HISTORY & PHYSICAL

PATIENT NAME: Carter, Kenneth Reed

DATE OF BIRTH: 08/19/1927
DATE OF SERVICE: 11/05/2023

PLACE OF SERVICE: Franklin Wood Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 96-year-old male. He has CKD stage IV, chronic folic catheter due to prostatic hypertrophy, and right eye blindness. He was evaluated in the emergency room because patient was noted to have urinary tract infection. The patient was also reported to have a fall and imaging study revealed L2 compression fracture, chronic L1 compression fracture, and L2 was acute fracture but chronic L1 compression fracture was noted, close head injury in the setting of debility, and generalized weakness from possible UTI. The patient was also noted to have delirium high risk of cognitive impairment, dementia, and PT/OT recommended subacute rehab. The patient was also noted to have acute metabolic encephalopathy was present at admission. The patient discussion with the son and daughter they were involved in the care by the hospital team. The patient was noted to be more lethargic on October 28th with significant anion gap metabolic acidosis without lactic acidosis but no CO2 retention and folic catheter was exchanged but there was change again in the hospital on arrival. Renal ultrasound without significant hydronephrosis. Chest x-ray possible pneumonia, but not clinically asymptomatic without leukocytosis and hypoglycemia due to poor oral intake was noted but improved. He was monitored CT head and no acute intracranial abnormality. The patient was managed B12 level was 332 and TSH normal. He was started on Zosyn for possible UTI with improvement, slowly. geriatric consulted for management for compression fracture advised conservative management. Pain management, delirium precautions, AKI with CKD that was monitored and improvement with IV fluid noted. UTI was treated with antibiotic with three days course of Zosyn. He has a known anemia, hypertension, and hyperlipidemia that was monitored closely. Subsequently, the patient was sent to the subacute rehab. Today, when I saw the patient, he is lying on the bed. He has no headache. No dizziness. No nausea. No vomiting. No fever. He is forgetful and disoriented. He is not very good historian.

PAST MEDICAL HISTORY:

1. Chronic L1 fracture.

2. History of urinary retention requiring chronic Foley catheter placement.

3. Right eye blindness.

4. History of fracture right femoral neck.

5. History of diverticulosis.

6. History of fall.

7. History of ambulatory dysfunction.

8. History of cataract.

9. History of cholecystectomy.

10. Right hip hemiarthroplasty.
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CODE STATUS: DNR. As per hospital recommendation do not intubate, no vasopressor. No invasive ventilation. No cardioversion.

CURRENT MEDICATIONS: Upon discharge, Tylenol 500 mg two tablet every eight hours, Plavix 75 mg daily, vitamin D 50,000 units q. weekly for three months, latanoprost eye drops both eyes at night, melatonin 6 mg at night, metoprolol 25 mg XL daily, mirtazapine 15 mg daily, nifedipine XL 120 mg p.o. daily, Protonix 40 mg p.o. daily, MiraLax 17 g daily, Pregabalin 75 mg p.o. twice a day, quetiapine 12.5 mg at night for delirium and agitation, Senokot one tablet daily p.r.n., and tramadol 50 mg q.6h.
REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Some bruises in the arm, ecchymosis most likely.
Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 146/80, pulse 60, temperature 97.6, respiration 20, and pulse ox 97%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Ecchymosis in the both arms and legs and lower extremity. No calf tenderness.

Genitourinary: Foley catheter in place and is working.

Neuro: He is awake but he has memory impaired.

ASSESSMENT: The patient has been admitted:
1. Ambulatory dysfunction.

2. Status post recent UTI.

3. Status post acute L2 fracture.

4. Chronic L1 compression fracture.
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5. Closed head injury.

6. Acute metabolic encephalopathy.

7. AKI with CKD.

8. Anemia.

9. Hypertension.

10. History of hyperlipidemia.

11. Chronic pain.

PLAN: We will continue all his current medications. Discussed with the nursing staff. We will continue all his current medications. The patient is DNR/DNI.

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

