Facility: Eimhurst Hospital Center
Chart No.

UHOOPMMUPOBAHHOE COrNACME HA
MHBA3UBHbLIE, QMArHOCTUMECKME, Name
MEQULIMHCKHUE U XUPYPITUUYECKMUE

- neo Pbl Unit
¢ umcn. 4 suacu. P%'IB) (Patient Imprint Card)

FORM B-1

Hactosusm 8 a0 csod cornacve (MM U DaMunMA nevawero
BPRUE WIN YNONHOMOUSHHOIO NOCTABUWMKR MeanUmMHCKMX yciyr / Name of Attending Physician or Authorized Health Care Provider) nubo ero
38MECTHTEIN0 TOTO %@ NPOWIA, 8 TaKe BLIGPAHHLIM AJIS NPOBEAEGHHA NPOLBAYP NOA KOHTPONeM EYaLLero BPaYa ACCHCTOHTAM Ha rpoBeneHne
CNOAYIOLIBIC MBANLIHCKOIO NBUAHNS, ONEPELIMH HNW NPOLIBAYPM (ARNee «Npoueaypar/ hereafter called the” procedure™): Cardiac Catheterization/

Percutaneous Coronary Intervention, Possible intra-Aortic balloon pump, possible pacemaker. Possible Coronery Artery Bypass Surgery.

CyWwHOCTs NPOLBAYPLL M NpMuMHE 64 NPOBOAGHMA MHe DA3LACHEHML. DaKTOPe PHCKE, CBRAHHLI® C NMPOSGASHHOM NPOLIBAYPM, TEKKE MHO
pasnacHeHbl. KpoMS TOMO, A NOHUMAIO, YTO NPOLAAYPE MOXBT HE AaTh ONMAABMBIX MHOID PO3YNbTATOs. MeHs TAIKE NPOUHDOPMMPOBANN O APYTHX
BOIMONGBIX CIOCOBAaxX Nevarnn Moero 3a6onesanns ¥ NOCNBACTBHAX OTCYTCTBHA NEHEHUA.

$1 NOHAMSIO, 4TO KDOMS DE3BACHBHHLIX MHE (DEKTOPOS PUCKA NP NDOBBAGHWW LAHHOR NPOLIBAYPLI CYLLECTBYIOT W HHBIR (PAKTOPH PUCKE, C KOTOPLIMM
CONPSONBHE NI0CHIS MEALMHCKNS UITH XHDYPTVNECKHS NDOLIBAYDW. F NOHNMAI0, YTO MBAKLVHE W XMPYDIUR HE ABIIAIOTCH TOHHLIMA HAYKAMH, H MHE HO
MOTYT A8Te KaKnX-rn00 rapaHTHA 8 CTHOWIGHMU PO3YNbTATOS AGHHOR NPOLBAYPM.

Y MeHA Ouind AOCTBTONHO BpEMEeHK ANA Toro, YTobu ANTh MOS8 3a60NeBAHNE M NEUEHWE C MOVIMU NOCTABLLIMKAMU MBANLIMHCKUX YCITYT, W MHOIO
NOMyueHBl HCHEPTLIBAIOLING OTBOTLI HA BCE BOMPOCHL. X CYMTAI0, UTO Y MBHA AMESTCA [OCTATOMHO WHAOPMALIMM ANA NPUHATUA OCOIHAHHOrO
POWEHUA, U A COTNACEH (8) NPOATH AaHHYIO NPOLBAYPY. ECI NpW BOIHUKHOBEHUM KaXMX-TMEO HeNPeaBMaeHHLIX 06CTONTENLCT MHE NOHAA0BHTCA
AONONHATEITLHOS UK ANLTEPHATUBHOE NBYEHWE, A COTNAcaH (a) Ha nonyuyeHue MoGoro HEoBXOANMOro NBUSHUA.

A ARK0 CBOA COrNAcKe Ha NBPENMBAHAE KPOBW W APYrvX NPAnapaTon KpOsH, KOTOPOE MOXAT NOHAACGHTLCA NPH NPOBEAEHUN AaHHOM NpoLeaYpH. MHe
PAILACHEH PUCK, C KOTOPBIM CONPANBHAE AAHHEA NPOLABAYPA, 68 BOIMOXHBIR GNaroTaopHLiRk 3T U aNbTEPHATHBHLIE BAPHAHT.I, # Ha BCE BONPOCH
MHOI0 ONY-aHE ACHOPNLIBAIOUMNE 0TBOTHI.

Ecnu A He coznaceH (8) Ha NePeNuUeanUe KDOBU, MH® HEOOXOAUMO 384eDKHYMb U 386UIUPOSaML OanNbil paiden, & 3amem nodnucams
popuy «OTKA3 OT NNEHEHUSA».

1 paspeLuaI0 LEHHOMY YUPEXABHUIO XPAHHTB, HCNOML3ICBATL UM COOTBETCTBYIOWMM 00PA3OM YTHIIN3UPOBATL TKEHA W OPraHbl, YAGNSHHLE B Bpems
npoueaypsl. . B

" yTpa (am)
Moannce NALMOHTA KK POANTENA/IAKOHHOTO OTIGXYHA HECORODIIGHHONETHOTO NALMOHTS Aata (and) Bpemn meuepa{pm)
(Signature of Patient or Parent/Legal Guardian of Minor Patient) {Date) (Time)

If the patient cannot consent for him/herself, the signature of either the health care agent or legal guardian who is acting on behalf of the patient, or the
patient's surrogate who is consenting to the treatment for the patient, must be obtained.

" yTpa (am)
Noanuce 40REPEHHOTO NTHLA NO BONPOCAM MEAWLIKHCKOTS OGCNYIUBSHKA HITH 3JAKOHHOTO ONGKYHA Rava (and) Bpewmm Beuepa (pm)
(Signature of Health Care Agent/Legal Guardian) (Date) {Time)
(Ptace a copy of the authorizing document in the medicat record)

" yTpa (am)
Moanwucs NPeACTABNTENR C YKAJAHWEM CTONGHW POACTHE Aara (and) Bpemn seveps (pm)
(Signature and Relation of Surrogate) (Date) {Time)

CBUAETEND (WITNESS):

I, E am a staff member who is not the patient’s physician or authorized health care
provider and | have witnessed the patient or other appropriate person voluntarily sign this form.

" yTpa (am)
Noanuck n gonMxHOCTE CBKAETENA (Signature and Title of Witness) Nara (and) Bpems mevepa (pm)
(Date) ({Time)

R): (To be signed by the interpreter/transiator if the patient required

To the best of my knowtedgg the patient understood what was interpreted/transiated and voluntarily signed this form.

: W yTpa (am)
Moanuce ycTHoro/nucEMeHHOTo neposoaynxa (Signature of Interpreter/T ransiator) Aara {and) Bpemsn aseuepa (pm)
(Date) {Time)

HHC 1008B-1 (R Sep 2010) Russian



HEW YORN LYY
HEALTH AND
HORF!

CORPORATION

Facility:| Elmhurst Hospital Center

Chart No.

INFORMED CONSENT Name
PROGRESS NOTE

(The Informed Consent Form HHC 100 B-1 Unit
on the reverse side must also be completed)

(Patient Imprint Card)

I explained the risks, benefits, side effects and alternatives of the cardiac catheterization/primary coronary angioplasty (ldentify

Procedure) to the above-named patient for treatment of (Identify Diagnosis).

As | explained to the patient, the risks, benefits, side effects, alternatives, intended goals and likelihood of success of the procedure to
achieving health care goals (including potential problems with recuperation) include but are not limited to:
Risks and side effects of the proposed care: Bleeding from access site, vascular injury, allergic reaction to contrast, heart attack,

kidney failure, stroke, serious arrhythmia, rarely death. | understand that a possible outcome of angioplasty is the need for

emergency cardiothoracic(bypass) surgery and that this service is not available on site at Eimhurst Hospital. Should | require
tB:ypags surgery, | will be transferred to Mount Sinai Hospital for this service,
enefits:

Definitive Diagnosis of Coronary Artery Disease/Treatment of blacked coronary artery

Alternatives (including their risks, side effects and benefits):

Risks related to not receiving the procedure:

I provided the above-named patient with the opportunity to ask questions. | have answered the questions asked and it is my
professional opinion that the patient understands what | have explained.

and am
Signature of Attending Physician or Authorized Health Care Provider* Date Time pm

Print Name and Identification Number

IF SOMEONE IS MAKING HEALTH CARE DECISIONS FOR THE PATIENT, THE ATTENDING PHYSICIAN MUST CERTIFY THAT
THE PATIENT LACKS DECISIONAL CAPACITY.

ATTENDING PHYSICIAN'S CERTIFICATION

I have examined the above-named patient and it is my professional medical opinicn that this patient lacks decisional capacity to make
informed health care decisions. | understand that if this patient has appointed a heaith care agent to make these decisions, a copy of
the patient's Health Care Proxy must be inserted in the medical record. If the patient's surrogate has consented to the proposed
treatment for the patient, the surrogate has signed the consent form.

and am
Signature of the Attending Physician Date Time pm

Print Name and ldentification Number

* Authorized Heaith Care Provider is one who is cradentialed and privileged by the medical staff to perform this dlagnostic iest, procedure of surgery
that raquires informed consent. See also HHC Consent Policy, Article i1,

HHC 100B-1 reverse (R Sep 2010} Russian



Faciity:| Elmhurst Hospital Center “....... —
Chart No.
UHOOPMUPOBAHHOE COIrNACHUE "
HA OBLLMA HAPKO3 U/MNNTU ame
MECTHYIO AHECTE3U4IO0 Unit
(INFORMED CONSENT FOR ANESTHESIA n
AND/OR SEDATION ANALGISIA) (Patient Imprint Card)

FORM B-2

HacToAwuM s YNOMHOMO4YMBAI0 (Mmst ¥ chaMunvs nevawero epava wnu
YNOMHOMOYEHHOTO NOCTaBLUMKa MeanumMHCkux ycnyr) / Name of Attending Physiclan or Authorized Heailth Care
Provider) unu ero 3aMecTuTens TOro xe npodurs, a Taioke BbiGpaHHLIX AN NPOBEAEHWA NPOLeAYP NOA KOHTPOneM

nevawero Bpava accuCTeHTOB NPOBOAUTH.
Q o6wmn Hapkoa / Anesthesia E/Mecmyvo aHecTesuio / Sedation Analgesia

Al ocBeaOMNeH (a) O pUCKe, C KOTOPBIM COMPSXKEHO NpuMeHeHne obLIero Hapko3a WWnu MeCTHOA aHecTeauwu, ux
BO3MOXHOM BNaroTBOPHOM 3dheKTe 1 anbTepHaTUBHbIX BapuaHTax. MHOI0 NonydeHsl CHepnbIBaloLLme OTBETh! Ha BCe

BONpOCHI.

yvpa (am}
MoaNUCE NALMEHTE HNK POANTENA/IAKOHHOTO ONOKYHA HECOBEDISHHONOTHEIO NALMOHTS Rara (and) Bpemn seuepa (pm)
(Signature of Patient or Parent/Legal Guardian of Minor Patient) {Date) {Time)

If the patient cannot consent for him/herself, the signature of either the health care agent or legal guardian who is acting
on behalf of the patient, or the patient’s surrogate who is consenting to the treatment for the patient, must be obtained.

yTpa (am)
MNoankces JOBOPEHKOIO MIULIA N0 BOTIPOCAM MOAMLMHCKOrO 0BCNYXHBAHNS HNH 3AKOHHOTO ONEKYHa Rara {and) Bpemsa Bseuepa (pm)
{Signature of Heaith Care Agent/Legal Guardian) (Date) (Time)
(Place a copy of the authorizing document in the medical record)
" yrpa (am)
Nognuce NPACTABKTENA C YKAZAHWSOM CTONOHN DOACTEA Aata (and) Bpems Beuyepa (pm)
(Date) (Time)

(Signature and Relation of Surrogate)

CEMAETEND (WITNESS)

i, am a staff member who is not the patient’s physician or authorized
health care provider and | have witnessed the patient or other appropriate person voluntarily sign this form.

yvpa (am)
flognuce M AOMKHOCTL CBKAGTENA (Signature and Title of Witness) Oara (and) Bpemn Beuepa (pm)
(Date) (Time)

QR); (To be signed by the interpreter/translator if the patient required

such assustance) N
To the best of my knowiedge the patient understood what was interpreted/translated and voluntarily signed this form.

L yTpa (am)
MNoanuce ycrHoro/nucsy 1oro nepesogunxa (Signature of interpreter/Transiator) Hara (and) Bpems Beuepa (pm)
(Date) {Time)

HHC 100B-2 (R Sep 2010) Russian



Faciity:| Elmhurst Hospital Center o
Chart No.
INFORMED CONSENT Name
PROGRESS NOTE
(The Informed Consent Form HHC 100 B-2 Unit
on the reverse side must also be completed)
(Patient Imprint Card)

I explained the risks, benefits, side effects and options of the proposed anesthesia and/or sedation analgesia to the
above-named patient.
As | explained to the patient, the risks, benefits, side effects, alternatives and intended goals of the anesthesia and/or
sedation analgesia (including potential problems with recuperation) include but are not limited to:
. Risks and Side Effects:
Cardiac Arrest, Respiratory Arrest, Allergic Reactions,

Pneumonia due to Aspiration

Benefits:

Reduced Pain and Anxiety, Easily Reversible.

Alternatives to Anesthesia and/or sedation analgesia (including the risks, side effects and benefits thereof):
No Sedation.

| provided the above-named patient with the opportunity to ask questions. | have answered the questions asked and it
is my professional opinion that the patient understands what | have explained.

and am
Signature of Attending Physician or Authorized Health Care Provider* Date Time pm

Print Name and Identification Number

“

IF SOMEONE IS MAKING HEALTH CARE DECISIONS FOR THE PATIENT, THE ATTENDING PHYSICIAN MUST CERTIFY THAT
THE PATIENT LACKS DECISIONAL CAPACITY.

ATTENDING ANESTHESIOLOGIST'S CERTIFICATION

I have examined the above-named patient and it is my professional medical opinion that this patient lacks decisional capacity to make
informed health care decisions. | understand that if this patient has appointed a health care agent to make these decisions, a copy of
the patient’s Health Care Proxy must be inserted in the medical record. If the patient's surrogate has consented to the proposed
treatment for the patient, the surrogate has signed the consent form.

and am
Signature of the Attending Anesthesiologist Date Time pm

Print Name and Identification Number

" Authorized Health Care Provider is one who is credentialed and privileged by the medical staff to perform this diagnostic test, procedure of surgery
that requires informed consent. Sea also HHC Consent Policy, Article L

HHC 100B-2 reverse (R Sep 2010} Russian



ELMHURST HOSPITAL CENTER
79-01 Broadway, Eimhurst NY 11373

PRE-PROCEDURE
NOTE / HISTORY & PHYSICAL EXAMINATION

Present History:
Past Medical and Surgical History:

Co morbidity: [JHTN [JASHD 00 DM [ Asthma DCOPD Other
Personal/Social History: O Smbking DAlcchblv O Dfugs Cther

Family History (] Cancer [1 Heart Disease Other

o Medications:

See Medication Recongiliation Record

Allergies: [1 Medications

Review of Systems

0 Dye [IShelifish [ Previous Anaphylaxis Other:

Physical Exam: Vital Signs: BP, HR
HEENT: _ '

Resp. Febrile/Afebrile

Neurological:

Lung:

Heart:

Breast:

Abdomen:

GU/GYN:

Rectal:

Extremities: _

Lab resuits/date if applicable

Diagnosis:

Planned Procedure:

Privileged Provider Signature Print Name

Date k Time

Attending Signature Print Name

Date Time

IMMEDIATE PRE-PROCEDURE REASSESSMENT EXAMINATION
I have reviewed the above evaluation. | have re-evaluated the patient immediately prior fo the procedure, and | have found:
L No significant interval change in hisher condition (1 Significant change which | have documented in the Medical Record.

Name: : D#

Signature: Date:

Time:

CCL H&P.doc Rev 7/04, 5/08, 9/07, 10/09, 10710, 2712




ELMHURST HOSPITAL CENTER
DIVISION OF CARDIOLOGY

POST-CATHETERIZATION NOTE

Procedure done:

Procedure: [ Manual compression of arterial/venous access site applied for 20 minutes
O Vascular closure device deployed successfully/unsuccessfully

Angioseal Other

[J Fem-stop applied for minutes

Physical examination: Present Absent
Bleeding 0 [
Hematoma | a
Vital signs:  BP = HR = RR = Cardiac Rhythm = __
Complication:
Comments:
Disposition:
Cardiology Fellow Signature Print Name: Date Time

If STEMI, reason(s) for PCl delayed:

1 Consent, e.g. patient wishes to speak with family/clergy prior to consent

1 Consultation required prior to procedure, e.g. neurology assessment-re bleeding risk/CVA

0 Additional procedure(s) required, e.g. CT, echocardiogram, pacemaker, IABP

L1 Management, e.g. requires intubation, tx for hemodynamic/electrical instability, stabilizing before
transport to catheterization lab

] Altemate diagnosis on presentation, e.g. symptoms not consistent on presentation with STEMI

[ Procedure related, e.g. access issues secondary to PVD, difficult anatomy, unable to cross lesion,
anomalous coronaries, previous CABG

O Other: please explain

Comment (mandatory):

0
o
@
-
=
®

Attending Signaturs Print Name



