HISTORY & PHYSICAL

PATIENT NAME: Lindsey Henry Lee

DATE OF BIRTH: 06/02/1933
PLACE OF SERVICE: Franklin Wood Nursing Home

DATE OF SERVICE: 02/08/2023
HISTORY OF PRESENT ILLNESS: This is an 89-year-old male. He was brought to the Franklin Care Hospital. Apparently, the patient was diagnosed with pneumonia. He was getting oral antibiotic and apparently, he was not improving and the family brought him to the hospital and CT scan was done concerning for multifocal pneumonia versus aspiration pneumonia and the patient was admitted for IV antibiotic. The patient also has right effusion more than the left and thoracentesis was done that revealed no sign of infection. Cytology was pending upon discharge. The patient was given antibiotic. After stabilization, PT/OT done and the patient was sent to the rehab. Today, when I saw the patient, he is lying on the bed. His daughter is at the bedtime and she is answering all the questions for him and he is answering also questions slowly. The patient denies any headache, dizziness, nausea, or vomiting. No fever. No chills.

PAST MEDICAL HISTORY:
1. The patient has a history of hypertension.

2. History of CVA.

3. Hypothyroidism.

4. History of dysphagia.

5. History of gout.

6. History of Coronavirus in 2019.

7. History of pneumonia.

8. He also has history of hypothyroidism and atrial fibrillation.

CURRENT MEDICATIONS UPON DISCHARGE: Losartan 50 mg daily and MiraLax 17 g daily. He is also on allopurinol 100 mg daily, Protonix 40 mg daily, Plavix 75 mg daily, Mucinex 600 mg p.o. b.i.d., levothyroxine 50 mcg daily, Lovenox 40 mg subcutaneous daily, and metoprolol 25 mg daily.

SOCIAL HISTORY: No smoking or alcohol. No drugs.

FAMILY HISTORY: Involved in his care.

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion.
Pulmonary: Cough and congestion noted.

Cardiac: No chest pain.

GI: No vomiting. No diarrhea.
Musculoskeletal: No pain.

Neuro: No syncope.

Constitutional: Generalized weakness and ambulatory dysfunction.
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PHYSICAL EXAMINATION:

General: The patient is awake, alert, forgetful and disoriented. He has a memory impairment.

Vital Signs: Blood pressure 122/69. Pulse 68. Temperature 97.2. Respirations 16. Pulse ox 98%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. Throat – no exudate.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decreased breath sounds with rale at the bases.

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: No edema. No calf tenderness.

Neuro: He is awake, alert, and oriented x1 only.

ASSESSMENT: 
1. The patient was admitted with deconditioning and generalized weakness.

2. Ambulatory dysfunction.

3. Recent pneumonia treated with antibiotic.

4. History of CVA.

5. Gouty arthritis.

6. History of hypertension.

7. Hypothyroidism.

8. History of anemia.

9. History of atrial fibrillation.

10. History of lactic acidosis treated in the hospital has been resolved.

PLAN OF CARE: We will continue all his current medications as recommended by the hospital. Gave Mucinex for five more days and then reevaluate the knee. Extensive PT/OT, CBC, CMP, and fall precautions. Care plan discussed with the patient and also the patient’s daughter at the bedside. She wants the patient to be full code. The patient himself cannot make a decision because he is forgetful and disoriented. He has cognitive impartment.
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