PATIENT NAME:  William Firtz
DOS: 05/31/2023
DOB: 02/02/1933
HISTORY OF PRESENT ILLNESS:  Mr. Firtz is a very pleasant 90-year-old male with history of hypertension, hyperlipidemia, type II diabetes mellitus, degenerative joint disease, and also history of lower back pain, was brought to the emergency room after he suffered a fall.  He tripped at his home and fell.  He was brought to the emergency room.  Left intratrochanteric hip fracture.  He was admitted to the hospital.  Orthopedic was consulted.  The patient underwent surgery.  He was subsequently doing better.  He was discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, he does complain of pain in the hip more so with changes in position.  He denies any complains of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for hypertension, hyperlipidemia, type II diabetes mellitus, degenerative joint disease, and low back pain.
PAST SURGICAL HISTORY:  Significant for cholecystectomy, laparoscopic cholecystectomy, and hip surgery.
ALLERGIES: No known drug allergies.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
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.  History of asthma.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurological:  No complaints.  Musculoskeletal:  He does complaints of joint pain and history of arthritis. 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.  Right hip surgical site seems to be healing well.
IMPRESSION:  (1).  History of fall.  (2).  Left hip fracture status post surgery.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Anemia.  (6).  Type II diabetes mellitus. (7).  Degenerative joint disease.
TREATMENT PLAN:  The patient was admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  We will consult physical and occupational therapy.  We will monitor his progress.  We will follow up on his workup.  If he has any other symptoms or complaints, he will let the nurses know or call the office.
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