HISTORY & PHYSICAL

PATIENT NAME: Willman, Esther
DATE OF BIRTH: 02/02/1940
DATE OF SERVICE: 06/21/2023
PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab
HISTORY OF PRESENT ILLNESS: This is an 83-year-old female. She was admitted to Union Memorial Hospital. The patient has severe right knee osteoarthritis and she failed conservative medical management. She has also previous left knee replacement in the past this time because she has severe right knee pain, failed medical management. She was seen by orthopedic, evaluated, and she underwent right total knee arthroplasty elective procedure. The patient tolerated the procedure well. It was done at Union Memorial Hospital. Pain management done. Physical therapy done. Postoperatively, the patient was managed and they recommended subacute rehab. The patient was sent here. Today, when I saw the patient, she is still complaining of pain in the right knee. She has no chest pain. No headache. No dizziness. No nausea. No vomiting. No fever.

PAST MEDICAL HISTORY:
1. The patient has a DJD.
2. Previous left knee total arthroplasty in 2022.
3. Hysterectomy.

4. She also has a history of Lyme disease.

5. History of syncope due to hypotension.

6. History of essential tremor.

7. Insomnia.

8. Shoulder pain.

9. Osteoarthritis.

10. Anxiety.

ALLERGIES: The patient is allergic to CODEINE and IODINE. CODEINE cause vomiting and IODINE cause hives.

MEDICATION UPON DISCHARGE:

1. Tylenol 650 mg two tablets every six hours p.r.n. 
2. Aspirin 81 mg b.i.d. for 30 days.

3. Calcium with vitamin D supplements 600 mg daily.

4. Senokot and docusate combination tablet two tablets daily p.r.n. for 14 days.

5. Multivitamin daily.

6. Zofran 4 mg q.8h. p.r.n. for nausea and vomiting if needed.

7. Oxycodone 5 mg half tablet every four hours p.r.n. for pain.

8. Propranolol 40 mg b.i.d.
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SOCIAL HISTORY: No smoking, alcohol or drug abuse.

REVIEW OF SYSTEMS:
No headache. No dizziness. No sore throat. No ear or nasal congestion.

Pulmonary: No cough. 

Cardiac: No chest pain. No palpitation.

GI: No vomiting.

Musculoskeletal: Right knee pain.

Neuro: No syncope.

Endocrine: No polyuria. No polydipsia. No heat or cold intolerance.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert and oriented x3. She is a very pleasant female.

Vital Signs: Blood pressure 150/65, pulse 74, temperature 98.1°F, respirations 18, and pulse ox 96%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat clear. No exudate. 

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Right leg knee surgical site dressing is in place. Some ecchymosis is noted in the upper medial aspect of the right thigh. Right knee is tender to palpate. No redness. Left leg, no edema. Both legs, no calf tenderness. Bilateral good pedal pulses.
Neuro: She is awake, alert, oriented x 3, and cooperative. 
RECENT LABS: Sodium 139, potassium 4.2, chloride 104, CO2 30, BUN 13, creatinine 0.79, calcium 8.4, glucose 86, WBC 7.46, hemoglobin 10.5, and hematocrit 32.7. 
ASSESSMENT: The patient was admitted with:
1. Severe DJD.

2. Osteoarthritis.

3. Status post right total knee arthroplasty.

4. Previous history of left knee replacement.

5. Hypertension.

6. History of hyperlipidemia.

7. History of essential tremor.
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PLAN OF CARE: We will continue all her current medications, PT/OT. Dietitian to consult the patient. The patient is requesting nutritional supplement and we will adjust the pain medication as per close monitoring.

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

