HISTORY & PHYSICAL

PATIENT NAME: Dunn, Shelley Anne
DATE OF BIRTH: 04/14/1955
DATE OF SERVICE: 10/08/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 68-year-old female. She was admitted to Union Memorial Hospital because the patient has multiple medical problems, COPD, heart failure with preserved ejection fraction, coronary artery disease, and previous CVA with right-sided residual deficit. She was transferred from outside facility because of definitive surgical management for left distal femur fracture. The patient had a fall at the backward while walking upstairs to a doctor’s appointment. The patient said her leg bent behind her and she was brought by the EMS to the emergency room, found to have a fracture and she was transferred to the Union Memorial. On arrival to the Union Memorial, the patient has left lower extremity. CT left lower extremity shows supracondylar distal femoral fracture anterior to the femoral patella joint space with mild fragment displacement. The patient also has a sinus tachycardia. Chest x-ray also showed right lower lobe pneumonia and WBC count was 12,000. The patient was admitted to Union Memorial with supracondylar distal femoral fracture due to mechanical fall. The patient underwent open reduction and internal fixation and insertion of the intramedullary nail in the femur. Orthopedic follows the patient due to recommended partial weightbearing. DVT prophylaxis was advised aspirin and Plavix pain medications. The patient was also reported to have acute hypoxic respiratory failure and started improve ground glass opacity present in remission and COPD exacerbation. The patient was managed and she was given oxygen. She also has leukocytosis and COPD was managed. Chest PT care plan was discussed with the pulmonary by the hospitalist and outpatient sleep study was advised. The patient has ejection fraction with reduced ejection fraction 15-20% that improved to 55-60% as per TTE on December 2019. Diabetes mellitus, hemoglobin was 11.2, blood sugar was 307 that was monitored, diabetic medication Lantus dose adjusted, old CVA in 2019, and hyperlipidemia. After stabilization, the patient was seen by the PT/OT subacute recommended and patient was sent to the Franklin Woods Genesis Nursing Rehab. Today when I saw the patient, the patient is lying on the bed. She denies any headache or dizziness. No shortness of breath. No chest pain. No nausea. No vomiting. She has left leg pain. No other complaint.

PAST MEDICAL HISTORY:

1. COPD.

2. CHF.

3. CAD.

4. Diabetes.

5. Previous CVA with right sided weakness.
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ALLERGIES: AMOXICILLIN and PENICILLIN.

CURRENT MEDICATIONS: Upon discharge, Tylenol 500 mg two tablets every eight hour p.r.n., DuoNeb treatment q.4h, aspirin 81 mg daily, atorvastatin 80 mg q.p.m., Symbicort 80/4.5 mcg two puff b.i.d., Coreg 3.125 mg b.i.d., Keflex 500 mg four times a day for seven days, Plavix 75 mg daily, Trulicity 4.5 mg subcutaneous every seven days, Lasix 20 mg daily two tablets total of 40 mg daily, gabapentin 300 mg three times a day, Lantus insulin 30 units at night, lispro 6 units with each meal and also sliding scale coverage was advised, metformin 500 mg b.i.d., omeprazole 20 mg daily, oxycodone 5 mg two tablet every four hours p.r.n. for five days, Entresto 24 mg/25 mg one tablet b.i.d. for CHF, spironolactone 25 mg daily, and tiotropium 18 mcg one inhalation daily.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: Pain in the left leg get relief with medication.
Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 117/66, pulse 94, temperature 98, respiration 18, and pulse ox 94%.

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: Left leg dressing in place with ace wrap and right leg no edema. No calf tenderness.

Neuro: She is awake, alert, oriented x3, lying in the bed, and looks comfortable.
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LABS: Lab done while at the facility here. Sodium 140, potassium 4.0, chloride 104, CO2 30, glucose 241, BUN 15, creatinine 0.5, WBC 10.1, hemoglobin 9.4, and hematocrit 28.9.

ASSESSMENT:

1. The patient was admitted to the subacute rehab with supracondylar distal femur fracture in the left.

2. Status post open reduction and internal fixation left femur and insertion of intramedullary nail.

3. Status post acute hypoxic respiratory failure.

4. Pneumonia.

5. COPD.

6. Ambulatory dysfunction.

7. Diabetes mellitus poor control.

8. Hyperlipidemia.

9. CHF and cardiomyopathy.

10. Previous CVA.

11. History of chronic smoking.

PLAN: We will continue all her current medications. PT/OT. She does have anemia and that is chronic but we will monitor CBC and BMP. Code status discussed with the patient. She wants to be full code. The patient is alert and oriented x3. She can maker her medical decision by herself. MOLST form signed by me after discussion with the patient and all her questions answered. The patient wants to be full code. She was transferred to the hospital yes, IV antibiotic yes if needed, anemia blood transfusion if needed yes, feeding G-tube placement if needed yes, hemodialysis if needed yes, and transferred to the hospital level of care needed yes. A new MOLST form was signed by me and placed on the chart.

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

