
M e m o r i a l  H o s p i t a l

STILWELL, OKLAHOMA

EMERGENCY ROOM RECORD

 A u t h o r i z a t io n  f o r  e m e r g e n c y  t r e a t m e n t
The undersigned has been informed of the emergency treatment considered neccessary for the patient whose name appears 
on the reverse hereof and that the treatment and procedures will be performed by physicians, members of the house staff and 
employees of the hospital Authorization is hereby granted for such treatment and procedures.

The undersigned understands that a personal physician to be selected by or on behalf of the patient within 24 hours if 
hospitialization or further treatment is required, or immediately if complications arise.

The undersigned has read the above authorizations and understands the same and certified that no guarantee or assurance 
has been made as to the results that may be obtained.

Witness (Illegible) Donna Jones GN 

Signed Patient      pt unable to sign due to condition

Or Authorized Person

Relation to Patient 

Last N ame                                                                First Name                                       Middle Name

Hogner              Marvin
Home Phone

Admission Date
7-31-93 12:45/A Hosp. No.

Address Rt 1 Box 595 City Stilwell State Zip Age 30

Date of Birth
8-23-62

Sex
(M)

Civil Status
m  ( S )  W  D   Sep

Employer Address Valuables

Relative or Friend; Parent or Guardian if Minor Address Phone

Medicare No. Medicaid No. Brought By

Self  Police  Fire  Relative  Other X

Insurance                                                       Name                                                    AddressP o l i c e  D e p t
ID# Group No. SS#

F a m i l y  D o c t o r
Shepheard Underhill

Time 1 2 :4 5 A  Time 1 2 : 4 6 A  
Notified                                  Arrived

PA Time Time 

Notified Arrived

Preceptee Time Time 

Notified Arrived

Did Nursing X  Y es 

Notify Dr.? □  No

Nurse's Signature D onna Jones GN RN Signature (Illegible)
Allergies Prior Hospitalizations  Y e s  

X  N o

HISTORY P t  p r e s e n t s  t o  E R  v i a  E M S  t o  a
Code Blue in progress. PT attempted to 

t a k e  h i s  o w n  l i f e  b y  h a n g i n g  h i m s e l f  w h o
in c a r c e r a t e d  a t  a  lo c a l  ja il . P t  p r e s e n t s   (il le g ib le )

or resp and pupils are fixed and dialated @ 6-7 (illegible)
PHYSICIAN’S REPORT _____________ Temp   Oral Rectal P No Pulse R No Resp BP N o  B P

7 - 3 1 - 9 3   I V  o f  L R  @  1 5 0  c c / h r  d o n e

1 2 :4 5 /A  E p in e p h r in e  1  m g  IV  P u s h  X 2  d o n e

A t r o p i n e  1  m g  I V  P u s h  X 1  d o n e
L i f e  P a c k  D e f i b  X 2  d o n e

F o l e y  C a t h  f o r  P o s t .  M o r t e m  U r i n e  T e s t  d o n e

V .D . D r  S h e p h e a r d  (I l l e g ib le )  

diagnosis; A s p h y x i a t i o n  b y  H a n g i n g  S u i c i d e

Tim e B illing  * In fo  O bta ined 1 :00/A          D isposition  o f C ase S ta te  M ed ica l Exam iner    Tim e Released 5 :30 (AM )
NSTRUCTIONS TO PATIENT: ______________________________________________________________

_____________ CM E - 1  c o m p l e t e d  c a r d ia c  (i l l e g ib l e ) f o r  b l o o d

( I l l e g i b l e )

( i l l e g i b l e )  p t  b o d y   S e n t  t o  ( i l l e g i b l e )  f o r  a u t o p s y ___

(illegible)                                                          73193 _________________ _ ____________
(Physician’s Signature) (Date) (Patient s Signature)


