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 FICTITIOUS DATA FOR TEACHING PURPOSES ONLY 
NOT A REAL MEDICAL RECORD

EMERGENCY DEPARTMENT REPORT

PATIENT INFORMATION

Name: John A. Doe
(FICTIONAL)
DOB: 01/15/1985
Age: 40 years
Sex: Male
MRN: 1234567890
Address: 456 Example St,
Sample City, ST 54321

VISIT INFORMATION

Date/Time of Arrival:
07/30/2025, 14:30
Mode of Arrival: EMS
Chief Complaint: Motor vehicle
accident
Triage Level: 2 (Urgent)
Attending Physician: Dr. Sarah
Medical, MD

REMINDER: FICTITIOUS EDUCATIONAL DOCUMENT

HISTORY OF PRESENT ILLNESS

40-year-old male presents via EMS following motor vehicle collision
approximately 45 minutes prior to arrival. Patient reports being the driver
of a vehicle that was struck on the driver's side by another vehicle at
moderate speed. Patient was wearing seatbelt, airbags deployed. Denies
loss of consciousness. Primary complaints include severe left hip pain,
neck stiffness, and lower back pain. Patient reports 8/10 pain in left hip,
6/10 neck pain, and 7/10 lower back pain.
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VITAL SIGNS

BP:
142/88 mmHg

HR:
98 bpm

RR:
20/min

Temp:
98.6°F

O2 Sat:
98% RA

Pain:
8/10

PHYSICAL EXAMINATION

General: Alert and oriented x3, appears uncomfortable, in moderate
distress
HEENT: No obvious trauma, pupils equal and reactive
Neck: C-spine tenderness, limited range of motion, no step-offs palpated
Chest: Clear to auscultation bilaterally, no crepitus
Abdomen: Soft, non-tender, no guarding
Pelvis: Stable to compression
Left Hip: Shortened and externally rotated left lower extremity, severe
tenderness over greater trochanter, limited active range of motion
secondary to pain
Back: Lumbar spine tenderness, paraspinal muscle spasm
Extremities: No other obvious deformity, pulses intact

DIAGNOSTIC STUDIES

X-rays:
• Left hip (AP/Lateral): Displaced intertrochanteric fracture of left femur
• Cervical spine (5-view): No acute fracture or dislocation
• Lumbar spine (AP/Lateral): No acute fracture, mild degenerative
changes
• Chest X-ray: No pneumothorax or hemothorax

Laboratory:
• CBC: WBC 12.3, Hgb 13.8, Plt 285



DOCUMENT

• BMP: Normal
• PT/PTT: Within normal limits
• Type and screen: O positive

ASSESSMENT AND PLAN

Primary Diagnosis: Left intertrochanteric hip fracture (S72.141A)
Secondary Diagnoses: Cervical strain (S13.4XXA), Lumbar strain
(S33.5XXA)

Treatment Plan:
1. Orthopedic surgery consultation for operative management of hip
fracture
2. Pain management with morphine 4mg IV q4h PRN
3. NPO in preparation for surgery
4. Cervical collar for comfort
5. DVT prophylaxis with sequential compression devices
6. Pre-operative labs and consent obtained
7. Patient admitted to orthopedic service

PHYSICIAN ATTESTATION

I have personally examined this patient and reviewed the medical record. The
above represents my assessment and plan.

Electronically signed by: Dr. Sarah Medical, MD
Date/Time: 07/30/2025, 16:45
Emergency Medicine Attending
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