HISTORY & PHYSICAL

PATIENT NAME: Nunn Robert

DATE OF BIRTH: 05/31/1942
DATE OF SERVICE: 05/17/2023

PLACE OF SERVICE: Franklin Woods Genesis Subacute Rehab Center

HISTORY OF PRESENT ILLNESS: This is an 80-year-old gentleman with known history of asthma and COPD and heart failure with preserved ejection fraction, and diabetes. He was admitted to the hospital with ambulatory dysfunction status post fall. The patient also has a CPAP machine at home. He has obstructive sleep apnea, hypothyroidism, osteoarthritis, and chronic lymphdema. The patient was evaluated in the hospital and emergency room subsequently admitted. The patient also has nausea and vomiting over there. He has bowel distention and was concerning for gastroparesis. For ambulatory dysfunction, he was evaluated by the physical therapy. They recommended subacute rehab for continuation of physical therapy. He also has CT of the head and C-spine. No acute intracranial process. No fracture of the C-spine, tibia or fibula of the knee no fracture or dislocation noted of bilateral knees. He has been using chronic support stocking for both legs for lymphdema. He also has gout. __138__ because the temperature 101.5, tachypnea, hypotension, and WBC count of 14000. The patient was noted to have right fourth finger swelling and erythema. No fracture or dislocation. Plastic surgery no surgical intervention advised. Uric acid was 12.1. He was started on colchicine and allopurinol symptoms improved but he was having pain in left ankle concern for recurrence. He was restarted on those medication. The patient was advised to continue colchicine until the resolution of acute flare and continue allopurinol for prophylaxis. For bowel distention suspected of gastroparesis more seen importantly from gastric impaired motility in the setting of diabetes and neuropathy. GI consulted. The patient had EGD done showed esophagitis. No H. pylori on biopsy report. They recommended small meal, PPI, Zofran p.r.n and Reglan. The patient also reported to have elevated LFTs, ejection fraction EF of 55-60%, mild aortic stenosis. He was maintained on Lasix and Losartan. Hypertension was managed. Diabetes was managed. Chronic osteoarthritis the previous both knee replaced. Tylenol along with gabapentin for pain. Kidney functions are monitored closely and known hypothyroidism maintained on levothyroxine. The patient has a known lymphedema bilateral and has been using ACE wrap. Upon stabilization he was sent to subacute. Today when I saw the patient he denies any headache, dizziness, nausea, vomiting, no fever and no chills. 

PAST MEDICAL HISTORY: 

1. Asthma/COPD.

2. Heart failure with preserved ejection fraction.

3. Diabetes type II.

4. Neuropathy.
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5. Obstructive sleep apnea on CPAP at home.

6. Hypertension,

7. Hyperlipidemia.

8. Hypothyroidism.

9. First degree AV block.

10. Osteoarthritis

11. Previous bilateral knee replacement.

12. Obesity.

13. Chronic lower extremity lymphedema.

14. Recent gout attack treated.

15. Also significant history of basal cell carcinoma.

16. Asthma/COPD

17. History of thyroid disease resulting in hypothyroidism.
MEDICATIONS: Upon discharge.

1. Allopurinol 50 mg daily.

2. Amlodipine 2.5 mg daily

3. Colchicine 0.6 mg daily.

4. Metoclopramide 5 mg every six hours.

5. Zofran 4 mg every eight hours p.r.n.

6. Lupron for nausea, vomiting only p.r.n.

7. Protonix 40 mg daily.

8. Senokot 8.6 mg two tablets at night.

9. Tylenol 500 mg p.r.n two tablets every eight hours.

10. Gabapentin 300 mg t.i.d.

11. Humulin 70/30 20 units subcutaneous b.i.d.

12. Albuterol inhaler two puffs every six hours p.r.n.

13. Aspirin 81 mg daily.

14. Citalopram 20 mg daily.

15. Lasix 40 mg daily.

16. Levothyroxine 175 mcg daily.

17. Losartan 100 mg daily.

18. Lovastatin for cholesterol 40 mg daily.

SOCIAL HISTORY: No smoking. No alcohol. No drug abuse.
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REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion.

Pulmonary: No cough. No wheezing at present.

Cardiac: No chest pain.

GI: No vomiting, or diarrhea.

Musculoskeletal: Chronic leg edema both legs. He has been using ACE wrap. Currently he does have high stocking up to the knees and sitting on the chair.

Neuro: No syncope.

Endocrine: No polyuria. No polydipsia.

Genitourinary: No hematuria.

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:
General: The patient is awake, alert, and oriented x3. He is obese and cooperative.

Vital Signs: Blood pressure 166/70. Pulse 74. Temperature 98.5. Respiration 18. Pulse oximetry 95% on room air.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.  No ear drainage. Throat clear.

Neck: Supple. 

Chest: Nontender.

Lungs: Few rhonchi at the bases, upper fields clear.

Heart: S1 and S2 regular.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: Chronic bilateral edema secondary to chronic lymphedema.

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

LABS: The patient had labs done while in the rehab unit sodium 137, potassium 4.3, chloride 102, CO2 29, glucose 202, BUN 22, creatinine 1.3, WBC 5.8, hemoglobin 11.1, and hematocrit 34.4.

ASSESSMENT/PLAN: The patient is admitted.

1. Ambulatory dysfunction status post fall.

2. Acute gout flare involving right hand and left ankle.

3. Obesity.

4. Bowel distention due to gastroparesis.

5. Elevated liver function need to be followed up.

6. Heart failure with preserved ejection fraction.

7. Hypertension.

8. Hypothyroidism.
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9. Type II diabetes mellitus.

10. Osteoarthritis.

11. Acute kidney injury with improvement.

12. Hyperlipidemia.

13. Chronic lymphedema.

PLAN OF CARE: We will continue all his current medications. Monitor lab and electrolytes. Extensive PT and OT rehab. Discussed with nursing staff.

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