HISTORY & PHYSICAL

PATIENT NAME: Hatcher Lillie

DATE OF BIRTH: 03/01/1941
DATE OF SERVICE: 04/26/2023

PLACE OF SERVICE: Franklin Woods Nursing Home

HISTORY OF PRESENT ILLNESS: This is an 82-year-old female. She was admitted to John Hopkins Bayview Medical Center. She presented because she has generalized weakness, tired, fatigue, anasarca, and diarrhea. On presentation, she has hemoglobin of 6.7. She is on anasarca. The patient has elevated BMP 1298, however echo show ejection fraction 60-65%. The patient was managed in terms of diarrhea. She has no sick contacts. No vomiting. Stool study they were negative and patient improved with Imodium. In term of fatigue, she received two weeks of steroid for rheumatoid arthritis flare, it appears that she may have prednisone causing adrenal insufficiency and causing her fatigue, however, cortisol was within normal limit as per hospital record. The patient weakness improved after blood transfusion and anasarca resolved. The patient has some left arm edema also, there was no concern for infection. For the patient they did Doppler for the left arm and Doppler showed some fluid collection they recommended to repeat the Doppler. Outpatient edema persists. At present when I saw the patient, she denies any headaches, dizziness, nausea, or vomiting. No fever. No chills. She is lying on the bed and no acute distress.

PAST MEDICAL HISTORY:

1. Rheumatoid arthritis involving multiple joints.

2. Anemia recently noted to have anasarca.

3. Diabetes mellitus.

4. GERD.

5. Hypertension.
ALLERGIES: Not known.

SOCIAL HISTORY: No smoking. No alcohol. No drug abuse.

CURRENT MEDICATIONS: Upon discharge, vitamin D 2000 units daily, folic acid 1 mg daily, multivitamin daily, nystatin cream apply three times a day, Tylenol 650 mg q.4h p.r.n., aspirin 81 mg daily, carvedilol 12.5 mg b.i.d., leflunomide 20 mg daily, Pepcid 20 mg twice a day, Lasix 40 mg daily, hydroxychloroquine 200 mg twice a day, latanoprost eye drops 0.005% both eyes daily, prednisone 10 mg by mouth daily with breakfast, and timolol ophthalmic eye drops two times a day 0.5%.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.
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GI: No vomiting.

Musculoskeletal: No pain today or some edema in the legs noted. No calf tenderness.
Neuro: No syncope.

Endocrine: No polyuria. No polydipsia.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and cooperative.

Vital Signs: Blood pressure 107/66, pulse 78, temperature 98.7, respiration 16, and pulse ox 100% on room air.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Edema noted in the lower extremity trace. No calf tenderness.

Neuro: She is awake, alert, and oriented x3.

ASSESSMENT: The patient admitted with deconditioning with multiple medical problems.

1. Rheumatoid arthritis.

2. Severe anemia status post blood transfusion.

3. Anasarca improving.

4. Acute on chronic anemia status post blood transfusion with significant improvement.

5. Hypertension.

6. Diabetes mellitus.

7. History of vitamin D deficiency.

PLAN: We will continue all her current medications. Follow CBC, CMP, and electrolytes. PT/OT to increase health recovery.

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

