PATIENT NAME:  Mary Radville
DOS: 05/31/2023
DOB: 10/08/1934
HISTORY OF PRESENT ILLNESS:  Ms. Radville is a very pleasant 88-year-old female with history of gastroesophageal reflux disease and history of shoulder pain.  She apparently had a trip and fall.  The patient was tripped over a dog, hit the furniture, and lost balance.  She was complaining of pain.  She did not lose consciousness.  She was able to ambulate herself.  She was seen in the emergency room.  The patient also had a head trauma.  She had a CT scan of the head and cervical spine which was unremarkable.  She was admitted to the hospital.  She was seen by orthopedic who recommended a sling.  She was otherwise doing better.  She was subsequently discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, she feels better.  She complains of pain in her shoulder, but states the pain medication does help her.  She denies any complaints of chest pain or shortness of breath.  She denies any palpitations.  Denies any nausea. No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  Significant for gastroesophageal reflux disease and degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for shoulder surgery.
ALLERGIES: PERCOCET, ERYTHROMYCIN, PENICILLIN, SULFADIAZINE, and TETRACYCLINE.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none. 
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  No history of MI or coronary artery disease.  Respiratory: Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  Gastrointestinal:  No complaints of abdominal pain.  No nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  She does have history of GERD.  Genitourinary:  No complaints.  Neurological:  No history of TIA or CVA.  No focal weakness in the arms or legs.  Musculoskeletal:  She complains of joint pain, and history of arthritis, history of fall.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
IMPRESSION:  (1).  Right proximal humerus fracture.  (2).  History of fall.  (3).  History of GERD.  (4).  Degenerative joint disease.
TREATMENT PLAN:  The patient was admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  Continue with pain medications.  She will follow up with orthopedic.  Continue using the sling.  We will monitor progress.  We will follow up on her workup.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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