HISTORY & PHYSICAL

PATIENT NAME: Mech Rose

DATE OF BIRTH: 10/05/1939
DATE OF SERVICE: 04/19/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is an 83-year-old female. She was initially evaluated at Franklin Care Hospital admitted because of bradycardia with heart rate of 32 to 40. She was having sinus pause 2 to 3 seconds. After evaluation at the Franklin Care the decision was made that she will need pacemaker and she was transferred to Union Memorial Hospital. The patient was sent to Union Memorial Hospital she was seen by cardiologist and lab and imagings done. The patient underwent pacemaker placement and permanent pacemaker Medtronic. She was also having back pain and she was given oxycodone p.r.n. The patient has dyspnea and shortness of breath. She was noted to have a CHF acute exacerbation. She was treated for CHF and she was maintained on Lasix. She has a known diagnosis of atrial fibrillation and she was maintained on home Xarelto, chronic pain was managed with gabapentin, duloxetine, and oxycodone p.r.n. The patient has a multiple medical issues including obesity, chronic anemia, osteoarthritis, chronic lymphedema, and she also reported to have a legal blindness secondary to macular degeneration and chronic hypoxia requiring home oxygen. They consulted physical therapy PT/OT done because of deconditioning and recent hospitalization with CHF and pacemaker. They are recommended that she will benefit from subacute rehab. The patient was transferred to subacute rehab today. When I saw the patient she has some pain and aches in the back but she has no shortness of breath. No chest pain. No nausea. No vomiting. She was little constipated earlier and she required MiraLax one dose was given. At present, she is comfortable, lying in the bed, and she has no current issues.

PAST MEDICAL HISTORY:

1. CHF.

2. Atrial fibrillation maintained on anticoagulation.

3. Chronic leg edema.

4. GERD.

5. Obesity.

6. Sleep apnea.

7. History of legal blindness due to macular degeneration.

8. Previous pneumonia treated.

9. Chronic hypoxia maintained on home oxygen. She also has chronic anemia and iron deficiency.
PAST SURGICAL HISTORY: She has hysterectomy, bilateral knee replacement surgery in the past, colonoscopy, hiatal hernia repair, cholecystectomy, and bilateral knee replacement. The patient told me that it was not successful.
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SOCIAL HISTORY: She does not smoke. No alcohol. No drug abuse. She lives in a senior citizen building. She has a niece and she is also involved in her care.
CURRENT MEDICATIONS: Upon discharge from the hospital, Tylenol 650 mg q.6h p.r.n., albuterol inhaler 90 mcg one puff q.6h, DuoNeb treatment q.6h. p.r.n., atorvastatin 20 mg daily, probiotic one capsule daily, dextromethorphan/guaifenesin 10 mL q.6h p.r.n., duloxetine 60 mg daily, Lasix 80 mg daily, gabapentin 200 mg two capsules b.i.d., Zofran 4 mg q.6h. p.r.n. p.o. if needed for vomiting and nausea, Protonix 40 mg daily, Xarelto 20 mg daily, zinc oxide 40% topical phase for the skin, and Aquaphor for the skin dryness.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough. No congestion.

Cardiac: No chest pain. No palpitation.

GI: No vomiting. Complains of some constipation today. No abdominal pain.

Musculoskeletal: Bilateral leg edema chronic and lymph edema with chronic dermatitis changes both lower legs.
Neuro: No syncope. No dizziness.

Endocrine: No polyuria. No polydipsia.

Hematology: She has some bruises in the left posterior hand and ecchymosis but no active bleeding. No hematuria. No blood in the stool.

PHYSICAL EXAMINATION:

General: She is awake, alert, oriented x3, obese lady, and very pleasant.

Vital Signs: Blood pressure 120/78, pulse 73, temperature 98.7, respiration 20, pulse ox 95%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decreased breath sounds at the bases but upper fields are clear. No wheezing.

Heart: S1 and S2 irregular.

Abdomen: Soft, obese, and nontender. Bowel sounds are present. No rebound. No rigidity.

Extremities: Bilateral leg edema chronic. She also has dermatitis above the ankle area both legs.

Neuro: She is awake, alert, oriented x3, and cooperative. Moving all her extremities. Gait not tested because she is lying on the bed and resting.
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ASSESSMENT:

1. CHF acute exacerbation.

2. Bradycardia status post pacemaker placement.

3. Hyperlipidemia.

4. Atrial fibrillation.

5. Morbid obesity.

6. Ambulatory dysfunction.

7. History of chronic anemia.

8. Chronic lymphedema both lower extremities.

9. GERD.

10. History of legal blindness secondary to macular degeneration.

PLAN OF CARE: We will continue all her current medications. We will follow CBC, CMP, and PT/OT. MiraLax for constipation as ordered. Care plan discussed with the patient. Care plan also discussed with the nursing staff. I have discussed the code status for the patient she wants to be DNR and DNI. It was also communicated with the nursing staff.

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

