HISTORY & PHYSICAL
PATIENT NAME: Hobine, John Fred
DATE OF BIRTH:
DATE OF SERVICE: 04/10/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 93-year-old male. He was admitted to MedStar Hospital. The patient was brought to the emergency room. The patient was having multiple diagnoses before, atrial fibrillation – has been on Coumadin, moderate to severe mitral regurgitation, pulmonary hypertension, and history of cardiac bypass. He moved to assisted living about a month ago. When he went downstairs for breakfast, he was sitting on the chair and he reported that he passed out. The patient did not fall on the floor. He stayed in the chair and he did not remember how long he passed out. The patient also reported having two large bowel movements and poor appetite. The patient was brought to the emergency room. The patient was evaluated in the ED. He was complaining of some shortness of breath to the ambulate people, but in the ED he denies any shortness of breath or lightheadedness. In the emergency room, blood pressure was 157/95, pulse ox 94%, INR was 2.3, and sodium 134. EKG showed atrial fibrillation. CT head was done and was negative. Ultrasound of the lower extremity, no DVT. The patient was given dose of 40 mg of Lasix IV initially, subsequently changed to torsemide 40 mg daily. His breathing and shortness of breath improved. The patient was also noted to have right upper extremity pain. CT of the right upper extremity was negative for any abscess. Doppler was negative for any blood clot. His clinical condition started to improve. Subsequently, the patient was started on p.o. torsemide 40 mg daily and he has a good diuretic effect. Physical therapy saw the patient. They recommended subacute rehab and subsequently the patient was sent to Genesis Franklin Wood. The patient had syncope on admission, was thought to be most likely vasovagal. The patient had previously echo done that had shown ejection fraction of 60%. The patient was diagnosed with an acute diastolic heart failure and he responded very well to diuretics.
Today when I saw the patient, he denies any headache, dizziness, nausea, or vomiting. No fever. No chills.

PAST MEDICAL HISTORY:
1. Atrial fibrillation – has been on Coumadin.

2. Moderate to severe mitral regurgitation.

3. Pulmonary hypertension.

4. Hypertension.

5. History of cardiac bypass.
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6. Ambulatory dysfunction and has been in assisted living.

7. Diarrhea, resolved.

8. Hyperlipidemia. 

9. The patient has right upper extremity swelling as per the hospital report. Further Doppler was negative and CT negative for any abscess. The patient was treated with empiric antibiotic Ancef and subsequently switched to Keflex for suspected cellulitis.

CURRENT MEDICATIONS: The patient is on:
1. Tylenol 650 mg q.6h. p.r.n.

2. Aspirin 81 mg daily.

3. Atenolol 25 mg daily.

4. Lipitor 20 mg daily.

5. Probiotic one capsule daily.

6. B12 1000 mcg daily.

7. Trelegy-Ellipta 200 mcg/62.5 mcg/25 mcg one inhalation daily.

8. Lisinopril 10 mg daily.

9. Montelukast 10 mg daily.

10. Multivitamin daily.

11. Potassium chloride 10 mEq one tablet four times a week Tuesday, Thursday, Saturday and Sunday. We changed his potassium chloride four times a week to Tuesday, Thursday, Saturday and Sunday.

12. Flomax 0.4 mg daily.

13. Torsemide 40 mg daily.

14. Warfarin 2 mg q. p.m. take one tablet on Thursday, Tuesday, Saturday and Sunday and warfarin 2 mg take two tablets Monday, Wednesday and Friday.

FAMILY HISTORY: The patient did not remember well.

SOCIAL HISTORY: No smoking. No alcohol. No drug abuse.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neuro: No syncope.
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PHYSICAL EXAMINATION:

General: The patient is awake, alert, oriented x3 and cooperative.

Vital Signs: Blood pressure 113/65. Pulse 62. Temperature 97.6. Respirations 18. Pulse ox 97%.
HEENT: Head – atraumatic and normocephalic. Eyes anicteric. The patient is alert and oriented x3. No respiratory distress. He is lying on the bed. No ear or nasal discharge.
Neck: Supple. No JVD.

Lungs: Bilateral decreased breath sounds at the bases.

Heart: S1 and S2 irregular.
Abdomen: Soft. Nontender. Bowel sounds are positive.

Extremities: Right arm swelling improving. Bilateral leg edema noted, but no calf tenderness. Right arm erythema noted.

Neuro: He is awake, alert, and oriented x 3. Moving all his extremities equal and the patient is cooperative.

ASSESSMENT:
1. The patient is admitted for deconditioning.
2. Fluid overload due to diastolic CHF exacerbation.
3. Syncope, most likely vasovagal.
4. Atrial fibrillation.
5. Pulmonary hypertension.
6. Mitral regurgitation.
7. Diarrhea that has resolved.
8. Right upper extremity cellulitis treated in the hospital.
PLAN OF CARE: We will continue all his current medications, followup labs: CBC, BMP, PT/INR will be monitored. Warfarin dose will be adjusted. Fall precautions. The patient asked me to call his daughter. I have spoken to his daughter over the phone and family. Discussed the care plan with the patient’s family.

Liaqat Ali, M.D., P.A.

