HISTORY AND PHYSICAL
PATIENT NAME: Trzcinski, Mary

DATE OF BIRTH: 05/24/1932
DATE OF SERVICE: 10/21/2023

PLACE OF SERVICE: Franklin Woods Genesis Rehab

HISTORY OF PRESENT ILLNESS: This is a 91-year-old female. She was admitted to MedStar Hospital. The patient has history of hypertension, bilateral lower extremity lymphedema, and recurrent right lower leg venous stasis ulcer. She presented with left lower extremity redness, swelling, and drainage started a week ago. The patient was evaluated in the emergency room. She was also hypertensive. Blood pressure was 203 systolic. WBC count is 9.3. Doppler study was done negative for DVT. She was given ceftriaxone and doxycycline for cellulitis and the patient completed the course of antibiotic on 10/17/23. Hypertension medication adjusted. Lymphedema and local wound care was advised. She has a know CKD and close monitoring for followup lab. After stabilization, PT and OT done. They recommended subacute rehab for ambulatory dysfunction. Today when I saw the patient she is lying on the bed. 

PAST MEDICAL HISTORY

1. CKD.

2. Hypertension.

3. Lymphedema.

4. Osteoarthritis of the right hip

5. History of venous stasis ulcer.

MEDICATION: Upon discharge:

1. Tylenol 500 mg two tablet every eight hours.

2. Docusate 100 mg b.i.d.

3. Docusate Senna twice a day.

4. Lasix 20 mg p.o daily.

5. Potassium chloride 10 mEq daily for leg edema.

6. Lidocaine patch 5% to the right hip.

7. Gabapentin 200 mg daily.

8. Hydralyzine 50 mg twice a day.

9. Losartan 100 mg daily.

10. Melatonin 5 mg at night.

11. MiraLax 17 g daily.

REVIEW OF SYSTEMS: 

Constitutional: She denies any headache, dizziness, cough, and no congestion. No fever. No chills. No headache. No dizziness.
Pulmonary: No cough.

Cardiac: No chest pain.
GI: No vomiting.
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Musculoskeletal: Leg edema with left leg recent cellulitis improving.

Genitourinary: No hematuria.

Neurologic: No syncope.

Endocrine: No polyuria. No polydipsia.

SOCIAL HISTORY No smoking. No alcohol. No drug abuse. She lives at home.

PHYSICAL EXAMINATION:
General: The patient is awake. She is alert and oriented x 3.

Vital Signs: Blood pressure 138/80. Pulse 70. Temperature 98.1 F. Respiration 18 per minute. Pulse ox 98%.

Head: Atraumatic and normocephalic.

Eyes: Anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Bilateral leg edema. Left lower extremity cellulitis improving. Dressing in place in the left lower extremity.

Neurologic: She is awake and alert oriented x 3 and cooperative.

ASSESSMENT:

1. The patient is admitted status post recent left lower extremity cellulitis.

2. Chronic venous stasis ulcer.

3. Ambulatory dysfunction.

4. History of bilateral lower lymphedema.

5. Hypertension.

6. CKD.

7. Degenerative joint disease.

8. Osteoarthritis of the right hip.

PLAN OF CARE: We will continue all her current medications. Care plan discussed with the patient. Code status discussed with the patient. She wants to be DNR/DNI, but transferred to the hospital if needed to be transferred and CPAP if needed she agreed. Care plan discussed with the patient and the nursing staff. Extensive physical therapy will be done.

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