HISTORY & PHYSICAL
PATIENT NAME: Ryan Andrew Frederick
DATE OF BIRTH: 10/24/1934
DATE OF SERVICE: 05/31/2023

PLACE OF SERVICE: Franklin Woods Genesis Rehab
HISTORY OF PRESENT ILLNESS: This is an 88-year-old gentleman. He was admitted to Franklin Care Hospital with progressive shortness of breath. He reported chest pain the day he came to emergency room. His oxygen saturation was low upper 80 to 90s. He is on home oxygen 2 liters baseline. The patient has a known history of non-small cell lung cancer status post CyberKnife, history of prostate cancer, hypertension, diabetes, chronic back pain with multiple spinal surgeries in the past, history of chronic DVT, and Provoked PE in 2023 January, anemia, iron deficiency requiring IV transfusion in the past, COPD on home oxygen, peptic ulcer disease, glaucoma, left lower extremity, and history of numbness in the past. The patient has shortness of breath and multiple medical issues. He was noted to have symptomatic anemia, hemoglobin was 4.1 and he was also transfused 3 units of PRBC. GI consulted. EGD and colonoscopy were both negative for bleeding. In the hospital, there was no other source of bleeding. After blood transfusion, the patient started to improve. The patient has known COPD. He has been on ICS plus LABA. Lower extremity Doppler done. No DVT. Upon discharge they recommended to discontinue Eliquis he was on before and they recommended outpatient small bowel capsule endoscopy. They recommended the patient to be given pantoprazole daily for four weeks, continue Spiriva Respimat, torsemide as well calcium with vitamin D supplement. The patient also has sugar under control and Tresiba dose was changed from 25 to 10 units daily. In the hospital, EGD done normal esophagus. No bleed. No ulcer. The patient had a colonoscopy done that showed 3 to 7 mm polyps in the descending colon resected and retrieved, diverticulosis in the sigmoid colon noted. After stabilization, the patient was sent to Franklin Woods Genesis Rehab. Today, when I saw the patient he has no shortness of breath. He has a chronic back pain, but no shortness of breath. 
PAST MEDICAL HISTORY: 

1. History of non-small cell lung cancer.
2. History of multiple back surgeries.
3. History of prostate cancer.
4. History of tonsillectomy.
5. Diabetes mellitus type II.
6. Hypertension.

7. Multiple spinal effusion surgeries.

8. Iron deficiency anemia.
9. COPD on home oxygen maintenance.
10. History of peptic ulcer disease.
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SOCIAL HISTORY: He used to smoke, but quit smoking 25 years ago. Wife passed away. He has four grown up children.
MEDICATION: Upon discharge:

1. Oxycodone/acetaminophen 5/325 mg one tablet q.6h. p.r.n.

2. Calcium with vitamin D one tablet daily.

3. Candesartan 4 mg daily.

4. Duloxetine 60 mg daily.

5. Fenofibrate 48 mg daily.

6. Advair Diskus 250/50 mcg one puff b.i.d.
7. Tresiba insulin 10 units daily.

8. Morphine sulfate oral tablet 15 mg p.o. daily p.r.n.
9. Protonix 40 mg daily.

10. Sitagliptin (Januvia) 50 mg daily.

11. Flomax 0.4 mg daily.

12. Timolol ophthalmic drops 15% one drop both eyes daily.

13. Tiotropium inhalation 5 mcg two puff daily.

14. Torsemide 20 mg p.o. daily.

15. Trazodone 100 mg p.o. daily.

16. Oxygen by nasal cannula.
ALLERGIES: No known drug allergies.
REVIEW OF SYSTEMS:
HEENT: No dizziness. No sore throat. No ear or nasal congestion.

Pulmonary: No cough. No congestion.
Cardiac: No chest pain. No palpitation.
GI: No vomiting.
Musculoskeletal: Pain in the back chronic.
Endocrine: No polyuria or polydipsia.

Genitourinary: No hematuria.

Neuro: No syncope.

Hematology. No bleeding. No bruising.
GI: No vomiting. No diarrhea.

PHYSICAL EXAMINATION:
General: The patient is awake, alert and oriented x 3. The patient is a very pleasant male.
Vital Signs: Blood pressure 117/62. Pulse 71. Temperature 97.9 F. respiration rate 16 per minute. Oxygen saturation 93%. Finger stick done earlier 152.
HEENT: Head atraumatic and normocephalic. Eyes anicteric. No ear, nasal discharge. Throat: No exudate.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.
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Heart: S1 and S2. Regular.
Abdomen: Soft. Nontender. Bowel sound positive. No rebound. No rigidity.
Extremities: No edema. No calf tenderness.

Neuro: He is awake, alert, and oriented x3 and cooperative.
LABS: Labs done at the facility sodium 130, potassium 4.4, chloride 104, glucose 117, BUN 21, creatinine 1.03, hemoglobin 9.4, hematocrit 34.4, WBC count 7.8, platelet count 365,000 and hemoglobin A1c 4.8.
ASSESSMENT/PLAN:
The patient is admitted with deconditioning multiple comorbid conditions:
1. Severe anemia status post blood transfusion in the hospital.
2. Status post EGD and colonoscopy that revealed colonic polyp.
3. COPD.
4. Cancer of the lung.

5. Chronically dependent oxygen.
6. Diabetes mellitus.

7. Hypertension.

8. History of prostate cancer.

9. History of DVT and currently he has been taken off anticoagulation at the hospital.

10. History of iron deficiency anemia.

PLAN OF CARE: We will continue all his current medications. Follow monitor lab and electrolyte. PT/OT and further management of the patient condition on daily basis. Care plan discussed with the nursing staff.

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