or
Medicare, etc.) and their representatives (including, but not limited to benefit determination and
utilization review) as well as your representatives, data warehouses and billing companies.

. Sharing information for purpose of operation: I give my permmssion for Red Oazk Cardiovascular
Center to share all information needed for ongoing operations of this office, including (but not lmited
to) the credentialing processes, peer review, accreditation and compliance with all federal and state laws.

- I authorize that your office may contact me in the following matter: (please check all that apply)

(75

-9

Home Telephone:
() OK to leave a message in detail on the answering machine
() OK to leave a message with a callback number only
() OK to leave a message with a family member
Specify who:

Work Telephone:
() OK to leave a message in detail on the answering machine
() OK to leave a message with a callback number only
() OK to leave a message with co-worker
Specify who:

Cellular Telephone:
() OK to leave a voicemail message in detail
() OK to leave a message with callback mumber only -

My consent is freely given. T understand that I may revoke this consent at any time in writing; but understand any
disclosures given in reliance on this prior consent will be permissible.

Print Patients name Date

Patient’s signature Guardians Name

Witness signature _ Date
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Red Oak

Cardiovascular 17400 Red Oak Drive « Houston, TX 77090 « 281/893-5640

SVZ Juan R, Amell, MD,, FAC.C. - Metram J. Rao, M.D,, FAC.C,

Gustavo A. Grleco, M.D,, FAC.C. - Amilcar Avendano, MD,, FACC,
Center
Vistt our Web Site at; www.redoak.com

Comprehensive Qutpatient Services

We are committed to providing you with the best possible care. If you have medical insurance, we will gladly assist you

to receive your maximum allowable benefits. In order to achieve these goals, we need your assistance, and your
understanding of our policy.

Payments for services are due at time services are rendered unless payment arrangements have been approved in advance
by our staff. 'We accept cash, checks, MasterCard, Visa, Discover, or Insurance Assignment. We will gladly discuss your
proposed treatment and answer any question relating to your insurange, :

You must realize, however, that:

1. Your insurance is a contract between you, your employer, and the insurance company. We are NOT a party to
that contract. ' :

2. If your insurance company requires refetrals, vouchers or authorizations, YOU will present these to the
receptionist immediately. Failure to do se will make you responsible for full payment once services are rendered.

3." Our fees are gonerally considered to fall within an acceptable range by most companies (Usual, Costomary, and
Reasonable). U.CR. charges are normally covered up to the maximum allowance determined by each catrier, as
stated in your individual policy, This statement does not apply to companies who reimburse on an arbitrary fee
“schedule” (predetermined), which bears no relationship 10 the U.C.R, in this area.

4. Some insurance companies arbitrarily select certain services that may not be covered by your plan.

We do acoept Medicare, however, if you do not hold a supplemental plan, the remaining 20% balance is your
responsibility. .

b

We must emphasize that as medical care providers, our relationship is with you, not your insurance company. While
the filing of insurance claims is a courtesy that we extend to our patients, all charges are your responsibility from the date
the services are rendered, We realize that temporary financial problems may effect timely payment of your acconmt. If
such problems do arise, we encourage you 10 contact us for assistance in the management of your account. If you have
any questians about the above information or any uncertainty regarding inswrance coverage, PLEASE do not hesitate to
askus, We are here to help you.

Tundetstand and agree that, (regardless of my insurance status), I am ultimately responsible for the balance on my account
for any professional services rendered. I authorize and assign payment of any medical benefits to Red Oak
Cardiovascular Center, P.A. '

I authorize Red Qak Cardiovasenlar Center, P.A., to disclose and release medical information to my ipsurance company(s)
for the purpose of securing payment of insurance benefits. I have been informed that my records may contain
information, which is protected by State and Federal Confidentiality laws, This includes information, pertaining to
hospitatization and treatment for drug or aleohol abuse, psychiatric treatment, and HIV test resnlts. This consent will
remain in effect only until the insurance claim has been settled and may be revoked prior to that time, except to the extent
that action has already been taken in reliance upon it.

Tauthorize and give consent to my doctor and whomever he/she designates to perform upon myself, diagnostic tests to

determine the condition of my heart and/or blood vessels. T understagd any invasive procedures will require a sepatate
informed consent form.

Signamre (Relationship if minor) Date
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Patient HIPPA Consent Form

1. Sharing information for the purpose of treatment: I understand that you may share my infortnation
with members of my treatment team, both within Red Oak Cardiovascular Center as well as with
providers whom administer care outside of this center, in order to provide me information on wellness
programs as well as educational programs specified by my insurance plan.

2, Sharing information for the pmrpose of payment: I give permission for Red Qak Cardiovascular
Center to share my information with my insurance company, governmental entities (such as Medicaid or
Medicare, etc.) and their representatives (including, but not limited to benefit determination and
utilization review) as well as your representatives, data warehouses and billing companies.

3. Sharing information for purpose of operation: I give my permission for Red Qak Cardiovascular
Center to share all information needed for ongoing operations of this office, including (but not limited
to) the credentialing processes, peer review, accreditation and compliance with ail federal and state laws,

4. 1 authorize that your office may contact me in the following matter: {please check all that apply)

Home Telephone:
() OK ta Jeave a message in detail on the answering machine
() OK to leave a message with a callback number only
() OK to leave a message with a family member
Specify who:

Work Telephone:
() OK to leave a2 message in detail on the answering machine
() OK to leave a message with a callback number only
() OK 10 leave a message with co-worker
Specify who:

Cellular Telephone:
() OK to leave a voicemail message in detail
() OK to leave a message with callback number only

My consent is freely given. I understand that T may revoke this consent at any time in writing; but undersiand any
disclosures given in reliance on this prior consent will be permissible.

Print Patients name Date

Patient’s signature Guardians Name

Witness signature Date



May. 11 2009 3:19PM No. 6365 P §
Comprehensipe Qutpatient Services
Red Oak - -

Cardiovascular 17400 Red Oak Drive - Houston, TX 77090 + 281/893-8640
S :V: Z Juan R, Amell, M.D., FAC.C.. - Metram J. Rao, M.D., FAC.C.
Gustavo A. Grieco, M.D., FACC. + Amilcar Avendafio, MD,, FA.CC
Center

Yisit our Web Site at: uounw.redoak.com

ATTENTION ALL PATIENTS

All patients who are on an HMO or POS (Point of Service)
Insurance Plan that requires a referral must have the Referral
aund Insurance Card at the time of the visit, If you do not have
the referral and insurance card, you rust reschedule your
appoititment or you must pay for your visit at the time of
service. Referrals are the patient’s responsibility, not our office.

No calls will be made to verify benefits on the day of testing.

The patient is responsible for all balances if the insurance

information given to Red Oak Cardiovascular Center is

incorrect or incomplete, Ifinsuraf;qe information is given

after claims are filed and your insurance carrier determines
- claims are past filing deadline, patient is responsible for

remaining balance on account.

PLEASE NOTE:
DUE TO HEAL.TH AND SAFETY ISSUES,
CHILDREN ARE NOT ALLOWED IN WORK,
TESTING OR CLINICAL AREAS.

THANK YOU FOR YOUR COOPERATION
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Comprehensive Quipatient Services = M ED' c AL H I STOHY

17400 Red Oak Dr. 920 Medical Fiazx D, Suile 495
Houstan, TX 77080-1244 The Wandlands, TX 77380
Office: 2E1:593-8840 Office: 281-363-3434 Date:

'Web Slue hieps/ fw b 0o * E-Mabl: redy deat o *

Patient Name: .

t .

D.OB. Sex: I Male O Female Height; Weight:

Referring Physician: ‘

Referred by (other sources):

Reason for seeing Dr. Amell/Dr. Rao/Dr. Grieco/Dr. Avendafio/| Dr. Vinay Rao {plapaili

. . YES NO
Do you have any Chest Pains/Chest Discomfort ... ;

(I YES, please desctibe in yous own words) SeventyScale (Laamsmm}: 2 3 ¢4 5 5 7 B“ 9 "

i

10 {Most Ssvere}

Do you have any of the following symptoms?....... YES
Shortness of Breath ..o
Ankle Swelling/Fluid Retention..........

Need to Urinate Alter Bedtime ......

Sleep on More Than One Pillow
Palpitations/Irregular Haart Beat

=
(2]

....................................................

O0oOoQOoOo QO

.........................................................................

Headaches ,..........

Vision Changes .........voooono
Coughing ...

FamhngSpelis e e e e vt
Weakness or Numbness 1o Aims ar Legs
Aching in Legs When.Walking .................
Difficulty Sleeping...............

Aniety ...,

COBO0B DG

Depression

Da you have any history of the foliowing conditiunﬁ?YES NO
Angina Pectoris (Chest Painy ...
High Blood Pressure ...
Diabetes .. e ey
Anermsclerosrs (Hardenmg of the Arteries) i
Elevated Cholesterol ... ...
Lung Disgase (Emphysema)
Anemia
Arhits
Back Fain..........
Gout e ettt e et ser et )

AGCH pg 1 1:9n

Qo000 O0Oo0O
LoCooOoO0o0o0Do

CO0DJd 0G0 d00000000g

i Breast Nodule ..........

Have you ever hag any of the fellowing conditions?YES NO

Heart Attack ...

a

Abnormnal EKG 3
CRESUINJONY ..o a
(Please Describe):

Congastive Heart Failure ...,
FIEEI MUY <. e
Bheumatic Fever......

SHOKE «.ovvvvorerereveeeeeo
Seizure Disarder .................
Head Injury ...

Pneumonia ...
Abngrmal Chest X*Hay
Hiatal Hemla

Abdamlna!Aneurysm...................,...............................
Gallbladder Stona(s) e e e
Diarthea ..o

Constipation P
Kidriay Stone ....................
Kicine:,}lnfec!ion..........................,..,._......,......n.._............
Blood Sugar Abnormality ...
Thyrold Disorder. ...

HEPAIHS v seecrensen s
TUDEICUIOSIS ..vovoove v
Cancar.....ocw.vivsin

Bléeding_Tendsncy.............,..............
Easy Bruising ...

Low Back Problgms ...,

Bone Fractures.....,.........

UOOUPOO0000000000000DN 0000 o

DOoo0ooo0o000ooo0eoOoo

Q
a
Q
Q
Q
Q
Q
a
]

ARMADILLO PRESS
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HOSPITAL ADMISSIONS INCLUDING SURGERIES:
Date: Hospital: Physician: Diagnosis: Surgeries:

PLEASE LIST ALL MEDICATIONS (Prescribed and Over the Counter Madicines):
Madicine Dosage Frequency Taken Date Started Date Stopped:

Allergiss:  Medicine(s):

Food:
Environmental:
Other:
PERSONAL HABITS: .
Smoking: Did You Ever Smoke? O YES [ MO How Many Packs per Day?
How Many Years Did You Smoke?__ Do You Smoke Now? [ YES 0O NO
When Did You Stop Smoking? i
Alcohol Use! Curtent Amount of Wine, Liquor or Bear per Waek? _ Any History of Algohol Use? O YES U NO
Drug Use: Any History of lllegal Drug Use/Abuse? 0 YES (O NO
It YES, Please Explaln:
Exercise: Are You Currently on an Exercise Program? &3 YES [ NO  Number of Times per Week
Cholasterol: Have You Ever Had Your Cholesterol Checked? " Q°'YES QI'NO - If So, When?
What Were Your Levels? CHOL: _ _ HOL:
TRIG: LOL
Diet Q) salt U Sugar O Chotesterollow Fat (3 Fluid Restrictions Wl Cafteine
Reastrictions: a Other;
Stress: Qceupation:

Marital Status: 11 Married {1 Singte O Widow U Divorced
Revcent Major Life Changes: -

Please Check the Following Tests Which have been Done Within the Past Year:

Female: O Reguiar Physical Exams 0O Pap Smear { O Positve 1 Negative) 1 Breast Exam
1 Mammogram Q Colon Exam :
Male: O Ragular Physical Exams £] Prostate Exam® O Colon Exam

Do Members of Your Farnily Know CPR? 0 YES O NO Do YouKnow CPR? 0 YES U NO
FAMILY HISTORY:

Have You or Your Family Members Had Any of the Following Diseases (!f'\r."ES. Flease List Who They Are)?

Heart Disease:

Diabetes:

Hypenension:

Cancer:

Btroka:

Emphyserna:
ROCCMM pg @ 186 »
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Date;

ADDENDUM TO HISTORY & PHYSICAL
PSYCHOSOCIAL ASSESSMENT Please check the following as applles:
0 Anxiety [d Depreasion U] Stress
RECENT LIFE CHANGES: : .
3 Job change in last year 0 Divorea in past year U Doath of parent In last yeay
0 Job fost . L1 Separation LY Death of spouse In past year
(3 Unemployed 12 Loss of financial security QI Death of chitd in past year
L1 Retired _ U Hospitafization in past yaar [J Child moving away
LI Moved in last year O tnjuryrsickness in past year L Birth of ehild/ grandchild
CHossotope — O Fesimgs ot desparr T T O P¥enicomesolve

SOCIO-ECONGMIC STATUS:

U Lives slone ; U Extended-Care facjity Living Wil LY ves 0 o

O Lives with famnily U Child living at home Organ Donation - [ ves [ No
U Lives with spouse :

Have you or any of your family members been a victim of physical, sexual, varbal or mental abuse? o Uves Ong
If Yes, please explain briafly:

Have you or any member.of your family been in treatment for aleohol, drug, physical, psychologleal abuse? O Yes d No
If Yes, ploasé explaln briefly:

Development!EducationaliLearning Deflcits:

L Attention Deficit Disarder O Hard of hearing &1 Bling U Deat U Dementla 0 cva
COGNITIVE/PERCEPTION

Method of Learning:

I Visual 3 Audio O Demonstration O Reading

Communication Abilities {appropriate for developmenta aga): _

LI Can speak O Gan write O Undarstands wetting Q' Understands gestures

O Understands English not, staté language spoken:

PLEASE MARK AREAS QF SCARRING, FRACTUREB, SKIN TEARS, LACEHATIDNS, BRUISING:
SKIN: )

O Intact QI Poor turgor g
2 itching U Rash
L Leston 0 Bruise
O Dpecubius 2 Scar
Q wam LI Coo
Q pry : O Molst
Q Pate a Pink "
O Cyanetic {1 Ashen
01 Jaundiced
SKIN ASSESSMENT GODE: | e e e ol
Q R=Rash 0 8=30ar O b = Deoubitys L1 L = Laceration
L} T=Tatoo O AM = Amputation [ AB = Abrasion
BDOC-MH pg 4 op7

ebrma o e
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Date;
PHYSICAL EXAMINATION PLEASE INDICATE IF PHYSICAL ASSESSMENT IS POSITIVE OR NEGATIVE
i USINGA (+) OR (-) SIGN RESPECTIVELY,
VITAL BIGNS: BR {L): BP (R):. . HR: . RR: —
Temp: W, H: 0, Sat: Y

HEENT: Unremarkable.

MNECK: Supple, Ne Juguiar Vanous Distenalon, Mass, or Carotid Bruit.

LUNGS: Clinically Clear,

HEART: RRR, 51 & 52 Normat, No Murmur, Gallop or Rub,

ABDOMEN: Soft, Non-Tender, No Crganomegaly or Mass. B8 Normnal,

EXTREMITIES/PERIPHERAL PULSES; No Pedal £dema. 2+ Equal Bilaterally.

CNE: Grossly Intact.

EKG;

ABBESSMENT:

1) 3)

2) 4)

PLAN:

1 : 3)

2 4)

COMMENTS:

ATC: - M.D. / R.N.

ROGG-MH op 3 11186
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