&

0162-10-CID146-25272

REQUEST FOR PRIVATE MEDICAL INFORMATION T Dele  (vvyymmDD)

For use of this form, see AR 40.86 ; the proponent agency is the OTSG 20100928
2. Patient's Name and SSN. 3. Medical Treatment Facility (Name and Location )
SPC Gary Walter SALEH, 247-63-3730 Weed Army Community Hospi
Fort Irwin, CA 92310

4. Reason for Request.

AR 195-2, Ch 3-15 {a&b} which are required for a matter currently under investigation by this office.

1. This request is made pursuant to HIPAA, paragraph 45 CFR, 164.512 {(D(1X(i}(c), 2s an administrative request and
authorized investigation demand authorized by faw. I certify thar;

A. The information sought isrelevant and material to a legitimate law enforcement Inquiry.

B. The request is specific and limited in scope to the extent reasonably practicable in light of the purpose for which is
sought; and

Request the below listed documents or information in accordance with AR 40-66, Ch 2-4(1); AR 340-21, Ch 3-1 (g); and

C. There is no de-identified information that could reasonably be used due to the requirement for specific information on

5. Private Medical informatian Sought { Specify dates of hospitalization or clinic visits and disgriosis, if known)

All behavioral and mental health records of SPC SALEH.

8. Requestor's Name, Titie, Organization and SSHN, [ ;/f / \ /Y !
Special Agent Pierre D, TRAN: Signature J et
Fort Irwin Resident Agency (CID) / / Q ( )

Fort Irwin, CA 92310

FOR USE OF MEDICAL TREATMENT FACILITY ONLY

7. Check applicabk box.
Wd [ ] Disapproved  (State reason for disapproval)

8. Summary of Private Medical Information Released.

\A (A~ tts %\{0“5

— M Mkl Waaldh — /

(‘(é I disen a0

9. Signature of Approving GG i0.Date  (YyYYYMMDD)

S -

DA FORM 4258E203 For Official Use OMyF4 G ENfsFeBfeiftSensitive

APD PE v1.02E8



0162-10-CID146-25272

HEALTH RECORD | 5 CHRONOLOGICAL RECORD OF MEDICAL CARE

Patient: SALEH, GARY WALTER "~ Date: 08 Nov 2010 1543 PST
Treatment Facility: WEED ACH : Clinic: FAMILY ADVOCACY WACH

Patient Status: Outpatient -

Reason for Telephone Congult: tcon’

AutoCites Refreshed by GAYFS WILLIAM P @ 08 Nov 2010 1606 PST

Problems P
t
Chronic: Family History

» Partial thickness (second degree) bufns
of two or more fingers, including =

{General FHx)

«-No Family History of marital history

thumb «-No Family History of mental illness (not

- Acute reaction to stress with mixed
disorders )

* Testicular neoplasm

- Nicotine dependence

» Preventive medicine new patient
evaluation adult 18-38 -

- Visit for: ears/hearing exam

* Need for typhoid vaccinatipn )

« Visit for: administrative pufposes

* Visit for: military services physical

» Visit for: occupational heajth/fitness
exam i ‘

» Nonvenomous insect bite

(General FHx)

(General FHx)

Active Medications
No Active Medications Found.

SO Note Written by GATES WVILLIAM @ 08 Nov 2010 1607 PST
Subjective .

retardation) (General FHx)
~'No Family History of alcoholism

» No family history [use for free texi]

Appt Type: T-CON*
Provider: GATES,WILLIAM
Call Back Phone: (808)-936-6997

Allergies
» No Known Allergies

Phoned client te inform him that anger management group will not be held this Thursday, due to the holiday. Resume normal

schedule 2 weeks.

AJP Last Updated by GATES WILLIAM P @ 08 Nov 2010 1607 PST
1. PARTNER RELATIONAL PROBLEM

Disposition Last Updated by GATES WILLIAM P @ 08 Nov 2010 1607 PST

Follow up: 2 week(s) or sooner if there are problenss.

Signed By GATES, WILLIAM P (Physician/Workstation) @ 08 Nov 2010 1607

Name/SSN: SALEH, GARY WALTER/247633730
M

Sex: Sponsor/SSN:  SALEH, GARY WALTER/247633730

FMP/SSN: 20/247633730 ’ Tel B:  808-936-6997 Rank: SPECIALIST

DOB: 08 Nov 1985 Tel W:  §08-285-9891 Unit: WHS3A0FC

PCat: Al1.2 USA ACTIVE DUTY Cs: Outpt Rec. Rm: SB TMC 1 RECORD ROOM
ENLISTED

MC Status: Status: PCM: SKEEN,PHILLIP MARK

Insurance; No Tel. PCM:

THIS INFORMATION IS PROESM?M%%}&- sg)néﬁg&%%ﬁgA%gﬁgss itive gﬂﬁfgsgﬁ (}C(RNE’ -9

TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 201-45.505

Page I of 1



0162-10-CID146-25272

HEALTH RECORD l ; CHRONOLOGICAL RECORD OF MEDICAL CARE
Patient: SALEH, GARY WALTER Date: 04 Nov 2010 1014 PST Appt Type: GRP
Treatment Facility: WEED ACH ; Clinic: FAMILY ADVOCACY WACH Provider: GATES,WILLIAM

Patient Status: Outpatient °

Reason for Appointment: grp
SO Note Written by GATES,&ILLIAM @ 04 Nov 2010 1201 PST

Reason for Visit
Client presented for 80 min. anger management group therapy, facilitated by the Family Advocacy Program. He demonstrated
active engagement in group, the theme of which was identifying common defense mechanisms utilized to cope with distressing
situations, along with their vayious pros and cons. Used this general themie in an effort to facilitate greater self- and
situational-insight in group members who were asked to describe individual situations wherein they'd demonstrated a reaction with
negative consequences, andhow they cuu]d have acted differently. .
Physical findings _ g
General appearance:

° Normal.
Neurological:

° No hallucinations.

Speech: ° Normal. ° Sufficient nonverbal communication skills were demonstrated.
Psychiatric Exam:

Appearance: ° Normal.

Demonstrated Behavior: ° Behavior: demonstrated no abnormalities.

Attitude: ° Not abnormat,

Mood: ° Euthymic.

Affect: ®* Nomal.

Thought Processes: ° Npt impaired,

Thought Content: « Impgired insight (somewhat limited concerning emotional functioning). ° Revealed no rmpalrment °No

suicidal ideation. *No suicidal plans. ° No suicidal intent. ° No homicidal ideations. ° No homicidal plans. ° No
homicida! intent.

AIP Last Updated by GATES,WILLIAM P @ 04 Nov 2010 1202 PST
1. PARTNER RELATIONAL PROBLEM
Procedure(s): -Clinical Social Work Counseling Group x 1

Disposition Last Updated by GATES.WILLIAM P @ 04 Nov 2010 1202 PST

Released w/o Limitations
Follow up: 2 week(s) or sooner if there are problems.
Discussed: Diagnosis, Medicatipn(s)/Treatment(s), Alternatives, Potential Side Effects with Patient who indicated understanding.

Signed By GATES, WILLIAM (Physician/Workstation) @ 04 Nov 2010 1203
Co-Signed By PETO, GENIEL A (FAP'CASE MANAGER) @ 04 Nov 2010 1711

Name/SSN: SALEH, GARY WALTER/247633730

Sex: M Sponsor/SSN: SALEH, GARY WALTER/247633730
FMP/SSN: 20/247633730 Tel H: 808-936-6997 Rank: SPECIALIST
DOB: 038 Nov 1985 Tel W: 808-285-9891 Unit: WHS53A0FC
PCat: Al11.2 USA ACTIVE DUTY CS: - Outpt Rec. Rm: SB TMC 1 RECORD ROOM
ENLISTED ‘
MC Status: Status: PCM: SKEEN,PHILLIP MARK
Insurance: No Tel. PCM:
ki
CHRS R W o . H T STANDARD FORM 600 (REV. 5)
THIS INFORMATION IS PROTEC PRIV AC gmmwzﬁﬁ%%ﬁg&?&@mve Prescribed by GSA and ICMR
TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 201-45.505

Page1of1



0162-10-CiD146-25272

HEALTH RECORD _ | ‘ i CHRONOLOGICAL RECORD OF MEDICAL CARE
Patient: SALEH, GARY WALTER : Date: 28 Oct 2010 1347 PDT Appt Type: GRP
Treatment Facility: WEED ACH " Clinic: FAMILY ADVOCACY WACH Provider: PETO,GENEIL A.

Patient Status: Outpatient

Reason for Appointment: g

AutoCites Refreshed by PEYO.GENIEL A

_Family History

+No Family History of marital history
(General FHx)

= No Family History of mental illness {not
retardation) (General FHx)

= No Family History of alcoholism
(General FHx)

« No family history [use for free text]
(General FHx)

Social History
No Social History Found.

Active Medications

Active Medications ) Status Sig Refills Left Last Filled
Trimethoprim 160mg + Sulfamethoxazole Active T1 TAB PO Q12H FOR 15 WR 21 Oct
800mg, (Septra DS), Tablet, Oral DAYS 2010

SO Note Written by PETO,GENEIL A @ 28 Oct 2010 1643 PDT
Subjective _
S:Anger Mangement Group. .Client adivsed he will not be present for next week's group.Client adivsed provately he is completing
interactions iwth CID and is hkely to be PCSing in the not too distant future. O: Cleint arrived a few minutes late. He was well
groomed and was willing and.able to engage in-the group process. A: Group 3 new group members; we facilitated introductions.
Group time was spent exploring how'core beliefs drive an individual's thoughts and feelings which in tum drive actions and
behaviors which in tum drive gonsequences. This knowledge assists clients with understanding the importance and value of altering
thoughts and feelings, by utilizing critical thinking skills. We explored a number of situations to put the concept into practice and
clients were encouraged to rgise awareness in their individual interactions over the upcoming week. The majority of clients were
actively engaged in this procgss, and reported benefiting from the discussion. HI/S| assesssment: Client's attitude and presentation
do not raise HI/SI concerns. €lient convincingly denies current Hi/SI ideation.

AIP Written by PETO GENIE!_ A @ .28 Oct 2010 1724 PDT
1, MARITAL PROBLEM
Procedure(s): -Clinical So@:ial Work Counseling Group x 1

Disposition Written by PETQ.GENIEL A @ 28 Oct 2010 1724 PDT
Released w/o Limitations ‘
Follow up: as needed in 2 week(s) in the SOCIAL WORK WACH clinic or sooner if there are problems. - Comments: For AM grp

Signed By PETO, GENIEL A (FAP CASE MANAGER) @ 28 Oct 2010 1725

Name/SSN: SALEH, GARY WALTER/247633730

Sex: M Sponsor/SSN:  SALEH, GARY WALTER/247633730
FMP/SSN: 20/247633730 TelH:  808-936-6997 Rank: SPECIALIST
DOB: 08 Nov 1985 Tel W:° 808-285-9891 Unit: WHS3A0FC
PCat: All2 USA ACTIVEDUTY Cs: Qutpt Rec. Rm: SB TMC 1 RECORD ROOM
ENLISTED
MC Status: Smtusf PCM: SKEEN,PHILLIP MARK
Insurance: No ] Tel. PCM:
(g% n;ﬁ ltlve STANDARD FORM 600 (REY. 5)
THIS INFORMATION IS PROECW?M W :E'égg-s% {&%&Em A%SFE? Prescribed by GSA and ICMR
TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 201-45.505

Page 1 of 1



0162-10-CiD146-25272

HEALTHRECORD | » 1 CHRONOLOGICAL RECORD OF MEDICAL CARE
Patient: SALEH, GARY WALTER ‘ ,Date: 21 Oct 2010 0848 PDT Appt Type: GRP
Treatment Facility: COMMUNITY - Clinic: FAMILY ADVOCACY WACH Provider: GATES,WILLIAM

MENTAL HEALTH SERVICE FT. lRWlN
Patient Status: Outpatient *

Reason for Appointment: Grp

SO Note Written by GATESJVILLIAM @’ 21 Oct 2010 1432 PDT

Reason for Visit
FAP Anger Manaqement Graup 90’ m|n
Subjective _
Client demonstrated active eggagement in gmup the theme of which was the establishment of an internal locus of control through
increased self-awareness. Cljent's presentation was calm and receptive. He demonstrated neithér emotional distress nor
disordered mentation. Using the CBT model as a discursive foundation, explored several tangible scenarios wherein an increase in
cognitive awareness, and a Qecrease in auto—responswe behavior, would have resulted in better consequences. Client applied the
concepts discussed to his pe;sonal situation. The group facilitators provided supportive feedback and encouragement, while
challengmg potentially dysfugctional mterpretatlons of the discursive material. F/U for further anger management group counseling
in 1 week.
Physical findings _
General appearance:

° Normal.
Neurological:

° No hallucinations.

Speech: ° Normal. ° Sufficient nonverbal commupnication skills were demonstrated.
Psychiatric Exam: :

Appearance: ° Normal. o

Demonstrated Behavior; ° Behavior demonstrated no abnormalities.

Attitude: ° Not abnormal, '

Mood: ° Euthymic.

Affect: ° Normal.

Thought Processes: * Not impaired. :

Thought Content: » Impglred insight (somewhat hmtted concerning emotional functioning). ° Revealed no lmpalrment °No

suicidal ideation. *No suicidal plans. ° No suicidal intent. ° No homicidal ideations. ° No homicidal plans. ° No
homicidal intent. i

A/P Last Updated b GATES WILLIAM P @ 21 Oct 2010 1428 PDT
1. Marital problem
Procedure(s): -Clinical Social Work Counseling Group x 1

osition Last U dated by GATES.WILLIAM P @ 21 Oct 2010 1432 PDT
Released w/o Limitations
Follow up: 1 week(s) or sooner if there are problems.
Discussed: Diagnosis, Medicatign(s)/’l‘featment(s), Altematives, Potential Side Effects with Patient who indicated understanding.

Signed By GATES, WlLLlIgM (Physician/Workstation) @ 21 Oct 2010 1432
. -
Co-Signed By PETO, GENIEL A (FAP CASE MANAGER) @ 21 Oct 2010 1515

CHANGE HISTORY

Dusposmnn sectxon was last updatedbg GATES WILLIAM P @ 21 Od 2010 1432 PDT see above Prewous Version of Dispasition section was entered/updated by
GATES,WILLIAMP @ 21 Oct 2010 1439 PDT.

Released w/o Limitations
Follpw up: 1 week(s) or sooner if there ars problems.
Diagnosis, Medis s)/Treatys >; Altermative Po!;ntml Sld: Effects with Patx:ntwbo indicated understanding.
owing a5 Overwrit ATES,

" FAP Anger Management Group: 90 min
ubje "
Client dy trated active in group, the theme of which'was the establishmenit of an intemal locus of control through increased self-awareness. Client's
presentations was calm and receptive. He demonstrated neither emotional distress nor dxsordered mnhtlon Using the CBT model as a discursive foundation, explored
several tangible scenarios wherein ani in cognitive v ,and a inat havior, would have resulted in better consegquences. Client

Name/SSN: SALEH, GARY WALTER/247633730

Sex: M Sponsor/SSN:  SALEH, GARY WALTER/247633730
FMP/SSN: 20/247633730 TelH: 808-936-6997 Rank: SPECIALIST
DOB: 08 Nov 1985 Tel W: 808-285-9891° Unit: WHS53A0FC
PCat: Al12 USA ACTIVE DUTY Cs: Outpt Rec. Rm: SB TMC 1 RECORD ROOM
ENLISTED -
MC Status: Status: PCM: SKEEN,PHILLIP MARK
Insurance: No Tel. PCM:
STANDARD FORM 600 (REV. 5)
THIS INFORMATION 15 PRomCWW% STV Enforsament Squsitive Twms by GSA aad IMR
TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED FIRMR (41 CFR) 201-45.505

Page 1 0f2



0162-10-CID146-25272

HEALTH RECORD |

i CHRONOLOGICAL RECORD OF MEDICAL CARE

21 Oct 2010 0845
Facility: Weed ACH Fort Irwin, CA

applied the i d to his;

General appearance:

° Nomal.
Neurological:

* No hallucinations.

- Speech: ° Normal. ° Sufficient npnwerbal eommumatmn skills were demonstrated.

Psychiatric Exam:
Appearanoe Normal.

* Behayior d -ated no abnormalifies.
Attxtude Not abnormal o
Mood: ° Euthymic. }
Affect: ° Normal,
Thought Processes: ° Not impaired. ‘ .
Thought Content: « lmpaured insight (somewhat limited

sutuatxon The -group facilitators provided supportive
interpretations of the discursive materq! Fiu for funher -anger management group counseling in 1 week.
Physical findings _

ning emotional

and

Glinic: FAMILY ADVOCACY WACH  Provider: GATES, WILLIAM

g t, while challenging ially d

suicidal intent. ° No haniadal ideations, * No-hemicidal plans. ® No homicidal mtent.

The following Signature(s) No Longer Appliesbecause this Encountor Was Qpened for

dno i

endment by GATES WILLIA

t . ° No suicidal ideation, ° No suicidal plans, ° No

21 Oct 2010 1432 PDT:

Slgned GATES, WILLIAM (PhysicianfVorkstation) §~21 Oct 2010 1429
R4

Name/SSN: SALEH, GARY WALTER/247633730
M

Sex: Sponsor/SSN:  SALEH, GARY WALTER/247633730
FMP/SSN: 20/247633730 TelH: 808-936-6997 Rank: SPECIALIST
DOB: 08 Nov 1985 Tel W:  808-285-9891 Unit: WHS3A0FC
PCat: Al1.2 USA ACTIVE DUTY Cs: Outpt Rec. Rm: SB TMC 1 RECORD ROOM
ENLISTED .
MC Status: Status: PCM: SKEEN,PHILLIP MARK
Insurance: No Tel. PCM: ]

415 INFORMATION s FROTEC TN PR P T e ool s ment SaRsitive Fo sy canmiiovn

TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED.

FIRMR (41 CFR) 201-45.505
Page 2 of 2



0162-10-CiD146-25272

HEALTH RECORD | " CHRONOLOGICAL RECORD OF MEDICAL CARE
Patient: SALEH, GARY WALTER : Date 14 Oct 2010 1536 PDT Appt TYpe: GRP
Treatment Facility: COMMUNITY - Chmc FAMILY ADVOCACY WACH Provider; PETO,GENEIL A.

MENTAL HEALTH SERVICﬁ FT. IRW]N
Patient Status: Outpatient :

Reason for Appointment: grp

AutoCites Refreshed by PE !O,GENIELA @719 Oct 2010 1742 PDT

Family History

='No Family History of marital history

% (General FHx)

+No Family History of mental iliness (not

- retardation) (General FHx)

=No Family History of alcoholism

~ (General FHx)

«:No family history [use for free texi]
(General FHx)

:Social History
No Social History Found.

Active Medications
No Active Medications Foung.

SO Note Written by PETO,GENEIL. A @ 19 Oct 2010 1742 POT
History of present illness _'

The Patient is a 24 year old male.

He reported: Encounter Background Information: Anger management Group

S:Client reports utilizing the inférmaition obtained in this class is assisting him in understanding more, "Why | dowhat | do".

O:Client arrived on time, appropnately dressed; he was alert and engaged in the group, giving support and feedback to peers

A: Group discussion foepsed on.personal accountability, specifically planned responsees versus auto responses with the goal
of changing dynamics based on critical thinking. Gary pushed a Icient to disclsose in more depth and with more truth the reality of
his incident; this was a powerful oppartunity for this client to demonstrate personal accountablity, and indicates clients willingness
to be accoutnable for his own actions and béfiaviors.

P:Clients continue to befencouraged to explore alternatives to auto responses, and to be more congnizant of the nature of
outcomes when doing so.

AP Written by PETO.GENIEL A @ 19 Oct 2010 1746 PDT
1. MARITAL PROBLEM
Procedure(s): -Clinical Social Work Counseling Group x 1

Disposition Written by PETO.GENIEL A @ 19 Oct 2010 1746 PDT

Released w/o Limitations
Follow up: 1 week(s) with PCM and/or in the SOCIAL WORK WACH clinic or sooner if there are problems.
Discussed: Diagnosis, Medicatipn(s)/Tréatment(s), Alternatives, Potential Side Effects with Patient who indicated understanding.

Signed By PETO, GENIEL A (FAP CASE MANAGER) @ 19 Oct 2010 1746

Name/SSN: SALEH, GARY WAL TER/247633730

Sexx - M Sponsor/SSN:  SALEH, GARY WALTER/247633730
FMP/SSN: 20/247633730 TelH: 808-936-6997 Rank: SPECIALIST
DOB: 08 Nov 1985 Tel W: 808-285-9891 Unit: WHS3A0FC
PCat: Al11.2 USA ACTIVE DUTY Cs: Outpt Rec. Rm:  SB TMC 1 RECORD ROOM
ENLISTED
MC Status: Status: . PCM: SKEEN,PHILLIP MARK
Insurance: No Tel. PCM:
CHRENOTYERF: % it STANDARD FORM 600 (REV. 5)
THIS INFORMATION IS PROTEC %WC g %%éﬁ%{‘&ﬁl&%&&%é@&?mve Prescribed by GSA and ICMR
TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR {41 CFR) 201-45.505

Pase 1 of 1



0162-10-CID146-25272

HEALTH RECORD l ‘ Do '},CHRONOLOGICAL RECORD OF MEDICAL CARE
Patient: SALEH, GARY WA!,.TER : Date 13 Oct 2010 1100 PDT Appt Type: EST
Treatment Facility: COMMUNITY - " Clinic: FAMILY ADVOCACY WACH Provider: PETO,GENEIL A.

MENTAL HEALTH SERVICE FT. IRWIN
Patient Status: Outpatient °

Reason for Appointment: fju
Appointment Comments:
mfh100410

AutoCites Refreshed by PE‘@O,GEN’IELfA @18 Oct 2010 0722 PDT
‘ 1 “Family History
= No Family History of marital history
: (General FHx)
= No Family History of mental illness (not
- retardation) (General FHx)
~No Family History of alcoholism
.. (General FHx)
= No family history [use for free text]
(General FHx)

1

Social History )
No Social History Found.

Active Medications
No Active Medications Found.

SO Note Written by PETO.GENEIL A @ 19 Oct 2010 0723 PDT
History of present illness _* :

The Patient is a 24 year old male £

He reported: Encounter Background Information: Post CRC initial individual therapy S: Client reported increased awareness
regarding insecurities that keep him in survival mode, information he has gleamed via anger managment group.

O: Client arrived on timg, willing-and able to engage with me. Client presented as friendly and cooperative and invested in
facilitating enduring change. His speech was clear, he was alert iwth normal movement. His affect was unremarkable and
appropirate to circumstances, Client’s memory appeared infact and he was oriented X4. No gross abnormalities regarding thought
process/content was noted; he was devoid of obvious perceptual disturbances and demonstrated fair reasoning, judgment and
insight.

A: Client continues to demonstrate a deisre to facilitate enduring change, by increased awareness regarding his auto
responses. Cleint discussed @an issue involving an helicopter he wanted to give to a 3 year old child, which was an issue for his wife.
Via discussion client was ablg to identify the superficial aspect he and his wife were focsuing on was quite different from the
underlying reality, and the beneﬁts of recoginizing this in an effort to more effectively communicate the deeper meaining of actions
and behaviors. Client mdlcated an understanding of the issues discussed and reports a willingness to continue to work toward
increased communication abpmy in his relationship. Client will contmue to work on being more cognizant of "little Gary™ s needs, in
order to be more accountablg in his interactions.

P:Client and | will contmue to work on self-efficacy and communication skills. HI/SI assessment: Chronic risk-factor(s) -

. Perpetuating Risk Factors - nermanent and nen-modifiable:Male, anticipating separation/divorce; Parental History of substance
abuse; History of impulsive/reckless bahaviors, History of Violent behaviors. Predisposing and Potentially Modifiable Risk Factors:
Axis || characteristics; low se;f-esteem )

Acute risk-factor(s): Relgtionship stressors; Anticipating separation/divorce; denied current suicidal ideation but endorses past
suicidal ideation with no plan; and indicates that he would be more lieklty to exhibit depresssive symptomology such as isolation
than attempt suicide currentl¥ Psychological Pain in response to the loss of relationship which he endorses as the only thing thing
that keeps him going; Unresqlved anger; Poor Problem-solving skills; Cognitive Constriction, Few reasons for living/Loss of
meaning

Mitigating factor(s):denigd suicidal ideation, no recent history of suicide attempts, no previous history of suicide attempts,
absence of alcohollsubstance abuse, absence of psychosis, no weapon in the home, willingness to engage in counseling.

Overall Risk of Self- Harm (or harm to others): MODERATE risk at this time.

AIP Written by PETO.GENIEL A @ 19 Oct 2010 0731 POT
Name/SSN: SALEH, GARY WAL TER/247633730

Sex: M Sponsor/SSN: SALEH, GARY WALTER/247633730
FMP/SSN: 20/247633730 TelH: 808-936-6997 Rank: SPECIALIST
DOB: 08 Nov 1985 Tel W: 808-285-9891 Unit: WHS53A0FC
PCat: All12 USA ACTIVE DUTY CS: . Qutpt Rec. Rm: SB TMC 1 RECORD ROOM
ENLISTED .
MC Status: Status: PCM: SKEEN,PHILLIP MARK
Insurance: No Tel. PCM:
3’ P STANDARD FORM 600 (REV. 5)
THIS INFORMATION IS momcm%'%w.ﬁmz&mmgmtwe Preseribed by GSA and ICMR
TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 201-45.505

Page 1 0of 2



0162-10-CID146-25272

HEALTH RECORD | T CHRONOLOGICAL RECORD OF MEDICAL CARE

19 Oct 2010 0722 :
Facility: Weed ACH Fort Irwin, CA Clinic: FAMILY ADVOCACY WACH  Provider: PETO,GENEIL A.
1. MARITAL PROBLEM - .
Procedure(s): -Social Work Individual Outpatient Counseling 45-50 Minutes x 1

Released w/o Limitations ;
Follow up: as needed in 1 week(s) in the FAMILY ADVOCACY ‘WACH clinic or sooner if there are problems.

Discussed: Diagnosis, Medlcatlpn(s)fr reatment(s) Alternatives, Potential Side Effects with Patient who indicated understanding.

Signed By PETO, GENIEL.A (FAP CASE MANAGER) @ 19 Oct 2010 0731

Name/SSN: SALEH, GARY WALTER/247633730

Sex: M Sponsor/SSN: SALEH, GARY WALTER/247633730
EMP/SSN: 20/247633730 TelH:  808-936-6997 Rank: SPECIALIST
DOB: 08 Nov 1985 Tel W: 808-285-9891 ) Unit: WHS3A0FC
PCat: Al1.2 USA ACTIVEDUTY CS: Outpt Rec. Rm: 8B TMC 1 RECORD ROOM
ENLISTED
MC Status: Status: PCM: SKEEN,PHILLIP MARK
Insurance: No ) Tel. PCM:
cHa : ) STANDARD FORM 600 (REV. 5)
THIS INFORMATION IS PROTEC 33 A % g igﬁ :@gdgm[&%%%.&%&g§ Itlve Prescribed by GSA and ICMR
TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 201-45.505

Page2 of 2



0162-10-CID146-25272

HEALTH RECORD | ' _ - CHRONOLOGICAL RECORD OF MEDICAL CARE
Patient: SALEH, GARY WALTER | :Date: 08 Oct 2010 1330 PDT Appt Type: EST

Treatment Facility: WEED ACH | ' : Cllnlc FAMILY ADVOCACY WACH Provider: PETO,GENEIL A.
Patient Status: Outpatient .

Reason for Appointment: R/U
Appointment Comments:
mfh100410

AutoCites Refreshed by PEIO,GENIELA @ 12 Oct 2010 1641 PDT

Famlly History
+:No Family History of marital history
¢ (General FHx)
+No Family History of mental illness (not
.+ retardation) (General FHx)
+'No Family History of alcoholism
Do ,‘ (General FHx)
i 1 No family history [use for free text]
(General FHx)

Social History
No Social History Found.

Active Medications
No Active Medications Found.

SO Note Written bv PETO.GENEIL A, @ 12 Oct 2010 1656 PDT
History of present illneéss _°
The Patient is a 24 year old male

He reported: Encounter Background Information: Post CRC initial individual therapy S: Client reported, "I am a different person
at home than | am at work...| want to be the same."

O: Client arrived on time, willing and able to engage with me. Client presented as friendly and cooperative and invested in
facilitating enduring ¢hagne. Hls speech was clear, he was alert iwth normal movement. His affect was unremarkable and
appropirate to circumstances, Client's memory appeared intact-and he was oriented X4. No gross abnormalities regarding thought
process/content was noted; he was devoid of obvious perceptual disturbances and demonstrated fair reasoning, judgment and
insight.

A: Client and | utilized this session to explore the incongruent selves he portrays at home and work in order to assist client in
acknowledging the change he would like fo facilitate. Client examined his upbringing and how he was resentful of being identified as
good or bad based on his pefformange on job duties in the home, never based on his own merit, which keeps him past directed.
THis led to the development-pf copirig mechanisms of telling people what they want to hear, to avoid the immediate wrath,lending
credence to the intention of surviving the momient at what ever the cost. This has left the client with limited intemal locus of control.
We will be working on enhanging client's ability to be accountable, without being in survival mode, by developing an external locus
of control, via the use of CBT and inner-child work. Over the course of the next week client wiil be working on making his
environment safe for "little Gary". We role-played how to facilitate this..."l've got this little guy, you go outside and play and | will
manage this, you can leave, s(wnth me", the message he never got growing up. Client indicated this would be effective work in
helping him be less reactive and more in control of his aute responses.

P:Client and | will work gn enhancing self-efficacy. HI/SI assessment: Chronic risk-factor(s) - Perpetuating Risk Factors -
pemmanent and non-modiﬁab,&e:Male, anticipating separation/divorce; Parental History of substance abuse; History of
impulsive/reckless bahaviors, History of Violent behaviors. Predisposing and Potentially Modifiable Risk Factors: Axis Il
characteristics; low self-esteqm

Acute risk-factor(s): Rel;\tlonshlp stressors; Anticipating separation/divorce; denied current suicidal ideation but endorses past
suicidal ideation with no plan, and indicates that he would be more lieklty to exhibit depresssive symptomology such as isolation
than attempt suicide currently, Psychologlcal Pain in response to the loss of relationship which he endorses as the only thing thing
that keeps him going; Unresqlved anger; Poor Problem-solving skills; Cognitive Constriction, Few reasons for living/Loss of
meaning

Mitigating factor(s): demed suicidal ideation, no recent history of suicide attempts, no previous history of suicide attempts,
absence of alcohol/substance abuse, absence, of psychosis, no weapon in the home, willingness to engage in counseling.

Overall Risk of Self-Harm (or harm to others): MODERATE risk at this time.
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HEALTH RECORD | ;- :CHRONOLOGICAL RECORD OF MEDICAL CARE

08 Oct 2010 1346 .
Facility: Weed ACH Fort Irwin, CA Llinic: FAMILY ADVOCACY WACH  Provider: PETO,GENEIL A.

1

AP Last Updated by PETO,QENIEL A @12 Oct 2010 1652 PDT

1. Marital problem

Procedure(s): -Soqnal Work Individual Outpatient Counseling 45-50 Minutes x 1
Disposition Last Updated by PETO,G?ENIEL A (@ 12 Oct 2010 1653 PDT
Released w/o Limitations :

Follow up: 1 week(s) with PCM and/or ini the FAMILY ADVOCACY WACH clinic or sooner if there are problems.
Discussed: Diagnosis, Medicatipn(s)/Treatiment(s), Alternatives, Potential Side Effects with Patient who indicated understanding,

Signed By PETO, GENIEL;@ (FAP CASE MANAGER) @ 12 Oct 2010 1657

CHANGE ms-ronv T

The Patient is a 24 year old rnalg

He reported: Encounter Baukgrqund Infor'matlon Post CRC initial individual therapy S: Client reported, "l am a different person at home than | am at work...| want to be
the same.”.

o5 Chent arrived on time, willing.and able to engage with me. Client preserited as friendly and cooperative and invested in facilitating enduring chagne. His speech was
clear, he was aler} iwth nonnal mavemgnt. His affect was unremarkabie and appropirate to circumstances, Client's memory appeared intact and he was oriented X4. No gross
abnormalities regarding thought pi ‘content was noted; he was devoid of obvi and d d fair ing, judgment and insight. A:
Client and | utilized this session to explore the incongruent selves he portrays at home and wotk in order to assmt client in acknowledging the change he wouid like to faciiitate.
Client examined his upbringing and how he was resemful of being identified as good or bad based on his performance on job difies in the home, never based on his own
merit, which keeps him past directed. THis led toithie d ient of coping hani of telling people what they want to hear, to avoid the immediate wrath,lending
credence fo the intention of surviving ‘&!e moment at what ever the cost, This has left the client with limited intemal locus of control. We will be working on enhancing client's
ability to be accountable, without being in survival tode, by developing ah extemnal jocus of coritrol, via the use of CBT and inner-child work. Over the course of the next week
client will be working on making his enyironment safe for "Iltele Gary". We role-played how to facilitate this..."I've got this litfle guy, you go outside and play and | will manage
this, you ¢an leave it with me", the message he nevergot growing up. Client indicated this would be effective work in helping hir be less reactive and more in control of his
auto responses, P:Client and | will work on enhancing: seélf-efficacy. HI/S| assessment;
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0162-10-CID146-25272

HEALTHRECORD | . CHRONOLOGICAL RECORD OF MEDICAL CARE
Patient: SALEH, GARY WALTER | | Date: 07 Oct 2010 1012 PDT Appt Type: GRP

Treatment Facility: WEED ACH P Clinic: FAMILY ADVOCACY WACH Provider: PETO,GENEIL A.
Patient Status: Outpatient :

Reason for Appointment: GRP

AutoCites Refreshed by PETEO.GENIEL-A @51'07 Oct 2010 1548 PDT

‘Family History

'+ No Family History of marital history
(General FHx)

«:No Family History of mental illness (not
retardation) (General FHXx)

» No Family History of alcoholism

& (General FHx)

~ No family history [use for free texi]
(General FHx)

'Social History
No Social History Found.

Active Medications
No Active Medications Founq.

S0 Note Written by PETO,GENEIL A. @& 07 Oct 2010 1633 PDT
History of present illness _’

The Patient is a 24 year old male.

He reported: Encounter Backgreund Information: Group Anger Management as recommeneded by CRC. S:Client introduced
himself to the group. O: Clieq't arrived on time; willing and able to engage with the group. A: Group discussion focused on reviewing
the information we have been leaming from a ¢ritial thinking/communication perspective. Clients actively engaged in the process
utilizing the common language that has been developed. One group member discussed insights he has developed over the past
two weeks of group attendange, reporting to the group how changing his perspective has improved his communication at home. We
disucssed the possiblity idenified changes could be part of the DV cycle, to garner increased awareness via critical thinking skills.
Another client reviewed his igcident of record, and was able to appreciate the superficial nature of his thought process. P:Clients
have been encouraged to utifjze information from group in interactions across the span of the next week; clients will atttend group
next week. Client relates hispenefit from group a 7 on a scale of 1-10. HI/S| assessment; Client denies current HI/SI, and his
participation in group indicatgs he is future oriented.

AJP Written by PETC),GENIE’= A @ 07 Oct 2010 1634 PDT

1. MARITAL PROBLEM
Procedure(s): -Clinical Social Work Counseling Group x 1

Disposition Written by PETQ.GENIEL A @ 07 Oct 2010 1636 PDT
Released w/o Limitations :

Follow up: as riceded in 1 week(s) in the SOCIAL WORK WACH clinic or sooner if there are problems. - Comments: For AM grp
Discussed: Diagnosis, Medicatipn(s)/Treatment(s); Alternatives, Potential Side Effects with Patient who indicated understanding.

Signed By PETO, GENIEL. A (FAP CASE MANAGER) @ 07 Oct 2010 1636

Name/SSN: SALEH, GARY WALTER/247633730
M
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PCat: Al1.2 USA ACTIVE DUTY Cs: Outpt Rec. Rm:, SB TMC 1 RECORD ROOM
ENLISTED ‘ :
MC Status: Status: PCM: SKEEN,PHILLIF MARK
Insurance: No Tel. PCM:
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HEALTH RECORD | " CHRONOLOGICAL RECORD OF MEDICAL CARE

‘V’Date 04 Oct 2010 0922 PDT Appt Type: EST

Patient: SALEH, GARY WALTER _
© | Glinic: FAMILY ADVOCACY WACH Provider: PETO,GENEIL A.

Treatment Facility: WEED ACH
Patient Status: Outpatient °

Reason for Appointment: Qase m‘éhagement post CRC

AutoCites Refreshed by PE'I'O GENIEbA @ 04 Oct 2010 0923 PDT

Famlly History

=No Family History of marital history

" (General FHx)

= No Family History of mental illness (not

_ retardation) (General FHx)

* No Family History of alcoholism
{General FHXx)

< No family history [use for free text]
(General FHx)

‘Social History
No Social History Found.

Active Medications
No Active Medications Founq.

SO Note Written by PETO,GENEIL /£ A @ 04.Oct 2010 0928 PDT
History of present iilness _: : :

The Patient is a 24 year old male :

He reported: Encounter Background Information: Post CRC initial case management. S: Client reported, "Crazy things going
on, have stopped us from PGSing as planned, but they are working on it, and it shouldn't be too much longer”. O: Client arrived
without an appointment as a fesult of his Command advising him to do so. A: We reviewed the CRC findings, "met criteria” for
physical and emotional abusg. Cleint was advised treatment recommendations include Individual, marital, anger management and
case management. Client lnmcated a wnlhngness to participate in all modalities; we disucssed specifically the fact marital will be at
some point in the future. Client will begin attending Anger Management 10/7 at 8:30. Client has also scheduled individual therapy
for 10/8 at 13:30 and case mgmt for 10/13 at 11:00 for 30 minutes.P:Client and | will work on enhancing self-efficacy. HI/S}
assessment; Client reports hg is doing well despite the stress he is under with CID investigation. He denies current suicidal
ideation. E : .

Military service.

AP Written by PETO.GENIEL A @ 04 Oct 2010 0827 PDT
1. MARITAL PROBLEM
Procedure(s): -Socnai Work Individual Outpatient Counseling 20-30 Minutes x 1 (62-REDUCED SERVICES)

Disposition Written by PETQ.GENIEL A @ 04 Oct 2010 0937 PDT

Released w/o Limitations .
Follow up: as needed in 4 day(s) or sconer 1f there :are problems.
Discussed: Diagnosis, Medxcanpn(s)/Treament(s) Alternatives, Potential Side Effects with Patient who indicated understanding.

Signed By PETO, GENIEL?A (FAP CASE MANAGER) @ 04 QOct 2010 0937

Name/SSN: SALEH, GARY WALTER/247633730

Sex:' M Sponsor/SSN:  SALEH, GARY WALTER/247633730
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PCat: Al112 USA ACTIVEDUTY CS: Outpt Rec. Rm: SB TMC 1 RECORD ROOM
ENLISTED
MC Status:; * Status: - PCM: SKEEN,PHILLIP MARK
Insurance: No Tel. PCM:
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0162-10-CID146-25272

HEALTH RECORD | i i i+ CHRONOLOGICAL RECORD OF MEDICAL CARE
Patient: SALEH, GARY WALTER Date 19 Aug 2010 1122 PDT Appt Type: T-CON*
Treatment Facility: WEED ACH  : Ciinic: FAMILY ADVOCACY WACH Provider: PETQ,GENEIL A.
Patient Status: Outpatient Pon Call Back Phone: (808)-936-6997

Reason for Telephone Congult: Flp vqéith ‘Cémmand post assessement (as per Command request)

Famlly History

=-No Family History of marita! history

- (General FHx)

=No Family History of mental illness. (not
retardation) (General FHx)

+ No Family History of alcoholism
(General FHx)

' No family history [use for free text]

: (General FHx)

Social History
No Social History Found.

Active Medications
No Active Medications Found,

SO Note Written by PETO, G NEIL A. 19-Au 2010 1130 PDT

Subjective

Spoke with Cpt Velez-Rivera 4-5806 to advise. of concerns about soldier's emotional well-being when he is advised of SMW's
decision to terminate the marriage. CPT advised he has met with SM/W's Command and is aware of the plan, and acknowledges
the soldier may struggle emdlonally {CPT advised the safety plan is to extend the No-Contact order until 9/4/10 to allow SM/H to
PCS (due to report to Polk 8/10/10). Soldier has been advised not to contact FM/W and Command is aware of his attempts to
facilitate 3rd party communication and has colnseled SM/H against these communications. Discussed SM/H attend Anger
Management Thur 8:30 - 10:p0 prior 1o going to CRC as a means of raising his awareness of anger issues he has and a means of
ongoing assessement dunng the transitional stage of separation/divorce.

AIP | ast Ugdated by PETO,QENIEL A @19 Aug 2010 1130 PDT
1. PARTNER RELATIONAL'PROBLEM

Disposition Last Updated by PETO GENIEL A @ 19 Aug 2010 1130 PDT
Follow up: as needed in the FAMILY ADVOCACY WACH clinic.

Discussed: Diagnosis, Medicatipn(s)/Treatment(s), Alternatives, Potential Side Effects with Patient who indicated understanding,

Signed By PETO, GENIEL A (FAP CASE MANAGER) @ 19 Aug 2010 1130

Name/SSN: SALEH, GARY WALTER/247633730

Sex: M Sponsor/SSN:  SALEH, GARY WALTER/247633730
FMP/SSN: 20/247633730 TelH:  808-936-6997 Rank: SPECIALIST
DOB: 08 Nov 1985 Tel W:  808-285-9891 Unit: WHS3A0FC
PCat: All2 USA ACTIVE DUTY CS: - Outpt Rec. Rm: SB TMC 1 RECORD ROOM
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MC Status: Status: PCM: SKEEN,PHILLIP MARK
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0162-10-CID146-25272

HEALTHRECORD | | CHRONOLOGICAL RECORD OF MEDICAL CARE
Patient: SALEH, GARY WALTER i Date: 18 Aug 2010 0730 PDT Appt Type: ACUT

Treatment Facility: WEED ACH ~ ~ © .Clinic: FAMILY ADVOCACY WACH Provider: PETO,GENEIL A.
Patient Status: Outpatient C

Reason for Appointment: initial
Appointment Comments:
mfh071710

AutoCites Refreshed by PEFO,GENIEL.A @04 Oct 2010 1545 PDT

‘Family History

« No Family History of marital history

(General FHx)

% No Family History of mental illness (not
;. retardation) (General FHx)

* No Family History of alcoholism
. (General FHx)

+'No family history [use for free texf]
¢ {General FHx) :

‘Social History
No Social History Found.

Active Medications
No Active Medications Found.

SO Note Written by PETO.GENEILA. @ 12 Oct 2010 1654 PDT
History of present iliness _’ ‘

The Patient is a 24 year old male. ‘

He reported: Encounter Backgreund information: Assessment reference FAP case referral received from MP's 8/16/10.S:
Client arrived on time, appropriately groomed, with fair hygiene and normai posture, presenting as friendly and cooperative. Client
was alert with normal movement and clear spéech. His affect was anxious, but not inappropriate to the circumstance. Client's
memory appeared intact and he was oriented X4. No gross abnormalities regarding thought process/content was noted; he was
devoid of obvious perceptual disturbances and demonstrated fair reasoning, judgment and insight.

O: Client acknoweldges he is too dépendent on his wife due to early life experiences and states, "Since | came back from Irag
| get angry easier”. )

A: We reviewed confideptiality X3. Client identified the following stressors: Employment (Wife's job upsets her a lot), Pending
move (FM/W is not happy abput PCSing-as only has 8 months left); Loneliness/solation (Issue for wife who has close family, but
not an issue for client who grew up independent and alone (foster homes)); Medical {Wife underwent recent surgery and had
miscarriage) Family Disagreaments (Client indicated he defers to his wife as her culture does not typically support female
autonomy). Client stated the following with regard to underlying dynamics, issues and concemns in this relationship, "Client stated, "l
can tell you what's wrong with me - ot having a family around me when | was growoing up and having her and her family makes
me feel whole and | want to ke with her - she loves me and takes care of me and | want to be with her all the time, that stresses her
out". A safety plan was devisgd regarding the relationship and client's weli-being. P: This case meets criteria for FAP and is
anticipated to be presented-at CRC 9/8/10. A treatment plan will be devised in the interim, and it was suggested to Command
soldier may benefit from attending anger management class Thur for 8:30 - 10:00 prior to be adjudicated in part to assist him in
identifying unresolved anger @nd increase awareness regarding how he impacts others, in addition to providing additional support
during the anticipated separagion from his wife. .

Family history _ )

Encounter Background-{nformation; ]

Regarding family of Origin: Client stated, ™I can tell you what's wrong with me - not having a family around me when | was
growoing up and having her gnd her family makes me feel whole and | want to be with her - she loves me and takes care of me and
| want to be with her all the time, that stresses her out".

Substance Use/Abuse: €lient reports matemal family history of marijuana use, which he indicated was not bad enough to
require treatment. Client repq'r’ts his step-father consumes aicohol, to an extent that he should recieve treatment.

Mental lliness: Client regorts mother has an autistic brother and states his sister who was a "wild child' was hospitalized as a
teen for 2 months due to client mother and step-father's inability to control her. Client reports this sister is doing well currently, living
in N.Carolina, with 4 children, ‘

Family Interactions duripg informative years: Client indicates he was raised by his Aunt and Uncle for the first 6 years of his
life, as his biological mother was an "escort” and not around much. Client reports his biological mother and biological fahter Jarkke,
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Y
CRAQV PR LRES i STANDARD FORM 600 (REV. 5)
THIS INFORMATION 18 PROTECTED SRR oA L od ST o 1V ey s REGEmEnE REASItiVe o ik by s s iovm
TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 201-45.505

Page 1 of 3



0162-10-CID146-25272

HEALTH RECORD | ___ CHRONOLOGICAL RECORD OF MEDICAL CARE

18 Aug 2010 0858
Facility: Weed ACH Fort Irwin, CA glhmc FAMILY ADVOCACY WACH  Provider: PETO,GENEIL A.

had a daughter, his sister, in 1984 and, split up after he was concieved but prior to his birth in 1985. Client indicates he did not meet
his biological father Jarrk un{ji he was 23 ‘years old. When client tumed 6 his bio-mother married Ross, who was, "a good guy". The
family moved into Ross's hogse and hé had the opprotunity to become involved in sports at school and states, "Life was great until
| tumed 12 or 13 and my mom and Ross’split.up and then it all ended". He reports when they moved out of Ross's house his
mother started "escorting” agam Client teports he stayed with friends and his sister for the next 3 years of his life, 12-15 and at 15
bio-mcther sent him to live w;th his sister and stated, "She just never had me come home again". Client reprots that at 16 years of
age sister put client in foster,pare when, 'Her boydriend got tired of him being around". He reports the initial foster home was good
for the first 6 months, but he yas remgved as:a result of negligence on behalf of the foster parents when he got stung by bees (he
was allergic) when he ws movmg the:lawn. Client reports he went from there to a group home until he was 18 years of age.

Discipline: Client report§ he was paddled by his aunt or uncle,when he was younger and was unable to recall any significant
instances where he was abuied in any way.

Current contact with fan)lly of Origin: Biological Mother - Client reports his mother continues to escork" and states,"She uses
this as a crutch, and threateqs that if I-don't give her money she will have to escort and that it will be my fauit”. Biological Father:
Client reports he first met his:father-iast year. Client was told by bio-Mom that his father was physically abusive and attempted to
"keep my sister away from my Mom", however, the Mother eventually "got her back”, but client does not know how this transpired.
Client reports his father was ginaware:of his existence and acutally had a DNA test done which proved he was the biological father.
Client reports that when he n;et his father. he got to meet . 9 other siblings he never know about. Client did not elaborate on his
retationship with his father, hpwever his fatheris a Palestinian of Arabic descent and over the past year client has begun to refer to
himself as a Arabic, which is‘a stresser from the SM/ W perspective as she is Arabic and is offended by him taking on his fathers
identity superficially. This is significant due to the clinet's [ack of internal identify and sense of self, which greatly impacts his
interpersonal relationships in a variety of contexts. Client also indicates to others that he has this close, recirprocal relationship with
his family members, which i ls not true; which aiso creates a sense of frustration in SM/W who enjoys close family ties with family
members.

Other

Safety Plan: Client indicates. ‘he expects fo reunify with SM/W and acknowiedges that a & month separation while they work on their
issues might be appropriate. He also indicates a willingness to faciliate-marriage couseling but states, 'l don't know if she will do it".
Client admitted he has told pgople 'he couldn't deal with stuff like, "me losing my wife means | have nothing to live for; but if we
were without one another | think | would shut down and not be able to work or care about school. Without her | cannot function in
my life; before her | was depressed”. Client also indicated that without his wife he, "Would be playing video games and not reaching
promotable status”. Client regorted at thé end of this assessment however, that despite indicating he would not be able to cope if
his wife left him, he would nq harm himself and would find a way to deal with the pain, and indicated a willingness to utilize FAP,
BH or ER should he experem‘ce suicidal ideatien.

SI/HI Assessment: Chronic rigk-factér(s) - Perpetuating Risk Factors - permanent and non-modifiable:Male, anticipating
separation/divorce; Parental:History of stibstance abuse; History of impulsivefreckless bahaviors, History of Violent behaviors.
Predisposing and Potentially Modlf able Risk Factors: Axis |l characteristics; low self-esteemAcute risk-factor(s): Relationship
stressors; Anticipating sepamﬁonldlvorce denied current suicidal ideation but endorses past suicidal ideation with no plan, and
indicates that he would be mgre lieklty'to exhibit depresssive symptomolegy such as isolation than attempt suicide currently;
Psychological Pain in responge to the loss of relationship which he endorses as the only thing thing that keeps him gcing;
Unresolved anger; Poor Problem-solving skills; Cognitive Constriction, Few reasons for living/Loss of meaningMitigating
factor(s).denied suicidal |dea§|on no:recent history of suicide attempts, no previous history of suicide attempts, absence of
alcohol/substance abuse, abgsence of psychosns no weapon in the home, willingness to engage in counseling.Overall Risk of
Self-Harm (or harm to others) MODERATE risk at this time..

A/P Last Updated by PETO.GENIEL A @ 19.Aug 2010 1119 PDT

1. Partner relational problem '
Procedure(s): -Social Work Individual Outpatient Counseling 75-80 Minutes x 1

Disposition Last Updated bg PETO.GENIEL A @ 19 Aug 2010 1120 PDT

Released w/o Limitations
Follow up: as needed in the FAMILY ADVOCACY WACH clinic.
Discussed: Diagnosis, Medlcanpn(s)/Treatment(s) Altemnatives, Potential Side Effects with Patient who indicated understanding,

Signed By PETO, GENIEL.A (FAP CASE MANAGER) @ 13 Oct 2010 1603

CHANGE HIST ORY

The Patientis a 24 year old ma

He reported: Encounter Bacl@rqund lnfnrmaﬁon Assessment reference FAP case referral received from MP's 8/16/10.S: Client arrived on time, appropriately groomed,
with fair hygiene and normal posti Sff .endly and perative, Client was alert with normal movement and dear speech. His affect was anxious, but not
Inappropriate to the circumstance. Clle;n‘s memory appeared ‘intact and he was oriented X4. No gross abnomalities regarding thought p ntent was noted; he was
devoid of obvious perceptual disturbawes and demonstrated fair reasoning, judgment and insight.
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C AL R STANDARD FORM 600 (REV. 5)
THIS INFORMATION IS PROTEC ! %%mﬁmm%mﬁ% %&H?ltlve Prescribed by GSA and ICMR
TO THIS INFORMATION IS A \{IOLATION‘OF F] EDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 201-45.505
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e 0162-10-CID146-25272

HEALTH RECORD _ | . ... CHRONOLOGICAL RECORD OF MEDICAL CARE

18 Aug 2010 0858 . L .
Facility: Weed ACH Fort Irwin, CA Clinic: FAMILY ADVOCACY WACH  Provider: PETO,GENEIL A.

O: Client acknoweldges he is top dependent

hls wnfe due to early life expenenm and states, "Since | came back from [raq | get angry easier”.
A We reviewed confidentiality X3. Client | identi the t (Wife's job upsets her a [ot), Pending move (FM/W is not happy about PCSing
as only has 8 months left); Lonelinessfsolation (lss who has close famnly, but not an'issue for client who grew up independent and alone (foster homes)); Medical
(Wife underwent recent surgery and hgd miscarriage):Family: Disagreements (Client indicated he defers to his wife as her culture does not typically support female autoriomy).
Client stated the following with regard@ underlying namics, issues and concems in this refationship, "Client stated, I can teli you what's wrong with me - not having a family
around me when | was growoing up ang having, heriand her famrly makes me feel whole and | want to be with her - she loves me and fakes care of me and | want to be with her
all the time, that stresses her out™. A sgfety planwas devused iregarding the relationship and client's welk-being. P: This case meets criteria for FAP and is anticipated to be
presented at CRC 9/8/10. A treatment&lan will be dewsed in the interim, and it was suggested to Command soldier may benefit from attending anger management class Thur
for 8:30 - 10:00 prior to be adjudicated In part to; asslst timin |dentrfymg unresoived anger and i ing how he il others, in addition to providing
additional support during the anuc:patqi separation from:his wife.

[FEamily history .

Encounter Background lnformaﬁon . i

Regarding family of Origin: Cliegt stated, ™| can tell you what's wrorig with me - not having a family around me when ! was growoing up and having her and her family
makes me feel whole and | want o be. !nth her - she lovesme and takes care of me and | want fo be with her all the time, that stresses her out".

Substance Use/Abuse: Client rts mat mily history of marijuana use, which he indicated was not bad enough to require treatment Client reports his
step-father consumes aleohol, o an nt that he should recieve treatment.

Mental lliness: Client reports mv.gher has:an.aufistic brother and states his sister who was a "wild child' was hospitalized as a teen for 2 months due to client mother and
step-father's inability to control her. Cligat reports' this:sister is doing well currently, living in N,Carolina, with 4 children.

Family Interactions during mfomaﬂve years: jent indicates he was raised by his Aunt and Uncle for the first § years of his life, as his biological mother was an

"escorf’ and not around much Client r!ports his blologl-l mother and biological fahter Jarkke, had a daughter, his sister, in 1984 and split up after he was concieved but prior

to his birth in 1985. Client i tes he'did not meet-hi logical father Jarri until he was 23 years old. When client tumed 6 his bio-mother married Ross, who was, "a good
guy". The family moved info Ross's hogse and he tiad the opprotunity to become invoived in sports at school and states, "Life was great until | tumed 12 or 13 and my mom
and Ross split up and then it ali ended?. He reportsiwhen they moved out of Ross’s house his mother started "escorting” again. Client reports he stayed with friends and his
sister fot the next 3 years of his life, 12;15 and at-15 bie-mother sent him to live with his sister and stated, "She just never had me come home again”. Client reprots that at 16
years of age- sister put client in foster ¢ care when, 'Her boydriend got tired of him being around". He reports the initial foster home was good for the first 6 months, but he was
removed as a result of negligence on hehalf of the foster parents when he got stung by bees (he was allergic) when he ws moving the lawn. Client reports he went from there
to a group home until he was 18 years;afage

Discipline: Client reports he wa; paddied by his aunt or uncle,when he was younger and was unable to recall any significant instances where he was abused in any

way.

Current contact with family of Ongln Biological Mother - Client reports his mother continues to "escort” and states,"She uses this as a crutch, and threatens that if | don't
give her maney she will have fo escort and that it will be my fault". Biological Father: Client reports he first met his father last year. Client was told by bio-Mom that his father
was physically abusive and attempted:fo "keep my:sister away from my Mom", however, the Mother eventually "got her back”, but client does not know how this transpired.
Client reports his father was unaware gf his existerice and-aciitally had a DNA test done which proved he was the biological father. Client reports that when he met his father
he gotto meet 9 other siblings he nevpr kriow about. Client did not elaborate on his relationship with his father, however, his father is a Palestinian of Arabic descent and
over the past year client has begun to sefer to himselfas a Ardbic, which is a stressor from the SM/ W perspective as she i s Amblc and is aﬁended by him taking on his father's
identity superficially, This is significant due to the clinet's lack of internal identify and sense of self, which greatly i 4s his ips in a vanety of contexts,
Client also indicates to cthers that he has this close; retirprocal relationship with his family members, which is not true, which also creates a sense of frustration in SM/W who
enjoys close family ties with family me:;xbers

Other _

Safety Plan: Client mdlcates ‘he expecly to reumfymth SMMrand acknowledges that a 6 month separation while they work on their issues might be appropriate. He also
indicates a willingniess to faciliate marr;age couseling but states, 'l don't know if she will-do it". Client admitted he has fold people *he couldn't deal with stuff’ like, "me losing my
wife means | have nothing to live for; bt if we were without afie another I think ! would shut down and not be able to work or care about school. Without her | cannot function in
my life; before her | was depressed”. Cfient also- ‘indicated that without his wife he, "Would be playing video games and not reaching promatable status®. Client reported at the
end of this assessment however, that gespite indicating he would not be able to cope if his wife left him, he would not harm himself and would find a way to deai with the pain,
and indicated a willingness to utilize FAP, BH or ER should he expereince suicidal ideation,

SU/HI Assessment: Chronic risk-factor(g) - Perpetuiating Risk Factors - pennanent and nnn—modi‘ﬁ ble:Mal ticij i Paremal Hlstory of subsiance
abuse; History of impulsive/reckless highaviors, History of Violent b i ially Modifiable Risk Factors: Axis || istics; low self- \cut
risk-factor(s): Relationship stressors; Antlclpatmg separation/divorce; denied current suucldal |deat|on but endorses past sulcldal ideation with no plan, and indicates that he
would be mare liekity to exhibit depresgsive symptoimology:such as isolation than attempt suicide currently; Psy ical Pain in resp to the loss of relatienship which he
endorses as the only thing thing that kéeps him going; Unresolved anger; Poor Problem-solving skills; Cognitive Cons'.nctlon Few reasons for living/Loss of meamnnggatmg
factor{s):denied suicidal ideation, no rgcent histdry of suicideattempts, no previous history of suicide at of alcohol/! £ abuse, ab of psy is, no

weapon in the home, willingness to enqage in counseling. Overall Risk of Self-Harm (or harm to others): MODERATE risk at this time..

Family History
«'No Family History of marital history (General FHx)
+‘No Family History of mental illness (not retardation)
" (General FHx)
=:No Family History of alcoholism (General FHx)
- No family history [use for free text] (General FHx)

Social History

No Social History Found.

Active Medications
No Active Medmtlons Found
I 3

Signed PETO, GENEIL A. (FAP CASE MANAGER) @ 19 Aug 2010 1120

i

Name/SSN: SALEH, GARY WALTER/247633730

Sex: v Sponsor/SSN:  SALEH, GARY WALTER/247633730
FMP/SSN: 20247633730 Tel i 808-936-6997 Rank: SPECIALIST
DOB: 08 Nov 1985 Tel W:  808-285-9891 Unit: WHS3A0FC
PCat: All.2 USA ACTIVE DUTY cs. L Outpt Rec. Rm: SB TMC 1 RECORD ROOM
ENLISTED :
MC Status: PCM: SKEEN,PHILLIP MARK
Insurance: No Tel. PCM:
C g qg%g) t jtive STANDARD FORM 600 (REV.5)
THIS INFORMATION IS PROTECTE] PRIVAC %%w%p&%& %81%? Prescribed by GSA and ICMR
TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 201-45.505
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0162-10-CID146-25272

HEALTH RECORD | —_~ CHRONOLOGICAL RECORD OF MEDICAL CARE

Patient: SALEH, GARY WALTER @ate: 17 Aug 2010 1419 PDT Appt Type: T-CON*
Treatment Facility: WEED A:CH . i Clinic: FAMILY ADVOCACY WACH Provider: PETO,GENEIL A.
Patient Status: Outpatient ; Call Back Phone: (808)-936-6997

Reason for Telephone Congult: F[U té FAF';;case

AutoCites Refreshed by PET!O.GENIEU&_@EIW Aug 2010 1431 PDT

:Family History

¥ No Family History of marital history

- (General FHx)

»-No Family History of mental iliness (not
- retardation) (General FHx)

= No Family Histery of alcoholism
1 (General FHx)

+*No family history [use for free text]

= (General FHx)

‘Social History
No Social History Found,

Active Medications
No Active Medications Found.

SO Note Written by PETO,ggNEIL A, @ 17 Aug 2010 1436 PDT
Subjective ' P

Received call from MP's on 16 Aug 2010 at 20:58, regarding a physical altercation that occurred at the couple's home at 19:22 this
evening. MP's report a verbal altercation tumed physical when SM/H punched SM/W in the stomach muitiple times. Due to having
undergone recent abdominal surgery SM/W was taken to the ER by ambulance. Platoon SGT Williams put a 72 hour no contact
order in place. Attempt to coptact SM/H 8/17:was unsuccessful. Made contact with 1SGT Castro who advised SM/H is in school

until 17:00 and will have him report for FAP assessment 8/18 at 7:30.

AIP Last Updated by PETO.GENIELA @.17 Aug 2010 1436 PDT
1. PARTNER RELATIONAL PROBLEM .

Disposition Last Updated by PETO.GENIEL.A @ 17 Aug 2010 1436 PDT

Follow up: as needed in 1 day(g) in the FAMILY ADVQCACY WACH clinic or seoner if there are problems.
Discussed: Diagnosis, Medicatipn(s)/Treatment(s), Alternatives, Potential Side Effects with Patient who indicated understanding.

Signed By PETO, GENIEL A (FAP CASE MANAGER) @ 17 Aug 2010 1436

Name/SSN: SALEH, GARY WALTER/247633730
M

Sex: Sponsor/SSN:  SALEH, GARY WALTER/247633730
FMP/SSN: 20/247633730 Tel H:  808-936-6997 Rank: SPECIALIST
DOB: 08 Nov 1985 Tel W: 808-285-9891 Unit: WHS53A0FC
PCat: A11.2 USA ACTIVE DUTY C8: Outpt Rec. Rm: 5B TMC 1 RECORD ROOM
ENLISTED .
MC Status: Status: PCM: SKEEN,PHILLIP MARK
Insurance: No Tel. PCM:
R —
: - ] N : , e STANDARD FORM 600 (REY. 5)
THIS INFORMATION IS PROTECYEG BT AT CP e Toot I 004 IREGAMENE RRBSIIVE 1 ey coh asd 1cMm
TO THIS INFORMATION IS A VIOLATION:OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 201-45.505
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0162-10-CID146-25272

HEALTH RECORD I R e CHRONOLOGICAL RECORD OF MEDICAL CARE
Patient: SALEH, GARY WALTER Pl f_Date: 04 Aug 2009 1000 PDT Appt Type: EST
Treatment Facility: COMMUNITY ° : Clinic: SOCIAL WORK WACH Provider:
MENTAL HEALTH SERVICE FT. IRWIN - ALDERMAN-SCHAEFER,SUSAN M

Patient Status: OQutpatient

Reason for Appointment: fju
Appointment Comments:

licbw 21jul
AutoCites Refreshed by ALQERMAN-SCHAEFER,SUSAN M @ 04 Aug 2009 1230 PDT
I::r:blems Allergies
roc: : * No Known Allergies
» Acute reaction to stress w;th mlxed voos ° g
disorders ; -
» Testicular neoplasm
* Nicotine dependence
* Preventive medicine newpatlent
evaluation adult 18-39
* Need for typhoid vaccinatipn
* Visit for: administrative pugposes
» Visit for: military services physical
» Visit for: accupational h h/ﬁtness
exam
« Nonvenomous insect bite
Active Medications T
Active Medications S Status Sig " Refills Left Last Filled
OXYCODONE HCL/ACETAMINOPHEN . Active Tl TAB PO TID #30 RF0 NR 29 Jul
5MG-325MG, TABLET, ORAL . 2009
TRAMADOL HCL, SO0MG, Tlv}BLET, ORAL Active Tl TAB PO TID #30 RFO NR 27 qul
2009
Silver Sulfadiazine 1%, Cream, . Active APPLY IN 1/16 INCH NR 24 Jul
Topical . LAYER ONCE TO TWICE A 2009
DAY
NAPROXEN, 250MG, TABLQT, ORAL ' Active Tl TAB PO BID NR 15 Jul
: 2009
Nicotine 7mg/24hr, Trgnsdermal Active APPLY ONE PATCH PER lof1l 15 Apr
system, Transdermal DAY FOR 7 DAYS #7 RFl 2009
Nicotine 1l4mg/24hr, Transdermal Active APPLY 1 PATCH TO lof 1l 15 Apr
system, Transdermal CLEAN, DRY, HAIR-FREE 2009
AREA OF THE SKIN QD F7
#7 RF1
Nicotine 21mg/24hr, Transdermal Active APPLY 1 PATCH TO lof 1l 08 Apr
system, Transdermal ° ’ CLEAN, DRY, HAIR-FREE 2009
AREA QOF THE SKIN QD
F7D
Bupropion Hydrochloride 150mg, Active Tl TAB PO QBM F3 THEN 4 of 4 08 Apr
(Zyban), Extended relgase tablet, 1 TAB BID 2009
Oral
VARENICLINE TARTRATE, 1MG, TABLET, Active T 1 TAB PO BID AS 4 of 4 03 Nov
ORAL DIRECTED #1 RF4 2008

SO Note Written by ALDERMAN -SCHAEFER.SUSAN M @ 04 Aug 2009 1230 PDT
Chief complaint _
The Chief Complamt is: | am having anxiety, sleeplessness and startle very easily since EOD explosion a few days ago.
Reason for Visit _
Follow Up
:60 Min.
History of present iliness _

The Patient is a 23 year old male;

Client was involved in a blast explosion wﬁile training over past week and burned on hand severely and face and nose also burned
and bandaged. Client unable to write paperwork and took with him for someone to help him complete social history. He was able to

Name/SSN: SALEH, GARY WAI&;TER/Z,47633730

Sexx M Sponsor/SSN:  SALEH, GARY WALTER/247633730
FMP/SSN: 20/247633730 TelH:  808-936-6997 Rank: SPECIALIST
DOB: 08 Nov 1985 Tl W: 808-285-9891 Unit: WHS3A0FC
PCat: Al1.2 USA ACTIVE DUTY CS: Outpt Rec. Rm: SB TMC 1 RECORD ROOM
ENLISTED
MC Status: Status: PCM: SKEEN,PHILLIP MARK
Insurance: No Tel. PCM:
<. STANDARD FORM 600 (REY. 5)
THS mmmmsmmggﬁ . Qﬁmmmeﬁm&mcmmve Prseibed by Gl aetfendn
TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 20145.505
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0162-10-CiD146-25272

HEALTH RECORD | _ ' CHRONOLOGICAL RECORD OF MEDICAL CARE
04 Aug 2009 0942 ' B,
Facility: Weed ACH Fort Irwin, CA linic: Social Work Weed ACH Provider: ALDERMAN-SCHAEFER, SUSAN M

X and initial Consent to Treat document today. Client states he was given a sleep medication but remains unable to go to sleep. He
states when he begins to fall asleep he is awakened by nightmares of event that happened to him deseribed above.~

Problem(s)
~1. Nightmares ~ 2. Not sleepmg with Medication ~3. Severe Startle Response~4. ~
Objective(s) (by problem number)~1 Intake~2. Further Appt~3. Refer to medical for evaluation of further medication to treat
symptoms of anxiety and stattle response and soothe sleep issue~4. ~
Interventions (by problem number) ~1. Walk In appt ~2. Intake appt~3. medical referral~4. further counseling~.
Subjective _
Client presented to appt today and reports feeling better (bandages are off hand and treatment to restore movement and range of
motion continue with medicaldoctors. Client reports likely he will change units and feels okay about that. Client states that he would
like to continue counseling foy a while and will make appt for 2 weeks with provider.
Physical findings _
General appearance:

® Normal. ° Awake. ° Agert_ ° Oriented to time, place, and person. ° Active. ° In no acute distress.
Neurological: ' .

° No hallucinations. ° Mental status was normal.
Psychiatric Exam: ;

Mood: ° Euthymic.

Affect: © Normal.

Thought Processes: ° Npt impaired.

Thought Content: ° Revgaled no impairment. ° Insight was intact. ° No suicidal ideation. ° No homicidal ideations.

AIP Written by ALDERMAN-$ CHAEFER SUSAN M @ 04 Aug 2008 1234 PDT
1. ACUTE REACTION TO SmSS WITH MIXED DISORDERS
Procedure(s): t -Social Work Individual Outpatient Counseling 45-50 Minutes x 1

Digposition Written by ALDERMANSCHAEFER SUSAN M @ 04 Aug 2008 1235 PDT
Released w/o Limitations K

Signed By ALDERMAN-SCHAEFER, SUSAN M (Social Worker, Weed ACH Fort Irwin, CA) @ 04 Aug 2009 1235

Name/SSN: SALEH, GARY WALTER/247633730

FMP/SSN:
DOB:
PCat:

MC Status:

Insurance:

Sex: M ' Sponsor/SSN:  SALEH, GARY WALTER/247633730
20/247633730 TelH: 808-936-6997 Rank: SPECIALIST
08 Nov 1985 Tel W: 808-285-9891 Unit: WHS53A0FC
Al1.2 USA ACTIVE DUTY CS: Qutpt Rec. Rm: 8B TMC 1 RECORD ROOM
ENLISTED

Status: PCM: SKEEN, PHILLIP MARK
No Tel. PCM:

s nworaaamion s reore g LR S O B niorcement Sengitive T rontmasyo

TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 201-45.505
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0162-10-CiD146-25272

Patient Status: Outpatient *

HEALTH RECORD | : .+ CHRONOLOGICAL RECORD OF MEDICAL CARE
Patient: SALEH, GARY WAL TER | {bate: 21 Jul 2009 0800 PDT Appt Type: WELL
Treatment Facility: COMMUNITY . { .::Clinic: SOCIAL WORK WACH Provider.
MENTAL HEALTH SERVICE FT. IRWIN | ALDERMAN-SCHAEFER,SUSAN M

Reason for Appointment: f{u
Appointment Comments: |
sir 17 Jul

AutoCites Refreshed by ALQERMANSCHAE«FER,SUSAN M @ 22 Jul 2009 1001 PDT
Problems i S -

‘ Allergies
Chronic: : c + No Known Allergi
» Acute reaction to stress with mixed : 0 Known Allergies
disorders : C
» Testicular neoplasm
» Nicotine dependence
- Preveritive medicine new patient -
evaluation adult 18-39 ! :
» Need for typhoid vaccinatipn
« Visit for: administrative pujfposes
- Visit for: military services physical
- Visit for: occupational heajth/fitness
exam i
» Nonvenomous insect bite -
Active Medications EEE T
Active Medications e Status Sig Refills Left Last Filled
OXYCODONE HCL/ACETAMINOPHEN; Active T1 TAB PO TID NR 22 Jul
5MG-325MG, TABLET, ORAL : : 2009
NAPROKEN, 250MG, TABLET, ORAL Active T1 TAB PO BID NR 15 Jul
2009
Nicotine 7mg/24hr, Transdermal Active APPLY ONE PATCH PER lofl 15 Apr
system, Transdermal : . : DAY FOR 7 DAYS #7 RF1 2009
Nicotine l4mg/24hr, Tgansdermal Active APPLY 1 PATCH TO lofl 15 Apr
system, Transdermal CLEAN, DRY, HAIR-FREE 2009
: AREA OF THE SKIN QD F7
. #7 RF1 ‘
Nicotine 2lmg/24hr, Transdermal Active APPLY 1 PATCH TO lof 1l 08 Apr
system, Transdermal CLEAN, DRY, HAIR-FREE 2009
AREA OF THE SKIN QD
F7D
Bupropion Hydrochloride 150mg, Active Tl TAB PO QAM F3 THEN 4 of 4 08 Apr
(Zyban), Extended relgase tablet, 1 TAB BID 2009
Oral ’
VARENICLINE TARTRATE, 1MG, TABLET, Active T 1 TAB PO BID AS 4 of 4 03 Nov
ORAL DIRECTED #1 RF4 2008

S0 Note Written by ALDERMAN-SCHAEFER;SUSAN M @ 22 Jul 2008 1002 PDT
Chief complaint _ . )
The Chief Complaint is: | am having anxiety; sleeplessness and startle very easily since EOD expiosion a few days ago.
Reason for Visit _
Foilow Up
160 Min.
History of present illness _
The Patient is a 23 year old male.
He reported: No sleep djsturbaneces, no less of interest in activities, and no anhedonia. Increased energy.

Client was involved in a blast explosion while fraining over past week and bumned on hand severely and face and nose also burned
and bandaged. Client unable to write paperwork and took with him for someone to help him complete social history. He was able to
X and initial Consent to Treat document today. Client states he was given a sleep medication but remains unable to go to sleep. He
states when he begins to fall asleep he is awakened by nightmares of event that happened to him described above.~

Name/SSN: SALEH, GARY WALTER/247633730

S M Sponsor/SSN:  SALEH, GARY WALTER/247633730
EMP/SSN: 20/247633730 TelH: 808-936-6997 Rank: SPECIALIST
DOB: 08 Nov 1985 Tel W: 808-285-9891 Unit: WHS3A0FC
PCat  Al12 USA ACTIVE DUTY cs: Outpt Rec. Rm:  SB TMC 1 RECORD ROOM
ENLISTED -
MC Status: Status: PCM: SKEEN PHILLIP MARK
Insurance: No . . Tel. PCM:
O OO G4 OF Y&, = ; e STANDARD FORM 600 (REV. )
THIS INFORMATION IS PROTEC HHE A%T% Enforcement Sengitive o by csa s 1om
TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 20145505
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0162-10-CID146-25272

HEALTH RECORD | ‘ » CHRONOLOGICAL RECORD OF MEDICAL CARE
21 Jul 2009 0755 . .
Facility: Weed ACH Fort Irwin, CA {.‘.linic: Social Waork Weed ACH Provider: ALDERMAN-SCHAEFER, SUSAN M
Problem(s)

~1, Nightmares ~ 2. Not sgeepmg with Medlcatlon ~3. Severe Startle Response~4. ~
Objective(s) (by problem numben~1. Intake~2 Further Appt~3. Refer to medical for evaluation of further medication to treat
symptoms of anxiety and stagtle response and soothe sleep issue~4. ~
Interventions (by problem number) ~1. Walk In appt ~2. Intake appt~3. medical referral~4. further counseling~.
Subjective _
Client placed on medication tp treat symptoms and reports that it has been effective over past few days. Client states feeling better
and that most time pain from physical i injury feels better.
Client discussed issue that is bothenng him and developed plan for improving his situation.
Physical findings _
General appearance:
° Normal. ° Awake. ° Afert. Onented to time, place, and person. ° Active. ° In no acute distress.
Neurological:
* No hallucinations. ° Mental status was normal.
Psychlatnc Exam:
Mood: ° Euthymic.
Affect: ° Normal.
Thought Processes: ° Npt impaired;
Thought Content: ° Revgaled no impairment. ° Insight was intact. ° No suicidal ideation. ° No homicidal ideations.

AIP Written by ALDERMAN-§CHAEFER, SUSANM @ 22 Jul 2009 1008 PDT
1. ACUTE REACTION TO S'[RESS WITH MIXED DISORDERS
Procedure(s): : ~Social Work Individual Outpatient Counseling 45-50 Minutes x 1

Disposition Written by ALDERMAN-SCHAEFER,SUSAN M@ 22 Jul 2008 1009 PDT

Released w/o Limitations

Signed By ALDERMAN-SC‘S{AEFE_R, SUSAN M (Social Worker, Weed ACH Fort rwin, CA) @ 22 Jul 2009 1009
i >

Name/SSN: SALEH, GARY WALTER/247633730

Sex: M Sponsor/SSN: SALEH, GARY WALTER/247633730
FMP/SSN: 20/247633730 TelH:  808-936-6997 Rank: SPECIALIST
DOB: 08 Nov 1985 Tel W: 808-285-9891 Unit: WHS53A0FC
PCat; Al12USA ACTIVEDUTY CS: Qutpt Rec. Rm:  SB TMC 1 RECORD ROOM
ENLISTED
MC Status: Status; PCM: SKEEN,PHILLIP MARK
[nsurance; No Tel. PCM:
- +
CHR DERT AL -RE . STANDARD FORM 600 (REV. 5)
4 ﬁ??ﬁ itive
THIS INFORMATION IS PROTECTE] T PRIV A g%m -S%PI&XS'&ME &8&? Prescribed by GSA and ICMR
TO THIS INFORMATION IS A \{IOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 201-45.505
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0162-10-CiD146-25272

HEALTH RECORD _| : CHRONOLOGICAL RECORD OF MEDICAL CARE
Patient: SALEH, GARYWALTER * | Date: 17 Jul 2009 0800 PDT Appt Type: EST
Treatment Facility: COMMUNITY . :  :iClinic. SOCIAL WORK WACH Provider:
MENTAL HEALTH SERVICE FT. IRWIN ALDERMAN-SCHAEFER,SUSAN M

Patient Status: Outpatient = :

Reason for Appointment: iptake : .
Appointment Comments: "
licbw 16jul

AutoCites Refreshed by ALQERMAN-SCHAEFER,SUSAN M @ 20 Jul 2009 0828 PDT
Problems ; R ’

Chronic:

« Testicular neoplasm

- Nicotine dependence E

» Preventive medicine new.patient
evaluation adult 18-39 °

» Need for typhoid vaccinatipn

* Visit for: administrative pufposes -

» Visit for: military services physical

« Visit for: occupational heajth/fitness
exam o

» Noavenomous insect bite

Aljergies
» No Known Allergies

Active Medications

Active Medications . Status Sig Refills Left Last Fiiled
HYDROCODONE BIT/ACETMINOPHEN,- . Active Tl TAB PO TID FOR PAIN NR 17 Jul
5MG-500MG, TABLET, ORAL L _ 2009
NAPROXEN, 250MG, TABLET, ORAL Active Tl TAB PO BID NR 15 Jul
v . 2009
Nicotine 7mg/24hr, Transdermal Active APPLY ONE PATCH PER 10f1 15 Apr
system, Transdermal . DAY FOR 7 DAYS #7 RF1 2009
Nicotine 14mg/24hr, Tgansdermal Active APPLY 1 PATCH TO leofl 15 Apr
system, Transdermal CLEAN, DRY, HAIR-FREE 2009
) AREA OF THE SKIN QD F7

#7 RF1
Nicotine 2lmg/24hr, Transdermal Active BPPLY 1 PATCH TO lofl 08 Apr
system, Transdermal CLEAN, DRY, HAIR-FREE 2009

AREA OF THE SKIN QD

F7D
Bupropion Hydrochloride 150mg, Active T1 TAB PO QAM F3 THEN 4 of 4 08 Apr
(zyban), Extended relaase tablet, . 1 TAB BID 2009
Oral : 3
VARENICLINE TARTRATE, 1MG, TABLET, Active T 1 TAB PO BID AS 4 of 4 03 Nov

ORAL DIRECTED #1 RF4 2008

SO Note Written by AL DERMAN-SCHAFFER.SUSAN M @ 20 Jul 2008 0828 PDT
Chief complaint _ :
The Chief Complaint is: | am having anxiety, sleeplessness and startle very easily since EOD explosion a few days ago.
Reason for Visit _ :
Intake:60 Min.
Referred here _
By Command [], Self [X
1, Emergency Department [ ], Medical [ ], Legal [ ], Other [1.
History of present iliness _°
The Patient is a 23 year old male. '
He reported: Military senvice in the Army and currently on active duty.
Anxiety, sleep disturbanges, loss of interest in activities, anhedonia, and increased energy.

Client was involved in a blast explosion while training over past week and burned on hand severely and face and nose also bumed
and bandaged. Client unable to write paperwork and took with him for someone to heip him complete social history. He was able to
X and initial Consent to Treat document today. Client states he was given a sleep medication but remains unable to go to sleep. He
states when he begins to fall asleep he is awakened by nightmares of event that happened to him described above.

Visit related to Deployment No.[X ~ * -

Name/SSN: SALEH, GARY WAI?TER/247633730

FMP/SSN:
DOB:
PCat:

MC Status:
Insurance:

Se?c: M Sponsor/SSN: SALEH, GARY WALTER/247633730
20/247633730 . Tel H:  808-936-6997 Rark: SPECIALIST
08 Nov 1985 Tel W: 808-285-9891 Unit: WHS53A0FC
Al1.2 USA ACTIVE DUTY CS: Outpt Rec. Rm:  SB TMC 1 RECORD ROOM
ENLISTED

Status: - PCM: SKEEN,PHILLIP MARK
No : Tel. PCM:

515 IFORMATION 5 PrOTEC ) DO B S O T e (REGRIISAE REMFIIVE  rrccmeaty Gt st 1cm

TO THIS INFORMATION IS A ¥ OLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 201-45.505
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0162-10-CID146-25272

HEALTH RECORD [ ) 7= CHRONOLOGICAL RECORD OF MEDICAL CARE
17 Jul 2009 0751 ) —_— .
Facility: Weed ACH Fort Irwin, CA  linic: Social Work Weed ACH Provider: ALDERMAN-SCHAEFER, SUSAN M

1, Yes [ ], Details [].
Past medicalisurgical hnstug
Reported History:
Medical: Past medical hlstory was reponed by the patient Medical Problems: Yes[ ], No [ X], Details []
Past Surgeries: Yes [ ], No [X
1, Details [ ].
Reported medications: Not takmg OTC medications.
Previous therapy _
No history of psychnatnc therapy; No history of herbal medicines
Personal history _
Personal history: No recent egal problems
Behavioral history: No caffeine use.
Alcohol: No consumption of glcohol.
Drug use: Not using drugs.
Home envirenment: No difficylty understanding spoken English and no difficulty reading English. Native language English. The
cultural background Cam:asmn .
Abuse / neglect: No abuselngglect and no sexual contact or exposure without consent.
Work: No work history report;d
Family: No remarkable family social history. Current living situation? [ in Barracks], Current family constellation? [ Self

Functlonal status: Psychosoq:al support is sufficient.

Family history _
Medical Problems: [no

No alcoholism
No mental iliness (not retardaﬂon) No (], Yes[], Details []
No remarkable marital history.

Subjective _

Limits of Conﬁdentxallty Rewawed with patuent patient verbally acknowledged understanding and signature obtained..

Review of systems _

Systemic symptoms: Nof fagling tired (fatlgue)

Gastrointestinal symptoms; Normal appetite.

Neurological symptoms: Ne decrease in concentrating ability.

Psychological symptoms: No depression, a desire to continue living, and no previous suicide attempt. No violent behavior, no
low self-esteem, not fee{mg guilty, and not being upset by problems at home or work. Ne disturbing or unusual thoughts,
feelings, or sensations and no interpersonal relationship problems.

Physical findings _

Judgment: Good [ X, Fair [], Poor [ } ~~TREATMENT PLAN (JCAHO Std. PC.4.10) ~

Patient Strengths: Employed Educated; Motivated for Treatment  ~

Barriers to treatment: Soldier's Schedule for Work in his unit  ~

Problem(s)~1. Nightmares ~2. Not sleeping with Medication ~3. Severe Startle Response~4. ~

Objective(s) (by problem number)~1 Intake~2. Further Appt~3. Refer to medical for evaluation of further medication to treat

symptoms of anxiety and staftle response and soothe sleep issue~4. ~

Interventions (by problem number) ~1. Walk [n appt ~2. Intake appt~3. medical referral~4. further counseling~.

General appearance:

° Normal. ° Awake, ° Ajert ° Oriented to time, place, and person. ° Active. ° In no acute distress.

Neurological:

° No hallucinations. ° Mental status was normal.

Speech: * Normal. °© Sufﬁclent nonverbal communication skills were demonstrated.

Psychiatric Exam:

Appearance: ° Normal.

Demonstrated Behavior; ° Behavior demonstrated no abnormalities.

Attitude; ° Not abnormat,

Mood: ° Euthymic.

Affect: ° Normal.

Thought Processes: ° Not impaired. .

Thought Content: © Revgaled no impairment . ° Insight was intact. ° No suicidal ideation. ° No suicidal plans. ° No suicidal
intent. ° No homicidal ideations. * No homicidal plans. ° No homicidal intent.

AJP Written by ALDERMAN-SCHAEFER:SUSAN M @ 20 Jul 2009 0856 PDT
1. ACUTE REACTION TO SFRESS WITH MIXED DISORDERS

Procedure(s): : -Social-Work Individual Outpatient Counseling 45-50 Minutes x 1
Name/SSN: SALEH, GARY WALTER/247:633730
! Sex: M Sponsor/SSN:  SALEH, GARY WALTER/247633730
FMP/SSN: 20247633730 TelH: 808-936-6997 Rank: . SPECIALIST
DOB: 08 Nov 1985 Tel W: - 808-285-9891 Unit: ‘WHS33A0FC
PCat: Al1.2 USA ACTIVE DUTY CS:- Outpt Rec. Rm: 8B TMC 1 RECORD ROOM
ENLISTED t =
MC Status: Statiis: PCM: SKEEN,PHILLIP MARK
Insurance: No ) Tel. PCM:
r
\ 'E R STANDARD FORM 600 (REV. 5)
THS INFORMATION IS PROTEC" LR A BRI e Rt SERSItive T iy coamdiovr
TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 201-45.505

Page 2 of 3



0162-18-CiR146-36272

HEALTH RECORD I ) CHRONOLOGICAL RECORD OF MEDICAL CARE
17 Jul 2009 0751 ' a2
Facility: Weed ACH FortIrwin, CA  €liic: Social Work Weed ACH Provider: ALDERMAN-SCHAEFER, SUSAN M

Disposition Written by AL RMAN-SCHAEFER SUSAN M @ 20 Jul 2009 0956 PDT
Released w/o Limitations ’

Signed By ALDERMAN-SCHAEFER; SUSAN M (Social Worker, Weed ACH Fort Irwin, CA) @ 20 Jul 2008 0957

Name/SSN: SALEH, GARY WALTER/247633730

Sex: M Sponsor/SSN:  SALEH, GARY WALTER/247633730
FMP/SSN: 20/247633730 TelH: 808-936-6997 Rank: SPECIALIST
DOB: 08 Nov 1985 Tel W:  808-285-9891 Unit: WH53A0FC
PCat: Al1.2 USA ACTIVE DUTY CSs: Outpt Rec. Rm:  SB TMC 1 RECORD ROOIV_I
ENLISTED
MC Status:; Status: PCM: SKEEN, PHILLIP MARK
Insurance: No Tel. PCM:
R STANDARD FORM 600 (REV. 5)
THIS INFORMATION IS PROTEC Enforcament Sensitive 5 e by cs su1ovr
TO THIS INFORMATION IS A VIOLATION OF FEDERAL LAW. VIOLATORS WILL BE PROSECUTED. FIRMR (41 CFR) 201-45.505
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