HISTORY & PHYSICAL

PATIENT NAME: Rebbel Charles

DATE OF BIRTH: 03/24/1932
DATE OF SERVICE: 04/26/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Home

HISTORY OF PRESENT ILLNESS: This is a 91-year-old male with known history of atrial fibrillation on Xarelto, sick sinus syndrome, status post Boston Scientific Pacemaker placement, hypertension, and urinary retention. He presented to the emergency room by the ambulance complaining of generalized weakness, multiple fall, and CT head negative. The patient denies any syncope. He said he tripped pacemaker was functional. No infectious etiology noted. The patient used to be on Lasix that was stopped while in the hospital because of AKI and they recommended outpatient to restart it. At the time of discharge, the patient was evaluated by the physical therapy and they recommended subacute rehab. The patient was sent here because of ambulatory dysfunction and multiple falls. Today, when I saw the patient, he denies any headache, dizziness, nausea, or vomiting. No fever. No chills.

PAST MEDICAL HISTORY:

1. Atrial fibrillation.

2. Sick sinus syndrome.

3. Pacemaker placement.

4. Hypertension.

5. Urinary retention due to prostatic hypertrophy.

6. Recent acute kidney injury with recovery.

7. Chronic stasis dermatitis and hypertension.
CURRENT MEDICATIONS: Upon discharge, Tylenol 500 mg one every six hours p.r.n., metoprolol succinate 25 mg half tablet daily, ocular lubricant eye drops four times daily, MiraLax 17 g daily, Xarelto 15 mg daily, and Flomax 0.4 mg daily.

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

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Chronic dermatitis in the lower extremity.
Neuro: No syncope.

Endocrine: No polyuria. No polydipsia.
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PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure 101/62, pulse 88, temperature 97.9, respiration 16, and pule ox 99%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: He has dermatitis. Skin changes in the right leg, small skin abrasion in the right leg, and left leg no skin abrasion.

Neuro: He is awake, alert, cooperative, and oriented x3.

ASSESSMENT:

1. The patient is admitted with status post multiple fall and ambulatory dysfunction.

2. Atrial fibrillation.

3. Sick sinus syndrome status post pacemaker placement.

4. Hypertension.

5. History of prostatic hypertrophy. He is on Flomax.

PLAN: We will continue all his current medications. Do PT/OT. Followup lab electrolyte. Care plan discussed with the patient and nursing staff.

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

