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“ Page: 1

U. s{ EDICAL CENTER FOR FEDERAL E  ;ONERS

LABORATORY, 1900 W. SUNSHi.E
SPRINGFIELD, MISSOURI 65808
(417) 862-7041, EXT. 454

T EEss=s=ss================= F I N A L REPORT =======—==================
Register Number: 12076-064 Age 31
Name : MCVEIGH,TIMOTHY Sex : M
Location ADMAX FLORENCE Accession Number: 1697
Physician : DR. KOWALSKI "X" if Complete : [X]
Collection Date: 05/04/1999
Collection Time: 11:15

Tests | HBsAg; HBsAb; HBcAb; Anti-HBcIgM; Anti-HAV-IgM; Anti-HCV

Ordered |

Test Name Result Flag Reference Range Tech

Collection Cmt. -

HBsAg Negative Negative SY TE

HBsAD Negative Negative SY JD

HBcAbD Negative Negative SY TE

Anti-HBcIgM Negative Negative RH TE

Anti-HAV-IgM Negative Negative RH TE

Anti-HCV Negative Negative SY TE
-— End of Laboratory Report --

Name MCVEIGH,TIMOTHY Doctor DR. KOWALSKI

Register#: 12076-064 Location: ADMAX FLORENCE

Printed 05/11/1999 @ 13:10 i

Sensitive L.0.U.

S M0 b et S NS S MM P PR



§ REPORT FORM

Quest
0B < _
@ Diagnostics ! 4

2
LAB # 5-DE12144 RT# 29/29
10119-45
DOCTOR: ADMIN MAXIMUM FACILITY
{DR. KOWALSKI)
# 13964 DR/PA: PATIENT: MCVEIGH, TIMOTHY
5880 STATE HUWY 67 SO 85N:
FLORENCE, CO 81290 AGE:04-23-1968 SEX:M HRS PP:
CHART # 12076-064
COLLECTED: 4:45 4 MAY 1999 REPCRTED: 5 MAY 1999
REQUESTS RESULTS UNITS REFERENCE RANGES LocC
AMYLASE, SERUM 50 IU/L 10~-100 DE
LIPASE, SERUM 27 IusL T-60 DE

**PLEASE NOTE NEW REFERENCE RANGE=#*

DE - TESTS PERFORMED AT QGUEST DIAGNOSTICS, 695 S. BROADWAY, DENVER,

CO 80209, 303-899-6000
walski; .D._
e 7

tevyed
“Ko
/’(/#L¢7?//

'58 (REV. 1/97) THIS IS A COMPLETED REPORT

T —




e - Page: 1
U. S. M. .CAL CENTER FOR FEDERAL PRI{ ERS
LABORATORY, 1900 W. SUNSHINE
SPRINGFIELD, MISSOURI 65808
(417) 862~7041, EXT. 454

Register Number: 12076-064 Age : 31
Name : MCVEIGH,TIMOTHY Sex : M
Location : ADMAX FLORENCE Accession Number: 1693
Physician : DR. KOWALSKI "X"” if Complete : [X]

Collection Date: 05/04/1999
Collection Time: 11:14

Tests | BOP TESTING; LIPID TESTING; LIVER TESTING; Free T4; TSH; CBC; RPR
Ordered |
Test Name Result Flag Reference Range Tech

Collection Cmt.
BOP TESTING
LIPID TESTING
LIVER TESTING

Glucose 83 mg/dL 70 - 110 SY TE
Urea Nitrogen 11 mg/dL 7 - 22 SY TE
Creatinine 0.9 mg/dL 0.6 - 1.6 SY TE
Uric Acid 5.8 mg/dL 38 = 8.6 SY TE
Sodiuml 143 mmol /L 137 - 145 SY TE
Potassium 4.4 mmol /L 3.5 = 5.0 SY TE
Chloride 104 mmol /L 98 - 110 SY TE
Phosphorus 3.9 ' mg/dL 2D = 4.5 SY TE
Calcium 9.4 mg/dL B.5 = A0u5 SY TE
Total Protein {5 . g/dL 6.0 - B.2 SY TE
Albumin 3.6 g/dL JuH o S d SY TE
Alkaline Phos. 75 U/L 41 - 133 SY TE
AST(SGOT) 24 U/L 11 - 55 SY TE
Lactate Dehyd. 113 U/L 94 - 218 SY TE
Total Bilirubinl 1.40 HI mg/dL 0.20 - 1.30 SY TE
Cholesterol 254 HI mg/dL 140 - 200 SY TE
i 402 HI mg/dL 30 - 200 GK TE
PLEASE NOTE: Due to interferences, the
HDL result is not valid when the Trig-
lyceride is greater than 400 mg\dl,
therefore the HDL is not performed.
A/G Ratio 0.92 LO 1000 = 2.30 TX TE
Globulin 3.9 HI 2.0 = 3.7 TX TE
ALT1(SGPT) 41 U/L 11 - 66 SY TE
Direct Bilirubin 0.50 mg/dL 0.00 - 0.50 TX TE
Gamma GT1 30 U/L 8 - 78 SY TE
Bu 0.9 mg/dL 0.0 - T 1 SY TE
Bun/Creat Ratio 12.2 5.0 - 30.0 TX TE
Free T4 L. ng/dL .7 = 1.9 SY TE
TSH 0.9 uIU/mL 0.3 - .0 SY TE
CBC
White Blood Cell 5.4 mm3 4.3 = 11,1 JN JD
Red Blood Cells 525 mm3 4.46 - 5.78 JN JD
Hemoglobin 15.2 g/dL 13.6 - 17.6 JN JD
Hematocrit 44 .2 p A 40.2 - 51.4 JN JD
MCV 84.0 fL 82.5 ~— B89B:5 JN JD
MCH 29.0 PE 21s1 = 348:3 JN JD
Name : MCVEIGH,TIMOTHY Doctor : DR. KOWALSKI
Register#: 12076-064 Location: ADMAX FLORENCE
Printed : 05/05/1999 @ 14:08  c.seeeann

Sensitive L.0.U.



J it Page: 2
U. S. M [CAL CENTER FOR FEDERAL PRI! |ERS
LABORATORY, 1900 W. SUNSHINE
SPRINGFIELD, MISSOURI 65808
(417) 862-7041, EXT. 454

=========================== F I N A L REPORT ===s=sssssss=ss=ssSss==S=====

Register Number: 12076-064% Age + 31

Name : MCVEIGH,TIMOTHY Sex P M

Location ADMAX FLORENCE Accession Number: 1693

Physician : DR. KOWALSKI "X” if Complete : [X]

Collection Date: 05/04/1999

Collection Time: 11:14

Tests | BOP TESTING; LIPID TESTING; LIVER TESTING; Free T4; TSH; CBC; RPR

Ordered |

Test Name Result Flag Reference Range Tech
MCHC 34.5 g/dL 33:0 -~ 35.0 JN JD
RDW 13.4 A 12.0 - 14.0 JN JD
PLT 1073 ful 130 - 374 JN JD
MPV fL 6.9 — 10.5 JN JD

RPR NR MB TE

Name MCVEIGH,TIMOTHY Doctor DR. KOWALSKI
Register#: 12076-064 Location: ADMAX FLORENCE
Printed 05/05/1999 @ 14:08  ee.eeeann

Sensitive L.O.U.



s . Page: 1
U. S.  IDICAL CENTER FOR FEDERAL Pf "ONERS
~ LABORATORY, 1900 W. SUNSHIwE
SPRINGFIELD, MISSOURI 65808
(417) 862~-7041, EXT. 454

Register Number: 12076-064 Age = 30
Name : MCVEIGH,TIMOTHY Sex P M
Location : ADMAX FLORENCE Accession Number: 4670
Physician : DR. OSAIE "X” if Complete : [X]

Collection Date: 0272571999
Collection Time: 10:54

Tests | BOP TESTING; LIPID TESTING; CBC

Ordered |

Test Name Result Flag Reference Range Tech
Collection Cmt. No Collection Date Given

BOP TESTING
LIPID TESTING

Glucose 86 mg/dL 70 - 110 SY JD
Urea Nitrogen 12 mg /dL 7 - 22 SY JD
Creatinine 1.0 mg/dL 0.6 -~ 1.6 SY JD
Uric Acid 6.2 mg /dL 3.7 - 8.6 SY JD
Sodiuml 144 mmel /L 137 - 145 SY JD
Potassium 4.6 mmol /L 3B = 5.0 SY JD
Chloride 103 mmol /L 98 - 110 SY JD
Phosphorus 4.1 mg/dL 2.5 - 4.5 SY JD
Calcium 10.2 mg/dL 8.5 = 10.5 SY JD
Total Protein Bl g/dL 6.0 - 8.2 SY JD
Albumin 4.3 g/dL 3l = o | SY JD
AST(SGOT) 31 U/L 11 - 55 SY JD
Lactate Dehyd. 139 Uu/L 94 - 218 SY JD
Total Bilirubinl .60 HI mg/dL 0.20 - 1.30 SY JD
Cholesterol 354 HI mg/dL 140 - 200 SY JD
Triglycerides 417 HI mg/dL 30 - 200 CF JD

PLEASE NOTE: Due to interferences, the
HDL result is not valid when the Trig-
lyceride is greater than 400 mg\dl,
therefore the HDL is not performed.

A/G Ratio 1+ 13 1.00 - 2.30 TX JD
Globulin 3.8 HI 2.0 - 3.7 TX JD
CBC
White Blood Cell 6.7 mm3 G553 = Lt o1 RL JD
Red Blood Cells 5.89 HI mm3 4.46 - 5478 RL JD
Hemoglobin 16.7 g/dL 13.6, — 1746 RL JD
Hematocrit 49.3 pA 40.2 - 51.4 RL JD
MCV 83.7 fL 82.5 - 96.5 RL JD
MCH 28.4 PE 27.1 = 34.3 RL JD
MCHC 33.9 g/dL 33.0c - 35.0 RL JD
RDW 14.1 HI Z 12.0 = 14.0 RL JD
PLT 212 1073 ful 130 - 374 RL JD
MPV 8.5 fL 6.9 - 10.5 RL JD

~— End of Laboratory Report —-

Name : MCVEIGH,TIMOTHY Docter : DR. OSAIE
Register#: 12076-064 Location: ADMAX FLORENCE
Printed : 02/25/1999 @ 15:06 ...,

Sensitive L.0.U.



e P Page: 1
U. s./  DICAL CENTER FOR FEDERAL Pi JNERS
° LABORATORY, 1900 W. SUNSHIWE
SPRINGFIELD, MISSOURI 65808
(417) 862-7041, EXT. 454

e S T =i = F I NATIL R EPO R T e

Register Number: 12076-064 Age 30
Name : MCVEIGH,TIMOTHY Sex H |
Location : ADMAX FLORENCE Accession Number: 8808
Physician : DR. KOWALSKI "X" if Complete : [X]
Collection Date: 07/08/1998 Reviewed é@g

Collection Time: 10:55 LK. Kowalski M.D g

Tests | BOP TESTING; CBC C” . lD. 4 gt

Ro—— nical Director

Test Name Result Flag Reference Range Tech

Collection Cmt.
BOP TESTING

Glucose mg/dL 70 =" 110 SY JD
Urea Nitrogen 9 mg/dL 7 - 22 SY JD
Creatinine 0.9 mg/dL 0.8 = 1.6 SY JD
Uric Acid 6.9 mg/dL 3T = 8.6 SY JD
Sodiuml 143 mmol /L 137 = 145 SY JD
Potassium 4.9 mmol /L 323 = 5.0 SY JD
Chloride 102 mmol /L 98 - 110 SY JD
Phosphorus 4.8 HI mg/dL 2.5 =~ 4.5 SY JD
Calcium 9.9 mg/dL 8.5 - 10.5 SY JD
Total Protein 8.2 g/dL 60 = 8.2 SY JD
Albumin 4.5 g/dL 3.6 - 5.1 SY JD
AST(SGOT) 39 U/L 11 = 55§ SY JD
Lactate Dehyd. 159 U/L 94 - 218 SY JD
otal Bilirubinl 1.70 HI mg/dL 0.20 - 1.30 SY JD

Cholesterol 242 HI mg/dL 140 - 200 SY JD
Triglycerides 634 HI mg/dL 30 - 200 SY JD
A/G Ratio 122 1.00 - 2.30 TX JD
Globulin 3.7 2.0 - 3.7 TX JD

CBC
White Blood Cell 5.8 mm3 4.3 = 11:1 JN JD
Red Blood Cells 5.47 mm3 4.46 = 5.78 JN JD
Hemoglobin 15:5 g/dL 13.6 -~ 17.6 JN JD
Hematocrit 46.0 pA 40.2 - 51.4 JN JD
MCV 84.1 fL 82.5 - 96.5 JN JD
MCH 28.2 PE 27.1 - 34.3 JN JD
MCHC 33.6 g/dL 33.0 - 35.0 JN JD
RDW 13.6 % 12.0 = 14.0 JN JD
PLT 220 1073 /ul 130 - 374 JN JD
MPV 9.2 fL 6.9 - 10.5 JN JD

—— End of Laboratory Report —-
%ﬁfféw/’ /@Wﬁ 4/‘/ <l
Ceferee” /%52219/6;22252§;
Name : MCVEIGH,TIMOTHY Doctor : DR. KOWALSKI
Register#: 12076-064 Location: ADMAX FLORENCE

Printed : 07/09/1998 @ 16:04 .........



P —~ Page: 1
U. s. . ,ICAL CENTER FOR FEDERAL PRf' NERS
LABORATORY, 1900 W. SUNSHINk
SPRINGFIELD, MISSOURI 65808
(417) 862-7041, EXT. 454

=== === oaSEE=S F I NATL REPORT S ms=====s=====

Register Number: 12076-064 Age 30
Name : MCVEIGH,TIMOTHY Sex I M
Location : ADMAX FLORENCE Accession Number: 1751
Physician : DR. KOWALSKI “X"” if Complete : [X]

Collection Date: 07/15/1998
Collection Time: 10:04
Tests | Amylase

Ordered|

Test Name Result Flag Reference Range Tech

Collection Cmt. .
Amylase 56 U/L 25 = 115 SY JD
-— End pf Laboratory Report —--

Reviewedé@z

L.R. Kowalski, M.D.
Clinical Director

Name : MCVEIGH,TIMOTHY Doctor : DR. KOWALSKI
Register#: 12076-064 Location: ADMAX FLORENCE

Printed : 07/20/1998 @ 13:03  iieei....



CORNING Clinical

Laboratories

695 South Broadway
Denver, Colorado 80209
303-899-6000 s
800-765-2655 L8+ 1 =47

DOCTOR:

FCI-ENGLEWOOD

LAE # 29-DE701&7

AEA

FATIENT :

UNITE

REPORT FORM

RT# Z28/1/18
Mc\’e}gk) ‘ rmDH\._\

NUNEZRODRIGUEZ,

JOSE

ABGE:04-23-68 SEX:M HRS FP:

7 Chik

ML TGN D

G/ DL
VoL %
L

G

bA

%

/ Chim
FL
-’[-
7’.
-,ll

(DR. MNOT INDICATED)
# 9248 TSUDA/HKOWALSKI/HKRAUS

2595 W GQUINCY RVE

LITTLETON, CO 80123

CHART # 1Z076-004
COLLECTED: 1&:30 17 SEP
REGUESTS RESULTS

CBC W/FLAT,DIFF
WEE 6e00
REC Sl B4
HEMOGLOBIN 15.7
HEMATOCRIT 45. 3
MCV 81.7
MCH c8. 4
MCHC S4. 7
RDW 12.9
FLATELET COUNT 238000
MRy 9.1
NEUTROFHILS = S 4
LYMPHOCYTES % 2. 4
MONOCYTES % 11..2
EOSIMORHILS % e
BASOPHILS #% 0.7
CHEM-SCREEN/HDL.
GLUCOSE 61
BUN 11
CREATININE 0.9
BUN/CREATININE 12.2
S0DIUM 139
FOTASSIUM 4.7
CHLORIDE i10&
~MAGNES IUM 1.8

FHOSFHORUS S 3
CALCIuUM 10.1
URIC ACID 6.0
FROTEIN, TOTAL SERUM 8.2
ALBUMIN 4.8
GLOBULIN 3. &
R/G RATIO 1.4
CHOLESTEROL =10
HDL. 43
LBDL 85. 80
CORONARY RISK RATIO 4. 88

H

MG/ DL
MG/ DL
MG/DL

MEQ/L
MEQ/L
MEQR/L
MEQ/L
MG/ DL
MG/DL
MG/DL
GM/DL
GM/DL
GM/DL
RATIO
MG/DL
MG/DL
MG/ DL
RATIO

REFORTED: 18 SEF 96

REFERENCE RAMGES LOC
4000~-11000 DE
fa S50 -G 00 By
13.0-18.0 DE
40, O=-52, 0 DE
82. 0-98. 0 DE
£26.0-33.0 DE
. 0=-36.5 DE
11.5-14.5 DE
1 50000=450000 DE
T.4—-10. 4 DE
45, 0=70.9 DE
15.0-45,0 DE
O, 0-132.0 DE
O, 0-4.9 DE
0.0-2.9 DE
65—-120 DE
0.8-1.4 DE
DE

135-145 DE
3.0=5. 3 DE
96-10% DE
192y 2 DE
Z2.5-4.8 DE
8.5-10.5 DE
3.6-8.3 DE
6.2-8.2 DE
3. 5-5.0 DE
1.5-3.7 DE
DE

113-210 DE
42, 00-75.90 DE
60.99-145. 33 DE

AVG RISK 3.82-4.73DE

THIS AGE AND SEX ADJUSTED RATIO IS ASS0CIATED WITH ABOVE AVERAGE

CHD RISHK.

o

Bpor ;23&?’5?%§%é4é:ea

owalchd, MD

Uit




CORNING Clinical

695 South Broadway
Denver, Colorado 80209
303-899-6000
800-765-2655

Laboratories {7 e

REPORT FORM

(.

Vi

REFORTED: 18 SEP 96 FAGE: =
M\iﬁis}'\ r’“ﬂo""k
FATIENT NAME: NUNEZRSDRIOTUEZ;—JOSE \f LAB # 9-DE70OLl&7
TRIGLYCERIDES S86 H MGE/DL SZ0—-140 DE
BILIRUBIN, TOTAL 1.8 H MG /DL 0, 1=1u6 DE
BILIRUBIN, DIRECT 0.3 MG /DL 0. 0-0,3 DE
ALKALINE FHOSFHATASE T3 L/l 233~99 DE
GETE e sl i-55 DE
LD 153 A L10-3240 DE
SGOT (AST) S us/L T=40 DE
SGRT (8LT) S1 us/L 585 DE
IRON, SERUM 56 MCG/DL 50-170 DE
f LILUHQCFER FYLORI RB, IGG O, 04 MEGATIVE: 0-0.17 DE
T e T EQUIVOCAL: O.18-0,1%
FOSITIVE: »>0.19
GASTRIC COLONIZATION OF HELICOBACTER RAYLORI HAS BEEN IMPLICATED AS
A CO-FACTOR IN THE DEVELOFMENT OF SOME CASES OF GASTRITIS AND BERTIC
OR DUODENAL. ULCER. DETECTION OF ANTIBODIES CORRELATES CLOSELY WITH
CULTURE RESULTS AND FROVIDES A NON-INVASIVE METHOD FOR DETERMINING
EXFOSURE.
FOSITIVE SEROLOGIC RESULTS CAN OCCUR IN HEALTHY ASYMETOMARTIC
INDIVIDUALS, AND THE DETECTION RATE INCREASES WITH INCREASING OGE
OF THE FOPULATION TESTED. DETERMINING ANTIBODY LEVELS 1S USEFUL WHEN
RULING OUT H. PYLORI INFECTION OR WHEN MOMITORING THERADY.
THE CLASS I5 MOST FRERUENT ‘ATIENT FOFPULATIONS,
HOWEVER, FOR A SMALL FERCENTAGE OF FATIENTS, ONLY IGARA ANTIBODIES CAN
BE DETECTED.
DE — TESTS FERFORMED AT CORNING CLINICAL LABORATORIES, 695 S. BROADWAY,

=

DENVER, CO 80209,

303-889-6000

HEEXE¥ERFEREEXEXF VALUES OUTSIDE REFERENCE RANGES #¥XEEKEEXEENEEEE

MCV
GLUCOSE

CORONARY RISK
TRIGLYCERIDES
BILIRUBIN, TO

* ok ok ok ook %k %k

81.7
&1

RATIO 4.88
286

TAL 1.8

*
[ FL *
L MG/ DL. *
H RATIO #*
H MG/DL *
H MG/ DL *

#

****-!-*-!-*-ﬁ'******'ﬁ;**-H--K-***%********'ﬁ-**********%*******************

Frior ?é‘/?-{é— n'*"‘

13:12:54 18 SEF 96

L ? }\ ﬁwaﬁbl

rjréjﬁﬁééééég;f

THIS IS A COMPLETED REFORT

NUMBER: 5838



ADX {\MEDICATION PROFILE

CHRONIC/ACUTE CHRONIC/ACUTE

KASUUUTIEUY

PANOTIDINE 204 (pEpcIp) ENT
) BB O REFILL(S) 09/26/97  gxpImgs 10/06/97 '

JA:J;;'I 5375 #t F7=x 06/21/98

(14181 N TN 150 4G TABLET 10
RE400012509 10/1 N RS RARITIDINE BCL B -
FAHOTIDINE 20MG (PEPCID) o e 1 wr(s) AT )
RR__ 1 RRRILLIG] pYDIDEe 17/ 3 -

7777 < 06/23/98 d%aqéi_///
gégg%gggzum (pERCID) ‘igmm { BANITIDINE HCL 150 NG TABLEY it 3""8 e
s TiL(§ ERPIRES 09/21/9
BB 7 REFILL(S) BIPIRES 01/12/93 A& jﬁga,‘ i .
O N e Bodnet i 06/23/38
TR O VE F Y | f\,-. _ S Howesyr

08/18/97
ALUMINON & MAGNESIUN HYDROXIDE W/SINE 420

LL(S BIPIRES 09/21/98
AIO PRy REFILLIS)11/13/97 2 BEFILL(S)

ii ..... ..I‘-* LI B U '."ﬂ ""ga
act RANITIDIN HCL 150 NG TABLEY 10
RE400012509 BB 2 REFILL(S) RIPIRES 10/07/8
FAMOTIDINE 204G (PEPCID) *ﬁﬂ‘?f AT R
RE400013336 12/15/97 | BANITIDINE KCL 150 ug gaappy ‘gnmms
FAMOTIDINE 2046 (PEPCID) o B L REPILLIST gg/75/0n RIPIRES 10/07/0g
RB 2 REFILLIS) _ EleiIgBS.ﬂl!IW N 5 %
~ Ry 00016576 i
RN400014718 03/02/98 Bk TABLET
RAWITIDINE HCL 150 MG TABLET #0 RANITIDINE HC‘;‘ éiﬁ %gnum RAPIRES 10/07/98
R 2 REFILL(s] EXPIRES 05/31/98 0 o e g 0 REFILLLS DS0SE BV
- A Tia00017008 LOJusi3:
i %, RAVITIDN KL 150 ¥6 LAY 160
CIPRALETIN 500K il REFILL(S) RIPIRES 01/06/99
— S
RE400017908 10/08/38
RANITIDINE HCL 150 MG TABLER 150

RRE 1 RRFTLLISY 11/727/98 RYPTRES N1/04/9¢

aoooirses  (Rememaof é’°/8/czg§%g 108/9
RANITIDINE HCL 150 MG TABLET A¥ #» 1 -
ay 0 REFILLIS) 12/19/98 TIPTRES

9
RE400019085 agiml
BRSO B0L 190 MG maAT
i 2 REFILL(S) ETPRES 04/02/%S

Me \l‘@l’ﬂh T moth \f
l’ZO’?b‘"Ob‘HL

- - o T R R S AT T T T
T B e Fi Bty & Yo by TV 3 Rl e i B o

SELEN A SCA IR GNE Sl S Tl g Bapp OB S T e wrd s

R % S S T Ul U L hE Ik B s bl P LKL | T et S & T RR LM RV S



ADX MEDICATION PROFILE

= R1400021853

o 810 2 REFILL(S)

RE400021943

o | 1NSOPRAZOLE JOMG CAPSULE

CHRONIC/ACUTE CHRONIC/ACUTE
HA!UVU"U!L.{ LYY
LANSOPRAZOLE 30ug CAPSULE #35; v
Al ¢ REFILL(S) 05/14/99 EXPIRES 06/16/99

330
EYPIRES 10/04/99

07/06/9%

LANSOPRAZOLE 30MG CAPSULE

N e e = R L)
YT 77 = 'jf ;?"_ : - %

fRIRES 07/16/99

S r——

0

4]

1/13/99

RI400020722
LANSOPRAZOLB 30MG CAPSULB
AI0 1 RBFILL(S)

RIRES 03129190
04/
30
BIPIRES 06/16/99

RR400020917

HYDROCORTISORR 13 CREAN
(| REFILL(S)
UJUJIF

Rdgyy

05/02/44
#2864
EXPIRES 07/01/99

—HIYDRUCOETISOHE 1% chpay
0 9 REFILL{S} 05/14/59

Y3/uzsyy

G
EXPIRgg 07/01/99

T T AR T TR
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Federal Bureau of Prisons Clinical Dentai Records: : = -~

Diagnosis - Treatment - Remarks

Date/Time | #
IT-taa3] O beoke o<C aaao© Dhw (oot
e Q(\va ™ \/\A—,_/L l(,n)‘-'\—-\.s\n s LAq . mah .
"‘0.—‘-1'_{7!(\,: . ’
‘-)3 E> A a=8 A — 0 C CVL—(‘/\ H&\A—Ohv...n_,_&;/ om
@£@M # (8
p)l&fl?w\i Xnloonse INT (Lo 295 En/.
& |5 2K r/(A’;Ca'l C-’?w oy T /@P t (’?)
B e, . h“s@gﬁf{“ YA
,7»?91,3,, . %"MQ yiﬂ(bﬁ—aﬂ-ﬂﬂ,f T 1y 29, mw* i -
%l ES Y
T cegmed \vﬁfﬂr
5712/%5 |reno /%/,4, s T. Haunschild, DDS. (R
X
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PuiSs

6000.04

December 15,
Page 1

Attachment III-E;

FEDERAL BUREAU OF PRISONS
DENTAL/MEDICAL HEALTH HISTORY FORM

Are you currently taking any medication?
If so, what?

Are you allergic to or have you had a reaction
to any medication or drug? If so, what?

Have you been under the care of a physician during
the past two years? If so, why?

Have you been hospitalized in the past two years?
If so, why?. :

Do you have or have You ever had a heart murmer
Or been treated for a heart condition?

Do yéur ankles ever swell during the day?
Have you ever been treated for a tumor or growth?
Have you ever had abnormal bleeding?

Have you ever had serious difficulty with any
dental treatment?

Circle any of the following that you have had:

Congenital heart defects - = Heart murmur
Heart attack or heart problems Angina
Stroke High Blood pressure

yes

yes

yes
yes
yes

yes

yes

1994

Rheumatic Fever Heart pacemaker
Asthma Epilepsy or seizures
Anemia (blood problems) Diabetes

Thyroid problems S AIDS or HIV infection
Chronic bronchitis Emphysema

Venereal disease (syphilis, gonorrhea) Tuberculosis (TB)
Arthritis Psychiatric treatment

Artificial heart valve

Hepatitis

Do you have any disease, condition,

WOMEN ONLY: Are you pregnant?

Artificial joint

or problem not listed?

Mg

Name: e\ L)

Institution: Date: N o mag

Reg: No. YNoyieppy

P.0. BOX 8500
FLORENCE, COLORADO 81268



Eo
F.C.I. El Reno
El Reno, OK 73036

CUNICAL RECORD

DENTAL TREATMENT RECORD (Continuation)

DATE

DIAGNOSIS — TREATMENT — REMARKS

l

Inmate Name

/M//,a/ 4,4

Date

/s

(RO 6 S

Register Number

| Vi
Je2]

s M 44//{ ///’4(

o VAT 2155105 Ll Halir'S

SIGNATURE

1

A‘/g{/r r//

w3 DEL.  Flhyns, B /4///</ o
Wy s ) ;f}//) / 022/47%/

sbuis
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s DECEMBER LY. 1994
©7 CACHMENT LLL1-E. PAGE 2
FEDERAL BUREAU OF PRISONS
DENTAL/ MEDICAL HEALTH HISTORY FORM

”
l. ARE YOU CURRENTLY TAKING ANY MEDICATION? YES@
[F SO, WHAT?

2. ARE YOU ALLERGIC TO OR BAVE YOU HAD A REACTION

TO ANY MEDICATION OR DRUG? IF SO, WHAT? YES / NO
3. HAVE YOU BEEN UNDER THE CARE OF A PHYSICIAN DURING

THE PAST TWO YEARS? IF SO, WHY? YES @
4. HAVE YOU BEEN HOSPITALIZED IN THE PAST TWO YEARS? _

IF SO, WHY? YEs ( RO
5. DO YOU HAVE OR BAVE YOU EVER HAD A HEART MURMER

OR BEEN TREATED FOR A HEART CONDITION? YES (NO)
6. DO YOUR ANKLES EVER SWELL DURING THE DAY?  ° . YES

¥ mvntoumnmnmmmnAmnoncnom‘z ms

8. HAVE YOU EVER HAD ABNORMAL BLEEDING?

9. HAVE YOU EVER BAD SERIOUS DIFFICULTY WITH ANY : =
DENTAL TREATMENT? YES

CIRCLE ANY OF THE FOLLOWING THAT YOU HAVE HAD:

CONGENITAL HEART DEFECTS HEART MURMUR
HEART ATTACK OR HEART PROBLEMS ANGINA

STROKE HIGH BLOOD PRESSURE

REEUMATIC FEVER _ HEART PACEMAKER

ASTEMA EPILEPSY OR SEIZURES .

ANEMIA (BLOOD PROBLEMS) DIABETES e

THYROID PROBLEMS AIDS OR HIV INFECTION 4 //L _.
CHRONIC BRONCHITIS EMPHYSEMA ;M 4 //7
VENEREAL DISEASE (SYPHILIS, GONORRHEA) TUBERCULOSIS (TB) “ 4 /
ARTHRITIS PSYCHIATRIC TREATMENT :
ARTIFICTAL HEART VAL ARTIFICIAL JOINT 2

HEPATITIS ;.

DO YOU HAVE ANY DISEASE, CONDITION, OR PROBLEM NOT LISTED? _@ }

WOMEN ONLY: ARE YOU PREGNANT? ’
NAME:_Tar iy S+ oM e gec No.__ /20 76- 06 Y

INSTITUTION: N DATE: [ 2-AT -5

Federal Correctional Institution
El Reno, Okiahoma 73036
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GEMERAL SERVICES ADMINISTRATION AND
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INFORMATION FOR DENTAL SERVICE (To be filled in by referring agency)

26. PRINCIPAL MEDICAL DIAGNOSIS 27. CHECK HERE IF HOSPITALIZED
FOR DENTAL TREATMENT
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8. PATIENT REFERRED FOR
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DENTAL TREATMENT RECORD (Continuation)

DATE

DIAGNOSIS — TREATMENT — REMARKS

SIGNATURE

/2= 21-F5_

55~ Tb AT Sen MMZ// (Bl

e J('t M’f/ﬂf ZZ’/M" ,/f//L/J' Zi%fémw/ﬂm/é

é&zm/cw/ )4»/ Zéef//él;( 4 /é/jj m/wfézf@

s /sz fé/f‘-/.?/ a2l ,04814!/{ o / %

/,w /awmc/%wxﬁw% //ﬂz—m//;%@/

/m/ A o . ///% L. f/wmzxz/ﬂé f i)

20 gwnﬂlmé &?fw?t a]_ A/A»zdc% 0,« %Z// W/ 40

) orsissinsie fo Pow L. Dl Lo L

mj(}/ ﬂud/ﬁé /u/ / L /Z/ /J_é'mifﬂé/ /}ﬂffvm{f

%ﬂzf/ Lt 7% AM’/ 42 ,c‘i//u/ WM/M/

M\/{ /fz;/?ﬂ/z, /Q//,C/M//4M7f;4~¢

V%fﬂf 3

A Z/ /Z:wu ﬂVz// ﬂ// /f/,zc// % //,f’mﬂa%%f'j ]
/ifWL / m/f Nfﬁ ~< /MMQJCZ’W /

K GE%EQT D.D.S.
FEH-ELRENO ORLA —

N . N\

N

N

N\

N\
=

\ (Continwed Or Reverse Side)
] i REGISTER NO.

WARD NO.

ENT'S IDENTIFICATION (For ryped or writien enfries give: Name = last, fiest, middle; grade. date; hospital or medical

::::::::

\/(Vr[q,__(

RE OTHY

1207¢ ~ 06

DENTAL TREATMENT RECORD
HSA-237 (6-74)



- !"-v\.\,

U.S. Department of Justice % f e Medical Treatni 7 Refusal

Federal Bureau of Prisons . (Rechazo de Tratamiento Médico)

7-/5-918
% ’7_' Dute (Fecha
L. M < VQ‘{ Qj’ [ gy i {’V / 907 6-0 6 9/ refuse treatment recommended by the Federal

Name and Reiration Number) (Nuiore 3 Ndmera de Registrol (rechaza el tratamiento recomendado por ¢l Personal

Bureau of Prisons Medical staff for the following condition(s):
Médico del Burcau Federal de Prisiones. por las siguientes razones):
DESCRIBE IN LAYMAN'S TERMINOLOGY: (DESCRIBA EN TERMINOLOGIA COMUN Y CORRIENTE):

BLOOD DRAW FOR THE FOLLOWING TESTS:

L JPASE
sy CADE

The following treatment(s) was/were recommended: (ED siguiente tratamientofs) fue/fucron recomendadois)):

Federal Burcau of Prisons Medical staff members have carefully explained to me that the following possible consequences

and/or complications may result because of my refusal (o acceept treatment:

(Los miembros del personal Médico del Bureau Federal de Prisiones me ha explicado cuidadosamente las posibles consecuen—
cias 0 complicaciones siguientes que pueden resultar por causa de mi rechazo a aceptar tratamiento):
UNABLE TO DETECT ANY ABNORMALITY IN THE BLOOD, LEADING TO WORSENING OF GENERAL
CONDITIONS, UNDIAGNOUSED MEDICAL PROBLEMS, CHRONIC DEBILITATION AND ULTIMATELY DEATH:

: 1Y% A

1 R SK‘! 1\ 5 2
p\imca\ u

[ understand the possible consequences and/or complications, Tisted above, #nd still refuse recommended treatment. [ hereby

assume all responsibility for my physical and/or mental condition, and relehse the Bureau of Prisons and its employces from

any and all liability for respecting and following my expressed wishes and directions.

(Me doy por enterado de las posibles consecuencias o complicaciones enlistadas arriba, y aun asi me rehuso al tratamiento
recomendado. Por medio de la presente, asumo toda responsabilidad por mi condicion fisica o mental, y relevo al Bureau de
Prisiones y a sus empleados de cualquiera y toda responsabilidad por cause de respectar y seguir mis expresos descos y

direcciones.)
UGN SR ey

D - Patient’s Signature un\(‘LDatc (Firma del Paciente y Fecha)
Signature of Witness and Date (Firma del Testigo v Fechay ’
Signature of Witness and Date (Firma del Testizo v Fecha)
Original - Inmate’s Medical Record
Canary - Hospital File
Pink - To Inmate
: BP-358(60)
USP LVN Printad on Recycled Papar MAY 1985

oo R e Sy S

B
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U.S. Department of Justice : Medical Treatment™ fusal
Federal Bureau of Prisons (Rechazo de Tratamiento Médico)

S-S0~/

Date (Fechu
LT DS AN A0 To=-0 6™ . refuse treatment recommended by the Federal
i Name and Registraton Number) {Numbre v Nimero de Registro) (rechaza el tratamiento recomendado por ¢l Personal
Bureau of Prisons Medical staff for the following condition(s):
Médico del Burcau Federal de Prisiones, por las siguientes razones):
DESCRIBE IN LAYMAN'S TERMINOLOGY: (DESCRIBA EN TERMINOLOGIA COMUN Y CORRIENTE):
L tafie J/Zf@m:“n/c
Lersy
The following Lcc&t-meﬂz(fy were recommended: (El siguiente tratamicnto(s) fue/fueron recomendado(s)):

2) Cennplode Rlood Conf o Se pb 0y  Te s
7 7 = 77

I"—> IMM'%O’JX &""\ TZ‘-{’,NZ 7[0—\"7 7_42;9/@;//@/;&'

s

Federal Bureau of Prisons Medical staff members have carefully explained to me that the following possible consequences
and/or complications may result because of my refusal to accept treatment:

(Los miembros del personal Médico del Bureau Federal de Prisiones me ha explicado cuidadosamente las posibles consccuen-
cias o complicaciones siguicntes que pueden resultar por causa de mi rechazo a aceptar tratamiento):

g/(/‘-/ Cov /i ,éé'.. Lo Fecf e I <A /%ﬁc yard2 194 e s
CL/A‘"(-LI 4'/7{'4-.:;..//«.[.; d(\f/c'f/v}r/ﬁfc,mﬁff\(_ C/V‘/}L Loz ez —
Cav /J AL _&ﬂq&ﬂ P r-/ﬂ-//‘.? 7/0 (\A::-,/a/l/ta‘f,- ._"7{ 74/‘55 £

- - =)
gn occc/t ,MNse s e J4 Con o[ cate (s Cdwrre

/ -
and rerclE v & ped medliceld g teuwe g oss) bl thcladumg

2y 5
I understand the possible consequences and/or complications, listed above, and still refuse recommended treatment. [ hereby
assume all responsibility for my physical and/or mental condition, and release the Bureau of Prisons and its employces from
any and all liability for respecting and following my expressed wishes and directions.

(Me doy por enterado de las posibles consecuencias o complicaciones enlistadas arriba, y aun asi me rehuso al tratamicnto

recomendado. Por medio de la presente. asumo toda responsabilidad por mi condicién fisica o mental, y relevo al Bureau de
Prisiones y a sus empleados de cualquicra y toda responsabilidad por cause de respectar y seguir mis expresos descos y

direcciones . :
' e : o
’ Patient’s Signature and Date (Firma del Paciente y Fecha)
Y - For 5¢

Sfanaturg/Gf Witness and Date (Firguu del Testigo y Fecha) HEALTH SERVICE DEPYT
é/ FCl EN2LRvnon
Signatui'(tﬂ' Witness afid Date (Firmilue Testig6 yelie i) UTTLET(JN O Evil3
sinal - Inmate’s Medical Record @@/

+ - Hospital File
1 Inmate

BP-358(60)
Previous editions not usable MAY 1985
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AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

I, Timothy James McVeigh, Social Security No.129-58-4709, Bureau of Prisons
Register No. 12076-064, hereby authorize the United States Penitentiary, Terre Haute,
Indiana, to release to the Vigo County Coroaer any and all of my medical records for the
six (6) month period preceding my execution. This release is designed to permit the
coroner to perform her statutory duty in connection with my execution, on whatever date
such execution may occur. This release is specifically limited to the Vigo County

Coroner for the time period and the purpose stated herein.

-2 —_
Dated this 2 day of DT ,2001.

e i W

TIMOTHY JAMES McVEIGH

Z 7 A=
Witnessed

sy
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From: Craig Simmons

To: Maryellen Christeson
Date: 6/7/01 1:43PM
Subject: medical records

Please provide me with a copy of the medical records for inmate Timothy McVeigh for the six month
period ending on June 11, 2001. No other medical records are authorized to be released, and please do
not provide any other medical records for inmate McVeigh.

These records are being provided to the Vigo County, Indiana, Coroner's Office at the request of inmate
McVeigh. It is my understanding that you will obtain a signed authorization for release of info. from
inmate McVeigh.

06-08-01 A signed authorization has been obtained by Attorney Craig Simmons
from inmate McVeigh this date. The above requested information
(four SF-600s dated 01-05-01 to the present date and one medication
profile dated 01-05-01 to present date) has been forwarded to , M\)

Craig Simmons, Attornmey, USP Terre Haute this date. | ‘J (Z/ ..
Maryellen Christeson,
HIT.



I specificalily authorize c=a -

se-ssz1.060 CONSENT ° RELEASE MEDICAL momﬁf:"jn coPry

AUG 96 ) -
U.S. DEPARTMENT OF JUSTICE FEDERAL 3UREAU OF PRISONS
Inmace Name Register Mumber Date of Birsh (Moncn, Day, Year)

MCVEIGH, Timothy J. 12076-064 04~23-68
Date (Monch, Day, Year) Social Security Numser
06-07-01 129-58-4709

T Timothy J, McVeigh

1

hereoy auchorize __U.S. Penitentiary/Health Information Dept/Terre Haute, IN

to disclose and/cr deliver zg: Dr. Susan Amo_s, Vigg County Coroner
c¢/o Vigo County Annex
183 Oak Street
Terre Haute, IN 47807

A copy of and/or infermatizn fra=

Fe= ¥ medical file pertaining z» =y evaiuaciocn and treacTanc racsived
frez _ December 11, 2000 .o June 11, 2001
This is to includa:
O Hiascory and Physical Laboracory Repcrrs O ?rocgress Notes O ocperacive Reper:zs
O Narzacive Suz=ary T X-ray Reporcs O consultaticas EX zntire uadical Recor<
O other T Actual rilzs O Actual slides

s i mha g b e 4 W R : : £ faf
I uncerscand the inforzacizz i3 t2 ta used for (specific nacture, reason Zor release of infsrzacicn):

Records to be reviewed by Coroner's office regarding inmate McVeigh's refusal

for an autopsy to be performed.

I undersacand that I may rsvexe ¢
Medical Records.

I underscand :hé: any rzlease which has been zade Erior to my resvocation and which was made ia reliance
upen this auchorizacion shall not constitute a breach of =y rights to cenfidenciality.

ically expire six months fzom the date of signacure.

“is consent ac any tize by sending a writien noctics to the Superviser of

This auchor:izacion will auce=ac

Signature of Patienc

= ZRe T2 s,

L4 g

SPECIFIC AUTHCORIZATIZN FOR RELEASE CF INFCRMATICN PROTECTED BY STATE CR FEDERAL LAW.

Musc sign below, :zo Releasa Protacced Iaformacicn.

= slease of data and infermacicn raslacing ca:
— 1. Substasce Abuse T I. Mencal Heaith O 3. HIV Relaced Informaciocn

Sicnacure RaRe
1ginal - Medical File: Copy - Tharc

iThis for= may be repiicated via wWpP)
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2000 .01 FLU IMMUNIZATION CC. 'ENT FORM
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Influenza vaccine is being recommended again this year by the Centers for Disease Control of the United States
Public Health Service.

Persons who should receive the influenza vaccine:

All inmates who are considered to be members of high flu risk groups are encouraged to receive this
immunization. The high risk groups are individuals with any of the following conditions:

Chronic disorders of the cardiovascular or pulmonary systems including asthma.

Healthy individuals 65 years of age or older.

Adults with chronic metabolic diseases, including diabetes mellitus, renal dysfunction

anemia, or immunosuppression,

Medical and other personnel who have extensive contact with high risk individuals,

Pregnant women with a medical condition that increases the risk of complications with a medical condition
that increases the risk of complications from influenza: (should be given after the first trimester).

Persons who should not receive the influenza vaccine:

. Those who have allergic sensitivity to eggs. chicken feathers. chickens or chicken dander,
. Those who have a hypersensitivity to any components of the vaccine,
. Anyone with a current febrile illnesses.

Ll 1D —

L

LI b —

A single injection is given. “Flu” vaccine does not protect everyone against the “flu” or from illnesses that
resemble the “flu.” Protection from the vaccine starts about two weeks after the injection and will last about 6

months.

Below is an authorization form that must be completed and signed by all individuals, with a staff member
witnessing the signature. before receiving OR when refusing the flu vaccine.

I have read the above information and fully understand the content of this consent form.

ﬂ/) YES, I want to receive the flu immunization.

(  )NO, Ido not want to receive the flu immunization and I refuse it at this time.

Print Name__/ (M m&\m:«:;/;

Vaccine Name: Fluvirin
Lot # E67390KA
Expiration: June 30, 2001

Inmate SIgnature/)(l T
Reg. Number [AC "’GWG f/

Today'sDate ___+ [C 3-€C

Staff Signature (witness) @‘(3"@74%
Physician Appro Yes () Nox' .o ‘//
SRR
e ((5[@ (9
D
e DaM ime l L%
I ]

Ph_vsician(‘ﬁgnamre
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U.S. DEPARTMENT OF JUSTICE.." 9 07 77 INMATE RE ST TO STAFF MEMBER
J

Federal Bureau of Prisons e o il

DATE e S P W

70 . e e Pomaas e lm S0 _

(Name and title of officer)

SUBJECT: State completely but briefly the problem on which you desire assistance, and what you think should be doge (Give details).

(‘ [ R D\-‘:}TE‘-—\ ‘gd,—-—\ --.k\\')‘-..». (= sO'Q-\'( s \--.( TadNe K o ‘LS.‘)
Ao 03N aN Mo s e | Ko Eife e e Cohe 6o i e isenimen Mg
——— e — %)
\l{\(ﬁ\n\_‘l R CJOM Az Stlae 2 N\N g Q=N S [ St O \Qp‘_\*\.!__-

\ Wag  Xemiteols eNNovean™e My MNaspae g Ca rodar  SemadNe N Vet ona™ v - e
o b - e

AN S T ;-.re\= A {:u_;.k- L. S ShShe. R \-af_is‘*\.:_\)

(Use other side of page if more space is needed)
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{:.\,\‘\:_'x oree, Al O

RS . — Weouds Mo Potser Stordn Commian!

NAME: _ N~ . ~voNjaaida No.: Noonvw-aLN

Unit: _S-\o%

Work assignment: _N (&

NOTE: If you follow instructions in preparing your request, it can be disposed of more promptly and intclligently. You will be interviewed. if necessary, in order to
satisfactorily handle your request. Your failure to specifically state your problem may result in no action being taken.

DATE __ June 4, 1999

DISPOSITION: (Do not write in this space)

I am sorry, but the Health Services department does not supply tooth brushes. In my opinion

the medium bristle brush available to you is adequate if you follow the instructions from

our last visit. I have called the dentist at FCI Englewood who told me that he is unaware

of the special flosser you described. At this—time, no form gf dental floss has been.

Terry Haunschild, DDS

authorized for your use.
Officer

Original - File
Canury - lnmate

@ BP-148(55)
USP LVN Frntid on Recyclad Papa Previous editions not usable OCTOBER 1086
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U.S. DEPARTMENT OF JUSTICE E INMATE REQUES& ~ 9 STAFF MEMBER

Federal Burcau of Prisons

w

DATE ST -\0 — AA

TO: Be_n%is* _

(Name and title of officer)

SUBJECT: State completely but briefly the problem on which you desire assistance, and what you think should be done (Give details).

N2 i i B O Bomabey N ew . \IS?\-H..J\ __1! Coan i e N—2 N

] ~
\\..—:x.’-;ﬂ- (_,\,‘Lo-...n\n-\;J el o oge2x N e "\(n\}

{Use other side of page if more space is needed)

wa o T
P\A L z:)r*._sg o “S;‘ﬁ“}\—-.__) o S D Y R oy S\ - 2. N sne o .
© mmt——
|\ e e
NAME: _ 8= . ryeoxde 3 f.-)\r\ No: ADODNG-0O6GN

Work assignment: _sa (e Unit: _S = \D5™

NOTE: If you follow instructions in preparing your request, it can be disposcd of morc promptly and intelligently. You will be interviewed. if necessary, in order to
satisfactorily handle your request. Your failure to specifically state your problem may result in no action being taken.

o n 5713 /9
DISPOSITION: (Do not write in this space) DATE s 2

Your copout has deen
geceived. You will be
scheduled for &a appointment

<§2/ /T Haunschild, 5.7 2

Officer

Original - File
Canary - Inmate

m - B o



U.S. DEPARTMENT OF JUSTICE INMATE REQUE&.'- D STAFF MEMBER

Federal Burcau of Prisons

e e T e e T S e e e e S R R e e e L e Bl

DATE ™S = N~ AQ

TO: \)(\kﬂ_t’ b )'Tch_%“;-z,\c tbﬂ_ﬁb\_‘!f&)\—

(Name and title of officer)

SUBJECT: State completely but briefly the problem on which you desire assistance, and what you think should be done (Give details).

o At S [ i LTk N AN a3 S LN N 2L 2 ‘—_‘:‘\') e )
-

g NGNS I S = R 4 S‘_':"\\“"‘L; 50 e S e TSRO

(Use other side of page if more space is needed)

NAME: _ N . ~~ <) e No.: A 0N -6y

Work assignment: i (P Unit: © - \-0OM

NOTE: If you follow instructions in preparing your request, it can be disposed of more promptly and intelligently. You will be interviewed, if necessary, in order to
satisfactorily handle your request. Your failure to specifically state your problem may result in no action being taken.

DISPOSITION: (Do not write in this space) DATE

[f’ou A ST o,,_,r\(\q,éj

Loty a i Loy

e

V|

Officer | ;1 g’
Original - File R. SCHOP % D.D.S.

Canary - Inmate
() BP-1a8(ss)




U.S. DEPARTMENT OF JUSTICE 1 INMATE REQUES'; . STAFF MEMBER

Federal Burcau of Prisons

T e e e v A e S L T T e e e L

DATE \2x=\S - %

TO: Q 2_ X1 X

(Name and title of officer)

SUBIJECT: State completely but bricfly the problem on which you desire assistance, and what you think should be done (Give details).

\(L_‘.}\-L.fko- =y o= o e 2 ey T h\r\:\.__s Nz g o S Nes [ & Lac
% <
l PN P St B & I T <o~ o {\hr\ re_..\:m—.a_s%z'k N N\ e an\n:}
\G ’

_T_ \r\r\q{_ \\,u \Nﬂ L8 m Wf‘l'ﬁ\.*\-\"’\ — ﬂﬂ\ﬁ_ \\"\.M.J' .\ﬂ .-.-..\.\e D

B M A ‘;“ L2 oSt R - Cae .0 }“-.“.s\c ."-" a2 Do TR N %

P Y --';‘_.e_* i, PR 8 SNz {‘\_9 P T s =G e} '\..) :,\n . SD : o=l
T e o aa Mot o o, (He-0Hierside-oipage-tmors-spaceisaeaded) | o U S ada ANz
= e -
Na N 7 B I A R PR T gan\a. o~ [ e
NAME: __"N_. M‘u-_‘b\n No.: A0 6 - 0LN
Work assignment: _™ [ Unit: _S=\9 %

NOTE: If you follow instructions in preparing your request, it can be disposed of more promptly and intelligently. You will be interviewed. if necessary, in order to
satisfactorily handle your request. Your failure to specifically state your problem may result in no action being taken.

DISPOSITION: (Do not write in this space) DATE

LZ:)LA ADAZ, fC/LeJM'LQb) 'C'J.o, A

R. SC@P?HZ D.D.S.

-
‘;\“6- 4™ o AP NSy A
. e officer N\ /
Original - Fil
St T ek

m BP-148(55)




U.S. DEPARTMENT OF JUSTICE L INMATE REQUES1 i'O STAFF MEMBER

Federal Bureau of Prisons

TR e e T R e R R e R S L T A T T e S e e e e ]

PATE_\\=3>" -3 (& \’*\‘t\

T0: O a2 nN1aX .

{Name and title of officer)

SUBJECT: State completely but bricfly the problem on which you desire assistance, and what you think should be done (Give details).

E—— < \f\'\ (\?.X O‘GQ [ \mr:)e \r\‘znz}»—?-}ﬁ r“c 2N \-—_n-\.\c o\ e

lc'-ﬂ‘é.e..w‘ o D \\-..NF\(\H \ {5‘1-&_&.1 o \n-'\*«-.ﬂ N 2 q:"r'\—-.n.\\\} e ENT Mm..\_\\:-e

3 N DS o O\ [~ {3(\_315\-{ 'Q:\\\\.-s._.) AN D L.\r-.\?r\n LS o —

\r_:.u..\- i D et o I PN S;'\\\\HJ o TR - SN\ —Q‘)‘x.’{‘n“‘)f,'\

LY e A - A

(Use other side of page if more space is needed)

NAME: ~ .~ N es ;')\..\ NO.: N0 =™

Work assignment: & (e Unit: £ =N\OM

NOTE: If you follow instructions in preparing your request, it can be disposed of more promptly and intelligently. You will be interviewed, if necessary, in order to
satisfactorily handle your request. Your failure to specifically state your problem may result in no action being taken.

DISPOSITION: (Do not write in this space) DATE

Your copout has beea
seceived. You will be

scheduled for an appointment
R. scuoé&:p.b.s.
=

j

Original - File
Canary - Inmate

m BP-14B(55)



U.S. DEPARTMENT OF JUSTICE INMATE REQ[}"J : TO STAFF MEMBER

Federal Bureau of Prisons

rE——— e T e T e

DATE N - A

| 24ty 85 0y gn
EiL0L N et a= A W VA LA G

(Name and title of officer)

SUBJECT: State completely but briefly the problem on which you desire assistance, and what you think should be done (Give details).

C Nan g Xa'\ Qe amem g oM adn < \,.—-.;\ P i S T
—
b\g.\—ﬂ_(’ —-S K.x-\ ] 4 4 e \/—\¢5 :)n«q oo S WP L - Y f_\rxh\ -?‘ \\1\ rm.s.—’\-_-r
LY e Y e AN o L e R

{Use other side of page if more space is needed)

NAME: X . onneNlaiom No.: An-0Mi.-0ts

Work assignment: e Unit: ©£2-\0 %

NOTE: If you follow instructions in preparing your request, it can be disposed of more promptly and intclligently. You will be interviewed. if necessary, in order to
satisfactorily handle your request. Your failure to specifically state your problem may result in no acticn being taken.

DISPOSITION: (Do not write in this space) DATE

Ok

R. SC

Officer

F% DDS.

Original - File
Canary - Inmate

BP-148(70)
& ; % . A OCTOBER 1986
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U.S. DEPARTMENT OF JUSTICE . INMATE REQU'{:.M .“"> STAFF MEMBER

Federal Bureau of Prisons

e e T e e e S W AL S O e A S e e e e S e e S |

DATE __Suhy 33 \AA%

TO: Oc. \(6»—4@\ SN

{Name and title of officer)

SUBJECT: State completely but briefly the problem on which you desire assistance, and what you think should be done (Give details).

—

e N~z P s T B =N D ) ANALSN S NoaNssue Mo N P, =

(Use other side of page if more space is needed)

_‘NAME:T- OV e N2 o No.: Ao Nig-0kG™

-

Work assignment: _N(0 Unit: $5 -\0 >

NOTE: If you follow instructions in preparing your request, it can be disposed of more promptly and intclligently. You will be interviewed! if necessary. in order o
satisfactorily handlc your request. Your failure to specifically state your problem may result in no action being taken.

DISPOSITION: (Do not write in this space) DATE

Officer

Original - File
Canary - Inmate

BP-148(70)
. B . ; OCTOBER 1986

-~ ¢ L alaas met eahlas



U.S. DEPARTMENT OF JUSTICE

Federal Bureau of Prisons

f

T Tu Ny N Ao S o

! INMATE REQUEST T, TAFF MEMBER

24ln® 02 01 DATE

[o: % £ . \6\. o R | o.\\ SN

(Name and title of officer)

on which you desire assistance, and what you think should be done (Give details).

iy

£2 oy S S ac D S P e e i (ior N 'QQ\\DH\ 3

SUBJECT: State completely but briefly the problem

-}:. Che ey
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Q= ah NS o R L
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K [N L < Wty WO, G~ T
N
No.: _N3>016-0G™

NAME: _ "N . ~~oN) 2.3 :}—\
Unit: o S —\©

Work assignment: N [

an be disposed of more promptly and intelligently. You will be intervicwed if necessary, in order to
our problem may result in no acticn being taken.

i A :
DISPOSITION: (Do not write in this space) DATE /XZ/ //’L /}‘/é

A '(Jﬂ/{/{'{f&f %//I// s /é/ et ‘/"'/,y/f/’%/ /jé{u;ﬂﬂ /4
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P LLZ72

2 /&dc//ﬁ/ f’f’ﬂ % B - Tetasy mad
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NOTE: If you follow instructions in preparing your request, it ¢
satisfactorily handle your request. Your failure to specifically state y

Original - File <
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U.S. DEPARTMENT OF JUSTICE (. INMATE REQUESWa ','_"0 STAFF MEMBER

Federal Bureau of Prisons

22531 202 49 paTE __A [\ Jan
o e Coain e Svge /MDA R coRDS

(Mame and titlefof officer)

SUBJECT: State completely but bricfly the problem on which you desire assistance, and what you think should be done (Give details).

—

N Y R S Tt G« ©. - Redesw \f-S';'-‘-’r}a_\ N .

O V=N ‘S?\\«"_. AS \\Q«.ﬁu\ -\:.J S D < \}\?L c\'?’ o - ST . 3 _‘)_',h\'_"ﬁ‘ LTI —

O . G Niode™w oy St N T Saruten Naund
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(Use other side of page if more space is needed)
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R g&_(_.b'r 'ht‘\"’a._. —Qu.c._h-.— Av’\‘\n""f ‘Y‘ o ¢ :\ D LOMM‘J,"‘;‘&&‘:Q\E’______

NAME: ST .~~~ \sa) e o No.: A\»0MG-obX

Work assignment: N { & Unith, o SONGD

NOTE: If you follow instructions in preparing your request. it can be disposed of more promptly and intelligently. You will be interviewad. 1f necessary. in order 1o
satistactorily handle your request. Your failure to specifically state your problem may result in no action being taken.

DISPOSITION: (Do not write in this space) DATE q }22/]6{7
gjur (\Q@D WSt 1S D@nﬁ Leoke A GO -
Qp Melewnad

Medu:al Sec retary

United States Pemt&nh&m
INiStratiy

Flosans=Coloradg

Original - File
Canary - Inmate

69 . BP-148(70)
", USPLVN Printed an Recycled Paper Previous editions not usable OCTOBER 1986_..—-_“ g



FCI Englewood

Health Services Division
93595 West Quincy Ave
Littleton, CO 80123
MEMORANDUM

DATE: February 15, 1997

FROM: Mar{%polito, PA-C

Certified Physician Assistant
Health Services Administrator

SUBJECT: Measurement of Height: Timothy McVeigh

TO: Richard P. Matsch, Chief Judge
United States District Court
District of Colorado

On the above date at 1545 | measured Mr. Mcveighs’ height using a standard Health O Meter
physician scale. The measurement was performed without shoes or socks. | performed this
measurement in the health services unit at the Federal Correctional Institute at Englewood.

His height was measured at seventy two and one half inches. 72.5 inches



U.S. GOVERNMENT MEMORANDUM
FCI ENGLEWOOD
LITTLETON, COLORADO

ATTN OF: M
Health Services Administrator

DATE: January 30, 1997
REPLY TO ///I ,/‘%
%Ippolito, PA-C : 5 )04’47
ot
SUBJECT: Medical Care for inmates (b)7)c and McVeigh while in SHU.

TO: Joseph M. Brooks, Warden

THROUGH: Régirt Holton, AW(O)

The following medical staff will provide care for the above inmates
while in SHU:

Leonard Kowalski, MD
Hideya Tsuda, MD
Thomas Kraus, MD
M.C. Ippolito, PA-C

The following staff will work out a call system to respond for
dental complaints:

Sam Bundrant, DDS
Tom Bermel, DDS

The doctors rotate call .via the monthly call list. The on call
doctor will round on the inmates daily with either Mr. Ippolito or
Mr.Lyon. On weekends the on call doctor will come in daily to round
on the inmates. In the event of an after hours request for care,
the on call doctor or Mr. Ippolito will be called to come in and
address the complaint. In the event of a life or limb emergency,
the PA or nurse on call will respond and the on call doctor as well
as Mr. Ippolito or Mr. Lyon will be contacted.

R, .



LA . - D.5. 5511.05 -
‘ ) ) ) - March 3, 1994
Attachment A, Page 1
gp-s148.70 INMATE REQUEST TO STAFF MEMBER  CDFRM
Oct. 1986
U.S. DEPARTMENT OF JUSTICE Federal Bureau of Prisons

DATE 4-20-9b

TO: N\r. iPPl‘I‘l‘O

(Name and Title of Officer)

SUBJECT: State completely but briefly the problem on which you desire assistance and what you think
should be done (Give details).

T rec':u,ed- e vesulte of Wy recend b lood test.

{ ot 1 f if mor a is n

NAME : ’\_iwo-’ch\f T Mmes Mc\je%g No.: (Z&7L = ObY
Unit: SH U

Work Assignment: N A‘

NOTE: [f you follow instructions in preparing your request, it can be disposed of more promptly and
intelligently. You will be interviewed, if necessary, in order to satisfactorily handle your request. Your
failure to specifically state your problem may result in no action being taken.

DISPOSITION: (Do not write in this space) DATE

Staff Member



(R

" REQUEST FOR ADMINISTRATI. | OF AN_sTHESiA
MEDICAL RECORD | anp toR PERFORMANCE OF OPERATION3 AND OTHER PROCEDURES

A. IDENTIFICATION S N S

1. OPERATION OR PROCEDURE
T!?-l"h\ So.h.(g W {'\V"gf 61”9‘-) %—‘JQ /\/ﬁ’—

1. The nature and purpose of the operation or procedure, possible alternative methods of treatment, the risks involved, and the possi-
bility of zomplications have been fully explained to me. | acknowledge that no guarantees have been made to me concerning the results of
the operation or procedure. ! understand the nature of the operation or prccedure to be

(Desertpreon o aberaiszn oe proodare 17 avman’ Janguage)

Ir__‘;.}_..‘.’.?\.._...S_f._f.'.{_-_\..}\/,:._o\.l‘_'t_..{&2_}'\'r_.5.(;'1..1-4"'1-_ Foc_ il/p_____ e

which i3 to be performed by or under the directior af Dr.

2. | reguest the performance of the above.-named operation or precadure and of such additional operations or procedures as are found to
be necessary or desirable, in the judgment of the professional staff of the below-named madical facility, during the course of the above-
named operation or procedure.

Sk

3. ! ragulast the admimistration of s3uzh anestha3a 33 may De considered necessary or advisabie in the jucgmen: of the zrofessicnal staff

of the beiow-named medical facility.

NHINS

4. Exceptions to surgery or anesthesia, if any, are:

U Tnane’’, ga atate)

5. | request the disposal by authonities of the below-named medical facility of any tissues or parts which it may be necessary to remove.

6. | understand that photographs and movies may be taken of this operation, and that they may be viewed by various personnel under-
going training or indoctrination at this or other facilities. | consent to the taking of such pictures and observation of the operation by au-
thorized personnel, subject to the following conditions:

a. The name of the patient and his/her family is not used to identify said pictures.

b. Said pictures be used anly for purposes of medical/dental study or research.

Vo aur any farts ahove w bk e

C. SIGNATURES tApprane;ste tiemo on Parte A und B mair b completed belore cgming)

nat approprrate )

1. COUNSELING PHYSICIAN/DENTIST: | have counseled this patient as to the nature of the proposed procedure(s), attendant risks
involved, and expected results, as described above.

e g S

(Signature of Counseling Physician/Dentist)

2. PATIENT: | understand the nature of the proposed procedure(s), attendant risks involved, and expected results, as described above,

antﬁgﬁq est ju (s) be performed.
T T2 Y —\ T~ (-G-ug

(Signature af Witness, en‘:ludiné' members of operating team) {Sugna[ure\of Patient) (Date and Time)

3. SPONSOR OR GUARDIAN: (When patient is a minor or unable to give consent) |,
sponsor/guardian of ___ understand the nature of the proposed procedure(s), attendant
risks involved, and expected results, as described above, and hereby request such procedure(s) be performed.

(Signature of Witness, excluding members of operating team) (Signature of Sponsor/Legal Guardian} (Date and Timea)

PATIENT'S IDENTIFICATION (For typed or weitten enteie ziee. Name laii, frit, REGISTER NO. WARD NO.

muddle; grade: date; hospral ur medi il facility)

r s 74 ) —
| 1 ; STANDA v.
M Veigh Fim st AIJ STANDARD FoRM, 522 (Rev. 1070
) 83414165

Interagency Comm. on Medical Records

NSH 75 FPMR 101-11.805-8
522-109
/ 2 ) [Q 2l b “ U.S. GOVERNMENT PRINTING OFFICE: 1978—311-153/5106
| \-l FEDERAL CORMICTIONAL INSTITUTION

EL RENO, OBELAHOMA 73038
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?f d3y 7 SAepp el - R e ey -

S | S pr e Piior .ZQQZ&? Entries notad
T e A e R Kewalod, WD 220
4 ‘ W

2. 2.5 ¥-A4-F&

>

REVIEWED BY
NAME i '
BIRTH DATE . PROBLEM LIST
SS/REG. NO

o . P PROBLEM _
LIST



USP TERRE HAUTE
MEDICATION PROFILE

r
Ord.Date MCVEIGH, TIMOTHY JAMES 1. SMITH
11/16/00 4207

6-064
"ExpDaté CHEW AND SWALLOW 1 TABLET FOUR
41/25/00| TIMES DAILY

RX #
10943 ALUM/MAG TRILSIL (FOAMICON) # 40

1
Ord.Date MCVEIGH
01/05/01 1207 , TIMOTHY JAMES J. SMITH

TED TAKE ONE TABLET TWICE DAILY
4 0149

RX
15029 RANITIDINE 150 MG TAB # 30

1
ord.Date MCVEIGH, TIMOTHY JAMES G. LAWSO

04/10/01  12076-064
£xp.Date TAKE ONE TABLET TWICE DAILY
X
0

07/08/01 X AL
f

RX #
22690 RANITIDINE 150 MG TAB




HEPATITIS VACCINE

—

—_—
EXP. DOSE/
DATE HMFG'R Lot ¥ DATE SITE ROUTE PROVIDER INSTITUTION
B
_—_—_'_'——_.___
—
___'__——__
e —
_—
INFLUENZA VACCINE
EXP. DOSE/
DATE MFG'R Lor # DATE SITE ROUTE PROVIDER INSTITUTION
; * ) o : ] - - L,
0289% | mevevn \e2393548| ; -2000| oo Csulfim| YTl | (057 THA
v Y
OTHER (MMR, Polio, etc)
EXP. DOSE/ PROVIDER/
DATE TYPE MFG'R Lor # DATE SITE ROUTE INSTITUTION

Patient Identification

(Hame, Reg #)



AUG 96

U.S. DEPARTMENT OF JUSTIC

4

FE. .<AL BUREAU OF PRISONS

TETANUS TOXOIDS

EXP. DOSE/
PﬂTE MFG'R Lot # DATE SITE ROUTE /WROVWR INSTITUTION
gﬁﬁ/ﬁ/ﬂ h’bk Vi 7D ‘Z/La-{ I, C’/\'t&j.‘-_ 7 0*—;-;--1_..- gt L 577 Y
7
TUBERCULIN TESTS
DATE EXP. DOSE/ PROVIDER/ DATE RESULTS READ
GIVEN MFG'R LoT # DATE SITE RUJTE ) INSTITUTION READ (MM) BY
T I 4’/6 s ;\%‘(’ e M/ A'D L / Q/
91/ %{5’7 Comdtverr [Ffs ~(( |6/ 58 (Serearn| 71y X, Plorer e |8)1¢Ja7 | (Ol (a sewow B
p glil5¢ Conduendy 24§11 32459] Lrp | &7 A ADX Prorews 9,/3/4‘"5’ B v R -Compcha, o1
LY, r e . B 7 L ? P ]
'%{fr n-13-99 Comwunsot| 2565=71) | /i-§-00| LA | L S Swssbey 7| 94559 B | G ittt
__ C o lm - / T 7 Ei o P
LE'F;#R_?'_‘E ¢-eu |Comvnugity (o/45An] S50 | (Brevu)  =p /Q.k/w?‘far/‘%l 7 2Ceed Do Ao i7T0%
/ T

Patient [dentification

(Name, Reg #)

M Ué‘r?}\ IT(ML,@#'\Y
£ 12076 - oelf

(This form may be replicated via WP)



HEPATITIS VACCIKE

EXP. DOSE/
DATE MFG'R LOT # DATE SITE ROUTE PROVIDER IMSTITUTION

INFLUENZA VACCINE

EXP. pDose/
DATE MFG'R LOT # DATE SITE ROUTE PROVIDER INSTITUTION
atin | .
(ORI Gid” et |E0n1958 | (/2588 |(Blokimet 0sntfim)| (Frees” | AOX: Flerecec
i o / U
4
OTHER (MMR, Polio, etec)
EXP. DOSE/ PROVIDER/
DATE TYPE MFG'R “LOT # DATE SITE ROUTE INSTITUTION

Patient Identification
(Name, Reg #)



BP-5619.060 IMMUNIZATION RECORD COFRM
AUG 96

U.S. DEPARTMENT OF JUSTICE FEDERAL BUREAU OF PRISONS
o i TET!NUSH—.?S*B_IBQ_ o N
EXP. DOSE/
DATE MFG'R LoT # DATE SITE ROUTE PROVIDER INSTITUTION
RPN, S I W NN SN S
o o . o T-U_BERCU_LINN TESTS__ o o
DATE EXP. DOSE/ PROVIDER/ DATE RESULTS READ
GIVEN MFG'R LOT # DATE SITE ROUTE INSTITUTION READ (MM) BY
‘ : = _ ATy _ =7
8/1(G8 | conni [24€5 11| 3/sfr Lirp |“ 57 | o Prcteneds [3/35] rog (20) otrmene,

Patient Identification
(Name, Reg #)

# (2076 —0¢¢
poys 423/ ek

(This form may be replicated via WP)

T g e



ORAL POLIOYIRUS YACCINE

- DATE DOSE PHYSICIAN'S NAME DATE DOSE PHYSICIAN'S NAME
1 ’ e sf"."._‘n--. 3
2 4
INFLUENZA VACCINE
] DATE DOSE. PHYSICIAN'S NAME DATE DOSE PHYSICIAN'S NAME
1 3
2 4
OTHER IMMUNIZATIONS
‘DATE TYPE DOSE PHYSICIAN'S NAME DATE TYPE DOSE PHYSICIAN'S NAME
~ e
s ks | 0FD = Ribuvad| by Pr = 2l A4S
2 ' 6
3 s ' 7
L _ Y : e 7
4 & 4 8
SENSITIVITY TESTS (Tuberculin, ete.)
DATE TYPE DOSE i - SROUTE- e ~=—| g JRESULTS PHYSICIAN'S NAME e
G, r i i
OB frp | T SAMOTRmO BB S5 T Jgrouno, PAOEE
; I o 4-15 76 (%

T2g| p Jee IP J - . _ )
, 1125 ppp ) g GTHOMAS KRAUSMD, -
3
4
5
REMARKS:

P Afost oid Jo o il Erere g oy

S ol WAL K AT, e

u/Léjtj\-. W el - . ’\JQJL’G— ' \Mb CALs Pip Au—
W

RCIYAR N N VYV

LESLIE NiCHOLS,
ASHA/SUPV.P.A.
FCi EL RENO, OKLA.

.)?'7— L §ﬂ - 7‘ =
-7¢
o - REVIEWED By rioo LGHO s w5 i"; ]

THOMAS KRAUS MD Lt Wowelckd, MD

THIS RECORD 1S ISSUED IN ACCORDANCE WITH ARTICLE 99, WHO SANITARY REGULATION NO. 2.
* U S GPO:18081-0-281-782.20341




HEALTH RECORD

IMMUNIZATION RECORD

All entries tn ink to be
made in block letters

VACCINATION AGAINST SMALLPOX (Number of previons raccination scars)

"] oate T ORIGIN ~ [BATCH NUMBER | REACTION | ~ sTaTioN PHYSICIAN'S NAME
: i a
2 i
3
4
5
6
YELLOW FEVER VACCINE

DATE ORIGIN BATCH NUMBER STATION PHYSICIAN'S NAME
1
2
3

TYPHOID YACCINE

DATE DOSE PHYSICIAN'S NAME DATE DOSE PHYSICIAN'S NAME
1 4
2 5
3 6

. - TETANUS-DIPHTHERIA TOXOIDS g

DATE DOSE "PHYSICIAN'SINAMME LILF 1,0, | FDATE DOSE " "PHYSICIAN'S NAME~--

/00l Ridund |, 73 .
; /F ., -
2 ,éf/?/?fg/ % Lecad from /)7:4/%7 5
3 7//0 7AK IC(./ IQ' ¢ k
Ve CHOLERA VAL i

DATE PHYSICIAN'S NAME DATE PHYSICIAN'S NAME DATE PHYSICIAN'S NAME
1 4 7
2 5 8
3 6 9

PATIENT’S IDENTIFICATION (Mechanically Imprint, Type or Print) :

A2 Y74

REVIEWED BY

601-105 G. THOMAS KRAUS MD

Patient's Name—last, first, middle initial;
Sex; Age or Year of Birth; Relationship to Sponsor;
Component/Status; Department/Service.

Sponsor's Name—Ilast, first, middle initial;
Rank/Grade; SSN or Identification Number;
Organization,

IMMUNIZATION RECORD

Standard Form 801—0ctober 1975 (Rev.)
General Services Administration & Interagency
Committee on Medical Records

FIRMR (41 CFR) 201-45.505

LT TR T



o c

ORAL POLIOVIRUS VACCINE t

DATE DOSE PHYSICIAN'S NAME DATE DOSE PHYSICIAN'S NAME
1 3
2 | 4
; ” - . .. INFLUENZA VACCINE
DATE DOSE PHYSICIAN'S NAME DATE | DOSE PHYSICIAN'S NAME
1 3
2 | 4
— OTHER IMMUNIZATIONS
DATE TYPE DOSE | L DATE | TYPE i DOSE | PHYSICIAN'S NAME
! | [
— (b)(6) [ i
. ’7E=-L-'7{ Baf lenxr =Y. ! |I
|
2 6 !
_ | ‘
3 7 :
!
4 8 i
- SENSITIVITY TESTS (Tuberculin, ele.)
DATE TYPE DOSE ROUTE RESULTS PHYSICIAN'S NAME
b |
2
3
4
5
REMARKS:

_ﬁ 2.5 o4-¥-Fe

REVIEWED BY

G. THOMAS KRAUS MD

THIS RECORD IS ISSUED IN ACCORDANCE WITH ARTICLE 99, WHO SANITARY REGULATIO

N NO. 2.

)

-

/’;

LR oy

LR s i ot o Tapn



Ak A e e A o

07)1@1‘)

ORAL POLIOVIRUS VACCINE

EARPLUG SIZE: .

DATE ! DOSE PHYSICIAN'S NAME I DATE DOSE PHYSICL;KN‘S NAME
137 MAY 1988 o0.5cc ®)©) ; Fz
2 4
_ INFLUENZA VACCINE
DATE DOSE I PHYSICIAN'S NAME I . DATE DOSE PHYSICIAN'S NAME
27 MAY 1988
1 O.5ce | (b)(6) ;
- I ‘
2 ikt e ! 4
OTHER IMMUNIZATIONS
DATE TYPE DOSE | PHYSICIAN'S NAME | |  DATE i DOSE e
THY 2531%6, wee 0.5cc ALersd If\ b, N 172
S 25 P8hs-7 vty v | %’98? \ W% Hew 00
(b)(6
(a1
3¢ 7 MAY Jﬂﬁs\mc 0.5cc aM \o\er\'tj’ / /QC A
L 1 4 H
7% POl derd =A™ G ldee it
' i o AU S IVEE RO R lll‘béfﬂ&fﬂl, ete.)
DATE TYPE DOSE ROUTE RESULTS ] PHYSICIAN'S NAME
1| 25 % pppy 0.lcc LFA NEG/POS (b)(6)
’ .. M R P
2 e ‘x
" g
4
5
REMARKS:

SF

BLUE (LARGE) TF SF WHITE (EX. SMALL)
ORANGE (MED) \’% SF RED (EX. LARGE) _SF
GREEN (SMALL) TF SF
FITTED BY: (b)(6)
2K gy,
REVIEWED BY

G. THOMAS KRAUS MD

THIS RECORD IS ISSUED IN ACCORDANCE WITH ARTICLE 99, WHO SANITARY REGUI-AT'IDN NO. 2.

il
R

g



-

IMMUNIZATION RECORD

All entries in ink to be

made in block letters

HEALTH RECORD

VACCINATION AGAINST SMALLPOX (Number of previous vaccination scars)

: | LDA;rE . ORIGIN - BATCH NUMBER REACTION STATION ] PHYSICIAN'S MAME
¢ { MAY 1988 TMC, 30th AG BN e
1 : NDC MAJOR Ft. Benning, GA..
2
3
4
5
6
YELLOW FEVER YACCINE
DATE ORIGIN BATCH NUMBER | STATION | PHYSICIAN'S NAME
/' o a! » b 6
. 'Q: m CDMM—_'?'V,? 7 Y{C PC. FRX 65442-5043 (0)(6)
.y _
23551
I
3 L3
- TYPHOID YACCINE 4 :
DATE DOSE | PHYSICIAN'S NAME DATE DOSE PHYSICIAN'S NAME
1 f?&,ﬂﬁ/ J»ﬁ’ 4
7 (b)(6)
2 be‘;-_;}“li ,$¢L 5
3 J - 6|
. TETANUS-DIPHTHERIA TOXO0IDS
ﬁ_ DABEs +f.. DOSE | PHYSICIAN'S NAME | DATE DOSE PHYSICIAN'S NAME
‘B {pon . =
1 AY 2 RJ 0.5¢ce (0)6) 4
2 5
3 '6
‘ CHOLERA YACCINE
DATE PHYSICIAN'S NAME DATE PHYSICIAN'S NAME DATE PHYSICIAN'S NAME
1 4 7
2 5 Ll S & 8
: END NS YT .
3 6 ' 9
~—BATICMT'C CMTIEWCATION Flloshawically Tarwint Tuna nr Pﬁut} : i
A6D6043 ‘ . Patient's Name—Iast, first, mi&die initial;
Sex; Age or Year of Birth; Relationship to S or;
MCVEIGH TIMOT HY JAMES CcmpAgnent/Status; Departme::tl}SerErice. pons
SSDC MRN 129 58 4709 ‘ SRporisgr'sta?;;—!a?zfﬁrts_}. rrgddI:‘ inil::!:
24MAYS8S 4/67 36 SO O:lgllal{iz;?iof{. or ldemtification urn‘ er;
601-104 I ' IMMUNIZATION RECORD
Standard Form 601 — October 1975
Goneral Scrvices Admiaisthtion sad
1 gency Committoo oa Medical B
3 FPMR 101-11.308-8
W

B2 2.5 —F¥ —F s

REVIEWED BY -
G. THOMAS KRAUS MD



B . S SR PR PR S

IDENTIFICATION NUMBER

NO. OF SHEETS ATTACHED

NAME
. —_
%Vemé. /;Mdfﬁ;. Janes [AoFE — O Y.
/7 MEASUREMENTS AND OTHER FINDINGS
20. HEIGHT 21, WEIGHT 22.COLORHAIR | 23.COLOR EYES |24, BUILD 25. TEMPERATURE
[T
6 ps ] 6O Eﬂ/ /_? L stenoer [ | meowm [ ] meavy [ osese FE 53
26. BLOOD PRESSURE (Arm at heart level) 27. PULSE (Arm at heart level)
SYS. B. |sys. C A.SITTING | B. RECUMBENT |C.STANDING | D. AFTER EXERCISE |E. 2 MINS. AFTER
. RECUM- stanoine| L% e (3 mins.)
DIAS. BENT |DIAS. (5 mins) |OAS.G ‘ 2.
28. DISTANT VISION 29. REFRACTION 30. NEAR VISION
RIGHT 20/ CORR. TO 20/ BY cx /) JSORBTO 9. . ., BYy , &
LEFT 20/ CORR. TO 20/ BY 5 cx %= o 77 = 5% -
31. HETEROPHORIA (Specify distance)
ESO EX0 R.H. LH. PRISM DIV, PRISM CONV. PC PD
32. ACCOMMODATION 33. COLOR VISION (Test used and result) 34. DEPTH PERCEPTION UNCORRECTED
est used and score)
RIGHT LEFT CORRECTED
35. FIELD OF VISION 36. NIGHT VISION (Test used and score) 37. RED LENS TEST 38. INTRAOCULAR TENSION
RIGHT LEFT RIGHT LEFT
39. HEARING 40. AUDIOMETER 41. PSYCHOLOGICAL AND PSYCHOMOTOR (Tests used and score)
15 250 | 500 [1000| 2000| 3000|4000 | 8000| 8000
st S ¥ 256 | 512 | 1024 | 2048 2896|4096 | 6144|8192
LEFT WV /15 5V 7is [HEHY
LEFT

42. NOTES (Continued] AND SIGNIFICANT OR INTERVAL HISTORY

5 apprng) Lok Tatin Sty g IEEerall’ JBogssye

Cowlanfle —
NE DA,

ViZ4 e’al':cc‘/

/ﬂ&drz Sewccner £ fAn snseunrillons —US ”ﬂ”"j’

{Use additional sheets if necessary)

43, SUMMARY OF DEFECTS AND DIAGNOSES (List diagnoses with item numbers)

@ //é/ﬁ/f/{ 775'

e

44, RECOMMENDATIUNS FURTHEH‘S?’EE[?‘LLST EXAMINATIONS INDICATED (Specify) 45A. PHYSICAL PROFILE
é{//g {m#/aa‘f;//{)/ Dun Jeaieg7T - plul| L | wn]e]ls
46. EXAMINEE (Check)
A[ ] s auALIFiED FOR ] _ 458. PHYSICAL CATEGORY
B.[ s NOT QuALIFIED FOR Fc,c_) L fe/djc,t umf(. ﬂfﬂ aé /Q.MC/
47.IF NOT QUALIFIED, LIST DISQUALIFYING DEFECTS BY ITEM NUMBER A B c E
48.TYPED OR PRINTE OEPHYSICIAN .. [0 . SIGNATURE
bt ansgent. fu
49. TYPED OR PRINTED NAME OF PHYSICIAN J HEWEWED BY SIGNATURE 7
. THOMAS KRAUSMD) | 7 -Zoeve Poame P22 F—4= Z2
50. TYPED OR PRINTED NAME OF DENTIST OR PHYSICIAN (lndicate which) SIGNATURE
51. TYPED OR PRINTED NAME OF REVIEWING OFFICER OR APPROVING AUTHORITY SIGNATURE

STANDARD FORM B8 (Rev. 10.94) BACK



MEDICAL RECORD

REPORT OF MEDICAL EXAMINATION

DAJ.S)O F{E@Mf 0\\0

B T
1. LAST NAME-FIRST NAME—MIDDLE NAME

Mo Vet Trmoths

Jemer

7. IDENTIFICATION NUMBER 3. GRADE AND COMPONENT OR POSITION

/20746 — O6

5. EMERGENCY CONTACT (Name and address of contact)

4. HOME ADDRESS (Numd#er, street or RFD, city or town, state and ZIP code)

6. DATE OF BIRTH 7. AGE 8. SEX 9. RELATIONSHIP OF CONTACT
¢-23-Cg A5 [] remaLe %LE
10, PLACE OF BIRTH 11. RACE

i [ s

HISPANIC

HITE | BLACK

AMERICAN INDIAN/
ALASKA NATIVE [ wri

(l

HISPANIC

[] Aaggacre

12a. AGENCY 12b. ORGANIZATION UNIT

13. TOTAL YEARS GOVERNMENT SERVICE
a. MILITARY b. CIVILIAN

14. NAME OF EXAMIWWYQEWW.DDRESS
EClI ENGLEWOOD
€595 W. QUINCY AVE.
UTTLETON, CO. 80123

15. RATING OR SJ'A'-TY 555 E:%Z /:ﬂfﬂ/%//ﬂ

16. PURPOSE OF EXAMlNATlON ’

Iﬂ%ﬁ& fc/e_e‘ﬂ'

17. CLINCIAL EVALUATION

Mol _ACheck esch item in appropriate column, enter "NE” if not evalusted.) ARNOR R"‘%ﬁ (Check each item in appropriste column, enter "NE® if not evaluated.) AE,"‘A?_R’
«~TA. HEAD. FACE. NECK AND SCALP 0. PROSTATE (Over 40 or clinically indicated) 0{/-‘55-;( 3
7 | B-EARS-GENERAL (INTERNAL CANALS] P. TESTICULAR b-e/' 1
(Auditory acuity under items 39 and 40) Q. ANUS AND RECTUM [Hemorrhoids, Fistulae] (Hemocuit Result 07~E7
p{ DRUMS (Perforation) {_~1R"ENDOCRINE SYSTEM 7 7 h o d,_J Aest e /’,sf/p
L-o.NosE LAS.GUSYSTEM /@ < b P s/
6/{ SINUSES {~T. UPPER EXTREMITIES {Srrengrh, range of motion)
AT MOUTH AND THROAT LA FEET Celloin 15 p DIgsensd 7€
}/ G. EYES-GENERAL (Visual acuity and refraction under items 28, 29, and 36] . LOWER EXTREMITIES (Except feet) (Strength. range of motion)
H, OPHTHALMOSCOPIC /) el {_+¥V. SPINE. OTHER MUSCULOSKELETAL
LA\ PUPILS (Equstity and reaction) X. IDENTIFYING BODY MARKS, SCARS, TATTOOS @(
&/{OCULAR MOTILITY (Associated parallel movements nystagmus) +~1Y. SKIN. LYMPHATICS
/_JK LUNGS AND CHEST /7 NEUROLOGIC (Equilibrium tests under iterm 4 1)
L/ﬁE’ART (Thrust, size. rhythm, sounds) L/{A PSYCHIATRIC (Specify any personality deviation)
LATH. VASCULAR SYSTEM (Varicosities, etc.) {_-+BB. BREASTS
N. ABDOMEN AND VISCERA (Include hernia) /).e/cféf_. J;ZA'IC CC.PELVIC (Femalesonly) <2~
dditional sheets if v/

NOTES:

L //Wfﬂ/k//_f'

(Describe every abnormality in detail. Enter pertinent itern number before each comment. Continue in item 42 and use

18. DENTAL (Place appropriate symbols, shown in examples. sbove or below number of upper and lower teeth.) EE%AC‘FF;SA?I%DD?SDEEA@E%NAL DENTAL
g / Non- % 2 X X X Replaced (. X .1  Fixed
1 2 3 Restorable 12 3 ogorable 2 3 Missing 1 2 3 1 23 Partial
32 31 30 Teeth 3231 30 teeth 32 3130 Teoth 32 3) 3 Dentures 72 3! 39 Dentures
R 0 / -
L i 2 3 4 s & 2 als 10 1 12 13 14 15 18 L
H 32 31 30 29 28 27 26 25| 24 23 22 21 20 19 18 17 :_
T

19. TEST RESULTS (Copies of results are preferred as attachments)

A. URINALYSIS: (1) SPECIFIC GRAVITY

B. CHEST X-BRAY OR PPD (Place, dste, film number snd result)

{2) URINE ALBUMIN (4) MICROSCOPIC

{3) URINE SUGAR

Refosed 3-30-%.

E. BLOOD TYPE AND RH
FACTOR

C. SYPHILIS SEROLOGY (Specify test used D. EKG,

and resufts)

fosse 23079

F. OTHER TESTS

NSN 7540-00-634-4038
88-126

FORM 88

STANDAR
SA/ICMR FIR

\ D
Prescribed by G

(Rev. 10-94)
MR (41 CFR) 201-9.202-1

S

B
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60
555
sa

Body
Mass
Index

wW/H)

4
(=]

8

g

(cm)
T
]
‘ZS*—_F

(ia) '

1-s0

F - : <
N @ s Lz <4
S 1 |
F 150+~
Obese I 1o | 230
E 5=t 30
F Overweight 1
T Y60 FO— 25
I Accepuble s I
'}m 165——65
: o3

When a rule is aligned at the weight and height values, the point where it
intersects the scale In the middle gives the body mass index.

T

TR TR T

TR

23Y




MEASUREMENTS AND OTHER FINDINGS

51, HEIGHT 52. WEIGHT 53. COLOR HAIR 54, COLOR EYES 55. BUILD: 56. TEMPERATURE
A 5 =
C] 2 / 6 O /z ﬁ\. A S0 stenoer [ | meowm [ ] weaw [ Josese
57, BLOOD PRESSURE (Arm af heart level) 58, / PULSE (Arm at heart fevel)
A, svs, { { 8. sys. c. svs. A SITTING B. AFTER EXERCISE | C. 2 MIN, AFTER D. RECUMBENT €. AFTER STANDING
smTNG [ Q).;._ RECUMBENT [ STANDING [ 7 9
{5 min.)
50, DISTANT VISION 60, REFRACTION 61, NEAR VISION
RIGHT 200 &2 ) CORRA. TO 20/ BY s. cx CORR. TO a8y
LEFT20 ) y  CORR.TOZo By s, cx CORR TO By
A
62. HETEROPHORIA (Specity distance)
Es® Exe AH LH. PRISM DIV. PRISM CONV. FC PD
cT
63 ACCOMMODATION 64. COLOR VISION (Tast used and rasull) 65 DEPTH PERCEPTION UNCORRECTED
Test used and score)
AIGHT LeFT CORRECTED
66. FIELD OF VISION 67. NIGHT VISION (Test used and score) 66, RED LENS TEST . INTRAOCULAR TENSION
70. HEARING 2 AUDIOMETER 72. PSYCHOLOGICAL AND PSYCHOMOTOR
(Tests used and score}
RIGHT WV 58V s 250 | s00 | w000 | zooo | 3oo0 | a4ooo | sooo | sooo
256 | 512 | 1024 | 2048 | 2896 | 4095 | s144 | sig2
RIGHT
LEFT W s sv ns | PG
LEFT
73 NOTES (Continued) AND SIGNIFICANT OR INTERVAL HISTORY e, BSELSEL (INUIGdIng TUBSTOULOSIN, Repatitis, Diabetes B Weart Bisease, F/U
R Purgieal — & O
8. Allergies N/o
§. Tonereal Disease
1-Nen-user 5—Recemt user B—-User (net withd

E4. Drug dependence

1
l

2-Fermer user 4-User (Immediate pest)

1—Marijuana  S—Hallucinegens  5—PsyeRo-stimulante
. Typa ef drug 2-Narcetice  4-Barbiturates 6—0ther
_[J\Nll-linlfiﬂlﬂt ‘use J§-Bimge mwse —9thar

8. Afleeholigm

fUse addional sheets if necessary)

2-FPorser exeemsive =8P 4—Habitusl axcessive wse

74. SUMMARY OF DEFECTS AND DIAGNQSES (List disgnoses with item numbers)

M ow ¢

Py wal) vt Maw -y ot

/Av

THIS INMATE IS OVER 50 AND HAS
BEEN CFFERED:

ot L/ L Xam g 1,0,, L
Flowe i, 1. DIGITAL RECTAL EXAMINATION FOR
\ =
STOOL HEMOCULT YES/NO
2. SIGMOIDOSCOPE YES/NO
3. TONOMETRY YES/NO
75. RECOMMENDATIONS - FURTHER SFECIALIST EXAMINATIONS INDICATED (Specy 76 A PHYSICAL PROFILE
A : ot
/) P i ) } | H 5
Ly el ;lwﬁ ] |
77. EXAMINEE (Creck)
A 15 QUALIFIED FOR K _/d A B. PHYSICAL CATEGORY
Ra_ D IS NOT QUALIFIED r:l;/?/(‘ dff}?t)
78. IF NOT QUALIFIED, LIST DISQUALIFYING DEFECTS BY ITEM NUMBER N - 5 c N =
79. TYPED OR FRINTED NAME OF PHYSIC!‘E% LIE N“CHM SIGNATURE
ASHAISUBV.P.A, ez BYJE NI I\
80. TYPED OR PRINTED NAME OF PHYSICI SIGNATU
FCI EL RENO, OKLA.
81. TYPED OR PRINTED NAME OF DENTIST OR PHYSICIAN (indicate which) SIGNATURE
82. TYPED DR FRINTED NAME OR REVIEWING OFFICER OR APPROVING AUTHORITY /:? 2947 1 §|GNATL¢ NUMBEER OF 2TTACHED SHEETS
REVIEW Lz
A THOMAS rALIS MD

J sl T

'U,S,Gtc?vhrmm F'rmtmg Office: 1990 — 281-782/20230

SF 38 (Rev. 3-89) BACK

hat



rrl ‘. ‘ {_ (\
REPORT OF MEDlCAL EXAMINATION

. LaST NM{E]FIEST NAME —MIDDLE NAME 2 GRADE AND COMPONENT OR POSITION 3. IDENTIFICATION NO.
’ )(x
oich, Tim afhe JThmeyi | 12096~ 0bY
4. HOME ADDRESS . Vumbar, streat or RFD, clty or fown, Stato and ZIP Cods) | 5. PURPOSE OF EXAMINATION 6. DATE OF EXAMINATION
Lt J i s Jl=9%%
7. SEx 8. RACE 9. TOTAL YEARS GOVERNMENT SERVICE 10. AGENCY 11. ORGANIZATION UNIT
') U A "" N MILITARY - CIVILIAN
12. DATE OF BIATH 13. PLACE OF BIRTH =5 14. NAME. RELATIONSHIP, AND ADDRESS OF NEXT OF KIN
G
H-2Y - 194y
15, EXAMINING FACIL'TY OR EXAMINER, AND ADDRESS 18. OTHER INFORMATION
HOSPITAL

7 FEDERAEC CORRECTIONAL INSTITUTION TIME IN THIS CAPACITY (Total) LAST SIX MONTHS
__EL RENO, OKIAHOMA 73036

CLINICAL EVALUATION NQOTES: (Describe every abnormalily in detail. Enter pertinent item number before each comment. Continue in

NOR- | (Check eac~ =am in appropriate column, enter "NE" if not | ABNOR- item 73 and use additional sheets if necessary)
avaluated | MAL

18. HEAD, FACE, NECK AND SCALP

=
=
2

19, NOSE

20, SINUSES

21. MOUTH 250 THROAT

TERNAL CANALS]
22. EARS —GENERAL (NTERNAL GANALS) (due

23 DRUMS | Parforation)

E Wisual d
24 EYES —GENERAL (el scuy ang oy

25. OPHTHALMOSCOPIC

26. PUPILS (Equality and reaction)

AAANAN ) //////////.f/_//

27. OCULAR MOTILITY intod parabiel
28. LUNGS AND CHEST (inciude breasts)
29. HEART [Theust, size, rhyhm, sounds) LI R i 5 auiAs Bivawy.nd aie ¢ A Ve WATILS 46 e .
30. VASCULAA SYSTEM (Varicosities, atc. } P R T -t S UTHE T . | 2@ wFT N9 L Poah B
31. ABDOMEN AND VISCERA (include hernia)
oy g W G Sk B -
} S AND REGTUM {Hemorhoids, Fistular e + ! :
32 ANUS AND RECTU tato, If icicated) j 7\3 T T o B st L
33, ENDOCRINE SYSTEM b A £ g 1% i SRS 3
3G SYSTEM Tt L e wLanyce o B ¥ L EETIIRLE leug)?
35. UPPER EXTREMITIES (Strength, range of motion) Cr eE¥o T - el v
36, FEET
Ll vLew¥ i R EETRB
37. LOWER EXTREMITIES gmb:g,,w meton) -
B i3 3
38. SPINE, OTHER MUSCULOSKELETAL R "
39. IDENTIFYING BODY MARKS, SCARS, TATTOOS et S8 SR S
40. SKIN, LYMPHATICS BT ARAT AR trumc wer i@ LoafLnAtan g0 UREII0TAY f rér AR ¢ gset s sewenm e’
41. NEUROLOGIC (Equilibrium tests under item 72)
42. PSYCHIATRIC (Specify any personality deviation)
43. PELVIC (Famales only) {Check how done)
D VAGINAL D RECTAL (Continue in item 73)
44. DENTAL (Place appropriate symbols, shown in exampiss, above or below number of upper and lower feeth. ) REMARKS AND ADDITIONAL DENTAL
DEFECTS AND DISEASES
4] ! x x ] x { X j
|zaﬂmmrz%m'" 123M&sam1235'°;°°6723m"°‘,
37 31 30 Testh 32 a1 32 31 30 Teeth 32 a1 0 3@ ar a3g e
o ) teeth v Y x x Dentures (x| dentues
R L
1 1 2 3 4 5 & 7 8 9 10 1 12 13 14 15 16 g
CT w  » = w2z = 2 ‘ 2« = 2 21 20 18 18 17 F
T T
LABORATORY FINDINGS
45. URINALYSIS: A, SPECIFIC GRAVITY 46. CHEST X-RAY (Place, date, film number and result) $
B. ALBUMIN 0. MICROSCOPIC
C. 5UGAR
47. SEROLOGY (Specify test used and result) 48. EKG 49, gkg% TYPE AND RH 50. OTHER TESTS

Ru@k_&sLéL.]P}‘ PFD SEs dut Fon TA
R”[HJ 19 PF urh ) he Comsilhs w/

T : v
NSN 7540-00-634-4038 f“ 7 Standard Form 88 (Rev. 3-89)
Sike General Services Administration
Interagency Comm. on Medical Record

FIRMR (41CFR) 201-45.505

BT T R N S T T TR e



» Federal Bureau Of Prisons G
ey e s e e e e s S e e e e S T
(THIS INFORMATION IS FOR OFFICIAL AND MEDICALLY CONFIDENTIAL USE ONLY - |

AND WILL NOT BE RELEASED TO UNAUTHORIZED PERSONS) i

1. LAST NAME—FIRST NAME—MIDDLE NAME
MeVe, gy , 7/mothy Iames

2. REGISTER NUMBER

/2076064

3. PURPOSE OF EXAMINATION 4. DATE OF EXAMINATION

IR TAK< 7413-6¢

5. EXAMINING FACILITY

USP TERRE HALTE, &

6. STATEMENT OF.EXA MINEE'S PRESENT HEALTH AND MEDICATIONS CURRENTLY USED (Follow by description of past history, if complaint arises)

7. HAVE YOU EVER (Please cheek each item)

8. DO YOU (Please check each item)

YES|NO (Check each item) YES|NO (Check each item)
~ Lived with anyone who had tuberculosis T Wear glasses or contact lenses
\\\.n Coughed up blood \\\--...,~ Have vision in both cyes
~ \\a Bled excessively after injury or woth extraction ~~ | Wear a hearing aid
\\‘ Attempred suicide Stutter or stammer habitually
Been a sleepwalker | Wear a brace or back support
9. HAVE YOU EVER HAD OR HAVE YOU NOW (Please check at fett of each itenn
YES| NO E(\)(\)\Ii (Check each itenn) YES|NO E\OBJ (Clheck each frem) \'ES! NO E(\)(\)\E— {Clieek cach itenn)
Scarlet fever T Adverse reacton to serum drug I Epilepsy or fits
| Rheumaie fover or medicine Cur. truin. ses or air sickness
. FSwollen o painful joints |!B1‘n[\cu hones | Frequent trouble slecpms
| Froquent or severe headach ITumnr, SO, VS caneer .\ Depression v eacessive worn
,l Dizriness or fainting spetls ; Rupture hern | ' I Loss ol memory oF wmnesia
i I Eue troubic Piles or recral diseise ! i | i Nervous trouble of any sort
i i CELrs mosel vr throuat troublys i i i Freguent or paamtul vrmation ; { i : Pertods of unconsciousness
i .r Hearing foss | ! JBed wetting sanee age 12 } \‘ i [ Have vou aver lad
1 i Cirronic or freguent colds | "“%-... PRidney stone er blood mounine |I & e i i homosexual contaet?
i Savere weih or gum rouble ; _"“\ : Is sar o albunum inoarine !\.. \\_\ I ; Bean exposad 1o AIDS
| : 1~ — PN =Sy piilis, sonorriicn, stes ; \ i [ Ao Use iBaeessn
j Ji iHe Fowr i ! Revent mwin or foss ol weishi \; : FDrag Uae Addiciion
! I i . Agthritis. Rhe msn, or Bursins I | M ariieamt
I | : | i i Buosre, jount or other detornm | i i Coviine
; : T rond trouble I | ‘I i e : . . |: Hain
i : Tuberciiosis ! i Loss of finger of o l LS.
| -‘\ P At : l : Pattul vr " Frick"shoulder or ¢lbow | Amphenines
ﬂ\\ Cxbarmess of breath i Recurrent back pain ! ! | Others: (Speciiy)
™ i Pt o prossure in chest : “Trich™ or Jockad Rnee I | : |
T fChronic cough i Fouol troable | r 1' Abcohol o drug
i | Il Palpitation or pounding  heart I Neuritis I H Withdrawal Problems
T~ | e trouble : f Paralysis include mrannle) |
T i { Hiztoor fow Bloed pressure [
T j Cramps in vour legs JI 10, FEMALES ONLY HAVE YOU EVER
Eac | Freguent indigestion | I Been treated tor o temale disorder
— !5tmuucll, tiver, or intestinal trouble ’ Hand o change in menstrual pattern ]
e IG'.l[l Pldder trouble or eallstones | ARE YOU PREGNANT |
B Jaundice o hepatitis |‘ {SL'5p[jQ-'1' YOU ARE PREGNANT
1. WH,—I\_:T IS YOUR USUAL OCCUPATION?? \ 12, ARE YOU (Check ones i
A -
E Rishi handed D Lett handed !
BP-360(60)

USP LVN

JANUARY 1986
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CHECK EACH ITEM YES OR NO EVERY ITEM CHECKED YES MUST BE FULLY EXPLAINED IN BLANK SPACFE BELOW

s

| ot fospiral )

T =
YES| NO YES| NO
13, Hive vou been refused cmployment or heen unable to hold I! IS Have vou ever had any illness or miury viher than those already
\\ i or stay in school because of I noted? 1 ves. specifv when. wheve, wind wive details. )
AL sensitivity o chemicals, dust, sunlight, ete. |
i ! o N
| 19, Have vou consulted or been reated by clinies, physicians,
~ B. Teshilite S T | h £ R :
™~ + EIBILY Lo perfomy cerainn motions, I healers. or ather practitioners within the past 3 vears for other
| ! & . | ! than minor illnesses? o vex, wive comipicic address of doctor, ospiral.,
- : Co tnabality o assume certim OSIIONS, | | e el et ) *
| 3 A, dlited dletadiy,
|
|
\ D Other medical reasons HE yes v reasems, ) | N y =Y )
i I 200 Have vou ever been rejectad for mithtary serviee because of
1 b o RIivL 13 TR
l | Hanve vous ever been treated for a mental condition? (ff Ve, ! i physical, mental, or other reason U ves. sive dare, und reason,
sPecsy when, where, and eive details, | ! for rejections. )
| -—
I
S S~ : 1 Is : -
\ [ 15 Haue sou ever been denied e insurance? (1 ves. stare reason e I Have vou ever been discharged from mithitry service because
S~ | aind cove derails, ) | of phvsical. mental. or other reasens? e ves, give date, reason.,
] ‘ i and type of discharge whether fogorable. cilier tha onorabe, Jor -
\\\ 16, Have vou had. or have you been advised o have. any opera | finess or ansiitabilie, )
Bons "t vex, deseribe and wive ase ar which oceured. ) ‘
. 7. H : S [ 220 Have you ever received. i there pending. or hane vou applicd
- A vou ever been aopatie R W spital? iff ves, : : : - kil L
e L:r uher };LL“ g F;“'L'" }” i D L!"[ hospital? lf Fes . | for pension. or compensation for exsting disabilin ? ff vey,
o SE MrCCERC when, wl A G R /A Heltbiet oof Terr g, o ete ey . - ; i, &
i 1eh st We dncpanie of doctor aid complere address | sprectiv owhiar kind, eraned Iy i what amonnre, when, winey

|

ENPLANATION: (21322 ABOVE)

FH N fiwmcéxm( Cotrn

I Uheldhood 10naso =,

Leernfy thae | have reviewed the toregoing mbvrmation su
doctors, hospitals. or chinies mentioned above o furnesh 1he Government a complate 1

prlied by me and that 1t is true and complete te the hest of my know ledge,

I authoriee any ot the
ramseript ol mv o medical record.

TYPED OR PRINTED NAME OF ENAMINEE

—_—

SIGNATURE

s S

A ‘G“M\'_\f’? '
INTAKE SCREENING. »

INMATE RECEIVED FROM: COURT — _TRANSFER ___ P.V.
OTHER

MEDIC A STAFE'S  COMMENTS  AND OBSERVATIONS:  PLEASE
DIRECT YOUR ANSWERS TO MENTAL STATUS. POTENTIAL SUICIDE.
APPEARANCE.  CONDUCT. STATE  OR CONSCIOUSNESS.  RASHES,
JAUNDICE. BRUISES AND/OR  MARKS. SWEATING. BODY  DEFORM-
ITIES. ETC. NOTE OBSERVATIONS N BLOCK 13 BELOW,.

IF DRUGS HAVE BEEN USED. NOTE TYPE. HOW LONG. HOW MUCH.

HOW OFTEN. HOW USED. WHEN WERE THEY LAST USED: HAVE

THERE BEEN ANY I’RUHI[_E{.\IS SINCE STOPPING THE USE OF DRUGS
OR ALCOHOL?

DOES PATIENT NEED TO BE SEEN INMMEDIATELY BY THE MEDICAL
STAFF YES __  NO

WHAT ARRANGEMENTS HAVE BEEN MADE!

DUTY STATUS: TEMPORARY WORK RESTRICTED
GENERAL POPULATION _____ YES NO

TYPE AND EXTENT OF LIMITATION

=30 Physician’s summary and elaboration of all pertment data (Phvsicien shall comme

v additivmed mediced history he deems fmprenrtans, and record
LAST PPD: "7-(3- 9
SUICIDAL THQUGHTS: YES(NO
LICE: YE
ALLERGIE
SMOKE : YESZND
MEDICATIO B/ SEE
MEDICAL COMPLAINTS: —

RESTRICTIOB%_;N_%Irwé
SMENZ: NORMBL

FUNCTIONAL

DIABETIC:YE

D

et all posittve answers in irem 6 throngh 22, f

any significant findines fere, )

B QA -

hvstcran may develop by inrerview

- P o Sle

—

TYPED OR

RINEED NAME.OFPHYSICIAN OR
CENAMINER A éWAéY, ﬁN

DATE

74399

{ NUMBER OF

ﬂ}—%\ ATTACHED SHEETS
|

SIGNATURE

REVERSE



U Heparyment of Jnstics - MEDICAL HISTORY K : DRT
Federal Bureau Of Prisons T

“

(THIS INFORMATION IS FOR OFFICIAL AND MEDICALLY CONFIDENTIAL USE ONLY
AND WILL NOT BE RELEASED TO UNAUTHORIZED PERSONS)

1. LAST NAME—FIRST NAME—MIDDLE NAME 2. REGISTER NUMBER
LN VR, ey Dy \2010-00\
3. PURPOSE OF E’\ AMINATION 4. DATE OF EXAMINATION 5. EXAMINING FACILITY

P\EW’S’;‘-)‘\ %}l“\ }a\j ys? rFLb RENCE - ADX
| 6. STATEMENT OF EXAMINEE'S PRESENT HEALTH AND MEDICATIONS CURRENTLY USED (Follow by description of past historv. if complaint arises)

%maqm?’\- OO ey 3 1 XA\‘\

oc V2 X0 Y B0y Ty Aa N

7. HAVE YOU EVER (Please check each item) 8. DO YOU (Please check each item)

YES| NO (Check each irem) YES|NO (Check each item)
Lived with anyone who had tuberculosis ‘;(_ Wear glasses or contact lenses
Coughed up blood Have vision in both eyes
Bled excessively after injury or tooth extraction Wear a hearing aid
Attempted suicide Stutter or stammer habitually

Been a sleepwalker

9. HAVE YOU EVER HAD OR HAVE YOU NOW (Please check ar left of each item)

Wear a brace or back support

XXX
X

YES| NO Egg\g (Check each item) YES|NO Egg\g (Check each irem) YES|NO Eggg (Check each irem)
‘>< Scarlet fever ‘)( Adverse reaction to serum drug X Epilepsy or fits
Rheumatic fever or medicine >< Car, train, sea or air sickness
\ Swollen or painful joints Broken bones ‘X: Frequent trouble sleepin
)<_ Frequent or severe headache \)< Tumor, growth, cyst, cancer Depression or excessive worry
Dizziness or fainting spells Rupture/hernia X Loss of memory or amnesia
Eye trouble - Piles or rectal disease X Nervous trouble of any sort
Ear. nose, or throat trouble \7“:.‘ Frequent or painful urination X Periods of unconsciousness
><J Hearing loss Bed wetting since age 12 1X Have you ever had
Chronic or frequent colds Kidney stone or blood in urine homosexual contact?
B Severe tooth or gum trouble Sugar or albumin in urine Been exposed to AIDS
>< Sinusitis VD—Syphilis, gonorrhea, etc. x Alcohol Use (Excessive)

Pain or pressure in chest “Trick” or locked knee

Hay Fever X Recent gain or loss of weight e Drug Use/Addiction
Head injury Arthritis, Rheumatism, or Bursitis x’ Marijuana
>< Skin diseases X Bone, joint or other deformity X Cocaine
Thyroid trouble X Lameness X Heroin
Tuberculosis Loss of finger or toe ')( L.S.D.
I Asthma ",( Painful or “Trick"shoulder or elbow X Amphetamines
Shortness of breath Recurrent back pain >< Others: (Specify)
<

XXX

Chronic cough Foot trouble Alcohol or drug
Palpitation or pounding heart - Neuritis Withdrawal Problems
Heart trouble. : Paralysis (include infantile)
High or low blood pressure

NS Cramps in your legs 10. FEMALES ONLY HAVE YOU EVER
Frequent indigestion $ewXyun » — Sae| Pobsdy o\ e Been treated for a female disorder
Stomach, liver, or intestinal trouble Had a change in menstrual pattern
Gall bladder trouble or gallstones ARE YOU PREGNANT

)( Jaundice or hepatitis SUSPECT YOU ARE PREGNANT

11. WHAT IS YOUR USUAL OCCUPATION? 12. ARE YOU (Check one)
pr" E Right handed D Left handed
USP LVN ’ Previoué editions not usable JANFI:I-:?S%{ 1986

R



e

(-

CHECK EACH ITEM YES OR NO EVERY ITEM CHECKED YES MUST BE FULLY EXPLAINED IN BLANK SPACE BELOW

YES| NO

YES

13. Have you been refused employment or been unable to hold a
Jjob or stay in school because of:
A. Sensitivity to chemicals, dust, sunlight, etc.

18. Have you ever had any illness or injury other than those already
noted? (If yes, specify when, where. and give derails.)

B. Inability to perform certain motions.

C. Inability to assume certain positions.

D. Other medical reasons (If yes, give reasons.)

19. Have you consulted or been treated by clinics. physicians,
healers, or other practitioners within the past 5 years for other
than minor illnesses? (If yes, give complete address of doctor, hospital,
clinic, and details.)

14. Have you, ever been treated for a mental condition? (If ves,
specify when, where, and give details).

R

20. Have you ever been rejected for military service because of
physical, mental, or other reason? (If yes, give date. and reason,
far rejections. )

/ 15. Have you ever been denied life insurance? (If ves, state reason
and give details.)

- oy
E
K\\’J
T

16. Have you had. or have you been advised to have, any opera—
tions? (If yes, describe and give age at which occured.)

21. Have you ever been discharged from military service because

; of physical, mental, or other reasons? (If ves. give dare. reason,

[N and type of discharge whether honorable, other than honorable, for un-
i ). fimess or unsuitabiliry.)

17. Have you ever been a patient in any type of hospital? (If yves,
specifv when, where, why, and name of doctor and complete address

/ of hospiral.)

for pension, or compensation for existing disability? (If ves,

\.— 22. Have you ever received, is therc pending. or have you applied
-‘.L
! specify whar kind, granted by whom . and what amount, when, why.)

EXPLANATION: (#13-22 ABOVE)

I certify that T have reviewed the foregoing information supplied by me and that it is true and complete to the best of my knowledge. I authorize any of the
doctors, hospitals, or clinics mentioned above to furnish the Government a complete transcript of my medical record.

TYPED OR PRINTED NAME OF EXAMINEE
.T'.Mu'\\\ \ ?-S- ML\J"J;\'\

SIGNATURE

INTAKE SCREENING:

INMATE RECEIVED FROM: COURT iTRANSFER —~_P.V.

OTHER

MEDICAL STAFF'S COMMENTS AND OBSERVATIONS: PLEASE
DIRECT YOUR ANSWERS TO MENTAL STATUS, POTENTIAL SUICIDE,
APPEARANCE, CONDUCT, STATE OR CONSCIOUSNESS, RASHES,
JAUNDICE, BRUISES AND/OR MARKS, SWEATING, BODY DEFORM-
ITIES, ETC. NOTE OBSERVATIONS IN BLOCK 23 BELOW.

IF DRUGS HAVE BEEN USED, NOTE TYPE, HOW LONG, HOW MUCH,
HOW OFTEN, HOW USED. WHEN WERE THEY LAST USED: HAVE

THERE BEEN ANY PROBLEMS SINCE STOPPING THE USE OF DRUGS
OR ALCOHOL?

DOES PATIENT NEED TO BE SEEN IMMEDIATELY BY THE MEDICAL
STAFF YES _ NO e
WHAT ARRANGEMENTS HAVE BEEN MADE?

DUTY STATUS: TEMPORARY WORK ____ RESTRICTED sl

GENERAL POPULATION ____ YES _NO -~

TYPE AND EXTENT OF LIMITATION

23. Physician's summary and elaboration of all pertinent data (Physician shall comment on all positive answers in item 6 through 22. Physician may develop by interview

any additional medical history he deems important, and record any significant findings here.)

TYPED OR PRINTED NAME OF PHYSICIAN OR DATE

T Villases B-/6~57

SIGNATURE

b NUMBER OF
ATTACHED SHEETS

REVERSE




Federal Bureau Of Prisons ¥ b

AND WILL NOT BE RELEASED TO UNAUTHO

AvAsLAF AN CRES KLEDY {

KEFPOKT MEALTH sFRvic.E pEDY.

RIZED PERSONS)

FCl ENGLEWC Ly

W isdom {'adﬂ\ ‘
Lok 2P0 /791

o

R B & S T P

i SR

ExXdra ofroas R

&l

| Ofhal f?mr”c‘.’j

2. REGISTER NUMBER
\30M6~ 0

TH SERVIC.E NERT

LRI

TION

3-30-9¢

5. EXAMINING FA

EFT

8595 \.
UTTLETONR, 0. 30123

110 | URRENTLY USED (Follow by description of past history, if complaint arises)

}FaJ/:}‘a/r“gc/ Frr /406044&)‘25 @
=

CAJ'Z,KC.:,\/@L <y ctl,

Ese

7. HAVE YOU EVER (Please check each item) - 8. DO YOU (Please check each itern)
YES| NO (Check each item) YES|NO (Check each item)
| | Lived with anyone who had tuberculosis | | Wear glasses or contact lenses
’ Coughed up blood Have vision in both eyes
Bled excessively after injury or tooth extraction y | Wear a hearing aid
Attempted suicide \ Stutter or stammer habitually
| | Been a slespwalker | | Wear a brace or back support
9. HAVE YOU EVER HAD OR HAVE YOU NOW (Please check ar left of each item) :
YEs| No [PON'T (Check each item) YEs|No|PONT (Check each item) YEs|No| PON'T (Check each item)
| Scarlet fever i Adverse reaction to serum drug [ Epilepsy or fits
Rheumatic fever or medicine Car, train, sea or air sickness
Swollen or painful joints Broken bones Frequent trouble slecping
Frequent or severe headache umor, growth, cyst, cancer K Beprusionorcxmivcwon'y
I Dizziness or fainting spells Rupture/hernia f Loss of memory or amnesia
Eye trouble Piles or rectal discase \ ’ Nervous trouble of any sort
Ear, nose, or throat trouble Frequent or painful urination ] Periods of unconsciousness
Hearing loss Bed wetting since age 12 Have you ever had
Chronic or frequent colds Kidney stone or blood in urine / homosexual contact?
Sevetctoothorgumtru:blc Sugar or albumin in urine { Been exposed 1o AIDS
Sinusitis VD—Syphilis, gonorrhea, etc. | Alcohol Use (Excessive) -
|Hay Fever Recent gain or loss of weight | Drug Use/Addiction
Head injury ™ Arthritis, Rheumatism, or Bursitis Marijuana -
- | Skin diseases Bone, joint or other deformity Cocaine
Thyroid trouble Yamen I Ly Heroin -
Tuberculosis Loss of finger or toe IL.S.D.
| Asthma Painful or “Trick"shoulder or elbow Amphetamines
| Shortness of breath Recurrent back pain Others: (Specify)
| l Pain or pressure in chest “Trick" or locked knee ]
| Chronic cough Foot trouble { Alcobol or drug
; Palpitation or pounding heart Neuritis Withdrawal Problems

Heart trouble

Paralysis (include infantile)

High or Jow blood pressure _ ;
Cramps in your legs 10. FEMALES ONLY HAVE YOU EVER
Frequent indigestion Been treated for a female disorder

Stomach, liver, or intestinal trouble

Hadg_ﬁ:hngcinmznstmalpamm

Gall bladder trouble or- ga!lstoneé =

ARE YOU-PREGNANT i« -

J

.l‘li

Jaundice or hepatitis”

SUSPECT YOU ARE PREGNANT

11. WHAT IS YOUR USUAL OCCUPATION?

‘| 12. ARE YOU (Check one)

Right handed [ ] Left handed -

ISP LVN

Previous editions not usable
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A0 . .
T voveiis s anza -

Lf M e
QI[E_WEM YES OR NO EVERY ITEM CHECKED YES MUST BE FULLY EXPLAINED IN BLANK SPACE BELOW
YES| NO _ s YES| NO : :
13. Have you been refused employment or been unable to hold a 18. Have you ever had any illness or injury other than those already
job or stay in school because of: noted? (If yes, specify when, where, and give details.}

A. Scasitivity to-chemicalseydust, syalight, etc.

'19. Have you consulted or been treated by clinics, physicians,

Blnahﬂnynoperfonnoenmnmonons healers, or other practitioners within the past 5 years for other
C. Hnability wmmm@,m clinic, and details.) yes. give fte addres of docer. Rosptl
DOMMHIMUM 8“""““0"'“ ; : o | } ,m.mvéiwmrbmmjwwdformiﬁwymbmmuf .
14 Have you, ever been treated for a mental condition? fif)'“ phyngl. _men:al. or other reason? (If yes, give date, and reason,
spea_&nﬁm where, and give d:mls) Jor rejections.)
15. Have you ever been denied life insurance? (If yes, state reason 21. Have you ever been discharged from military service because
and give details.) - ) of physical, mental, or other reasons? (if yes, give date, reason,
: and type of discharge whether honorable, other than honorable, for un-
16. Have you had, or have you been advised to have, any opera- fitness or mmmb:ﬁry)

tions? (If yes, describe and give age ar which occured.)
\ 22, Have you ever reccived, :sthmpend.m,g ortmcyouappl:ed

17. Have you ever been a patient in any type of hospital? (If yes, i for pension, or compensation for existing disability? (If yes,
?ﬂﬁ’rﬁﬂ;-mrﬂﬁﬁmmof@m’mw‘mﬁ * * specify what kind, granted by whom , and what amount, when, why.)
EXPLANATION: (#13-22 ABOVE) . ’ .
. BP Mo P 22 T 923 R

/Ua.ng &70"/%/.

Iccmfyﬂmlhavemedmsfurcgomgmformmonsupphedbymea.nd:ha:|tuumandoompletetothcbmofmytnowladgc.laumomcanyot‘me
doctors, hospitals, or clinics mentioned above to furnish the Government a complete transcript of my medical record.

TYPED OR PRINTED NAME OF EXAMINEE SIGNATURE .
A Saces AN [ ™~
INTAKE SCREENING: THERE BEEN ANY PhOBLEMS SINCE STOPPING THE USE OF DRUGS

OR ALCOHOL? __ A/ /A-

INMATE RECEIVED FROM: COURT . TRANSFER Z P.V.

OTHER
DOES PATIENT TO BE SEEN IMMEDIATELY BY THE MEDICAL

MEDICAL STAFF'S COMMENTS AND OBSERVATIONS: PLEASE STAFF YES _&~ NO.
DIRECT YOUR ANSWERS TO MENTAL STATUS, POTENTIAL SUICIDE, £

[
APPEARANCE, CONDUCT, STATE OR CONSCIOUSNESS, RASHES, i C'““,‘T‘“m‘ “_EB"B' ﬂls HAvVEBeEn M“‘f}-‘&‘& 7
JAUNDICE, BRUISES AND/OR MARKS, SWEATING, BODY DEFORM- Wre vecrr = Eoona + enaalil
ITIES, ETC. NOTE OBSERVATIONS IN BLOCK 23 BELOW. DUTY STATUS: TEMPORARY WORK RESTRICTED 1/

IF DRUGS HAVE BEEN USED, 'NOTE TYPE, HOW LONG, HOW MUCH, GENERAL POPW“ON YEs NG
HOW OFTEN, HOW USED. WHEN WERE THEY LAST USED: HAVE TYPE AND EXTENT OF LIMITATION {M"“’( ’5 2

23. Physician's summary and elaboration of all pertinent data (Physician shall comment aﬂposmwmmmnemémmughﬂ.Pkyﬂm‘mydevebpbymm
/l/" _r(-/'/je/fdi. -

/Z&Q/Jﬁ'g c77[: p/ﬂ ée—f/‘siﬂ; ‘?; /?/-‘)U e//’ﬁ-c..-.—z17 @ F~ Fh

Lome .
L3 ,7' 2 K p1-T7¢
Prior Entries no; ! REVIEWED BY

LA, KowalsK, MD 227 Mﬁ’}% P G. THOMAS KRALS M
TYPED OR PRINTED E OF PHYSICIAN OR D - NUMBER OF
mmﬁ% /éam/%(r‘ L, /ﬁ//D ATTACHED SHEETS

REVERSE *©




MILUICAL U \(.t‘.l"UKl

Fuederal Bures® OF Prisons sy
———————————.______.__—___________ﬁ_________il-ll-m'

| (THIS INFORMATION IS FOR QFFICIAL AND MEDICALLY CONFIDENTIAL USE ONLY
! AND WILL NOT BE RELEASED TO UNAUTHORIZED PERSONS)

I. LAST NAME -FIRST NAME—MIDDLE NAME

2. REGISTER NUMBER

1. PURPOSE OF EXAMINATION

ADMSS o

+. DATE OF EXAMINATION

4295

5. EXAMINING FACILITY

FRE,

i
|

6. STATEMENT OF EXAMINEE'S PRESENT HEALTH AND MEDICATIONS CURRENTLY USED (Follow by description of past histary. if complaint arises)

i 7. HAVE YOU EVER (Please check each item)

8. DO YOU (Please check each item)

YES| NO (Check each item) YES|NO (Check each item)
Lived with anyone who had tuberculosis . r Wear glasses or contact lenses
Coughed up blood \ Have vision in both eyes
Bled excessively after injury or tooth extraction ‘ Wear a hearing aid
Attempted suicide Stutter or stammer habitually
\ | Been a sleepwalker Wear a brace or back support
9. HAVE YOU EVER HAD OR HAVE YOU NOW (Please check ar left of each item)
| YES| NO |RON'T (Check each item) YEs|no | RONY (Check each item) vEs|Noj PON.T (Check each item)
\ Scarlet fever Adverse reaction to scrum drug Epilepsy or fits
| Rheumatic fever or medicine Car, train, sca or air sickness
Swollen or paintul joints Broken bones Frequent trouble slesping

Frequent or severe headache

Tumor, growth, cyst, cancer

Depression or excessive worry

Dizziness or fainting spells

Rupture/hernia

Loss of memory or amncsia

Eye irouble

Piles or rectal diseasc

Nervous trouble of any sort

Ear, nosc, or throat trouble

Frequent or painful urination

Periods of unconsciousness

Hearing loss

Bed wertting since age 12

Chronic or frequent colds

Kidney stonc or blood in urine

Have you ever had
homosexual contact?

Severe tooth or gum trouble Sugar or albumin in urine Been exposed to AIDS
Sinusitis VD—Syphilis. gonorrhea, etc. Alcohol Use (Excessive)
Hay Fever Recent gain or loss of weight Drug Use/Addicticn
Head injury Arthritis, Rheumatism, or Bursitis Marijuana

Skin diseases Bone, joint or other deformity Cocaine

Thyroid Lrouble Lameness Heroin

Tuberculosis Loss of finger or toe L.S.D.

Asthma Painful or *Trick"shoulder or elbow Amphetamines
Shortness of breath Recurrent back pain Others: (Specify)

Pain or pressure in chest “Trick” or locked knee

Chronic cough

Foot trouble

Palpitation or pounding heart

Neuritis

Alcohol or drug
Withdrawal Problems

Heart trouble

Paralysis (include infuntile)

High or low blood pressure

Cramps in your legs

10. FEMALES ONLY HAVE YOU EVER -

Frequent indigestion

Been treated for a female disorder

Stomach, liver, or intestinal trouble

Had a change in menstrual pattern

Gall bladder trouble or gallstones

ARE YOU PREGNANT

Jaundice or hepatitis

SUSPECT YOU ARE PREGNANT

12. ARE YOU (Check one)

1. WHAT IS YOUR USUAL OCCUPATION?
: . | O3 Right tanded [T Lent handed

.. BP-380(80)
Previous editions not usable JANUARY 1886

5P LVN




g .f v { | -

i
CHECK EACH ITEM YES OR NO EVERY [TEM CHECKED YES MUST BE FULLY EXPLAINED IN BLANK SPACE BELOW N
YES| NO YES| NO
13, Have you been refused employment or been unable to hold 2 18. Have you ever had any illness or injury other than those already
Jjub ur sty in school because of: noted? (If ves. specifv when. where, and give derails. )

A. Sensitivity to chemicals, dust, sunlight, erc.

19. Have you consulted or been treated by clinics, physicians.

B. Inability to perform certain motions. healers. or other practitivners within the past § years for other

: = than minor illnesses? (If ves, give complete address of doctor, hospir..
C. Inability (o assume certain pusitions, clinic, and derails.)
D. Other medical reasons (If ves. give reasons.) 20. Have you ever been rejected for military service because of

physical, mental, or other reason? (If ves, give date, and reason.

14. Have vou, ever been treated for a mental condition? (If yes. G
Jor rejecrions. )

specifv when, where, and xive details),

I5. Have you ever been denied life insurance? (If ves. state reason Z1. Have you ever been discharged from military service because
and give details. ) : of physical. mental, or other reasons? (If yes. give date. reas~n,
— : and type of discharge whether honorable, other than honarabie, for u
16. Have you hud. or have you been udvised to have, any opera- fitness or unsuitability. j

tions? (If ves, describe and give age ar which gccured.)

22. Have you cver received, is there pending. or have you applied

17. Have you ever been a patient in any type of hospital? (If yes, for pension, or compensation for existing disability? (if yes,
.r?;(‘@ .,‘-J;c;r. where, why, and name of doctor and complete address specify what kind, granted by whom , and whar amount. when, why. j
f hospiral, s . -

EXPLANATION: (#13-22 ABOVE)

L certify that 1 have reviewed the foregoing information supplied by me and that it is true and complete to the best of my knowledge. I authorize any of the
ductors, hospitals, or clinics mentioned above to furnish the Government a complete transcript of my medical record. - -

SIGNATURE

THERE BEEN ANY PROBEMS SINCE STOPPING THE USE OF DRUGS

OR ALCOHOL?

TYPED OR PRINTED NAME OF EXAMINEE

INTAKE SCREENING:

INMATE RECEIVED FROM: COURT ____ TRANSFER ___ p.V.
OTHER :

DOES PATIENT NEED TO BE SEEN IMMEDIATELY BY THE MEDICAL -

MEDICAL STAFF'S COMMENTS ::AND OBSERVATIONS: PLEASE STAFF YES NO '
DIRECT YOUR ANSWERS TO MENTAL STATUS, POTENTIAL SUICIDE. - J S |
ATPEARANCE. CONDUCT.. STATE OR CONSCIOUSNESS, RASHES, - VHAT ARRANGEMENTS HAVE BEEN MADE? —

JAUNDICE. BRUISES AND/OR MARKS, SWEATING, BODY DEFORM. .

ITIES, ETC. NOTE OBSERVATIONS IN BLOCK 23 BELOW, . : DUTY STATUS: TEMPORARY WORK RESTRICTED

GENERAL POPULATION YES NO
TYPE AND EXTENT OF LIMITATION |

IF DRUGS HAVE BEEN USED, NOTE TYPE, HOW LONG, HOW MUCH,
HOW OFTEN. HOW USED. WHEN WERE THEY LAST USED: HAVE

23. Physician's summary and elaboration of all pertinent data (Physician shall comment on all positive answers in item 6 through 22. Physician may develop by interview
any additional medicut history he deems important, and record an y significant findings here.) - 2 ’

' | o 5 Bp AL

- ; n : g & e 1 EWEDBY L

' TYPED OR PRINTED NAME OF PHYSICIAN OR DATE SIGNATURE NUMBER OF
| EXAMINER ' ATTACHED SHEETS




U.S. Department of Justice

Federal Burcau Of Prisons

MEDICAL HISTG:. i REPORT

(THIS INFORMATION IS FOR OFFICIAL AND MEDICALLY CONFIDENTIAL USE ONLY
AND WILL NOT BE RELEASED TO UNAUTHORIZED PERSONS)

I. LAST NAME—FIRST NAME—MIDDLE NAME

| A eNe AT s S

2. REGISTER NUMBER

\ 30 =~ O6Y

3. PURPOSE OF EXAMINATION

4. DATE OF EXAMINATION

5. EXAMINING FACILITY

6. STATEMENT OF EXAMINEE'S PRESENT HEALTH AND MEDICATIONS CURRENTLY USED (Fullow by description of past history, if complaint arises)

7. HAVE YOU EVER (Pleuse check each item)

8. DO YOU (Please check each item)

Rheumatic fever

or medicine

YES| NO (Check euch item) YES|NO (Check each item)
Lived with anyone who had tuberculosis i | Wear glasses or contact lenses
Coughed up blood 5( Have vision in both eves
Bled excessively after injury or tooth extraction i Wear a hearing aid
Attempted suicide \ Stutter or stammer habitually
Been a sleepwalker } | Wear a brace or back support

9. HAVE YOU EVER HAD OR HAVE YOU NOW (Please check at left of each item)

vEs| No |[PONT (Check each item) vEs|No|PONT (Check each item) vEs|No|DONT (Check each item)

Scarlet fever Adverse reaction 10 serum drug ! Epilepsy or fits

Car. train. sea or air sickness

Swollen or painful joints

Broken bones

Frequent trouble sleeping

Freguent or severe headache

Tumor, growth, cyst. cancer

Depression or excessive worry

Dizziness or fainting spells

Rupture/hernia

Loss of memory or amnesia

Eye trouble

Piles or rectal discase

MNervous trouble of any son

Ear. nose. or throat trouble

Frequent or painful urination

Perinds of unconsciousness

Hearing loss

Bed wetting since age 12

Chronic or frequent colds

Kidney stone or blood in urine

Have you ever had

homoscxual contact?

Severe woth or gum trouble

Sugar or albumin in urine

Been exposed to AIDS

Sinusitis I VD—Syphilis. gonorrhea, etc. Alcohol Use (Excessive)
Hay Fever Recent gain or loss of weight Drug Use/Addiction
Head injury Arthritis, Rheumatism, or Bursitis Marijuana

Skin diseases Bone, joint or other deformity Cocaine

Thyroid trouble Lameness Heroin

Tuberculosis Loss of finger or toc L.5.D.

Asthma

Painful or "Trick"shoulder or elbow

Amphetamines

Shortness of breath

Recurrent back pain

Others: (Specify)

Pain or pressure in chest

“Trick” or locked knee

Chronic cough

Foot trouble

Palpitation or pounding hecarn

Neuritis

il

Alcohol or drug
Withdrawal Problems

Heart trouble

Paralysis (include infantile)

High or low blood pressure

Cramps in your legs

10. FEMALES ONLY HAVE YOU EVER

Frequent indigestion

Been treated for a female disorder

Stomach, liver, or intestinal trouble

Had a change in menstrual paticrn

Gall bladder trouble or gallstones

ARE YOU PREGNANT

i

Jaundice or hepatitis

SUSPECT YOU ARE PREGNANT

11. WHAT IS YOUR USUAL OCCUPATION?

12. ARE YOU (Check one)
D Right handed D Left handed

USP LVN

ey =y g

Praviously BP-MED-36

e T e

BP-360(60)
JANUARY 1986

. —-q



o

CHECK EACH ITEM YES OR NO EVERY ITEM CHECKED YES MUST BE FULLY EXPLAINED IN BLANK SPACE BELOW

YES| NO YES| NO

13. Have you been refused employment or been unable to hold a 18. Have you cver had any iliness or injury other than those already
job or stay in school because of: noted? (If ves. specifv when, where, and give details.)
A. Sensitivity to chemicals. dust, sunlight, ctc.

- : : 19. Have you consulted or been treated by clinics, physicians,

B. Inability to perform certain mations. - healers, or other practitioners within the past 5 years for other

than minor ilinesses? (If ves, give complete address of doctor, hospital,
clinic, and derails. )

C. Inability to assume cerain positions.

Other medical reasons (If yes. give reasons.) 20. Have you ever been rejected for military serviee because of

14. Have you. ever been treated for a mental condition? (if yes, physical, mental, or other reason? (If ves, give date, and reason,
specifv when, where, und give derails), Jor rejections.)
15. Have you ever been denied life insurance? (If ves, state reason 21. Have you ever been discharged from military service because
and give details. ) of physical, mental, or other reasons? {lf ves. give date. reason,
and rvpe of discharge whether honorable, other than honorable. for un-
16. Have vou had. or have you been advised to have, any opera- fitness or unsuitabiliry. )

vons? (If ves. describe and give uge ar which occured.)

22. Have you ever received. is there pending. or have you applicd

for pension. or compensation for existing disability? (If ves,
specify what kind, granted by whom . and what amount. when, why. )

I7. Have you ever been a patient in any type of hospital” (If ves,
specify when. where, why, and name of doctor and complete address
of hospital. )

EXPLANATION: {#13-22 ABOVE)

| centify that | have reviewed the foregoing information supplicd by me and that it is true and complete to the best of my knowledge. 1 authonize any of the
doctors. hospitals. or clinies mentioned above to furnish the Government a complete transcript of my medical record.

TYPED OR PRINTED NAME OF EXAMINEE SIGNATURE

INTAKE SCREENING: THERE BEEN ANY PROBLEMS SINCE STOPPING THE USE OF DRUGS
OR ALCOHOL?

INMATE RECEIVED FROM: COURT ___ TRANSFER ___ P.V.
OTHER

DOES PATIENT NEED TO BE SEEN IMMEDIATELY BY THE MEDICAL
MEDICAL STAFF'S COMMENTS AND OBSERVATIONS: PLEASE STAFF YES____ NO___
DIRECT YOUR ANSWERS TO MENTAL STATUS. POTENTIAL SUICIDE.
APPEARANCE, CONDUCT. STATE OR CONSCIOUSNESS, RASHES.
JAUNDICE. BRUISES AND/OR MARKS. SWEATING. BODY DEFORM-

WHAT ARRANGEMENTS HAVE BEEN MADE?

ITIES. ETC. NOTE OBSERVATIONS IN BLOCK 23 BELOW. DUTY STATUS: TEMPORARY WORK J——
IF DRUGS HAVE BEEN USED. NOTE TYPE, HOW LONG, HOW MUCH, GENERAL POPULATION _ YES _ NO
HOW OFTEN, HOW USED. WHEN WERE THEY LAST USED: HAVE TYPE AND EXTENT OF LIMITATION

23. Physician’s summary and claboration of all pertinent data (Physician shall comment on all positive answers in item 6 through 22. Physician may develop by interview
any additional medical history he deems important, and record any significant findings here.)

Py J
/\-Eg/w Fo Q&W At jlctk 8 Js ov

Ny

2 Y-y-Fo
REVIEWED BY
G. THOMAS KRAUS MD

TYPED OR PRINTED NAME OF PHYSICIAN OR DATE Rile] NUMBER OF

AY NATURE
EXAMINER l\ ) U }ru\r\o\S' S'{hﬁk E/(‘// O /WM S'&"'? ATTACHED SHEETS

REVERSE

e,
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8P-5354.060 INTAKE SCREENING (MEDICAL)  COFRM )
NOV 94

U.S. DEPARTMENT OF JUSTICE FEDERAL BUREAU OF PRISONS
e T T e e e - e e e e S e G e B P o L B U e e e Ve L ST e e S S |

(Medical staff shall complete this screening form on all arrivals to the
Institution)

Institution Date of Arrival Time of Arrival
USP TERRE HAUTE 7-f5-79 1P
Inmate's Name Register Number
T/f?"l;&{ TH HdAme: Mclleic s /3 07 = ity
MEDICAL CLEARANTCE

1. BP-149(60) reviewed? Qxyes; 0 no (Explain)

2. General Population Housing Approved?:fixyes; 0 no (Specify limitation or
need)

3. Approved for Temporary Work Assignment? 0O yes; :{lxno (Specify limitations
or exclusions)

NOT UNTIL MEDICALLY EVALUATED

4, For Holdovers: OK for Continued Transport?Xfkyes; 0O no (Explain)

5. Disabilities? [0 yes xfkno (If yes, enter code(s) into MDS)

Code(s)
ANY RECENT TEST, EXAMS OR CONSULTS? YES/NO WERE RESULTS GIVEN? YES/NO
6. Remarks: '
LAST PPD: MEDICAL C/0's N _'ud/_-)
LICE: YES/NO MEDICATIONS: NONE/SEE 600
SUICIDAL THOUGHTS: YES/NO ALLERGIES: NKDA/
Medical Staff Signature Date Time
\\\ £} i 7
! f'})-)“Ol;’é:*\ 7-/3-53 1S ’55

L)
Medical Staff Title

Record Copy - Inmate Central File; copy - file

(This form may be replicated via WP) Replaces BP-354(60) of APRIL 1990
] 33 an and BP—S35$ of AUG 1994
i ; KA
100 /(=

@pn‘n:odm Recycled Papér o t!" iy :"f‘\‘)\

T T T DTN S a—”



< e
BP-5354.060 INTAKE SCREENING 't;._ ...DICAL)  COFRM (
NOV 94 A

U.S. DEPARTMENT OF JUSTICE FEDERAL BUREAU OF PRISONS
e e s s G G e T S R A W BT S N U N e e M D N e R

(Medical staff shall complete this screening form on all arrivals to the
Institution)

Institution Date of Arrival Time of Arrival
USp Flortnce . ADX %‘//4/4?7 j4s5s H
Inmate's Name Register Number

McVEIGH , Tinothy (2076 — &6

/
MEDICAL CLEARANCE

1. BP-149(60) reviewed? B/§es; 0O no (Explain)

2. General Population Housing Approved? U/ﬁes; 0 no (Specify'limitation or
need)

e = -
3. Approved for Temporary Work Assignment? [ yes; @ no (Specify limitations
or exclusions) :

bﬁfﬁi W£inmfhf cleared .

4. For Holdovers: OK for Continued Transport? (0yes; 0O no (Explain)

_
5. Disabilities? 0O yes E/ho (If yes, enter code(s) into MDS)
Code(s)

6. Remarks: ["PD ﬁ./zﬂmin.?j}-'—:rd . Corradt weds . Foruwfidaw 220 g 7 BID
) Tkj¢wwvf Hoo wg ( T TID . Nated Gome rachec ouver fhe necf ardac |

O pan O s - /o fllecare ran + vest o @ v H [i s oo
C%ﬂvféaggﬁﬁsj Hﬁ% &;jhm7 ﬁ;kgw@%Yeﬂ, F%ﬂw prcFmi

Medical Staff Signature ) Date Time
2 &/ 1H 77 14 H

Medical Staff Title /

Record Copy - Inmate Central File; copy - file
(This form may be replicated via WP) Replaces BP-354(60) of APRIL 1990

and BP-3354 of AUG 1994
@ﬁmedmﬂecwfed Papar

b o sl o i ih g o T



U.S. DEPARTMENT OF JUSTICE ~ © INTAKE SCR‘EENING (MEDICAL)

Federal

Bureau of Prisons

(Medical staff shall complete this screening form on all arrivals to the institution)

INSTITUTION DATE OF ARRIVAL + | TIME OF ARRIVAL

-

? ‘;,:.—% % O /)()

INMATE'S NAME REGISTER NUMBER

_Me U.e% %07%/ 2B %L

\IEDICAL CLEARANCE

BP-149(60) REVIEWED? [J YES Bl NO (Explain):

(1]
/i\j!o ﬂ[ ¢c_.i’.' cal ;‘:,.;C’j L Canfes "-'ff T"/-m/éx_ .
[2] General Population Housing Approved? [J YES E/NO (Specify limitation or need):
[3]1 Approved for Temporary Work Assignment? EY%S Eﬁ (Specify limitations or exclusions): b ot
[4] For Holdovers: OK for Continued Transport-?"' -@"YES [1 NO (Explain): 3 >-—<:'
b i ot s ] - 0 -
[S] 3

Remarks: _ , < D)
/FL//II IE)‘- Cn C e -!p 'LC‘/ &/—"J"ﬁ/’f /J /9// =5 -

féfﬁf/ Vo Lice Seens
D 5?5093%

MEDICAL STAFF ng% 225 <0 77 e 777 | TIME
_ Pror_——_Entries! noted ﬁ/ //4)/ /Paﬁ:’h‘_. QZZQZ _; f

CANARY - FILE

s iE:"‘FE@‘i ND T ‘

o - g, TTRER pp

ot g ™ £ 4 & " MEALTH SEﬁ\ggg BE a HEV[EWED By

il i FCI ENG! FY¥ . THOM
L e | @595 W.GUINCY AVE. < op AS KRAUS Mp
ORIGINAL - INMATE CENTRAL FILE UTTLETON, CO. 80123 '

= o BP-354(60)
Previous editions not usable APRIL 1930

USP LVN

o

e

e ey gty e e Y T T TN T R S AT T T T I B e T T T L TR TR R T T T e e T TR
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BP-5354.060 INTAKE SCREENING (MEDICAL)  cOFRM
NOV 94

U.S. DEPARTMENT OF JUSTICE FEDERAL BUREAU OF PRISONS

(Medical staff shall complete this screening form on all arrivals to the
ILostitution)

Institution , e Date of Arrival Time of Arrival
SN EN e 7 Ao T (gl A7)
Va l‘_”’_-"“ . :f/"‘/:l. ] .f'!__._...- L (.’, = t?\ __;_‘r\ //4 ‘t.:’.i/{"f -’,. [l.// /.- Lk, ’{ S .,/
Inmate's Name . Register Number
’;:j/-;?> ’J /’} } - ERL I o i ﬂ.’? g “"./ﬂ ll" / -_-\‘_/r //f
HE YE)TU I8 T L L LT AT
S MEDICAL CLEARANCE

1. BP-149(60) reviewed? 0O yes; O no (Explain)aﬁﬁ%&d.,ﬁkﬁ%ﬁ7

2. General Population Housing Approved? B-yes; O no (Specify limitation or
need)

3. Approved for Temporary Work Assignment? O“yes; O no (Specify limitations
or exclusions)

o

4. For Holdovers: OK for Continued Transport? D7§es; 0 no (Explain)

—

5. Disabilities? 0O yes @/ﬁb (If yes, enter code(s) into MDS)
Code(s)

. 74 /| . ;
Medical y/zzd AN Date Time
‘/h_, _ / ’_./ iy ‘&% /) a : % /'}
W i SOOI V) N SR
7z = Ry v 3
Medical /Sta;f§ Title o, & _mox-tiw |
: REWD. REVIEWED BY :
st THOMAS KRALS MD ..
Record Copy - Inmate Central File; cé%y - file
(This form may be replicated via WP) Replaces BP—354(60)13; APRIL 1970 i
and BP-5354 of AUG A
T T T T L A R R T R T L A T e I L T e Pl G A i W T R



O (
BP-$354.060 INTAKE SCREENING (MEDICAL)  COFRM
NOV 94
U.S. DEPARTMENT OF JUSTICE FEDERAL BUREAU OF PRISONS

(Medical staff shall complete this screening form on all arrivals to the
Institution)

InstitUtionysi & ~ao- -+ a-tDate,

gt e o
Bt UYaositide W beiofuwa PN,

Inmate's Name

MEDICAL

1. BP-149(60) reviewed? 0O yes;%n:
%‘,{‘S N

2. General Population Housing Approved? 0O yes; ji no (Specify limitation or

need) ,_\g;i; e P g

3. Approved for Temporary Work Assignment? 0 yes;,ﬁ no (Specify limitations
or exclusions)

4. For Holdovers: OK for Continued Transport? & yes; O no (Explain)

5. Disabilities? 0O yes /)&-no (If yes, enter code(s) into MDS)

Code(s)
6. Remarks: AMo¥P £
Pt owil &0 onk Hfs*fan\\ Fomrm el S5 S 4 AL Ly
Jr SHU.
Medical Staff Signature Date Time

Earr 2P0/ S/11/ 65 /0.4y A
: : NICHOLS,
Medical Staff Title ASHNSUPV.P,A,
FCl EL RENQ, OK1 A
Record Copy - Inmate Central File; copy - file
(This form may be replicated via WP) e F P T Replaces BP-354(60) of APRIL 1990
IEWED BY and BP-5354 of AUG 1994

a. THR(E)VMAS KRAUS MD




CLINICAL RECORD DENTAL TREATMENT RECORD (Continuation)

DIAGNOSIS - TREATMENT - REMARKS SIGNATURE

3 _/ _tC?(C ‘o 7#/,«4 kil oA i ‘({)-) /Zz— g

=

-Z{'}_“ é _‘?L.?t ’7 y f) £ 54“({7 et -%('//j j,L,{'C"‘ /’5(‘3‘_,.(.._??

P

,,. -

b
" /r,; & :..)44 oo A _:;;’;f 7 }:Af( /7/ VA VR VA R
i - o

R B

A ol PR ol we P AR //1 ) j(’rm G_’/
L Xl v f Voo .W \( Lo Pf{/ /vt?w
e anary /, preqss Sl Sk,

/,'

S

Dyell jlerd s #2. 7 S Mm 4 J f»c i
' ; ——

\) £

P Y (Ca
R.D! S‘HEPHERD, DMD

{Continued On Ravarse Side)

?AFE}NT‘S IDENTIFICATION (For typad or writtan enties glve; Name - last, first, middis; grade; Jate, hospital or medical REGISTER NO. WARD NO,
acillty,
US. PENI V] ~ \,/ ok [
TENTIARY C V&R ! DENTAL TREATMENT RECORD
TERRE HAUTE / HRSA-237 (4/95)

MEDICAL SERVICES \ /2076 -06 7/ ’




BP-S618.060 CLINICAL DENTAL RECORD CDFRM
AUG 96

CPITN | |

U.S. DEPARTMENT OF JUSTICE FEDERAL BUREAU OF PRISONS
Examination: J Screening S Comprehensive 1 Periodic |Occlusion
/ [\ ; Oral Hygiene
@ ‘ Good —=, Fair Poor
5

Head & Neck/Soft Tissue

T 2 3 4.5 67 8 81011 1213 1415 16 I L'V-"\/L_,
(_') Tl /
6_:32 31 30 29 28 27 26252423 22 21 20 19 18 17 4 _
—_ Additional Findings
D: 2
w255
F: fc“p
Treatment Completed Recommended Treatment Plan
J Radiographs
n |3 Dental Prophylaxis
a O Oral Hygiene Instruction,
0 Periodontal Evaluation 0 1| It il
E= -
Tl 2 3 4 5 6 7 8 9 1011 1213 )4 15 16 M | O Oral Surgical Procedures
g 32 31 30 29 28 27 26252423 22 21 20 E 18 17 55

i

OEndodontic

B/Restorative
E [

H 19~ OC

Patient Name Number ~ Sex: M_JF Age:

\LoYe-0b Y

(\’\ Ve Lﬁm

O Prosthodontic Evaluation

~

entist Signature Date

Sﬂ:ﬁf’" (L~24<5
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