HISTORY & PHYSICAL
Patient Name: Wilson, Julia
Date of Birth: 11/23/1938
Date of Evaluation: 01/31/2023
Referring Physician: Dr. Richard __________
CHIEF COMPLAINT: The patient has relocated and is requiring Skilled Nursing Facility evaluation.
HISTORY OF PRESENT ILLNESS: The patient is an 84-year-old female with a history of COVID-19, cervical laminectomy dating June 2022, who has recently located from Alabama. She has chronic pain from her back and sciatica and has difficulty with walking. She had presented to Crestwood Medical Center on 12/30/2022 with generalized weakness, cough, and dyspnea. She was subsequently discharged on 01/06/2023. She had been started on dexamethasone, albuterol MDI, and further received three doses of remdesivir for COVID-19. She did not require any additional oxygen. She had previously taken torsemide for congestive heart failure and this was held during her acute hospitalization. She had then been admitted to the nursing home with a diagnosis of COVID-19, hypertensive heart disease with heart failure, unspecified atrial fibrillation, hyperlipidemia, and RLS. The patient was ultimately discharged as she has relocated to the Bay area. As noted, she continues with symptoms of chronic pain. She has a history of congestive heart failure. She has difficulty with gait.
PAST MEDICAL HISTORY: As noted includes:

1. COVID-19.

2. Hypertensive heart disease with heart failure.

3. Atrial fibrillation.

4. Hyperlipidemia.

5. RLS.

6. Spinal stenosis of the cervical region.

7. Sick sinus syndrome.

8. Insomnia.

9. Myelopathy.

10. Diseases of the pancreas.

11. Osteoarthritis.

12. Dysphagia.

13. Repeated falls.

14. Long-term use of anticoagulants.

15. Long-term current use of opioids.

16. Presence of cardiac pacemaker.

17. Presence of right artificial knee joint.
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PAST SURGICAL HISTORY:
1. Bilateral knee replacement.

2. Laminectomy and fusion.

3. Recurrent fall.

4. Status post permanent pacemaker Boston Scientific, unknown type.
MEDICATIONS:
1. Calcium 200 mg one daily.

2. Cymbalta 60 mg one daily.

3. Eliquis 2.5 mg b.i.d.

4. Flecainide 100 mg one daily.

5. Lipitor 10 mg one daily.

6. Metoprolol 50 mg one daily.

7. MiraLax 17 g daily.

8. Norco 325 mg one daily.

9. Potassium chloride 20 mEq daily.

10. Ropinirole 2 to 3 mg daily.

11. Spironolactone 25 mg b.i.d.

ALLERGIES: Steroids make her crazy.

FAMILY HISTORY: Mother with a history of heart disease.

SOCIAL HISTORY: She previously smoked in college only.
REVIEW OF SYSTEMS:
Constitutional: No fever or chills. No weight loss or gain.
Skin: Left foot pain only.

HEENT: She uses hearing aids.

Neck: She has stiffness and pain.

Respiratory: She has dyspnea.

GI: She has heartburn and constipation.

GU: She has frequency and urgency.

Musculoskeletal: She has right knee pain.

Neurologic: She has headaches.

Psychiatric: She reports nervousness and depression.

Endocrine: She reports cold intolerance.

Hematologic: She has easy bruising.
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PHYSICAL EXAMINATION:
General: She is in no acute distress. She has significant difficulty with gait.

Vital Signs: Blood pressure 156/86. Pulse 81. Respiratory rate 20. Height 59”. Weight 135 pounds.

HEENT: Otherwise unremarkable.

Chest: Clear to auscultation.

Cardiovascular: Regular rate and rhythm with a soft systolic murmur.

Abdomen: Flat. Bowel sounds are normally active. No masses or tenderness noted.

Back: No CVAT.
Extremities: No cyanosis, clubbing, or edema.

Neuro: She is alert and oriented. She has a gait disorder.
IMPRESSION: This is an 84-year-old female with a history of recurrent falls, gait abnormality, recent COVID-19 and status post recent hospitalization. She has a history of asthma and had previously been treated with albuterol MDI. The patient currently has relocated to the Bay area. Additional diagnoses include insomnia unspecified, myelopathy in diseases classified elsewhere, essential hypertension, constipation, disease of pancreas unspecified, unspecified osteoarthritis, neck pain, dysphagia unspecified, repeated falls, headache, weakness, long-term current use of anticoagulants, long-term current use of opiod analgesics, and presence of right artificial knee joint.
RECOMMENDATIONS: The patient is to continue current medications. She requires physical therapy. She is referred to Smith Ranch Nursing & Rehab. I have requested lab work to follow up on her potassium as she is taking both potassium and spironolactone. She currently is not taking a diuretic.
Rollington Ferguson, M.D.
