Name sse ._’.'

Admitted 24 4,

Height: [ %/ Weight: J

Eyes: “ %<

Bars: ' %9

/

Teeth, Throat & Palate: 'z -

Thyroid: ek
Heart: ~v<
Lungs: “%,

77 Breasts: y
Abdomen:

G.U. System: ey
Menstrual History:

Skin: g
Skeleton: >y

Nervous System: 77

Urine: SP.G. Alb,

.. Blood: Hgb: WBC:

% Lymphos: Monos:

 'R.B.C.'s:

V.D.R.L.

Medication:
0

EtiOlO@: N /’,:) /"'L' e

Diagnosis:
AUA.MOD.

Remarks: “F 1 A

Admission 1.Q.

ANNUAL MEDICAL ASSESSMENT - Q.H.S. QRILLIA

g sl o et 4
# _ Unit ¢4 % Date 7/ 7/
ssees veso [ IR

5
Date of Last Assessment: /277 %

Nose: /-

B-P. ‘ ‘ /G

Hernia:

Head:

Sugar: MICRO:
Neutros: (bands, Juv, Polys %)
Tosinos:

Diseases:

TBC Tests:

Last Psychological Assessment:
Date: I.Q.: M.A.:

: 8.0 B




Admitted: . -/2 Es
Height: Weights

es: "’72(.?‘ -
7
Ears: /il%j
Teeth, Throat & Palate: " g
d
Thxroid: ’/:—%"‘7 "
Heart: P s
Hearts ),
- 1/1
EﬂﬁﬂﬁL LAl -
Abdomen/Hernia/Etc.: 3.
G.U. System: 2z
P
Menstrual History: f?ih
Skin: s
exdne, Ales
,/4
Skeleton: i -
_— g
Nervous System: '2%
Urine: SP.G.: Alb:
Blood: Hogb: WBC:
Monos: Eosinos:
R.B.C."s: V.D.R,L.:
Diseases:
Medication:
e ,L; *’:, ";:.,:__{;’ "?‘iv’f
Btiology: < o S o
AL Z5 ./_'v-:,(":,)- st
Diagnosis:
Remarks: y
> /.,./'
- ; .'/

*im

ORILLIA:

| unit: (L.,
Rirth Date:

Date of Last Assessment: /& 744

Nose: ':hwﬁ
o s p’
B.P. i Liﬁ
Head: ‘;%?ﬁ
Sugar: Micros
Neutros: Lympho:
Basos:

T,B.C. TESTS:

Last Psychological Assessment:

Date: I.0. M.A.




NIAL. MEDTCAT ASSES 4“%@' 67@’2 C., ORILL IA .
b!am C.B. # e Unitn T o Datesy oc-o_}g{' 2

Admitted: 4 . 7 5 Admission I.Q.: Birth Date: -5;5

Heights Weight: Date of Last Assessment: S
es: >
Bars: ' i._'.,'-.‘.;: ' Nose: p /;j(; ’

Teeth, Throat & Palate:

Thyroid: Feq B.P,:
Heaxt:
/5 P
P dec ” slonss

Lungs: /( i it
Abdomen/Hernia/Etc. :

G.U. System: Pudys

Menstrual History: 724

Skin: D09 Head:
Skeleton:

Nervous System: .-«

-

Urine: SP.G.: Alb: Sugar: Micro:
Blood.: Hgb: WBC: , Neutros: Lympho:
Monos: Eosinos: Basos:
R.B.C, "8 V.D.R.L,? T.B.C. TESTS:
Diseases:
= 1

Medication:

st Lo e o /’ Last Psychological Assessment:
Date: IaQ- M'Ab
Etiology:

Diagnosis: < 4, ~ Al ekt

Remarks: 77,

*Im
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ANNUAL MEDICAL ASSESSMENT - H.R.C. ORILLIA

vane: [NNEGGEE c.B 4  uniefers.7  pupe Nov.15/77

Mmitted: 5/ /75 Admission I.Q.t5. ere Birth Date NN
Height: 162 cm,., Weight: 44 kg. Date of last Assessment: March/76
Eyes: PERL, externally healthy.

Baxg: '

=EEEL drums intact. dosar free.

Teeth, Throat & Palate:

not seen, did not cooperate.

did
Thyredd: ot enlarged. B:Pet 120/68
Heart:
PR: 88/min., regular, no murmurs.
Lungs : clear for auscultation.

Abdomen/Hernia/Bte.:

soft, no tenderness or masses, no organomegaly.

G.U. System: pnormal male, not circumcised, both testicles descended.

Menstrual History: N/A Head: Circ: 54.2 ci

Skin: clean,
Skeleton: ;5 abnormalities.

Nervous System:

tendon reflexes brisk, equal, toes downgoing bilaterally,

Urine: SP.G.: Alb: neg. Sugar: neg. Micro: normalc speech.

Blood: Hybs 13.4gmgpe. 10,100 Neutros: 08% Lymphos 28% Monos: 2% Eos 2% Baso:

-Ba « 's# V.D.R.L. : 3
BaBefoome appear normal. s DRGa4 /73 TBC Tests
Diseasaes: non-reactive. Skin test-neg.Sept/77

no serious illnesses in 1976.

Medications Last Psychological Assessment
none. DatePePt.3/751,0.: BeV. M.A. 2=5

Etiology: Heredity. Incompetency Status:
; (Developmental Services Act, 1974)
Dlagnosiszgl
313.99 Severe mental retardation due to other biolog. conditions
No speech. (parents & 6 other siblings)
REMARKS ¢
Hepatitis B Antigen positive.
Feb. 12/74 - Consultation with Dr.

- Autistic.

ooo-nn-voooo--.n;/c-cco-c.o'Q

M.D.
/Mc Staff Physician.



ANNUAL MEDI SMENT -~ H.R.C. ORILLIA “R““NRL F“E

nave: c.5.# M on:t: V7 pare: nov. 14/78

DATE OF ADMISSION: 3/12/73 ADMISSION I.Q.SevSEX: M. BIRTH DATE-Sl
HEIGHT: 164 cms. WEIGHT:48.3 kg. DATE OF LAST ASSESSMENT: Nov, 15/77

EYES: 19/06/78 far-sightedness & light sensitive, no Rx. NOSE:
—=free,

EARS; ©DRLs

=== Nov. 8/77 adequate hearing for speech, drums intact.

2ETH, THROAT & PALATE: B.P.:
i throat not seen, did not cooperate. = 130/80

D:not enlarged.

\RT: PRe 82/mino, regular, nNC MUXrMUrSe.

BREASES:N/A
LUNGS: Clear for auscultation.

ABDOMEN/HERNIA/ETC.: soft, no tenderness or masses, no organomegaly.,

G.U. SYSTEM: normal male, both testicles descended.
J\

MENSTRUAL HISTORY:  N/A HEAD:  cixes
55.8 cm.

o

SKIN: surgical scar over L. hip, skin clean.

SKELETON: no abnormalities.

NERVOUS SYS1EM: tendon reflexes brisk , equal, toes downgoing bilaterally,

no speech,

URINE: S.P.G.: ALB.: neg. SUGAR:neg, MICRO: normal
BLOOD:  HGB.13/5 gms. WBC:;9500 NEUTROS:66% LYMPHO:31% MONOS: %
R.B.C."'s: gﬁD.R.L.zDec. 4/73 EOSINOS: 2 % BASOS:
~___dppear norma non—reéctive ‘ g
DISEASES: F IBC Tests: Sept/78
Februaxy 1978 first grand mal seizure. Skin test: neg.

Jan/78 fracture of L. hip., Pin & plate

&R B EYUCHOLOGICAL ASSE ;
MEDICATION: July/78 choking episode on food EA’ 0LO SSESSMENT 1

D t ' ° Q. P » M.A. -
Mysoline 250 mg. hes. ate:Jan.13/78.0. Pro A. 1

ETIO ;N021nan 5 mg. h.S. INCOMPETENCY STATUS:
e LHeredlty

“to continue
{Developmental Services Act 1972)

314 81 Profound mental retardation due to othexr biolog. conditions

No speech., (parents & 6 other siblings).
REMARKS Epileptic (2 seizures in 1978 so fax, not to be known epileptic
STAVIAARUALD 2 S i , N
e Hepatitis B Antigen + previously)

Jan., 18/78 Pin & Plate #(L) hip - Dr. [ IEGIN
July 1978 Observation of convulsive disoxder.
E.E.G: normal sedated record,

/Mc

staff Physician.
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£is¢ ’.JH?"_ |

asuar, Meptcar AsSEEwr - wor.c, ommuiza WAL i
vass T c.s. UNITs"Y7 _ DATEs Nov. 2/79
DATE OF ADMISSIONS/12/73  ADMISSION I.QSev.sixsi. irtH oazs: [
HEIGHT$ 170 cms WEIGHTs50 kg, DATE OF LAST ASSESSMENTsNov. 14/78
EYES49/06/78 far-sightedness. No Rx. NOSE:

: : free
EARS 3y Nov, 8/77 adequate hearing, wax bilat.

IEETH, THROAT & PALATEwill not pexmit examination, did'nt B.F1110/70

open mouth.
THYROID‘not enlarged,

éﬂ%ﬂﬁQ‘pR, 76/min., regular, no murmurs.

BREASTSs N/A

LUNGS:clear foxr auscultation.

ABDOMENZHEENIA(EEQ,: soft, no tenderness or masses, no organomegaly.

GaU, SYSTEMnormal male, both testicles descended.

MENSTRUAL HISTORYs N/A HEAD: circ: 55.8 cm,
SKINs surgical scar over L. hip, skin clean,

SKELETON: no abnormalities.
NERVOUS SYSTEM: tendon reflexes brisk, equal, togsldowngoing bilat,no speech.

URINE S, P.Ges ALB: neg. SUGAR: neg. MICROsnormal
BLOOD: HGB.d4e.1 gms, WBC; 35900 NEUTROS: 6l ¢ LYMPHOs3l @ MONOS: 1 @

Nove 27/79
HeB2B2i8bpear normal. —--—-V'D-R-“zsglr:éﬁive EOSINOS: 7 % BASCS: %
DISEASESs 4 TBC TESIS:Sept/79

Jan/78 pin & plate fixation for fracture of L. hip/Skin test: neg.
July/78 choking episode on food. No illnesses in 1979.
MEDICATION: LAST PSYCHOLOGICAL ASSESSMIN

FacLAne 250 Mgy Guhes Dates Jan.2/79 1.,Q.Pro.ii.A. 1-6

INCOMPETENCY STAIUS% "
J R A e M L e AT ST e e s sy O Con-tlnue.
ETIOLOGY: Heredity.
DIAGNGS IS s
Profound mental retardation due to biolog. condition
(parents & 6 other siblings-see file),

(Developmental Sexvice Act 107!

No speech.,

REMARKS: Epileptic (2 seizures in 1978, none in 1979 so far
Hep. B. Antigen Positive,

In Feb/78 first grand mal seizure, not known 0 beesse.
/vic epileptic previously.



ANNUAL MEDICALOSSOEGMENT . H.R.C. ORILLIA

navE: __ =~ c.:.+ [ vviT: TVZ DATE: Nov. 7/80
DATE OF ADMISSIONs 3/12/73 ADMISSION I.Q.SevSEXs M.BIRTH DATE[JE 1
HEIGHT: 169 cms WEIGHT: 52-%&g. DATE OF LAST ASSESSMENT: Nov. 2/79

EYES: May 28/80: highly hyperopic, astigmatism, non- NOSE :
" strabismic, no Rx. = free.
EARS: R, ear wax, L ear drum intact.
IEETH, THROAT & PALATES$ Throat not properly seen, will B.Ps

not permit examinations — 104/58
THYRCID: not enlarged.

HEART: PR: 88/min., regular, no murmurs.

BREASTS: N/A
LUNGSs clear for auscultation.

ABDOMEN /HERNIA/ETC,; s0ft, no tenderness or masses, no organomegaly.

G.U, SYSTEM: normal male, both testicles descended.
MENSTRUAL HISTORY: N/A HEAD: cir: 56 cm.

SKIN: surgical scar over L. hip, skin clean.

§5§k§2gﬂgno abnormalities.

NERVOUS SYSTEM: tendon reflexes brisk & equal, toes downgoing bilaterally,
no speech.

URINE:S,P.Gs ALB: peg. SUGAR3 peg, MICRO: oec. pus Nov.27/80
BLOOD: HGB«.:15.0gms. WBC:10,700NEUTROS:65 % LYMPHO:25 % MONOS:2 %
R.B,C.'ss e normalz._x_)_._g_.g_z Dec. 4,73 BOSINOSs 7 % BASOS: 1 %
DISEASES: ' REReEgaotlNe. IBC _TESIS: gept/80
No illnesses in past year. Skin test: neg.
MEDICATION: LAST PSYCHOLOGICAL ASSESSMENT:
Phenobarb 30 mg. g.h.s. Datesdan. 2/79L:Q¢Pro.MecA. 1-6

INCOMPETENCY STATUS: to continue.

ETIOLOGY sHeredity.
DIAGNOSIS:

(Developmental Service Act 1974)

Profound mental retardation, due to biological condition

(parents & 6 other siblings-see file)
No speech.

REMARKS s

Epileptic (No seizures in 1979, no seizures in 1980 so far).
Hepatitis B antigen positive.

s CoOBBMOOBBDOCSY

/Mc l!!!!!lll!!gé&an




CADECTING A

ANNUAL MEDICAL NT = H,R,C., ORILLIA

NAME: W C.B.# [JJJ vi1:T.V.1l DATE: Nov. 4/81
DATE OF ADMISSION: 3/12/73 ADMISSION I.Q.Sev.SEX: M BIRTH DATEll
HEIGHT: 171 cms. WEIGHT:51.3kg, DATE OF LAST ASSESSMENTg Nov. 7/80

EYES: July 6/81 astigmatic both eyes. No Rx. NOSE: free.
EARS: WNov. 8/77 adequate hearing, lt. ear waxy rt, ear,
TEETH, THROAT & PALATE: will not open his mouth. B,Pe 110/60
THYROID: not enlarged.

HZ_‘.AY’T, PR 82/min., regular, no murmurs.

BREASTS: ned.
LUNGS: clear for auscultation.

ABDOMEN/HERNIA/ETC.: soft, no tenderness or masses, no organomegaly,

GeU, SYSTEM: normal male development, both testicles descended,
MENSTRUAL HISTORY: N/A HEAD: cire. 55.7 cm.

SKIN: surgical scar over 1t. hip, no rash or bruises.
SKELETON: no abnormality.

'?t

[t

IERVOL :,j S SYSTEM: tendon reflexes brisk, equal, toes downgoing bilaterally, no speech.

URINE:S.P,Get ALB: neg. SUGAR: neg. MICRO: normal, o
ec.
BLOOD: HGB.:14,9 gns. WBCs 10,800 NEUTROS: 612 LVYMPHO: 31% MONGS: 1% 4/81
ReB.Co'ss - VaDcR.Lz Dec. 4/73 EOSINOSs 5 % BASGSs 2% Dec.
Sl non-reactive ' S s 7/81
DISEASES IBC TESIS:

no illnesses in past year.

MEDICATION: LAST PSYCHOLOGICAL ASSESSMENT:
Phenobarb 30 mg. g.h.s.

Datesdan, 2/79 I.0. Prof M.A, 1-6

ENCOMFE JCY _STATUS: to continue
Heredity. {Developmenta rvice Act 1974)

tal Se

O
et

" Profound mental retardation due to heredlty(biological conditicns }
No speech.
Epileptic (free of seizures)

REMARKS:

OK/sh




ARNUAY, MEDICAL Assgs%rw%fm6~ &.nc ommza - ORIGINAL- F”LE

OF ADMISSION: 3/12/'73 ADMISSION I.Q.:Sev. gsEx: M srxrapaTE: L
170 5

T oms. WBIGHT: 54kg. DATE OF LRST ASSESSMENT: Nov. 4/81

cire. 55.8 em.

S: July/Bl astigmatism both eves, no Rx.

HOSE

3R ¢ Nov. 8/77 normal hearing, wax bilat.

not enlarged.

£,: 120/68, P.R.: 78/min., regular, no murmurs.

neqg.

LUNGH: clear for auscultation.

hfﬁﬁﬁgﬁg{ETcn: soft, no tenderness or masses, no organomegaly.

¥

HSTEN: normal male, both testicles descended.

AL, HISTORY: N/A

tendon reflexes brigsk on lower extremities, will not permit examination
on upper extremities, no speech.

S.P.G.s ALB: neg. SUGAR: neg. HICRO: normal
HGB.:13.8 gms. WBC:5900 WEUTROS: 56 $LYMPHO: 26gMONOS: S5 % Nov. 9/82
e S appear normal. V.D.R.L.: Dec,/73 EOSINOS: 114BR808: 2 %

non-reactive
THC TESPS:
Skin test - neg. Oct./82

LAST PSYCHOLOGLCAY, ASSESSMENT:
Date: 2/1/79 I.Q.Prof. M.A.1-6

L-Pﬁenobarb 30 mg. g.h.s.
Double diet, Meritene 1 can ¢g.h.s.
Nozinan 10 mg. t.i.d.

INCOMPETENCY STATUS: to continue

M.%. & STIOLOGY: Profound mental retardation due (Pevelogmental Services. Act 1974:
to biological conditions (heredity). DMPA STATUS“ ~&-

O7THET: No speech
Epileptic (free of seizures)
Disturbed behavicur,

Will not co-operate.

_ M.D.

D EEEEEEEE SRR R

3209

STAFY PHYSIC

:




oo, imprcar assB4EGTR n.c. onmmra  ORIGINALT FILE
- H I | .
NAME: _ C.B.B -UNI'I': A parz: Nov. 3/83

DATE OF ADMISSION: Dec. 3/73 ADMISSION I.Q.: SeV. ggx: M BIRTHDm
HEIGHT: 172 cms, weIcaT 6.3 kq. DATE OF LAST ASSESSMENT: November 3, 1982

HEAD & NECX: Circum: 56 cm

EYES: Jan. 19, 1983: eyes healthy - No Rx.

EARS & NOSE: Nov. 8/77: Normal ﬁearing. Wax bilat.

TEETH, THROAT & PALATE: L. Upper lateral incisor missing, throat not seen (will not open
THYROID: Not enlarged. mouth) .

HEART/B.D. : 118/68. P.R.: 88/min, regular, mo murmurs.

BREASTS: Neg.

1uNes: Clear to auscultation.

ABDOMEN/HERNIA/RECTAL/ETC. * Soft, no tenderness or masses, no organomegaly.
G.U. SYSTEM: Normal male, both testicles descended.

MENSTRUAL HISTORY: N/A

SKIN: Surgical scar over L. hip (1978 pin + plate) no rash or bruises.
SKELETON: No abnormality.

NERVOUS SYSTEM: . Tendon reflexes difficult to obtain, brisk on lower extremities,
toes <+ bilat., no speech.

URINE: S.P.G.: ALB: meg.  SUGAR: neg. MICRO: tormal

BLOOD: HGB.: 13.3gms. WBC: 5.1 NEUTRCS: .65 ¢ LyMpHO: -25 3 Mowos: -02 2

R.B.C.'s: normal V.D.R.L.: Dec./73 EOSINOS: :04gpasos: -01 3
non-reactive

DISEASES:

IBC TESTS:
‘Skin test — neg. Aug./83

No illnesses in past year.

MEDICATION: Phenobarb 30 mg q.h.s.; Nozinan 10 mg  pagyp PSYCHOLOGICAL ASSESSMENT:
£.i. d.; Double diet and 1 can of Meritene dailypats.jan, 2/797I. Q. Prof. M.A.1-6

DIAGNOSES Profound mental retardation due to INCOMPETENCY STATUS: to continue
M.R. & ETIOLCGY:biOlOgical conditions (heredity) (Davelopmental Services 2ct 1974)

DMPA STATUS: n/a

No speech.

B Epileptic (No seizures in past year).
Behaviour distrubed at times, improved.
PEMARKS :

e eeveavvuanw . CIERE N}

3T
Use reverse if necessary. STAFF PHYSICIAN

/sm
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ANNUAL MEDICA@%S?%S%I‘ - H.R.C. ORILLIA

vaeE: [ 0 c:: o DATE: _Oct. 4/84
DATE OF ADMISSION: Dec. 3/73  ADMISSION IQ:sev. sex: wu sirvepare: [ __
HEIGHT: 170.5 cms. WEIGHT: 55,8 kg. DATE OF LAST ASSESSMENT: Nov. 3/83

HEAD & NECK

Normal

EYES: 6/9/84 hyperopic — no glasses given PERL

EARS & NOSE: Hearing within normal limits. Cerumen in canals. Nasal discharge.

TEETH, THROAT & PALATE:

Upper incisor missing.

THYROID: not enlarged.

HEART/B.P.:

TTTTTTTT BLP. 118/80. Pulse 76 - reg. No murmurs,
BREASTS:  Normal

LUNGS :

Clear to P & A,

ABDOMEN/HERNIA/RECTAL/ETC. :

No organomegaly.

G.U, SYSTEM: Normal’

e MENSTRUAL HISTORY: N/A

SKIN: Clear

SKELETON: No deformities,

NERVOUS SYSTEM: Reflexes brisk. No Babinski's or clonus.

ORINE: ALB: peg,  SUGAR: pgeg, MICRO: OTHER: ... Oct. /84"
BLOOD: HGB: 14.1 ‘gms. WBC: 06.2 NEUTROS: ,42 % LYMPHO: ,33 % MONOS: .06 %
RBC's: 5,13 normal VDRL:: 1973 EOSINOS: ,10 % BASOS: ,02 %
DISEASES: , non-reactive. TBC TESTS:

Skin test.

LAST PSYCHOLOGICAL ASSESSMENT:
Date: Jan./79 IQ Prof. M.A. 1-6

PEDILAR N INCOMPETENCY STATUS: Incomp.

DMPA STATUS:

MEDICAL CAUTION FORM REVIEWED X

DIAGNOSES - M.R. LEVEL & ETIOLOGY

Profound Mental Retardation due to biological conditions (heredity)

OTHER: Epileptic.

REMARKS :

imp

RR 9 : : STAFF PHYSICIAN
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ANNUAL MEDICAL ASSESSMENT - H.R.C. ORILLIA

ORIEINAL
vare: [ c =B vT: Cot. 10 DATE: poo 4/85
DATE OF ADMISSION: Dec. 3/73 ADMISSION IQ:SevereSEX: M BIRTHDATE: -.L_
HEIGHT: 171 cms. WEIGHT: 69 kg. DATE OF LAST ASSESSMENT: (Qct, 4/8%&

HEAD & NECK Normal.

EYES: PERL.

EARS & NOSE: Cerumen in canals.

TEETH, TEROAT & PALATE: Pharynx clear.

THYROID: Not enlarged.

HEART/B.P.: B.P. 124/70. Pulse 82 — reg. No murmurs.

BREASTS: Normal.
LUNGS:  (Clear to P & A,

ABDOMEN/HERNIA/RECTAL/ETC. :

No organomegaly.

G.U. SYSTEM: Normal male.

MENSTRUAL HISTORY:

n/a
SKIN:  gurgical scar over (L) hip (pin & plate in 1978).
SKELETON:  §o deformities.
NERVOUS SYSTEM: Reflexes brisk. No Babinski's.

URINE: ALB: neg, SUGAR: npeg., MICRO: gee, pusOTHER:
BLOOD: HGB: 14,2 gms. WBC: g ¢ NEUTPOS: 74 % LYMPHO: 19 % MONOS: (g4 %

RBC's: 5,09 VREY  sbuereEdEls EOSINOS: g9 % BASOS: %
DISEASES: TBC TESTS:
Oct., '85 = neg.
Healthy. LAST PSYCHOLOGICAL ASSESSMENT :
te: WAL
Date Jan, 179 I0 M.A
MEDICATTON:

INCOMPETENCY STATUS: to continue

Phenobarb 30 mg. q.h,s. DMPA STATUS : S

Nozinan 10 mg. t.i.d.
3 MEDICAL CAUTION FORM REVIEWED x

DIAGNOSES - M.R. LEVEL & ETIOLOGY

Profound Mental Retardation = unknown cause.

. : Epileptic

Heptavax B — has antibodies
REMARKS : One G.M. seizure in Apr. of '85 and one in 1984.
/1b




amvuar, mep1c@QBELLRAr - 5.r.c. ormILIA

e [T c- ¢l oo oo 10 o pec, 1086

DATE OF ADMISSION: 3/12/73 ADMISSION IQ:ProfoundSEX: M BIrTHDATE: [

HEIGHT: 171 cms. WEIGHT: 70.2kg. DATE OF LAST ASSESSMENT: Nov. 3/83
HEAD & NECK: Normal.
EYES: PERL.
EARS & NOSE: Cerumen in canals.
TEETH, THROAT & PALATE: Pharynx couldn’'t be examined.
THYROID: Not enlarged.
HEART/B.P.: B.P. 138/68. No murmurs.
BREOIRe Normal.
LONGS: (1ear to P & A.
ABDOMEN/HERNIA/RECTAL/ETC.: No organomegaly.
G.U. SYSTEM: Normal male.
MENSTRUAL HISTORY: N/A
SKIN:
Surgical scar over (L) hip - (pin & plate in 1978)
SKELETON :
No deflormities.
NERVOUS SYSTEM: peflexes brisk. No Babinski's.
QBEEE‘ ALB: Neg. SUGAR: Neg. MICRO: Norma1 OTHER: Dec. 24/86 ‘
Nov. 81688: meB: 15 o gms. WBC: 7., NEXIBOK: % LYMPHO:pg 5 % MONOS: g g
5 q
RBC'S: normal VDRL: non_reactive‘GRAN. - 61‘9,0 EOSINOS: % BASCS:
DISEASES: TBC TESTS: Sept. '86
Healthy. Negative.
LATEST PSYCHOLOGICAL
""" ASSESSMENT
o Nozinan 10 mg. t.i.d. DATE: Feb. 1974
Phenobarb 30 mg. q.h.s. 3 0
I.Q.: 20 M.A.:
Doubl 1 diet.
e TRBRY B8 INCOMPETENCY

DIAGNOSES - M.R. LEVEL & ETIOLOGY

Mental Retardation due to hereditary

biological conditions.
OTHER =

Epileptic (seizure free)
Has had Heptavax B
No speech.

REMARKS :

RR 9(T) /ip

STATUS: Incompetent

DMPA
STATUS: n/a

MEDICAL CAUTION FORM
REVIEWED:

oo
L)

R,
T

SESTTTEE L S SP T SO ee



ki s ORIGINAL FIE

ANNUAL MEDICAL ASSESSMENT - HRC ORILLIA

vaE: |GG  c::: I ocarion: cott. 10 DATE: 1987 12 24

DATE OF ADMISSION: 1873 12 03 BIRTHDATE: 1961 [l  sBX: M
HEIGHT: WEIGHT: DATE OF LAST ASSESSMENT: 1986 12 10
HEAD & NECK:

EVES: P.E.R.L.

EARS & NOSE: Cerumen in (L) canal. (R} drum normal.
TEETH, THROAT & PALATE: Pharynx clear.

THYROID: Not enlarged or nodular.

HEART/B.P.: B.P. 138/72. No murmurs. P.72-reg.
BREASTS: Normal.

LUNGS: Clear to P. & A. :
ABDOMEN/HERNIA/RECTAL/ETC.: No organomegzaly.

G.U. SYSTEM: Normal male.

MENSTRUAL HISTORY: N/A.

i;SKIN: Scar (L) hip - had pin and plate inserted in 1978.

SKELETON: No deformities.

NERVOUS SYSTEM: Reflexes brisk. No Babinski's or clonus.

URINE: ALB: Neg. SUGAR: Neg. MICRO: Normal.

BLOOD: HGB: 147 gms. WBC: 5.8 LYMPHO: 36.0% MONOS: 5.9% RBC's: 4.88
OTHER LAB TESTS: LAST PSYCHOLOGICAL ASSESSMENT: Jan./79 - M.A. 1-6

TBC TESTS: Sept. 86 - neg. A

INCOMPETENCY STATUS: To continue. MEDICAL CAUTION FORM REVIEWED: VYes
DISEASES: Epileptic.

MEDICATION: Nozinan 10 mg. g.a.m.
Nozinan 5 mg. g.h.s.
Phenobarb 30 mg. g.h.s.

iﬁDIAGNOSES: Mental retardation due %o heredity and biclogical conditions.

REMARKS: Antibodies to Hep. B.
No seizures since 1985.




ANNUAL MEDICAL ASSESSMENT - ERC ORILLIA

NAME: _ CBy: -OCATION: Cottage 10 DATE: Nov. 01/88

ORIGINAL FILE

DATE OF ADMISSION: Dec. 03/73 BIRTHDATE: IR s:2x: M
HEIGHT: 170 cm. WEIGHT: 68.5 kg. DATE OF LAST ASSESSMENT: Dec. 24/87
HEAD & NECK:

EYES: P.E.R.L.
EARS & NOSE: Cerumen in (L) canal. (R) drum normal.
TEETH, THROAT & PALATE: Pharynx clear

THYROID: Not enlarged or nodular
HEART/B.P.: 122/64 Pulse - 84

BREASTS: Normal

LUNGS: Clear to P & A
ABDOMEN/HERNIA/RECTAL/ETC.: No organomegaly

G.U. SYSTEM: Testicles descended
MENSTRUAL HISTORY: N/A

SKIN: Scar (L) hip - had pin and plate inserted in 1978
SKELETON: No deformities
NERVOUS SYSTEM: Reflexes brisk. No Babinski's or clonus.

URINE: ALB: Negative SUGAR: Negative MICRO: Normal
QLQQQL HGB: 14.7 WBG: 5.5

OTHER LAB TESTS:

TBC TESTS: Aug. 23/88 - Negative

INCOMPETENCY STATUS: Incompetent MEDICAL CAUTION FORM REVIEWED: Yes
DISEASES: March '88 - Contact with pinworms — treated
Healthy

MEDICATION: Nozinan 10 mg. gq.a
Nozinan 5 mg. gq.h
Phenobarb 30 mg. q

m
.8
.h

«8. .

DIAGNOSES: Mental Retardation due to heredity and biological conditions

REMARKS : Antibodies to Hep. B
No seizure since 1985

/1f
cc: Health Nurse (2)
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ANNUAL MEDICAL ASSESSMENT - HRC ORILLIA

wave: [ c:+ B iocirion: cottage 10 DATE: 1990 01 25

DATE OF ADMISSION: 1973 b2 03 BIRTHDATE: 1961 [ sex: »
HEIGHT: 170 cm. WEIGHT: 64.8 Kg. DATE OF LAST ASSESSMENT: 1988 11 01
HEAD & NECK:

EYES: P.E.R.L.
EARS & NOSE: Cerumen in canals.
TEETH, THROAT & PALATE: Pharynx clear, no adenopathy.

THYRQID: Not enlarged or nodular.
HEART/B.P.: B.P.: 160/80 No murmurs.
BREASTS: Normal

LUNGS: Clear to P & A
ABDOMEN/HERNIA/RECTAL/ETC.: No organomegaly.
G.U. SYSTEM: Normal male.

MENSTRUAL HISTORY: N/A

SKIN: Clear.

SKELETON: No deformities.

NERVOUS SYSTEM: Reflexes brisk., No Babinski's.

URINE: ALB: Neg. SUGAR: Neg. MICRO: Normal March 12, 1990
BLOOD: HGB: 148 WBC: 12.6 February 08, 1990
OTHER LAB TESTS:

TBC TESTS:

INCOMPETENCY STATUS: Inc. MEDICAL CAUTION FORM REVIEWED: Yes

DISEASES: Behaviour Problem.

1)
2) Seizures recurred (6) after having none for years.

MEDICATION: See medication profile.

DIAGNQSES: 1) Mental Retardation - cause unknown.
2) Epiletpic.
3) Behaviour related to stress.
REMARRS:
. = o
yg;c:.an.
{f
/1f

cc: Health Nurse



72 0f 672 DRIGINAL FILE

HURONIA REGIONAL CENTRE, ORILLIA

MEDICAL ASSESSMENT -'ANNUAL UPDATE

LOCATION: Cottage 10 : CASEBOOK #: _
Ht. 170 em. Wt.: 67.7 kg. B.P.: 160/80 P: 76 R: 20

HGB: 148 WBC: 5.2

URIN.: Alb.: Neg. Sugar: Neg. Micro: Normal

Illnesses Since Last Assessment:

No illnesses in 1990.

Medication:

See Current Medication Profile

Diagnosig Update:

1) Developmentally Handicapped - cause unknown. »
2) Generalized tonic-clonic seizures - 6 in 1990.
3) Behaviour Problem.

Comments:

Medical Caution
Form Reviewed X

/M.D.,
Physician.

34 %

c¢c: Health Nurse
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A REGIO c RE LLTA

MEDICAL ASSESSMENT

AL eoATE —

LOCATION: Cottage 10 A

c.B.#: N

Ht.: 170.5 cm. Wt.: 75 kg. B.P.: 156/80 P: 72 R: 18

DATE: March 2, 1992

Hgb: 152 WBG: 6.2 URINE: Alb.: Neg. Sugar: Neg. Micro:

Triple Phos. +1
Calcium Oxalate +1
Amorphous Phosphates +12

Illnesses Since Last Agsessment:

No illnesses in 1991,
Medication:

See Current Medication Profile

oS :

Developmentally Handicapped - cause unknown
Epilepsy — 2 seizures in 1991

No speech

Pin and plate (L) hip — 1978

Behaviour problem

w B W N e

Comments:
I will reduce his Nozinan — his behaviour has been acceptable.

Medical Caution

Form Reviewed 5. N
.9
Staff Physician.
/1%
€C; ORIGINAL
WARD

HEALTH NURSE
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ANNUAL MEDICAT, ASSESSMENT — HRC ORILLIA

naviE: [ 2+ B iocarion: cotc. 10 pATE: _Sept. 15. 1993

DATE OF ADMISSION: December 3, 1973 BIRTHDATE: _1961 SEX: Male

HEIGHY: 172 cm. WEIGHT: 78 kg. DATE OF LAST ASSESSMENT: March 2, 1992
HEAD & NECK:  Normal.

EYES: P.E.R.L.

EARS & NOSE: Cerumen in canals.

TEETH, THROAT & PALATE: Pharynx clear.

THYROID: Not enlarged or nodular.

HEART/B.P.: B.P.: 138/88 Pulse: 78 No murmurs,

BREASTS: Normal.

LUNGS: Clear to percussion and auscultation.
ABDOMEN/HERNIA/RECTAL/ETC, : No organomegaly.
G.U. SYSTEM: Normal male.

MENSTRUAL HISTORY: - N/A

SKIN: Scar from pin and plate leftr hip,
SKELETON: No deformities.

NERVOUS SYSTEM: Reflexes brisk. No Babinski’s,
TBC TESTS: September 1992 - Negative.

INCOMPETENCY STATUS: Inc. MEDICAL CAUTION FORM REVIEWED: Yes
DISEASES: No illnesses in past year.

MEDICATION: See Medication Profile

DI 0 2 1) Developmentally Handicapped — cause unknown.
2) Epilepsy — 7 seizures in 1992.

3; Behaviour problem.

4 0ld fracture left hip in 1978.

REMARKS:

11X

cey Health Nurse
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MEDICAL ASSESSMENT - HRC ORILLIA Q’G/N 4l

nzvz: [ = LOCATION: Cot. 10 DATE: 1995 September 25 3

DATE oF ApMISsION: 1973 December 03 Birrmpare: 1961 [ s=x: nare

HEIGHT: 170.5 cm. IGHT: 74.0 kg. DATE OF LAST ASSESSMENT: 1993 September 15
HEAD & NECK: Average.

EYES: P.E.R.L.A. Fundi grossly normal.

EARS & NOSE:
Clean. Tympanic membranes pink. Light reflex adequate.
Nose: no discharge.

TEETH, THROAT & PATATE: Teeth attended. Throat not inflamed.
THYROID: Not enlarged. No lymphadenopathy.

HEART/B.P.:
B.P.: 120/78 PULSE: 80 regular :
S1, S2 normal. No heart murmur heard. Peripheral pulses felt. Peripheral
circulation adequate.

EREASTS: N/A

LUNGS: Clear to percussion and auscultation.

ABDOMEN/HERNIA/RECTAL/ETC. ¢

soft. No organomegaly and/or tenderness. Rectal examination average.
G.U., SYSTEM: Circumcised. Testicles descended.
MENSTRUAL HISTORY: N/A

SKIN: Incisional scar left hip.
SKELETON: Average development.

NERVOUS SYSTEM:
Cranial nerves intact. Deep tendon reflexes symmetrical.
- Babinski downgoing.

TBC TESTS: 1994 September 20 - Negative

INCOMPETENCY STATUS: To continue MEDICAL CAUTION FORM REVIEWED: Yes
DISEASES: March 1995 - Dilantin toxicity (117 mol/L)

MEDICATION: See Current Medication Profile

DIAGNOSES: Developmental encephalopathy.
gllepsy ~ generalized tonic clonic seizures' (infrequent)
History of fractured left hip 1978.
Behav1our problem - aggressivity.
Heptavax.

REMARKS: Nozinan reduction in the past led to severe behaviour problems
(last time in 1992).

/1£ M.D.y

Primary Physician.

cc: Physician/Primary Nurse
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MEDICAL. ASSESSMENT — HRC ORILLIA

rave: [ ce#: [N LOCATION: C10 DATE: 1997 April 23
DATE OF ADMISSION: 1973 December 03 srrtepaTte: 1961 |GG SEX: Male

HEIGHT: . 170.5 cm. WEIGHT: 70.6 kg. DATE OF LAST ASSESSMENT: 1995 September 25

HEAD & NECK: Average.

EYES: P.E.R.L.A. Fundi grossly normal.

EARS & NOSE: ;
Clean. Tympanic membranes pink. Light reflex adequate. :
Nose: no discharge.

TEETH, THROAT & PALATE: Teeth attended. Throat not inflamed.

THYROID: Not enlarged. No lymphadenopathy.

HEART/B.P.: B.P.: 90/70 PULSE: 88 regular
S1, S2 normal. No heart murmur heard. Peripheral pulses felt.
Peripheral circulation adequate.

BREASTS: = N/a

LUNGS: Clear to percussion and auscultation.

ABDOMEN /HERNIA /RECTAL/ETC. :

Soft. No organomegaly and/or tenderness. Rectal examination average.
G.U. SYSTEM: Not circumcised. Testicles descended.
MENSTRUAT. HISTORY: N/A
SKIN: Incisional scar left hip.
SKELETON: Average development.
NERVOUS SYSTEM:

Cranial nerves intact. Deep tendon reflexes symmetrical.
Babinski downgoing.

TBC TESTS: (1lst) 1996 Octcber 8 - negative
(2nd) 1996 October 21 = negative
INCOMPETENCY STATUS: To continue MEDICAL. CAUTION FORM REVIEWED: Yes
DISEASES: 1996: May - fracture nasal bones
Oct. - sprain right ankle

PRESENT MEDICATION: Cogentin, Multivitamins, Nozinan, Phenobarb, Dilantin

DIAGNOSES: Developmental encephalopathy.
Epilepsy - generalized tonic clonic seizures (infrequent)
History of fractured left hip 1978.
Behaviour problem - aggressivity.
Heptavax.

REMARES: He is quite drowsy. Morning Nozinan dose of 30 mg. will be discontinued
despite the history of increased undesirable b iod ip & . At
present, the behaviour is acceptable.

J1£

rimary rhysician.
ccs: Primary Nurse/Physician
Nurse III



MEDICAL %'S%SQZE%T - HRC ORILLIA 'GiNAL FiLE

NnAvE:EE cc« J Location: cio DATE: 1997 August 27
DATE OF ADMISSION: 1973 December 03 BIRTHDATE: 1961 ||| I SEX: Male
HEIGHT: 170.5 cm. WEIGHT: 66 kg. DATE OF LAST ASSESSMENT: 1997 April 23

HEAD & NECK: Average.
EYES: P.ER.LA.
EARS & NOSE: No discharge. Tympanic membranes clear.

TEETH, THROAT & PALATE: Poor oral hygiene, gingivitis (Dilantin related).
THYROID: Not enlarged.
HEART/B.P.: B.P.: 140/78 PULSE: 88 regular. No heart murmurs.

BREASTS: N/A

LUNGS: Clear to percussion and auscultation.
ABDOMEN/HERNIA/RECTAL/ETC.: Soft, no organomegaly.

G.U. SYSTEM: Not circumcised, testicles descended.

MENSTRUAL HISTORY: N/A

SKIN: No rash.

SKELETON: No deformities.

NERVOUS SYSTEM: Deep tendon reflexes symmetrical. Babinski downgoing.

TBC TESTS: E1 sg 1996 Qctober 8 - negative
A SR 2nd) 1996 October 21 - negative
INCOMPETENCY STATUS: To continue MEDICAL CAUTION FORM REVIEWED: Yes

DISEASES: 1997. May - Dilantin toxicity.
PRESENT MEDICATION: Cogentin, Multivitamins, Nozinan, Phencobarb, Dilantin

DIAGNOSES: Deyelopmental encephalopathy. v
Epilepsy - fqeneramzed tonic clonic seizures (infrequent)
History of fractured left hip 1978.
Behaviour problem - aggressivity.
Heptavax.

REMARKS: DISCHARGE PHYSICAL .o |
S 1 gmgwms is most probably Dilantin related and perhaps Dilantin should be replaced
with Epival and Phenobarb discontinued. No behaviour problem reported.

fif

Primary Physician.





