HISTORY & PHYSICAL

PATIENT NAME: McCalup, Patricia

DATE OF BIRTH: 12/09/1956
DATE OF SERVICE: 10/08/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 66-year-old female with a known history of hypertension, hyperlipidemia, diabetes, CKD, history of DVT, history of mitral valve prolapse, and gout. She was admitted to Franklin Care Hospital because of severe low back pain for several days. The patient was at work at Franklin Care Hospital lifting a patient felt pain in the right side and later on pain got worse. She was evaluated in the emergency room and they admitted the patient. CT scan of the lumbar spine no acute fracture noted and they did labs and imaging studies. The patient was seen by physical therapy and recommended subacute rehab.  After stabilization, the patient was sent to the subacute rehab for physical therapy. Today, when I saw the patient, she is complaining of loose stool four to five times. She is not on any antibiotic and she was given laxative I was told. No headache. No dizziness. No cough. No congestion. No fever. No chills.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Hyperlipidemia.

3. Diabetes.

4. CKD stage III.

5. History of DVT.

6. Obesity.

7. Glaucoma.

8. Mitral valve prolapse.

9. Gout.
10. History of glaucoma.
SOCIAL HISTORY: No smoking. No alcohol. No drugs. She is working at Franklin Care Hospital she used to LPN.
CURRENT MEDICATIONS: Upon discharge, Tylenol 500 mg two tablets q.8h. p.r.n., baclofen 5 mg t.i.d., dorzolamide, timolol ophthalmic drop both eyes twice a day, gabapentin 300 mg b.i.d., HCTZ/triamterene 50/75 mg one tablet daily, latanoprost daily at night, lidocaine topical 5% patch daily, Bystolic 5 mg daily, oxycodone 5 mg q.6h p.r.n., rosuvastatin 10 mg daily, semaglutide 0.5 mg subcutaneous once a week, and Senokot 8.6 mg daily p.r.n.
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REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: Complaining of diarrhea and loose stool just today but no blood in the stool.

Endocrine: No polyuria or polydipsia.

Musculoskeletal: Pain in the back.
Genitourinary: No hematuria.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 118/66, pulse 76, temperature 98.0, respiration 18, pulse ox 98%, and blood sugar 141

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

Neuro: She is awake, alert, and oriented x3. She is a very pleasant female and moving all extremities equal.

LABS: Recent lab sodium is 141, potassium 3.7, chloride 106, CO2 27, glucose 120, BUN 27, creatinine 1.3, WBC 5.3, hemoglobin 9.2, hematocrit 35.7, and hemoglobin A1c 5.8.

ASSESSMENT:

1. The patient was admitted with lumbar spinal stenosis.

2. Low back pain.

3. History of anemia.

4. Hypertension.

5. Diabetes mellitus.

6. Hyperlipidemia.

7. Obesity.

8. Glaucoma.

9. CKD.
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PLAN: Continue all her current medications. Fingerstick sliding scale coverage. Followup lab electrolytes. Care plan discussed with the nursing staff. I also discussed with the patient regarding code status. The patient wants to be full code. I have signed the new MOLST form. Code status discussed with the patient. New MOLST form signed and code status full code. Transferred to the hospital if needed, antibiotic yes, G-tube feeding yes, hemodialysis yes, and if anemia blood transfusion needed yes.

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

