HISTORY & PHYSICAL

PATIENT NAME: Sharon Tyler

DATE OF BIRTH: 06/26/1949
DATE OF SERVICE: 04/11/2023

PLACE OF SERVICE: FutureCare Charles Village.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old female with known history of hypertension, hyperlipidemia, peripheral arterial disease, COPD, pulmonary embolism, history of multiple falls, SDH, and mood disorder. She was hospitalized in Mercy Hospital. The patient came for emergency room because of chest wall pain secondary to fall. She has quoted increased frequency of falls recently, falling two to three times a day uncertain if she lost consciousness or not. She reported feeling weak and poor appetite. In emergency room, CT of head negative for acute intracranial pathology. CT of the chest showed minimal displaced right-sided 6th and 7th rib fracture, left sided 2nd and 8th rib fracture with some subacute appearance. The patient’s EKG T-wave inversion V3 and V4 similar and the patient was evaluated in the emergency room and subsequently admitted because of frequent falls and PT and OT evaluation done. They recommended subacute rehab. The patient has known history of multiple falls and needed further evaluation. The patient also had CKD and has an episode of hyperkalemia. She was given Lokelma. The patient also was noted to have UTI and she was given cefpodoxime. Her blood pressure was managed. She also has memory impairement. She was maintained on Namenda along with medication while she was in the hospital. COPD was managed with inhaler. After stabilization, PT and OT consultation done and the patient was transferred to subacute rehab for PT and OT and monitoring closely. The patient denies no chest pain, no shortness of breath, no nausea, or vomiting. No fever. No chills.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Hyperlipidemia

3. Peripheral arterial disease.

4. COPD.

5. Anemia.

6. Tremor.

7. History of cognitive deficit.

8. History of PE that was due to Xarelto subsequently discontinued due to multiple falls.

9. History of subdural hematoma as per discharge summary.

10. She is also reported to have schizoaffective disorder.

PAST SURGICAL HISTORY: The patient could not tell.
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ALLERGIES: GABAPENTIN, LISINOPRIL, and NONSTEROIDALS.

SOCIAL HISTORY: Polysubstance abuse on Suboxone.

MEDICATIONS: Upon discharge:

1. Buprenorphine/naloxone 4 mg two times a day.

2. Thiamine 100 mg daily.

3. Multivitamin daily.

4. Depakote 250 mg daily for mood.

5. Lipitor 40 mg daily.

6. Seroquel 100 mg daily at bedtime.

7. Albuterol inhaler two puffs q.6h

8. Citalopram 20 mg daily.

9. Namenda 10 mg daily.

10. Cefpodoxime for UTI.

11. Lidocaine patch 5% daily for pain.

12. Tylenol p.r.n.

13. Albuterol nebulizer treatment q.6h.

14. Propranolol 20 mg twice a day.

15. Naloxone nasal over dose.

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: Some rib pain, but no cough, no congestion, no fever or chills. No nausea or vomiting.

Neurologic: No syncope.

Endocrine: No polyuria.

PHYSICAL EXAMINATION:
General: The patient is awake, alert in no acute distress.

Vital Signs: Blood pressure 120/60. Pulse 78. Temperature 98. Respiration 18.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Lungs: Breathing comfortable. No respiratory distress sitting in the bed.
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ASSESSMENT
1. Deconditioning.

2. Multiple falls and subsequently rib injury and multiple rib fractures.

3. COPD.

4. UTI.

5. Hypertension.

6. Bipolar disorder.

7. Opioid dependence.

8. Depressive disorder.

9. Ambulatory dysfunction.

10. History of PE in the past due to Xarelto that had been discontinued due to multiple falls.

11. History of hyperkalemia treated in the hospital.

PLAN OF CARE: We will continue all her current medications and PT and OT. Follow up lab and electrolytes and further management of the patient’s condition.

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