FOLLOWUP READMISSION NOTE

PATIENT NAME: McCall, Veronica

DATE OF BIRTH: 04/11/1959
DATE OF SERVICE: 12/02/2023

PLACE OF SERVICE: FutureCare Sandtown

HISTORY OF PRESENT ILLNESS: This is a 54-year-old female. She is complaining of shortness of breath. She has previous COPD and multiple intubations. She also has sleep apnea. She presented to emergency room with worsening dyspnea. She was also tested positive for COVID. She was complaining of generalized weakness and diarrhea. The patient was admitted because of COPD and acute exacerbation requiring BiPAP. The patient was started on prednisone and doxycycline. Echo done show ejection fraction 30-35%. She also has recent episode of syncope. She was placed on LifeVest. The patient was monitored BiPAP and COPD exacerbation was managed. There was syncopal episode. Echo showed EF of 30-35% after wall motion deficit. Decision was made to discharge on LifeVest and follow cardiology. After stabilization, the patient was sent to the FutureCare Sandtown. Today when I saw the patient, she is feeling better. No headache. No dizziness. No cough. No congestion. Because of COVID positive, CT chest no acute inflammatory changes noted. Diabetes was monitored closely. She has history of previous CVA. She was maintained on aspirin and statin. After stabilization, the patient was sent. Today, when I saw the patient, she is feeling better. No headache. No dizziness. No cough. No congestion. No nausea. No vomiting.

PAST MEDICAL HISTORY:

1. History of known COPD.

2. History of multiple hospitalizations with respiratory failure.

3. CHF.

4. CVA.

5. Diabetes.

6. Hypertension.

7. Chronic smoking.

8. Pulmonary embolism.

9. TIA.

10. History of MRSA bacteriemia.

11. Left bundle branch block.

12. Osteoarthritis of the knee.

13. Migraine.

14. History of hernia repair.

15. History of back surgery.

ALLERGIES: CIPROFLOXACIN, CYCLOSPORINE, VALSARTAN, DARVON, PENICILLIN, MUSHROOM, BEE POLLEN and BEE VENOM.
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CURRENT MEDICATIONS: The patient is on ProAir inhaler two puffs q.4h p.r.n., colchicine 0.6 mg daily, , lisinopril 20 mg daily, Singulair 10 mg daily, Jardiance 10 mg daily, Incruse Ellipta one inhalation daily, Lantus 35 units subcutaneous daily, Tylenol 650 mg q.6h p.r.n., baclofen 10 mg t.i.d., aspirin 81 mg daily, Lipitor 80 mg daily, Pepto Bismol p.r.n. for diarrhea and stomach upset, DuoNeb treatment q,4h p.r.n., Lasix 40 mg daily, melatonin 10 mg at night, oxycodone 5 mg q.4h p.r.n., Pepcid 40 mg daily, MiraLax 17 g daily, escitalopram 20 mg daily, Humalog sliding scale coverage, Ozempic 1 mg subcutaneous every seven days, spironolactone 50 mg daily, Topamax 100 mg daily, metoprolol extended release 50 mg daily, gabapentin 600 mg three times a day, Glucophage 1000 mg daily for diabetes, Xarelto 20 mg daily, and Advair Diskus 500/50 mcg one puff b.i.d.
REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert and oriented x3.

Vital Signs: Blood pressure is 107/75, pulse 87, temperature 96.2, respiration 18, and pulse ox 96%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi at the bases. Upper fields are clear.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

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

ASSESSMENT:

1. The patient has been admitted with COPD acute exacerbation.

2. Status post acute respiratory failure due to COPD exacerbation managed and stabilize in the hospital and subsequently sent back here and on tapering doses of steroid and doxycycline to completed the course.
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3. Sleep apnea maintained on CPAP 14 cmH2O at night.

4. Syncope.

5. Cardiomyopathy ejection fraction 30-35%.

6. History of migraine headache.

7. Gouty arthritis.

8. History of GERD.

9. History of PE in the past.

10. History of diabetes mellitus.

11. Hypertension.

12. History of obesity.

PLAN: At this point, we will continue all her current medications. We will continue all her current medications. Monitor lab and electrolytes. Care plan discussed with the patient and the nursing staff.

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

