DISCHARGE SUMMARY
PATIENT NAME: Rebbel, Charles
DATE OF BIRTH: 03/24/1932
DATE OF SERVICE: 07/03/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab
HISTORY OF PRESENT ILLNESS: This is a 91-year-old gentleman. He was admitted to the subacute rehab because of fall, ambulatory dysfunction, and generalized weakness. The patient also has atrial fibrillation. Initially, he was managed in the hospital. He also has a previous history of sick sinus syndrome, required pacemaker in the past. After stabilization in the hospital, he was sent to the subacute rehab. Course was at the Nursing Rehab Unit. The patient was admitted to subacute rehab. He was started on physical therapy. All his medications continued. On a daily basis, he was monitored. While here he was constantly complaining of pain in right shoulder. On the reevaluation, he was noted to have right shoulder limited range of motion suggestive of frozen shoulder with adhesive capsulitis. We scheduled the patient for orthopedic surgery. He went to see orthopedic they saw and they gave a local steroid injection with minimal improvement. He still has limited range of motion, but while in the nursing rehab extensive therapy done. He has leg edema that was chronic. It started to improve. The patient has medically been stabilized and maximized the physical therapy and physical therapy has recommended that he can go back to home.
Today on examination when I saw the patient, he is sitting on the chair. No headache. No dizziness. No nausea. No vomiting. No fever.

PHYSICAL EXAMINATION

Vital Signs: Blood pressure 110/72. Pulse 90. Temperature 97.7°F. Respiration 18. Pulse ox 96% at room air.
Neck: Supple.

Lungs: Clear.

Heart: S1 S2 regular.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Chronic dermatitis.

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

Musculoskeletal: Right shoulder painful movement and limited range of motion.
The patient has been stabilized and plan for discharge home.
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DISCHARGE DIAGNOSES:

1. Arthritis involving multiple joints, DJD.

2. Generalized weakness.
3. History of fall, currently with recovery.

4. History of atrial fibrillation.

5. History of sick sinus syndrome status post pacemaker placement.
6. History of atrial fibrillation.

7. History of hypertension.

8. Stasis dermatitis lower extremity.

DISCHARGE MEDICATIONS: The patient will be maintained on:

1. Tylenol 500 mg one tablet every six hours p.r.n.
2. Lidoderm patch 5% apply to the right knee and right shoulder daily off at bedtime.

3. Metoprolol XL 25 mg daily.

4. Os-Cal D 500/200 mg twice a day.

5. MiraLax 17 g daily.

6. Refresh eye drops daily.

7. Xarelto 15 mg daily for atrial fibrillation.

8. Senokot 8.6 mg daily.
9. Flomax 0.4 mg daily.

10. Triamcinolone cream 0.1% apply to the rash area to the extremities daily.

DISPOSITION: Discharged  home. Outpatient followup with the PCP advised and outpatient followup with orthopedic advised.

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