HISTORY & PHYSICAL

PATIENT NAME: Johnson, Magnolia

DATE OF BIRTH: 08/19/1919
DATE OF SERVICE: 11/02/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

The patient is seen today for initial evaluation for the transfer of care from the other PCP.
HISTORY OF PRESENT ILLNESS: This is a 104-year-old female. She has been admitted to the nursing home for continuation of care. The patient has diabetes, hypertension, hearing loss, history of deconditioning, ambulatory dysfunction, hard of hearing, and dementia. While in the rehab, the patient is seen today by me. She denies any headache or dizziness. No chest pain. No nausea. No vomiting. No cough. No congestion. She is being fed with the assistant from the staff. The patient has no complaint at this point.

PAST MEDICAL HISTORY:

1. Diabetes mellitus type II.

2. Hypertension.

3. Dementia.

4. Ambulatory dysfunction.

5. Hard of hearing with hearing impairment.

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

ALLERGIES: Not known.

CURRENT MEDICATIONS: Glucose oral tablet four tablets by mouth every 12 hours p.r.n. for hypoglycemia if needed. She is also on insulin sliding scale coverage. She is also on insulin NovoLog 3 units with each meal, multivitamin one tablet daily, Zofran 4 mg q.8h p.r.n. for nausea and vomiting if needed, Lantus insulin 10 units subcutaneous at bedtime, donepezil 5 mg daily for dementia, and Tylenol 650 mg every six hours p.r.n. for pain and aches.

FAMILY HISTORY: Could not remember.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No cough. No congestion. No nausea. No vomiting.

Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neuro: No syncope. She is feeling weak, tired, lying on the bed, and tolerating feeding.
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PHYSICAL EXAMINATION:

General: The patient is awake, forgetful, and disoriented.

Vital Signs: Blood pressure is 129/90, pulse 63, temperature 97.4, respiration 18, and pulse ox 98%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. She has hard of hearing.

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. No calf tenderness.

Neuro: She is awake, alert, forgetful, disoriented, and ambulatory dysfunction.

ASSESSMENT: The patient has been admitted to subacute nursing home for continuation of care.
1. Dementia.

2. Ambulatory dysfunction.

3. Diabetes mellitus.

4. Hypertension.

5. History of chronic constipation.

6. Hard of hearing with hearing impairment.

PLAN: We will continue all her current medications. The patient is DNR/DNI. Continue all the comfort measure and current medications. Care plan was discussed with the nursing staff.
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