READMISSION NOTE

PATIENT NAME: Hobine, John
DATE OF BIRTH: 01/09/1930
DATE OF SERVICE: 06/25/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

The patient is readmitted from the hospital
HISTORY OF PRESENT ILLNESS: This is a 93-year-old gentleman. He was sent out from the nursing rehab to the hospital. The patient has gross hematuria. We did lab work in the rehab center. The patient has a significant leukocytosis and UTI on the labs. The patient has suspected sepsis. The patient was advised to be transferred to the hospital. The patient was sent to MedStar Hospital he was admitted there with sepsis secondary to UTI. He was also noted to have urinary retention and complication of the blocked Foley catheter. The patient was managed. He was given IV antibiotics. Initially in the hospital subsequently switched to the oral antibiotics to complete the course for hematuria it was thought to be hemorrhagic cystitis. CT done that shows inflammatory changes. Initially, anticoagulation was held. He is maintained on anticoagulation because of atrial fibrillation after hematuria resolved and he was restarted on warfarin along with bridging Lovenox. After stabilization, the patient was sent back to the rehab center. Today, when I saw the patient, the patient denies any headache, dizziness, or hematuria has resolved. No fever. No chills. No nausea. No vomiting.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Hyperlipidemia.

3. Diabetes mellitus.

4. Atrial fibrillation on warfarin.

5. Coronary artery disease status post coronary artery bypass graft.

6. Cardiomyopathy ejection 40-45%.

7. Crohn's disease.
CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg q.6h. p.r.n., Lipitor 20 mg daily, probiotic capsule daily, cyanocobalamin B12 1200 mcg daily, Lovenox bridging therapy 80 mg subQ q.12h along with warfarin. Once INR is therapeutic Lovenox will be discontinued, Trelegy Ellipta one inhalation daily, hydrocortisone 1% topical cream twice a day for rash, ketoconazole shampoo Monday and Thursday for seven days, lidocaine 5% for the pain, metoprolol 25 mg b.i.d., montelukast 10 mg daily, multivitamin daily, potassium chloride 10 mEq daily, Bactrim DS one tablet b.i.d. to finish on 06/28/2023, Flomax 0.4 mg daily, torsemide 10 mg daily, warfarin 2 mg Thursday to Saturday, warfarin 2 mg two tablets on Tuesday, warfarin 4 mg Monday, Wednesday, and Friday, and warfarin 2 mg on Sunday.
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REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:

General: Today, the patient is awake, alert, oriented x3, and cooperative.

Vital Signs: Blood pressure is 142/78, pulse 90, temperature 97.5, respiration 18, and pulse ox 98%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear.

Heart: S1 and S2 irregular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: He has trace edema but there is no calf tenderness.

Neuro: He is awake, alert, and oriented x3.

LABS: Lab done in the rehab yesterday reviewed by me sodium is 135, potassium 4.2, glucose 126, chloride 99, CO2 32, PT 20.4, INR 1.7, WBC count 13.0, hemoglobin 11, and hematocrit 34.

ASSESSMENT:

1. The patient was admitted status post recent sepsis secondary to UTI.

2. Gross hematuria secondary to hemorrhagic cystitis.

3. Urinary tract infection.

4. Coronary artery disease.

5. History of atrial fibrillation currently restarted on anticoagulation.

6. History of COPD.

7. Interstitial lung disease.

PLAN: We will continue all his current medications. I will do stat PT/INR tomorrow and once the INR is 2 or above we will discontinue Lovenox. Care plan was discussed with the nursing staff.

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

