HISTORY & PHYSICAL

PATIENT NAME: Smith, Ada

DATE OF BIRTH: 03/05/1932
DATE OF SERVICE: 11/02/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 91-year-old female. She has been admitted to nursing home for continuation of care. The patient has dementia, mood disorder, and hypertension. The patient dependent on her care for continuation of medical management and she is dependent. The patient was transferred to my service and initial visit is done by me today. When I saw the patient, no shortness of breath. No cough. No congestion. No nausea. No vomiting. No fever. No chills. The patient herself is a very poor historian.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Dementia.

3. Anemia.

4. GERD.

5. Glaucoma.

6. Mood disorder.

7. Diverticulosis.

SOCIAL HISTORY: No alcohol. No drugs abuse as per chart.

ALLERGIES: Not known.

CURRENT MEDICATIONS: Multivitamin one tablet daily, Tylenol 650 mg twice a day p.r.n., Travatan ophthalmic solution 0.004% one drop at bedtime, amlodipine 5 mg daily, calcium with vitamin D 600/400 mg one tablet daily supplement, Senokot 8.6 mg two tablets twice a day for constipation, and Zoloft 37.5 mg every morning for depression.
REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain or palpitation.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope.
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PHYSICAL EXAMINATION:

General: The patient is awake, lying on the bed, forgetful, and disoriented.

Vital Signs: Blood pressure is 117/68, pulse 76, temperature 97.2, respiration 18, pulse ox 97%, and body weight 137.2 pounds.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Bilateral trace edema but there is no calf tenderness.

Neuro: She is awake, forgetful, and disoriented. She has a significant memory impairment. She is not able to answer any questions properly.

LABS: Recent lab reviewed BUN 19, creatinine 1.07, CO2 30, calcium 8.5, chloride 107, potassium 4.0, sodium 143, WBC count 4.1, hemoglobin 9.5, hematocrit 37.0, and platelet count 251. These labs they were drawn April 23, recent hemoglobin A1c 6.4 and TSH level 0.74 was done on September 1. The patient has urinalysis done two weeks ago mixed flora no evidence of infection.

ASSESSMENT: The patient has been admitted:
1. Dementia.

2. Anemia of chronic disease.

3. Hypertension.

4. History of glaucoma.

PLAN: At present, we will continue all her current medications. Care plan was discussed with the nursing staff. No new issues reported today.

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

