INITIAL HISTORY AND PHYSICAL
PATIENT NAME: Alston, Linda

DATE OF BIRTH: 12/28/1963
DATE OF SERVICE: 12/22/2023

PLACE OF SERVICE: Future Care Charles Village.

HISTORY OF PRESENT ILLNESS: This is a 59-year-old female. She was admitted to John Hopkins Hospital Bayview Medical Center. She was seen in the nephrology clinic with worsening edema, progressive kidney disease and they saw the patient evaluated. She was sent to the emergency room because of worsening edema, fluid overload, possibility of initiation of dialysis. The patient has heart failure with preserved ejection fraction. Echo done on 12/15/23, left ventricle suggested normal function, but regional wall motion was not able to be assessed. The patient has bilateral leg edema that started improved with diuretic. She was diuresed on admission. Lasix 40 mg IV switched to 80 mg p.o on 12/18/23. Goal was to she had output of one to two liter per day. The patient was diuresing well and nephrology following the patient while hospitalized and no indication for urgent dialysis was noted. The patient was maintained on Lasix 80 mg daily, 2 g sodium restriction, maintained on Coreg, Imdur, nifedipine and statin. The patient has CKD stage IV-IIIA, due to biopsy proven diabetic nephropathy creatinine was trending 2.75 two months ago and day of admission she was 2.35 and that was monitored closely. Anemia of chronic disease was monitored. She was given IV iron for five days.  Neurogenic bladder status post chronic Foley, which was replaced on 12/16/23. Outpatient urology was advised. Diabetes was monitored closely. Home glipizide was on hold due to kidney function. Sliding scale coverage was given. The patient has a history of anterior cervical discectomy and fusion in October 2023 and also has cervical myeloradiculopathy, PT and OT was done. She also has bacteriuria. Per ID no antibiotic indicated. History of PE and DVT. She was maintained on Apixaban. Muscle twitching occurred on admission that resolved and subsequently PT and OT recommended subacute rehab. The patient was sent here. When I saw the patient today the patient is sitting on the wheelchair. She has some leg edema. She has no headache. No dizziness. Complaining of pain and aches. No shortness of breath. No chest pain. No nausea. No vomiting. No fever. No chills.

PAST MEDICAL HISTORY
1. CKD.

2. Diabetic nephropathy status post biopsy.

3. Hypervolemia.

4. Type II diabetes mellitus with macular edema.

5. Normal ejection fraction as per echo.

6. History of cervical disc disease status post surgery.

7. The patient also has cervical myelopathy.

8. Hypertension.

9. Anemia.

10. Anterior cervical discectomy and fusion on October 2023.

11. History of DVT and PE, maintain on Apixaban.

Alston, Linda

Page 2

MEDICATION: Upon discharge

1. Lasix 80 mg p.o. twice a day.

2. Oxycodone 10 mg q.4h. p.r.n. for chronic pain.

3. Tylenol 650 mg q.6h. p.r.n.

4. Albuterol inhaler every four hours.

5. Apixaban 5 mg b.i.d. for known history of DVT and PE.

6. Atorvastatin 40 mg daily for hyperlipidemia.

7. Carvedilol 25 mg b.i.d.

8. Cyanocobalamin B12 1000 mcg tablet daily.

9. Colace 100 mg two capsules b.i.d.

10. Procrit epoetin alfa 27 units under the skin once a week.

11. Ferrous gluconate 324 mg daily.

12. Fluocinonide 0.05% topical ointment daily.

13. Gabapentin 100 mg by mouth three times a day.

14. Isosorbide mononitrate 30 mg daily.

15. Loratadine 10 mg daily.

16. Nifedipine XL 60 mg daily.

17. Protonix 40 mg daily.

18. MiraLax 17 g daily.

19. Senna/docusate 8.6/50 mg two tablets daily.

ALLERGIES: Hydralazine and Lantus insulin.

SOCIAL HISTORY: The patient denies alcohol or drug abuse.

REVIEW OF SYSTEMS:
Constitutional: No headache. No dizziness. No sore throat.  No ear or nasal discharge.

Pulmonary: No cough. No congestion.
Cardiac: No chest pain or palpitation.

GI: No vomiting or diarrhea.
Musculoskeletal: Leg edema.

Genitourinary: No hematuria.

Neurologic: No syncope.

Endocrine: No polyuria. No polydipsia.
Hematology: No bleeding. No bruising.
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PHYSICAL EXAMINATION:
General: The patient awake, alert, and oriented x3.

Vital Signs: Blood pressure 128/68. Pulse 70. Temperature 97.1 F. Respiration 18 per minute. Pulse ox 97%. Body weight 270.5 pounds.

HEENT: Atraumatic and normocephalic. Eyes: Anicteric. No ear or nasal discharge. Throat, no exudate.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Diminished breath sounds at the bases. Upper field are clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Chronic edema.

Neurologic: She is awake, alert and oriented x3 and cooperative. Gait not tested. The patient is having generalized weakness and pain and aches.

ASSESSMENT:
1. The patient is admitted to the subacute rehab for extensive physical therapy because of deconditioning with multiple medical problems.

2. Recent worsening kidney failure and bilateral leg edema status post extensive diuretic and maintain on diuretics.

3. CKD stage IV-AIII and due to diabetic nephropathy status post biopsy.

4. Neurogenic bladder.

5. Anemia of chronic disease.

6. Diabetes mellitus.

7. History of cervical disc disease status post anterior cervical discectomy in October 2023.

8. Chronic pain.

9. History of PE and DVT maintained on Apixaban.

10. History of asthma/hyperactive airway disease maintained on albuterol inhalers.

11. History of hyperlipidemia.

12. History of B12 deficiency

13. History of GERD.

14. History of arthritis.

15. History of cataract.

16. History of eczema.

17. History of peripheral arterial disease.

18. History of spinal stenosis.

PLAN OF CARE: We will continue all her current medications. Follow CBC and CMP. PT/OT. Fall precautions Care plan discussed with the nursing staff. Care plan also discussed with the patient. All her questions answered.

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