HISTORY & PHYSICAL

PATIENT NAME: Kane, Rosalee

DATE OF BIRTH: 06/03/1930
DATE OF SERVICE: 11/02/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

HISTORY OF PRESENT ILLNESS: This is a 93-year-old female has been admitted to subacute nursing home. She has a multiple medical problems stroke, dementia, hypertension, history of PE, and obstructive uropathy. She is dependent on her daily ADLs. She also has a history of glaucoma, hypertension, sleep apnea, history of right shoulder rotator cuff repair because of rotator cuff tear. Today, she was complaining of left hip pain. No trauma. No recent fall reported. No headache. No dizziness. No cough. No fever. No chills. No nausea. No vomiting.

PAST MEDICAL HISTORY:

1. Arthritis.

2. Rotator cuff rectal status post repair.

3. CVA.

4. Dementia.

5. Ambulatory dysfunction.

6. Glaucoma.

7. History of PE.

8. History of obstructive uropathy that has resolved.

SOCIAL HISTORY: No smoking. No alcohol. No drugs.

CURRENT MEDICATIONS: Senokot two tablets daily p.r.n. for constipation, Tylenol 650 mg q.6h. p.r.n., Apixaban 5 mg twice a day for history of PE, Memantine 10 mg twice a day, Plavix 75 mg daily, omeprazole 20 mg daily, trazodone 75 mg daily, and nutrition supplement Ensure plus daily.

ALLERGIES: CIPROFLOXACIN.
REVIEW OF SYSTEMS:

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

Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Left hip pain.

Genitourinary: No hematuria.
Neuro: No syncope.

Endocrine: No polyuria or polydipsia.
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PHYSICAL EXAMINATION:

General: The patient is awake. She is alert but forgetful and disoriented.

Vital Signs: Blood pressure is 130/78, pulse 65, temperature 97.8, respiration 18, pulse ox 97%, blood sugar 106, and body weight 118.5 pounds.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No leg edema. No calf tenderness. Left hip tender to palpate. No redness.

Neuro: She is awake and alert but forgetful and memory is impaired. She has generalized weakness and ambulatory dysfunction.

Psychiatry: She is cooperative, alert, and oriented.

LABS: Recent lab reviewed WBC 3.4, hemoglobin 11, hematocrit 36.5, platelet 282, ALT 10, AST 13, BUN 19, calcium 8.9, chloride 110, CO2 31, creatinine 0.8, potassium 4.4, and sodium 143.

ASSESSMENT:

1. The patient has been admitted with CVA.

2. Ambulatory dysfunction.

3. Dementia.

4. Hypertension.

5. History of PE.

6. History of anemia.

7. DJD.

8. Left acute problem. Today, there is left hip pain. No trauma. No fall reported.

PLAN: We will continue all her current medications. I will do x-ray of her left hip evaluation for any bony disease injury or DJD. I will order lidocaine patch for the left hip to apply daily. Continue Tylenol p.r.n. for pain. Reviewed x-ray and after the x-ray they reviewed further recommendation was made. Care plan discussed with the nursing staff.
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