HISTORY & PHYSICAL

PATIENT NAME: Gibbs, Sampson

DATE OF BIRTH: 05/22/1962
DATE OF SERVICE: 12/21/2023

PLACE OF SERVICE: FutureCare Charles Village

Televisit done today with the nurse present in the room with video camera machine.
HISTORY OF PRESENT ILLNESS: This is 61-year-old male he was admitted to the hospital Good Samaritan. He was brought to the emergency room complaining of shortness of breath. The patient has known history of cardiomyopathy ejection fraction of 35-40%, global hypokinesia, CAD, hyperlipidemia, polysubstance abuse, hypertension, and chronic smoking. The patient with acute hypoxic hypercapnic respiratory failure. At presentation, the patient also has hypertensive crisis. Blood pressure was significantly elevated. The patient was managed admitted in the hospital and medication adjusted. He also has acute kidney injury and he was monitored very closely diuresed with caution. After stabilization, physical therapy done and PT/OT and he was sent to subacute rehab. The patient I saw today that he is feeling much better. He denies any headache, dizziness, nausea, or vomiting. No fever. No chills.

PAST MEDICAL HISTORY:

1. CHF.

2. Cardiomyopathy EF of 35-40%.

3. Coronary artery disease.

4. Hyperlipidemia.

5. Hypertension.

6. Polysubstance abuse.
7. Chronic alcohol abuse.
SOCIAL HISTORY: History of polysubstance abuse.

FAMILY HISTORY: Positive for hypertension.
MEDICATIONS: Upon discharge, Lipitor 80 mg daily, naloxone sublingual one daily, calcium carbonate supplement twice a day, Plavix 75 mg daily, Lasix 40 mg twice a day, losartan 25 mg daily, metoprolol 25 mg daily XL, and spironolactone 25 mg daily.
REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No ear or nasal congestion. No sore throat.

Pulmonary: Mild shortness of breath. No wheezing.

Cardiac: No chest pain. No palpitation.

GI: No vomiting or diarrhea.
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Musculoskeletal: No edema.
Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding. No bruising.

Genitourinary: No hematuria.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure as reported by the staff checked at the facility. Blood pressure is 140/82, pulse 68, temperature 98.7, respiration 18, and pulse ox 96%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Lungs: Breathing comfortable.

Abdomen: No abdominal pain.

Cardiac: No shortness of breath. No sweating. No palpitation.

Neuro: He is awake, alert, and oriented x3. He is in good mood and cooperative. He is sitting on the bed and in no distress.

ASSESSMENT: The patient is admitted:
1. Deconditioning with recent hospitalization secondary to acute CHF exacerbation.

2. Status post hypoxic hypercapnic respiratory failure due to CHF exacerbation (improved).

3. Acute on chronic CHF exacerbation.

4. Systolic heart failure.

5. Cardiomyopathy.

6. Hypertension.

7. AKI resolved.

8. Hypocalcemia supplemented.

9. Coronary artery disease.

10. Hyperlipidemia.

11. History of chronic smoking.

12. Diabetes mellitus.

13. History of substance abuse. Currently, he is on buprenorphine

PLAN: We will continue all the current medications. PT/OT. Followup lab. Code status discussed with the patient and patient wants to be full code.
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