HISTORY & PHYSICAL

PATIENT NAME: Klingenstein, Edward

DATE OF BIRTH: 05/04/1932
DATE OF SERVICE: 10/15/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

The patient is seen today with initial history and physical.
HISTORY OF PRESENT ILLNESS: This is a 91-year-old male with known history of hypertension, hyperlipidemia, diabetes, Parkinson disease, Lewy body dementia present for the lack of strength in all the extremities. He is feeling weak. He presented to the hospital with right facial droopiness and was noted to have change in mental status. The patient reported that for the last two weeks he has been feeling weak and tired. He was able to move around the wheelchair before but recently he has been not and he also has been more confused. CT head was negative and CTA head has been done was negative for large vessel occlusion. The patient was admitted dehydration with acute on chronic renal failure. CT abdomen was negative. The patient admitted with altered mental status due to dehydration and less likely stroke or TIA. The patient son who spoke to the patient physician at the hospital initially he decided the patient want to take him home with home hospice. The patient was given IV fluid and urinary retention was noted. The patient was given lactulose for constipation, Aricept, Namenda, carbidopa levodopa was discontinued, and B12 supplement was discontinued. Speech therapy saw the patient. He able to eat minced and moist diet. The patient was not able to go home because family was unable to take care of home and patient was not qualifying for inpatient hospice. Initially son and wife planned to take a patient at home but once they found the hospital nurse does not come every day they decided the patient to go to the facility. The patient was evaluated and subsequently was sent to the rehab. The patient has a poor appetite. He is not eating well and kidney function started to improve. Urinalysis showed UTI, urinary retention, and IV ceftriaxone was given. Urine culture sent. The patient was also started on Flomax and MRI brain was negative for acute stroke or hemorrhage however extensive periventricular white matter changes noted and pansinusitis noted. The patient has acute encephalopathy at admission with significant improvement likely toxic metabolic in the setting of hypokalemia, dehydration, uremia, and UTI causing all those problems with urinary retention. He also has the baseline Lewy body dementia and Parkinson’s disease. He has been on two medications before donepezil and Memantine. His renal function improved with IV fluid. As per hospital note and son told the hospital people that he was not taking his carbidopa levodopa at home. The patient does not have tremor in the hospital. No rigidity. Carbidopa was making more agitated it was discontinued for the hospital people. Speech therapy saw the patient. Aspiration precaution advised one to one supervision with medications with IV fluid. Kidney function started improving and voiding trial failed. The patient has urinary retention with bladder stent and indwelling Foley cathter was placed on October 12th.

Klingenstein, Edward

Page 2

Flomax dose was increase from 0.4 mg to 0.8 mg and they recommended voiding trial. Hypertension was managed and dyslipidemia maintained on statin. After stabilization, the patient was sent to subacute rehab. When I saw the patient today, his wife is at the bedside. The patient denies any headache or dizziness. He is lying in the bed. He is a poor historian and hard of hearing and wife answering the most of the questions. The patient has no fever. No chills. No shortness of breath. No cough. No congestion.

PAST MEDICAL HISTORY:

1. Dementia Lewy body.

2. Parkinson’s disease.

3. Hypertension.

4. Hyperlipidemia.

5. Diabetes.

6. History of for CKD.
SOCIAL HISTORY: No smoking. No alcohol. No drugs. Married for the last 63 years and living with the life and grownup children.
CURRENT MEDICATIONS: Upon discharge, Tylenol 500 mg two tablets every eight hours for five days, amlodipine 5 mg daily, cefdinir 300 mg p.o. daily to the continued until October 19th, citalopram 10 mg daily, docusate Senna two tablets twice a day, donepezil 10 mg q.p.m., doxycycline 100 mg p.o. b.i.d., fluticasone nasal spray two inhalation daily each nostril, hydralazine 25 mg three times a day, lactulose 30 mL twice a day, loratadine 10 mg daily, melatonin 3 mg daily, Memantine 10 mg b.i.d., metoprolol 25 mg half tablet twice a day, MiraLax 17 g daily, pravastatin 40 mg q.p.m., and Flomax 0.8 mg q.p.m.
REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.
Genitourinary: No hematuria. Urinary retention required Foley catheter.

Neuro: His memory is impaired. He has generalized weakness and ambulatory dysfunction.
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PHYSICAL EXAMINATION:

General: The patient is awake. He is alert. He is forgetful and disoriented. He is alert and oriented x1 only.

Vital Signs: Blood pressure is 128/74, pulse 70, temperature 97.3, respiration 18, and pulse ox 95%.

HEENT: Head – atraumatic and normocephalic. Right eye is redness. Wife told me that he has multiple surgeries on the right eye and they going to follow outpatient with ophthalmologist. No ear or nasal discharge. Throat is clear.

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: He is awake, forgetful, and disoriented. He has generalized weakness.

ASSESSMENT:

1. The patient was admitted with generalized weakness.

2. Change in mental status due to metabolic encephalopathy.

3. Urinary tract infection.

4. Hypertension.

5. Dementia Lewy body.

6. AKI with CKD.

7. Urinary retention require Foley catheter placement.

8. History of hyperlipidemia.

PLAN: We will continue all his current medications. Followup labs and electrolytes. Care plan discussed with the patient wife he is at the bedside.

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

