HISTORY & PHYSICAL

PATIENT NAME: Howard, Ellis

DATE OF BIRTH: 10/22/1943
DATE OF SERVICE: 11/04/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

The patient is seen today initial visit established care and patient transferred to my service.

HISTORY OF PRESENT ILLNESS: This is an 80-year-old male. He has a multiple medical problems with history of cervical spine stenosis with myelopathy, history of traumatic brain injury, urethritis, previous C. diff colitis treated, chronic venous insufficiency, ambulatory dysfunction, neurologic bladder, and cervical catheter placement. The patient was hospitalized and subsequently has been admitted there with the nursing rehab for continuation of care and management. The patient is unable to take care of himself. He is dependent on ADL. The patient has urinary retention, required *__________* catheter placement, currently being monitored. Today, when I saw the patient, he is lying on the bed with no headache. No dizziness. No shortness of breath. No fever. No chills. He is a very poor historian. He is forgetful and disoriented.

PAST MEDICAL HISTORY:

1. Traumatic brain injury.

2. Cervical spinal cord stenosis with myelopathy.

3. Urinary retention.

4. Osteoarthritis.

5. Neurogenic bladder.

6. *__________* catheter placement.

7. C. diff colitis.

8. Pulmonary embolism.

9. Urosepsis.

10. Hypertension.

11. Ambulatory dysfunction.

12. Generalized muscle weakness.

13. History of dementia.

14. Depression.

ALLERGIES: Not known.

SOCIAL HISTORY: No smoking. No alcohol. No drugs. The patient is confused and he cannot give proper history.

FAMILY HISTORY: He could not tell.
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CURRENT MEDICATIONS: The patient is on Tylenol 500 mg one tablet three times a day p.r.n. for pain, multivitamin one tablet daily, MiraLax 17 g daily, glucagon for hypoglycemic episode __297__ aspercreme 1%, and lidocaine 4% applied __320__ daily. He is also using local skin cream calmoseptine to buttock area for skin protection.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

Genitourinary: No hematuria. 

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.
Neuro: The patient is forgetful and disoriented.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 130/85, pulse 88, temperature 97.4, respiration 20, pulse ox 99%, and body weight 201.5 pounds.

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

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: The patient is awake, forgetful and disoriented. Moving all his extremities. He is confused.
LABS: Reviewed WBC 3.9, hemoglobin 12.3, hematocrit 40.9, *__________*, BUN 22, creatinine 1.3, potassium 4.4, and sodium 141.

ASSESSMENT: The patient has been admitted for continuation of his care:
1. Cervical spine stenosis with myelopathy.

2. Ambulatory dysfunction.

3. History of traumatic brain injury.

4. Neurogenic bladder status post suprapubic catheter placement.

5. History of C. diff colitis, treated.

6. UTI treated.

7. Hypertension.

Howard, Ellis

Page 3

8. Generalized muscle weakness.

9. Neurologic bladder.

10. Dementia.

11. History of depression.

PLAN: We will continue all his current medications and local skin care. Physical therapy to be continued. Continue all his current medications. Care plan was discussed with the nursing staff.

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

