HISTORY & PHYSICAL

PATIENT NAME: Otto Betty

DATE OF BIRTH: 10/18/1945
DATE OF SERVICE: 05/02/2023

PLACE OF SERVICE: Franklin Woods Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 77-year-old female. She was admitted in the hospital because the patient has a severe long-standing DJD and conservative management was not helping. The patient underwent total knee replacement bilateral. The patient post procedure was arthroplasty robot-assisted total knee left, arthroplasty robot assisted total knee replacement on the right. The patient had surgery done and after the PACU recovery DVT prophylaxis initiated. The patient physical therapy done and PT/OT they recommended subacute rehab. Today, when I saw the patient, she denies any headache or dizziness. She still has some knee pain and getting better with medication but no fever. No chills. No nausea. No vomiting.

PAST MEDICAL HISTORY:

1. Severe DJD.

2. B12 deficiency.

3. Anxiety disorder.

4. Atrial fibrillation.

5. Chronic respiratory failure.

6. CHF with preserved ejection fraction.

7. Gout.

8. COPD.

9. Obesity.

10. History of fatty liver.

11. History of depression.

12. Atrial fibrillation.

PAST SURGICAL HISTORY: Arthroplasty robot-assisted in April 25th, history of back surgery, history of cholecystectomy, history of fracture in the past with __152___ on the left, hysterectomy, tonsillectomy, and knee replacement on the right in April 25th.

ALLERGIES: Not known.
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CURRENT MEDICATIONS: Upon discharge, Tylenol 500 mg two tablets three times a day, oxycodone 5 mg one to two tablet every four to six hours p.r.n., albuterol inhaler two puffs q.6h, allopurinol 100 mg daily, amlodipine 5 mg daily, atenolol 50 mg daily, baclofen 10 mg b.i.d., buspirone 5 mg three times a day, vitamin D 50,000 units q. weekly, fluoxetine 20 mg daily, lisinopril 40 mg daily, Protonix 40 mg daily, and potassium chloride 10 mEq daily. She is also on Stiolto Respimat for COPD, tiotropium bromide two puffs inhalation daily, torsemide 40 mg daily for CHF, and trazadone 100 mg at night. She is on warfarin 4 mg half tablet on Sunday, one pill Monday, half tablet on Tuesday, one tablet on Wednesday, half tablet on Thursday, one pill on Friday, half tablet on Saturday.
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: Some pain and aches in the knee.
Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure 112/68, pulse 75, temperature 97.3, respiration 18, pulse ox 98%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Diminished breath sounds at the bases.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Bilateral edema noted and both knees dressing in place.

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

ASSESSMENT:

1. Severe DJD.

2. Status post bilateral total knee replacement.

3. Atrial fibrillation.

4. Chronic respiratory failure.

5. Chronic CHF with preserved ejection fraction.

6. History of atrial fibrillation.
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7. History of GERD.

8. COPD.

9. Hypertension.

10. Obesity.

PLAN: We will continue all her current medications. Followup lab and electrolytes. Care plan discussed with the patient and also with nursing staff.

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

