HISTORY & PHYSICAL

PATIENT NAME: Pearson, Joyce

DATE OF BIRTH: 08/10/1945
DATE OF SERVICE: 11/02/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

HISTORY OF PRESENT ILLNESS: This is a 78-year-old female seen today for initial evaluation transfer of care in the new patient to our service. The patient seen today she has been admitted to the facility. The patient has multiple medical problems with history of diabetes mellitus, hypertension, left Charcot foot, peripheral vascular disease, right pontine stroke in August 2021, dysphagia, history of breast lump status post lumpectomy, history of left foot wound treated, and also secondary hyperparathyroidism for which she has been monitored closely. The patient while in the rehab she has a known history of acute bilateral CVA and periodic confusion. She was hospitalized in St. Agnes in June 2022 progressive workup. Today, when I saw the patient, she denies any headache, dizziness, nausea, or vomiting. She has ongoing chronic back pain because of previously multiple back surgeries. Other than that no headache. No dizziness. No cough. No congestion. No fever.

PAST MEDICAL HISTORY:

1. She has history of recurrent stroke.

2. CVA.

3. History of thyroid nodule.

4. History of secondary hyperparathyroidism.

5. CKD stage IV.

6. Chronic metabolic acidosis.

7. Diabetes.

8. Hypertension.

9. Hyperlipidemia.

10. Diabetic retinopathy.

11. History of diabetic foot ulcer and left Charcot foot.

PAST SURGICAL HISTORY: Previous surgical history of debridement and removal of the infected nail from left foot, multiple incision and drainage surgery, history of breast lumpectomy, cataract surgery, and previous history of multiple lumbar spine surgery. The patient has COVID infection with recovery.

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

ALLERGIES: BACTRIM, LISINOPRIL, and METRONIDAZOLE unknown reaction.
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CURRENT MEDICATIONS: The patient has been on Tylenol 650 mg q.6h. p.r.n., docusate 100 mg b.i.d., Senokot two tablets in the evening, Cymbalta 60 mg daily, gabapentin 100 mg two capsules three times a day, Voltaren gel apply 2 g to the left rib topically every eight hours, lidocaine patch 4% to the left knee once a day, ophthalmic eye drops, tetrahydrozoline one drop both eyes four times a day for dry eyes, Lasix 40 mg half tablet daily for chronic leg edema, diltiazem 30 mg p.o. daily, and buspirone 5 mg twice a day for anxiety.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: Chronic back pain and chronic lower extremity edema. She has been using TED stockings.
Neuro: No syncope.

Endocrine: No polyuria or polydipsia. No heat or cold intolerance.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 126/82, pulse 72, temperature 97.4, respiration 18, pulse ox 98%, and blood sugar 108.

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. No rebound. No rigidity.

Extremities: Chronic bilateral leg edema. There is no calf tenderness.

Neuro: The patient is awake, alert, oriented x3, and cooperative. Sensory is intact.

Psychiatry: She is cooperative, alert, and oriented.

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 1st. The patient has urinalysis done two weeks ago mixed flora no evidence of infection.
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ASSESSMENT: The patient has been admitted to the subacute nursing rehab. The patient has multiple medical problems:
1. CVA.

2. Hypertension.

3. Obesity.

4. Lumbar spine disc disease, status post multiple surgeries.

5. History of left knee surgery.

6. History of Parkinson’s disease but currently she is not on any medication.

7. History of COVID infection with recovery.

8. Chronic leg edema.

9. History of stage IV CKD.

10. History of thyroid nodule.

11. History of hyperparathyroidism.

PLAN: We will continue all her current medications. The patient has a known history of thyroid nodule. At this point, I will order her sonogram of the thyroid to follow up thyroid nodule. The patient has some concern about that and also TSH level, T3, and T4. Care plan was discussed with the patient and also the nursing staff.

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

