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"william belford" To jliebman@law.columbia.edu
<williambelford3@hotmail.co
m>
11/06/2005 09:09 PM boe

Subject Carlos HERNANDEZ's medical records

cC

received some of Carlos HERNANDEZ's medical records on saturday. as 1 wrote previously,
there was 1 instance of an in-patient stay and 3 of ER visits. what 1 have are the in-patient records
but the ER's records haven't been found in 2 searches - don't think they ever will

in brief, HERNANDEZ admitted himself 07/24/95 with a swollen left foot - he dropped a fire
exstinguisher on it 3 days before. diagnosed with cellulitis of left foot, diabetes mellitus and

cirrhosis.

records will be fed ex'd tomorrow. william
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James Liebman/CLS To
11/09/2005 12:25 PM cC
bce

Subject Fw: CH medical records

| just received some hosptial records for Carlos Hernandez, 1995, right before he went back into prison.
I'l send them to you. Here is a brief summary:

7/24-7/28/95: CH admitted to Memorial Medical Center in CC. Says he dropped a fire
extinguisher on his left foot 2 weeks earlier, causing “celluitis,” which was treated on in patient
basis during these days, before he was released. CH was also diagnosed with Diabetes Mellitus,
which had never before been treated (CH said this was the first he knew he had DM), and also
“cirrhosis”. Indications that CH was interested in learning how to treat his Diabetes. Says he has
a 10th grade education, is unemployed, single, self-pay (no insurance) and lists as his emergency
contact Cynthia Maxwell, whose relationship to him is “PR”. His height/weight is 5°7” and 150
Ibs. He has “liver disease — ‘I’'m a drinker’” and says he “drinks 12 pack and a half of beer each
day”. Records also indicate “seizure disorder.” Says he is Catholic. Referred for alcohol rehab
and diabetes training. His physician is listed as Mike Everett, M.D. Lists as his "friend" one
"Bobby", and gives phone number. That number is the one for Mary and Robert Jackson,
Cindy's parents.

James S, Liebman
Columbia Law School

435 W. 116th St., Box B-16
NY, NY 10027
212-854-3423
212-854-0031 (fax)
fliebman@law.columbia.edu
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IORIAL MEDICAL CENTER — CORPUS CHRIST, -XAS
PATIENT PROPERTY FORM

{To Be'Placed in Patient’s Charl)

Memorial Medicai Center is nelther responsible nor liable for any personal belongings, properiy or valuables brought
with you or to you during your hospitatization. Foryour own protection, It is strongly recommended-that you send any
such items home with a refative or friend, Shouid you choose to keep such items with you in your room during your hospit-
atization, it is at your own risk of toss, damage, or theft. Should any of your personal belongings gat lost, stélen, or mis-
piaced, the hospital has no obligation ic be responsibie for them. |f you have no one to send these personal articies heme
with, your valuables may be piaced in the hospital safe in-the Business Office unti? you are discharged. Your signing this

form below will verify your understanding of these respensibiiiti
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This is a listing of my possessions. | have had opporiunity to deposit my The above itermns were returned to
valuables for safe keeping and | understand that Memorial Medical Center is patient or auihorized naxt of kin.

relieved of responsibitity of possessions | have retained in my ro
O Check here if patiant insists on kesping valuables.
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