READMISSION NOTE COMPREHENSIVE EVALUATION

PATIENT NAME: Lambert, Sandra

DATE OF BIRTH: _____
DATE OF SERVICE: 09/27/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is an 83-year-old female. She was admitted to Franklin Square Hospital because of worsening right leg swelling. She was sent from the nursing home to the hospital. She had a significant swelling, vomit to touch and painful. She was evaluated in ED and subsequently admitted. The patient has multiple medical problems including hyperlipidemia, coronary artery disease, previous CVA, hyperparathyroidism, nonspecific polyclonal gammopathy, focal seizure, and questionable myeloma. The patient also has history of COVID pneumonia in 2021. The patient underwent CT of the right lower extremity with contrast and lower extremity ultrasound x-ray done hip and knee. No significant abnormality. The patient was given IV fluids and IV antibiotic. Subsequently discontinue antibiotic there was no obvious etiology of infection, conservative management, IV fluid, mental status started improve, and three-day course of antibiotic given for possible community acquired pneumonia. Subsequently, the patient was sent back to the facility they did nor recommend any further intervention and palliative care consultation was advised. Today when I saw the patient, she is lying in the bed. No shortness of breath. No cough. No congestion. No fever. No chills.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Hyperlipidemia.

3. Coronary artery disease.

4. Previous CVA.

5. Primary hyperparathyroidism.

6. Nonspecific polyclonal gammopathy.

7. AKI.

8. Focal seizure.

9. Depression.

10. Macrocytic anemia.

11. Questionable multiple myeloma in the setting of abnormal SPEP UPEP and hypercalcemia.

12. History of osteoporosis.

13. History of COVID pneumonia treated.

14. Chronic left bundle branch block.
ALLERGIES: Not known.
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CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg q.6h p.r.n., docusate/Senna one tablet b.i.d. p.r.n., escitalopram 10 mg daily, ferrous sulfate one tablet daily 325 mg twice a day, hydrocortisone/pramoxine 2.5/1% apply q.12h p.r.n. for rectal itching, melatonin 1 mg at night, mirtazapine 7.5 mg at night, lubricant eye drops three time a day, omeprazole 40 mg daily, and MiraLax 17 g daily.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Right knee has some swelling but no redness.
Neuro: No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake. She is lying in the bed and in no acute distress.

Vital Signs: Blood pressure is 112/67, pulse 80, temperature 98.6, respiration 18, and pulse ox 95%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Right knee swelling noted, right knee has some edema, and right knee is painful.

Neuro: She is awake and alert but forgetful and disoriented.

LABS: Lab done while in the subacute rehab sodium 135, potassium 3.2, chloride 109, CO2 19, creatinine 0.9, BUN 14, WBC 5.4, hemoglobin 10.2, and hematocrit 31.8.

ASSESSMENT:

1. The patient has been readmitted with right leg swelling and right knee swelling recommended by the hospital palliative care and comfort measure. No aggressive therapy on that knee.

2. Hypokalemia supplemented.

3. Ambulatory dysfunction.

4. Metabolic encephalopathy.
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5. Status post metabolic acidosis status post hypoxic respiratory failure with improvement status post pneumonia treated in the hospital.

6. Right lower extremity swelling with pain but no fracture identified.

7. History of CVA.

8. History of CAD.

PLAN: We will continue all her current medications. Potassium was low that has been supplemented. Code status, patient is DNR.

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

