HISTORY & PHYSICAL

PATIENT NAME: John Lee

DATE OF BIRTH: 02/22/1948
DATE OF SERVICE: 06/24/2025

PLACE OF SERVICE: Franklin Woods Genesis Nursing Home

HISTORY OF PRESENT ILLNESS: This is a 77-year-old male. He is admitted to subacute rehab after hospitalization. The patient was admitted to the MedStar Hospital with multiple medical problems, noncoronary artery disease status post CABG, atrial flutter status post ablation, insertion of dual chamber pacemaker placement in April 2024, heart failure with reduced ejection fraction 40-40% in 2024, Factor V Leiden mutation, history of DVT, PE on warfarin, lower extremity chronic venous stasis ulcers, and chronic back pain with multiple back surgeries on oxycodone for pain control. The patient was evaluated at Franklin Care Hospital Emergency Room he was sent from the wound care clinic because patient was noted to have shortness of breath, CHF exacerbation, and volume overload. The patient was managed after evaluation in the ED. The patient was admitted with acute hypoxic respiratory failure and volume overload with CHF exacerbation. While in the hospital, the patient was given IV diuretics and CHF was managed. They did echocardiogram previously has shown EF of 30-40% in December 2024, diastolic dysfunction, bilateral leg edema, and pulmonary edema with IV diuretic he responded well. The patient was also noted to have intertrigo dermatitis in the groin area with superimposed cellulitis. He was given nystatin cream and bacitracin cream.  Previously, she has coronary artery disease maintained on aspirin, beta-blocker, and statin for atrial flutter status post dual chamber placement. He has been maintained on warfarin, Factor V Leiden mutation with history of DVT and PE on warfarin. INR goal is 2-3. He has chronic venous stasis ulcer, bilateral lower extremities at local wound care, and ACE wrap as recommended by wound team. After stabilization, PT/OT done. The patient was sent to subacute rehab. Today, when I saw the patient, he is alert and oriented x3. He is sitting on the wheelchair. No headache. No dizziness. Complaining of pain and aches. No shortness of breath. No chest pain.

PAST MEDICAL HISTORY:

1. Coronary artery disease status post CABG.

2. Atrial flutter status post ablation insertion of dual chamber pacemaker placement.

3. Cardiomyopathy EF of 30-40% and Factor V Leiden mutation.

4. History of DVT and PE on warfarin.

5. History of lower extremity chronic venous stasis ulcers wound.

6. Chronic back pain with multiple back surgeries.
PAST SURGICAL HISTORY: Coronary artery bypass graft, history of hernia repair, rotatory cuff repair, history of hip replacement surgery, and history of knee replacement surgery. The patient also has a history of ischemic cardiomyopathy, iron deficiency anemia, and history of pericardial effusion.
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CURRENT MEDICATIONS: Upon discharge albuterol inhaler two puff four time a day p.r.n. for wheezing, ammonium lactate topical 12% cream twice a day to the left, aspirin 81 mg daily, Lipitor 80 mg daily, empagliflozin 10 mg daily, Lovenox 100 mg subcutaneous q.12h. bridging therapy along with warfarin, Lasix 80 mg twice a day, gabapentin 300 mg b.i.d. for seven days, isosorbide mononitrate 30 mg daily, ketoconazole 2% topical cream twice a day, metoprolol ER 25 mg daily, oxycodone 15 mg q.6h. p.r.n., Entresto 24/25 mg one tablet b.i.d., Senokot b.i.d., Flomax 0.4 mg daily, warfarin 7.5 mg daily except Friday, and zinc oxide local cream.
SOCIAL HISTORY: He denies alcohol or drug abuse.

REVIEW OF SYSTEMS:

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

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Chronic leg edema both legs and chronic venous stasis ulcers both lower extremity groin rash improving.
Neuro: No syncope.

Endocrine: No polyuria. No polydipsia.

Genitourinary: No hematuria.

Constitutional: No fever. No chills.

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 122/79, pulse 67, respiration 18, pulse oxygenation 98%, and temperature 98.0.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral decrease breath sounds at the bases upper fields are clear.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Bilateral lower extremity ulcer with dressing in place.

Neuro: The patient is awake, alert, and oriented x3. Very pleasant male and cooperative.

LABS: Reviewed.
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ASSESSMENT:

1. The patient was admitted to subacute rehab status post hospitalization with CHF acute exacerbation.

2. Acute hypoxic respiratory failure due to CHF.

3. Cardiomyopathy with ejection fraction 30-40%.

4. Diastolic dysfunction.

5. Bilateral lower extremity edema with chronic venous stasis ulcer.

6. Growing rash.

7. Coronary artery disease status post CABG maintained on aspirin, statin, and beta-blocker.

8. Atrial flutter status post dual chamber pacemaker placement. Continue warfarin and beta-blocker.

9. Factor V Leiden mutation and history of DVT/PE maintained on warfarin. We will continue Lovenox bridging until INR is therapeutic between 2 and 3 then we will discontinue Lovenox local skin care as per wound team recommendation. Followup CBC, BMP, and PT/INR. The patient is complaining of increased pain in the back. Current medication therapy does not help his pain. He has been taking oxycodone for some time for chronic back pain and previous multiple back surgeries. The patient told me at home he has been taking oxycodone 15 mg q.4h. p.r.n. and still having pain at this point with current therapy so I have discussed with the nursing staff. We will change oxycodone to 15 mg p.o. q.4h and continue all the rest of his medication and we will monitor him and monitor PT/INR closely. Goal is 2-3 INR.

10. Advanced care planning discussed with the patient. The patient is alert and oriented x3. He is capable making his own decision. The patient wants to be full code. I have completed the new MOLST form and placed in the chart and also certification paper signed and place in the chart.

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

