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TRANSITIONAL CARE VISIT

Patient Name: John Phillips

Chart#: 2963

Date of Birth: 06/10/1944

Date of Exam: 11/09/2023

Date of Admission: 11/06/2023

Date of Discharge: 11/08/2023

History: Mr. Phillips is a 79-year-old white male who came to our office on 11/06/23, for a regular followup visit. He came to the office. He was sitting when the nurse went to check on him he did not respond properly at which time they called 911 and the ambulance emergency medication services arrived and took him to St. Joseph Hospital for further evaluation where he was found to be septic, dehydrated, and with urinary tract infection. This gentleman is 79 years old who has had:

1. Prostate cancer.

2. Lung cancer.

3. Long-standing hypertension.

4. History of smoking in the past.

5. History of abscess in his liver.

He was taken to the hospital. His blood pressure was low in the 90s systolic. He was awake and alert when he arrived in the emergency room. His initial evaluation reveals negative troponin with nonischemic EKG. Urinalysis was frankly suggestive of UTI. A CBC showed white count of 8.3, hemoglobin noncritical at 13.2 and 41.6, platelets 200. Chemistries show renal dysfunction with BUN of 38, creatinine of 2.27; his baseline creatinine in the past was 1.5, hyperkalemia at 5.9, hyperchloremia at 108, sodium was 139, no acidosis. CT of the head and chest x-ray were negative. Vitals were then stable.

Medications: The patient’s medication list at home included:

1. Tylenol.
2. Tamsulosin 0.4 mg q.h.s.

3. Aspirin 81 mg a day.

4. Atorvastatin 40 mg a day.

5. Bicalutamide 50 mg a day.

6. Carvedilol 25 mg twice a day.

7. Iron sulfate 325 mg p.o daily.

8. Amlodipine/benazepril one twice a day.
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The patient was started with hydration because of elevated creatinine. The patient was started on IV Levaquin and he gave history of dysuria, incontinence, and frequency. It was decided to continue his previous medications. An EKG was done today, which showed sinus rhythm, nonspecific ST changes.

Physical Examination:

General: Mr. John Phillips is a 79-year-old white male who drove himself to the office. He states on his discharge the nurse wheeled him in wheelchair to our office so that he could go into his car. So, he states he came in wheelchair all the way to my parking lot and then drove himself home. He drove himself to the office today. He does not feel bad. He is fully awake, alert and oriented and told me exactly what happened.

Vital Signs:

Height: 5’11”.

Weight 205 pounds.

Blood pressure 120/70.

Pulse 66 per minute.

Pulse oximetry 98%.

Temperature 96.4.

BMI 29.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruits. Thyroid is not palpable.

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft. Nontender. No organomegaly. No CVA tenderness.

Extremities: No phlebitis. No edema.

It was noted from the hospital records that the patient had prerenal azotemia with elevated BUN, creatinine and potassium and IV hydration was a must to save his life, which was done. I have ordered repeat blood work today that includes CBC and CMP.

Discharge Medications: The patient’s discharge medications today include:

1. Levofloxacin 750 mg a day.

2. Tamsulosin 0.4 mg at bedtime.

3. Bicalutamide 50 mg a day.

4. Atorvastatin 40 mg a day.

5. Amlodipine/benazepril 5/20 mg twice a day.

6. Carvedilol 25 mg twice a day.

The patient’s admission was on 11/06/23 and discharge on 11/08/23. He is going to be followed in the office in a week.
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