HISTORY & PHYSICAL

PATIENT NAME: Farveson, Gloria

DATE OF BIRTH: 03/30/1935
DATE OF SERVICE: 11/11/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is an 88-year-old female. She was admitted from John Hopkins Hospital. The patient has multiple medical problems coronary artery disease status post bypass graft in 2006, hypertension, diabetes, carotid stenosis status post carotid endarterectomy, gout, and osteoporosis. She presented to the hospital November 1st after mechanical fall and found to have a left femur fracture. She underwent left femur intramedullary rod status post abrasion. She has hypotension was attributed to sedition and medication side effect. She required ICU stay. She was also noted to have UTI that was treated with antibiotic, cefepime, and PT/OT done. She has a leukocytosis secondary to UTI, Pseudomonas aeruginosa, and mechanical fall resulting a left femur fracture. Postoperatively, hypotension resolved. She maintained her routine medications. She has acute blood loss anemia due to surgery. After stabilization, PT/OT done. She was also noted to have diarrhea that was attributed to laxatives and patient was sent to the rehab center. She was also reported to have acute thrombocytopenia during the hospitalization. Today, when I saw the patient, she is lying on the bed. No headache. No dizziness. No cough. No congestion. No fever. No chills. She has ecchymosis in the left leg and also the part of the low back area but no headache. No dizziness. No cough. No congestion. No fever.

PAST MEDICAL HISTORY:

1. Coronary artery disease status post bypass.

2. Hypertension.

3. Diabetes type II.

4. Carotid stenosis status post carotid endarterectomy.

5. Osteoporosis.

6. Anemia.

7. Hypertension.

8. Ambulatory dysfunction.

9. Thrombocytopenia.
CURRENT MEDICATIONS: Upon discharge, aspirin 325 mg daily, cefepime 2 g every eight hours for two days then stopped for UTI and Pseudomonas, vitamin D 1000 units daily, Lovenox 30 mg subcutaneous twice a day for 11 days, ferrous sulfate 325 mg daily for anemia supplement, and multivitamin daily. She also has ophthalmic ointment to both eyes four times a day, white petrolatum mineral oil ointment for both eyes, allopurinol 100 mg daily, atorvastatin 40 mg daily, Celebrex 100 mg twice a day, gabapentin 100 mg b.i.d., loratadine 10 mg daily, methocarbamol 500 mg two tablets four times a day, metoprolol succinate 25 mg daily, and Tylenol 650 mg q.6h p.r.n. for pain and aches.
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ALLERGIES: Not known.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: Complaining of ecchymosis bruises left leg at the surgical site and lower leg.
Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 137/67, pulse 70, temperature 98.2, respiration 18, and pulse ox 94%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat is clear. No exudate.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2 systolic murmur heard.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Edema noted both legs. Left leg has some ecchymosis also back some ecchymosis area noted.

Neuro: She is awake, alert, oriented x3, and cooperative.

ASSESSMENT:

1. The patient has been admitted status post fall with fracture left femur status post intramedullary nailing.

2. Urinary tract infection.

3. Episode of hypotension in the hospital improved.

4. UTI currently on IV antibiotic.

5. Diabetes mellitus.

6. History of hypertension.

7. Carotid stenosis status post carotid endarterectomy.

8. History of gouty arthritis.

9. History of osteoporosis.
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10. History of coronary artery disease status post coronary artery bypass graft.

11. History of thrombocytopenia improved ecchymosis left leg.

12. Episode of diarrhea in the hospital that has resolved that is attributed to laxative.

PLAN: We will continue all her current medications. Follow CBC and CMP at extensive PT/OT rehab. Fall precautions. Care plan was discussed with the patient and patient understands. Code status discussed with the patient and patient wants to be full code.

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

