History & Physical
Patient’s Name: Gale Lewis
CSN#: 5010373440004
Date: 07/13/2025
HISTORY: This is a 66-year-old female with a history of diabetes mellitus type II presents to the emergency room with hyperkalemia.

HISTORY OF PRESENT ILLNESS: The patient stated that she got a call from her primary care physician stating that her serum potassium was very high and had to go to the emergency room immediately so the patient came in to the emergency room and a repeat of potassium was still high. She was given medication in the emergency room and was then admitted to the medical floor for further evaluation. The patient also stated that she had black stools, but she is also taking iron tablets and her hemoglobin was 7.7. She did not know that her hemoglobin was that low.

REVIEW OF SYSTEMS: The patient denied severe headache, double vision, fever, cough, chills, chest pain, shortness of breath, palpitation, nausea, vomiting, leg swelling, calf swelling, tremors, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for diabetes and she is on two medications. Also the patient was on lisinopril.
The patient has anemia. She did not know how low her hemoglobin; however, she was taking iron supplement once daily.
RECENT SURGICAL HISTORY: None.
ALLERGIES: None.
MEDICATIONS: As per the admitting reconciliation list.
FAMILY HISTORY: Noncontributory.

SOCIAL HISTORY: The patient lives with her sister and she is retired now. The patient did not smoke cigarettes or drank alcohol. No history of illicit drug use. Otherwise, she is active.
PHYSICAL EXAMINATION:
GENERAL: The patient is lying in the bed, not in acute distress. She is overweight female.
VITAL SIGNS: Blood pressure 110/70. Pulse 62 per minute. Respirations 18 to 20 and she is afebrile.
HEENT: Unremarkable.

NECK: Supple without any thyroid enlargement.
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LUNGS: Clear bilaterally without any wheezing.
HEART: Normal first and second heart sounds without any cardiac murmur.

ABDOMEN: Very obese and nontender. Bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient follows all the commands and moves all her extremities.

CLINICAL ASSESSMENT:
1. Hyperkalemia with a diagnosis of questionable GI bleeding.

2. Hemoglobin is 7.7.

3. Morbid obesity.
4. Diabetes mellitus type II.

PLAN:
1. Cardiac monitoring.
2. Nephrology and GI consultations are obtained.
3. I had a long discussion with the patient regarding treatment plan and all her questions are answered to her satisfaction and she verbalized full understanding.
4. Labs are ordered for the morning.

5. *_________* to the lower extremities and all the anticoagulants are contraindicated due to possible GI bleeding and severe anemia.
6. Discussed with the nurse regarding treatment plan.

7. Blood sugars will be done a.c. and h.s. and sliding scale will be followed.

8. Medication reconciliation is already done.

9. Potassium and magnesium will be replaced and protocol will be followed.

10. Protonix 40 mg IV daily.

11. Stool for occult blood.

______________________________

Mohammed M. Saeed, M.D.
