HISTORY & PHYSICAL
PATIENT NAME: Snearly, Paul Leroy

DATE OF BIRTH: 07/12/1930
DATE OF SERVICE: 05/08/2023

HISTORY OF PRESENT ILLNESS: This is a 92-year-old male. He was admitted to Franklins Care Hospital because of body aches and generalized weakness. The patient was evaluated in the emergency room. The patient has a known history of prostate cancer, osteoarthritis, and irregular heartbeat in the past. The patient was found lying in the kitchen overnight on the floor. The lawn guy called 911. On admission, CPK was 3500, troponin level was 56, lactate 2.1, and WBC count 17. CT head – no acute abnormality. CT maxillofacial bone – no fracture. CT lumbar spine – DJD. CT chest, abdomen and pelvis – multifocal bronchopneumonia versus aspiration pneumonitis, multiple enlarged mediastinal nodes most likely reactive, *__________* leukocytosis for several days afebrile. ID consulted over there and they recommended viral panel negative. Beside leukocytosis reactive, but the patient was given antibiotic cefdinir. Initially IV there, antibiotic subsequently switched to p.o., cefdinir 300 mg b.i.d. and doxycycline 100 mg b.i.d. to complete seven-day course. CT head as I mentioned was negative. The patient has urology consultation because of hematuria and prostate cancer with status post prostatectomy and the patient has sphincter device pump in the scrotum. The patient’s sepsis was due to multifocal pneumonia that was treated with IV antibiotic and then switched to p.o. UTI was treated. ID consulted hematuria because of the known prostate cancer and urology was consulted. He has some bleeding. Later hematuria resolved. The patient has nonSTEMI with elevated troponin. Medical management was done, rhabdomyolysis due to fall, generalized weakness PT/OT consulted, and the patient was sent to subacute rehab at Genesis. Today, when I saw the patient, he is sitting on the bed complaining of hoarseness. No shortness of breath. No cough. No congestion. No fever. No chills.

PAST MEDICAL HISTORY:
1. Carotid stenosis.

2. Hydrocephalus.

3. Vertigo.

4. Hypertension.

5. Hyperlipidemia.

6. Urinary incontinence.

7. Prostate cancer.

8. Osteoarthritis of the shoulder.

9. GERD.

10. History of irregular heartbeat in the past.

11. Generalized weakness.

12. Recent nonSTEMI and also previous surgery with some device in the scrotum being followed by urology for that.
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PAST SURGICAL HISTORY: Included:
1. Cervical spine fusion.

2. History of tonsillectomy.

3. History of hernia repair.

4. Lip surgery.

5. Prostate surgery.

6. Appendectomy.

7. History of knee replacement and tonsillectomy as I mentioned.

8. History of vertigo as I mentioned in the past.

MEDICATIONS: Upon discharge:

1. Amitriptyline 50 mg at night.

2. Aspirin 81 mg daily.

3. Cefdinir 300 mg b.i.d. for two days.

4. Vitamin 400 units daily.

5. Diltiazem CD 300 mg daily.

6. Doxycycline 100 mg b.i.d. for two more days upon admission to the rehab.

7. Lasix 40 mg daily.

8. Guanfacine 600 mg b.i.d. for two more days.

9. Melatonin 6 mg q.p.m.

10. Metoprolol XL 25 mg daily.

11. Myrbetriq 50 mg daily.

12. Nystatin twice a day topical powder.

13. Senokot for constipation.

14. Vitamin E supplement daily.

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

REVIEW OF SYSTEMS:

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

Pulmonary: No cough. The patient is complaining of hoarseness, but no cough and no congestion. No ear or nasal congestion.
Cardiac: No chest pain. No palpitation.
GI: No vomiting or diarrhea.

Musculoskeletal: Some pain and aches in the knee. Old surgical scar noted in the knee.

Neuro: No syncope.

ASSESSMENT:
1. The patient is admitted with generalized weakness and deconditioning with multiple medical problems.
2. Gross hematuria.
3. Sepsis.
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4. Multifactorial secondary to UTI.
5. Bronchopneumonia.
6. NonSTEMI.
7. Rhabdomyolysis.
8. Generalized weakness.
9. Dehydration.
10. Skin candidiasis.
11. History of vertigo.
PLAN OF CARE: Continue all the current medications, follow CBC and CMP, PT/OT followup and monitor labs closely. Lab done this morning – sodium 143, potassium 4.1, chloride 104, CO2 32, BUN 14, creatinine 0.6, WBC count 12.08, hemoglobin 13.3, and hematocrit 40.5. Plan of care will be continued. All the medications will be continued. We will follow CBC and BMP. Discussed with nursing staff.

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

