HISTORY AND PHYSICAL
PATIENT NAME: Thomas, Flora

DATE OF BIRTH: 02/03/1929
DATE OF SERVICE: 10/26/2023

PLACE OF SERVICE: Future Care Charles Village.

HISTORY OF PRESENT ILLNESS: This is a 94-year-old female. She is admitted to the hospital because of fall. She suffered injury to the lower extremity. X-rays done Imaging studies done. The patient was noted to have left femur fracture. Orthopedic consulted. The patient underwent left hip hemiarthroplasty on 10/17/2023. The patient herself is a poor historian. She has a history of atrial fibrillation, COPD, history of fall, hard of hearing, and hypertension. She had a recent left hip hemiarthroplasty.

PAST MEDICAL HISTORY

1. She has known history of rheumatoid arthritis.

2. AC joint separation.

3. History of malnutrition.

ALLERGIES: CODEINE.

MEDICATION: The patient was maintained in the hospital on medications and pain management control.

1. She was on Tylenol 650 mg q.6h.

2. Amlodipine 5 mg daily.

3. Senna-Docusate two tablet twice a day.

4. Eliquis 2.5 mg b.i.d.

5. Pravastatin 40 g daily.

6. Prednisone 10 mg daily.

7. Topical cream for the skin.

REVIEW OF SYSTEMS: 

Constitutional: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Pain and aches in the hip.

Genitourinary: No hematuria.

Neurologic: No syncope.

Endocrine: No polyuria. No polydipsia. No heat or cold intolerance.
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PHYSICAL EXAMINATION:
General: The patient awake, alert, lying on the bed forgetful and disoriented.

Vital Signs: Blood pressure 148/79. Pulse 84. Temperature 98.1 F. Respiration 18 per minute. Pulse ox 98%.

HEENT: Atraumatic and normocephalic. Eyes: Anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Left hip dressing is in place.

Neurologic: She is awake, forgetful, and disoriented.

ASSESSMENT: The patient is admitted:
1. Fracture left femur status post left hemiarthroplasty.

2. Ambulatory dysfunction.

3. History of atrial fibrillation.

4. History of hypertension.

PLAN OF CARE: We will continue all her current medications. PT/OT. Monitor labs and electrolytes. Local skin care discussed with the nursing staff and also discussed with the patient’s family.
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