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TRANSITIONAL CARE VISIT

Patient Name: Linda Rodriquez

Date of Visit: 

History: I just got the records from Scott & White Medical Center. The patient’s admitting doctor was Dr. Tahir Mohammad Maya and discharge physician was Dr. Juan Raudales. The patient’s principal problem on discharge was chest pain. The active problems include:

1. Diabetes type II controlled.

2. Hyperlipidemia.

3. Hypertension.

She was admitted to ER with chest pain and shortness of breath for several days, but her chest pain was worse. She had no nausea and no vomiting. She had dizziness and lightheadedness. The chest pain was sharp and lightening like. She had similar episode in October 2022, where was admitted to St. Joseph Hospital and workup done and workup was negative. She is not sure if she had a stress test done. A chest x-ray showed no acute findings. An EKG showed no ST changes, just normal sinus rhythm. Troponins were negative. BNP negative. Sodium 141, potassium 3.6, CO2 21, bilirubin 0.3, and AST and ALT within normal limits.
HOSPITAL COURSE: The patient was admitted with chest pain, rule out acute coronary syndrome. Vital signs and labs were for most part unremarkable. EKG showed no ischemic changes. Serial troponins were negative. The patient underwent nuclear medicine stress test, which was unremarkable. She had symptomatic improvement and was amenable to outpatient followup. They checked Texas PMP site today and showed no pattern of suspicious controlled substance misuse. As the nuclear medicine stress test was good, the patient was discharged home.
The patient was discharged on:

1. 2.5 mg tablet, eight tablets a week of methotrexate.

2. 70 mg once a week of alendronate.

3. Allopurinol 100 mg a day.

4. Amlodipine 5 m a day.

5. Ascorbic acid 500 mg once a day.

6. Aspirin 81 mg a day.

7. Carvedilol 12.5 mg twice a day.
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8. Diclofenac 75 mg EC twice a day.

9. Folic acid 1 mg per day.

10. Lisinopril 20/12.5 mg two tablets a day.

11. Metformin 500 mg twice a day.

12. Pantoprazole 40 mg a day or every other day at times.
The patient takes:

1. Steroids as necessary.

2. Prednisone 5 mg two tablets twice a day as necessary.

3. Proventil HFA one puff daily.

4. Tizanidine 4 mg at night.

5. Tramadol 50 mg every day.

6. Triamcinolone cream 0.1% twice a day.
To note, the patient was on Enbrel, but has been taken off Enbrel. The patient has history of psoriatic arthritis. She has had cervical spine surgery, cholecystectomy. The patient is retired from doing custodial work and had to retire early because of psoriatic arthritis. It was decided to hold Coreg and continue lisinopril/hydrochlorothiazide and amlodipine. The patient was getting sliding scale insulin, Accu-Cheks, so metformin was withheld.

I spent time seeing the patient, obtaining and reviewing history, performing appropriate medical exam, evaluation, counseling, educating the patient, discussion of treatment plan, goals of care, ordering medications, tests, procedures, referrals, communicating with other health care professionals, documenting clinical information in the health record, independently interpreting results and communicating results to the patient and coordinating care.

So, it seems like they have discontinued the carvedilol. We may have to do more cardiac workup on her as it looks like the only thing they did was a nuclear medicine stress test and all cardiac parameters were negative. I have explained to the patient that we called her because we feel she is on polypharmacy because of multiplicity of her chronic medical problems and that we need to see her often, so we can see what new referrals she needs.
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