GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

NURSING HOME HISTORY AND PHYSICAL

Name: Betty Larsen

Mrn:

PLACE: Briarwood Manor

Date: 02/12/23

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Ms. Larsen is an 80-year-old female who came from Hurley after she had a fall with pain in the right shoulder.

CHIEF COMPLAINT: Fractured right humerus and debility and inability to do her activities of daily living.

HISTORY OF PRESENT ILLNESS: She was out walking her dog and walker had a bump on the sidewalk and then it slipped over and she fell as a result. She struck her head and right shoulder. There is no loss of consciousness and the CAT scan did not show any major head injuries. There was no bleed or stroke. The shoulder pain was quite severe. The headache was present at that time, but has resolved. The pain in the shoulder is now controlled with current analgesics. She was found to have a fracture of the proximal right humerus. There was pain with any movement of the shoulder and elbow even slight pain with handgrip, but she has good hand grip bilaterally. There was no associated dizziness or visual problems except that her glass is broken out. She has poor vision because of this. There is no numbness in her distal right upper extremity. She had vague abdominal pain that was sharp and chronic and she had surgery on her right abdomen few years ago. 

She is on Norco for pain and that seems to be controlling it.

PAST MEDICAL HISTORY: Atrial fibrillation, skin cancer, congestive heart failure, and back pain.

FAMILY HISTORY: Her mother had heart disease and stroke. Her father had heart disease. Her brother had myocardial infarction and bypass surgery.

SOCIAL HISTORY: She is a former smoker, three quarters pack a day and quit in 2002. No alcohol excess.

MEDICATIONS: Omeprazole 40 mg daily, potassium chloride 10 mEq daily, Tylenol 325 mg every six hours p.r.n., potassium chloride 10 mEq every 12h, omega-3 capsule one daily, metoprolol 50 mg every 12h., lisinopril 10 mg daily, furosemide 40 mg daily, clonidine 0.1 mg q.8h. p.r.n., vitamin D3 1000 units daily, atorvastatin 20 mg at bedtime, Apixaban 5 mg q.12h., amlodipine 10 mg daily, MiraLax 17 g q.24h. if needed, Norco 7.5/325mg one every six hours as needed for pain.

ALLERGIES: None known.

GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

NURSING HOME HISTORY AND PHYSICAL

Name: Betty Larsen

Page 2

Review of systems:
Constitutional: She does not have fever or have chills.

HEENT: Eye – She has poor vision due to her glass being broken, but can see normally with glasses.  ENT: - No earache, sore throat, or major hearing problems.

RESPIRATORY: No dyspnea, cough, or sputum.

CARDIOVASCULAR: No chest pain or palpitations or orthopnea.

GI: No abdominal pain now. No vomiting or bleeding.

GU: No dysuria or hematuria and she is incontinent of urine.

NEUROLOGIC: No headache, syncope or seizures or paresthesias.

MUSCULOSKELETAL: Right shoulder pain, which is controlled. She has some chronic back pain also.

HEMATOLOGIC: No excessive bruising or bleeding. 

ENDOCRINE: No polyuria or polydipsia.

Review of systems otherwise negative.

Physical examination:

General: She is not acutely distressed or ill appearing. She is awake, alert, and oriented.

VITAL SIGNS: Blood pressure 97/63, temperature 97.4, pulse 63, respiratory rate 16, and O2 saturation 93% and weight 200 pounds.

HEAD & NECK: Eyelids and conjunctivae are normal. Extraocular movements are intact. Oral mucous membranes is normal. Ears are normal to inspection. Hearing was adequate. Neck is supple. No palpable mass. No nodes. No thyromegaly.

CHEST/LUNGS & BREASTS: Clear to percussion and auscultation without labored breathing.

CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur. No pitting edema.

ABDOMEN: Soft and nontender. No palpable organomegaly.
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NEUROLOGIC: Cranial nerves are normal. Left facial weakness, which she attributes to poor dental work long ago. Sensation intact.

MUSCULOSKELETAL: Right shoulder is in a sling. There is pain with any movement there. Knees are unremarkable. Handgrip is good bilaterally. Lower extremity strength and movement is good. Knees have no inflammation or effusions. 

SKIN: Intact, warm, and dry without rash or major lesions.

ASSESSMENT AND plan:
1. She had closed fracture of the right humerus proximally. This was due to a fall. Ortho has her in a sling and she is here for rehab namely OT and PT. She had an unsteady gait to begin with and she has difficulties with activities of daily living and cannot live independently at this point in time. Thus, she is here for subacute rehab.

2. Essential hypertension. This is stable. I will continue amlodipine 10 mg daily and lisinopril 10 mg daily.

3. She has atrial fibrillation. Heart rate is stable on metoprolol 50 mg twice a day and she is on Eliquis 5 mg b.i.d.

4. She has a pacemaker.

5. She has past history of small bowel obstruction, but not at present.

6. I will follow her at Briarwood.

Randolph Schumacher, M.D.
Dictated by:

Dd: 02/12/23

DT: 02/12/23
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