HISTORY&PHYSICAL

PATIENT NAME: Rollins, Norma

DATE OF BIRTH: 05/15/1956
DATE OF SERVICE: 08/14/2023

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 67-year-old female. She was admitted to John Hopkins Bayview Hospital. The patient was brought by EMS. She had a fall from motorized mobility scooter. She landed on her left side and felt pain in the left side of the body. She did not have head trauma. No loss of consciousness. They did imaging study showed closed fracture of the left 6th to 9th rib and splenic contusion. The patient was admitted to acute surgical service. She was monitored closely on daily basis, pain medication, CBC monitoring, and followup x-ray monitoring. After stabilization, the patient was seen by the physical therapy and they recommended subacute rehab. The patient has x-ray done lower extremity. No acute fracture. CT chest, abdomen and pelvis with IV contrast was performed. Finding linear 4.6 cm splenic hypodensity suggestive of laceration versus contusion but no hematoma or multiple left rib fractures involving left 6th to 9th rib. Left 7th rib fracture in two places posteriorly and laterally and trace effusion but no pneumothorax. A 3.8 cm heterogeneous hypodense mass liver was also noted. Outpatient MRI was recommended for that. A CT head and C-spine done. No fracture. No acute intracranial process. After stabilization, they recommended subacute rehab sent here. Today, when I saw the patient, she has a pain and aches in the left side of the body, left chest, and left hip area but no shortness of breath. No chest pain. No nausea. No vomiting. No dizziness.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Diabetes.

3. Hyperlipidemia.

4. Obesity.

5. Anxiety and depression.
ALLERGIES: GRISEOFULVIN.
SOCIAL HISTORY: No smoking. No alcohol. No drug abuse. She is single.

FAMILY HISTORY: Hypertension and diabetes run in the family.

CURRENT MEDICATIONS: As per hospital note, albuterol inhaler two puffs q.4h p.r.n., aspirin 81 mg daily, chlorhexidine oral rinse twice a day, clonazepam 0.5 mg b.i.d., gabapentin 300 mg twice a day, atorvastatin 10 mg daily, loratadine 10 mg daily, ibuprofen 400 mg q.6h p.r.n., sliding scale coverage with Humalog, terconazole vaginal cream 0.8% one time daily for yeast, cyanocobalamin 1000 mcg daily,
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Trulicity 1.5 mg every seven days, sertraline 100 mg daily, metoprolol XL 50 mg daily, lispro insulin 16 units with each meal, Jardiance 25 mg daily, hydroxyzine 25 mg q.4h p.r.n. for itching, HCTZ 25 mg daily, gabapentin 300 mg b.i.d., doxepin 75 mg daily, diclofenac gel 1% apply to the local pain area twice a day, clonazepam 1 mg b.i.d., aspirin 81 mg daily, albuterol inhaler two puffs q.6h. The patient is also on Lantus insulin 55 units subcutaneous one time daily.
REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Pain left rib, pain in the left hip, and left side of the body.
Genitourinary: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding but has some bruising in the left hip area contusion.

Neuro: She is awake. No loss of consciousness. No dizziness.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and oriented x3.

Vital Signs: Blood pressure is 158/80, pulse 93, temperature 98.6, respiration 18, and blood sugar 185.

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

Neck: Supple. No JVD.

Chest: Left side tender to palpate left rib.

Lungs: Clear. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Left hip area tender to palpate and bilateral leg edema trace but no calf tenderness. Bilateral feet and right toenail with fungal infection. All the toe fungal infection.

Neuro: She is awake, alert, oriented x3, and cooperative. Gait not tested. She has a lot of pain and does not want to walk. She is alert and oriented x3.

ASSESSMENT:

1. The patient was admitted status post fall from the motorized mobility scooter resulting trauma multiple left side rib fracture.

2. Splenic confusion.
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3. Left hip pain.

4. Hypodense lesion noted in the liver. She need outpatient followup MRI for the liver for that as recommended by the hospital.

5. Diabetes mellitus.

6. Hyperlipidemia.

7. Obesity.

8. Anxiety and depression disorder.

9. Chronic fungus toe infection.

PLAN: We will continue all her current medications. Care plan was discussed with the nursing staff and the patient. All the patient question answer.

CODE STATUS: MOLST form. Code status discussed with the patient. The patient is alert and oriented x3. The patient wants to be full code. Yes CPR, yes intubation, and transfer to hospital if needed. Hospital caregiver gives IV antibiotic if needed, IV fluid if as needed, blood transfusion if needed, G-tube feeding if needed, and hemodialysis if needed. Pneumonia form was signed and placed in the chart. We will follow CBC and CMP. Care plan discussed with the nursing staff.

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

