HISTORY & PHYSICAL

PATIENT NAME: Mceachin Gwendolyn

DATE OF BIRTH: 07/15/1949
DATE OF SERVICE: 04/26/2023

PLACE OF SERVICE: Franklin Woods Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 73-year-old female with severe right knee osteoarthritis. She failed conservative management. The patient was scheduled for surgery right total knee arthroplasty. The patient has a known history of diabetes, hypertension, hyperlipidemia, sleep apnea, hypothyroidism, history of DVT, PE, and previous CVA with recovery. The patient has been maintained on Eliquis because of previous DVT and PE. The patient underwent surgery and she tolerated the procedure well. Postoperatively, the patient was noted to be hyperkalemia and nephrologist was following the patient. The patient at the time of discharge potassium was stabilized. The patient used to be on losartan they advised to hold losartan and Farxiga. Today, when I saw the patient, she denies any headache, dizziness, nausea, vomiting, fever, or chills. No cough. No congestion.

PAST MEDICAL HISTORY:

1. Severe DJD.

2. Hypertension.

3. Diabetes mellitus.

4. Hyperlipidemia.

5. Obstructive sleep apnea.

6. Hypothyroidism.

7. CAD.

8. CKD.

9. Obesity.

10. History of DVT and PE.

11. History of CVA with recovery.
SOCIAL HISTORY: No smoking. No alcohol. No drugs. She is married.
CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg q.6h. p.r.n., Apixaban 2.5 mg b.i.d., amlodipine 10 mg daily, Lipitor 40 mg daily, cyanocobalamin one tablet daily 1000 mcg, Colace 100 mg b.i.d., glipizide 10 mg half tablet daily, HCTZ 25 mg daily, levothyroxine 75 mcg daily, metoprolol XL 100 mg daily, oxycodone 5 mg one to two tablets q.6h p.r.n. for pain, semaglutide (Ozempic) 1 mg subcutaneous every seven days, Senokot daily, and simethicone three times a day.
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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. No diarrhea.

Musculoskeletal: Right knee very minimal pain but no redness.
Neuro: No syncope.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure 160/80, pulse 88, temperature 98.0, respiration 18, and pulse ox 98%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat is clear.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Right knee dressing is in place. She has edema in the both legs but there is no calf tenderness.

Neuro: She is awake, alert, and oriented x3. Gait not tested. She is lying on the bed and looks comfortable.

ASSESSMENT:

1. The patient admitted to the subacute rehab status post right total knee arthroplasty.

2. Severe DJD.

3. Coronary artery disease.

4. Hypothyroidism.

5. CKD.

6. Obesity.

7. History of DVT and PE.

8. Previous history of CVA.

PLAN: We will continue all her current medications. PT/OT followup and fall precautions. Monitor BMP and electrolytes closely. Care plan discussed with the patient and she want to be full code.

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

