HISTORY & PHYSICAL
PATIENT NAME: Bryant Bunita
DATE OF BIRTH: 12/13/1946
DATE OF SERVICE: 05/10/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing & Rehab
HISTORY OF PRESENT ILLNESS: This is a 46-year-old female with known history of hypertension, obesity, recurrent fall, and depression. She presented to the hospital after a fall. She was admitted to the hospital. She was also noted to have a CHF exacerbation. The patient was initially admitted on 04/19/23 to the hospital and when she went home and she was walking to the bed, she fell down and unable to get off the floor because she was too weak. She states she was on the ground for 36 hours before a neighbor found her and called EMS. The patient denies any head trauma, unsure if she lost consciousness or not. The patient was recently hospitalized with CHF in April. She also had pneumonia. She was treated and discharged home recently on 05/03/23, but she came back again on 05/04/23 after the fall at home. She lives alone. Because of recurrent falls with multiple comorbid conditions, the patient was admitted for further evaluation and management. All her medications continued. She was evaluated by physical therapy. The patient was also noted to have hypokalemia and that was supplemented. PT and OT recommended subacute rehab and the patient was transferred here for physical therapy and continuation of all her medical care. At present, when I saw the patient she denies any headache, dizziness, nausea, or vomiting. No fever and no chills. 

PAST MEDICAL HISTORY: 

1. Recurrent falls.

2. Candida intertrigo.

3. Pneumonia.

4. Generalized weakness.

5. Hypokalemia.

6. Hypertension.

7. Hyperlipidemia.

8. GERD.

9. History of CHF.

10. Obesity.
11. She also has a previous history of fractured radius and ulna.

12. Osteopenia.

13. Psoriasis.

14. Sleep apnea.
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PAST SURGICAL HISTORY:

1. She had a left hip replacement.

2. Hysterectomy.

3. Bilateral blepharoplasty.

4. Left cataract extraction.

5. Cholecystectomy.

6. Left eye surgery.

ALLERGIES: 

1. IODINE.
2. CIPRO.
3. BACTRIM.
4. SULFA.
MEDICATIONS UPON DISCHARGE:
1. Tylenol 500 mg q.6h p.r.n.

2. Albuterol inhaler q.4h p.r.n. for shortness of breath and wheezing and for history of asthma.

3. Atenolol 50 mg b.i.d.

4. Bupropion XL 150 mg daily.

5. Clonidine 0.2 mg b.i.d.

6. Escitalopram 10 mg daily.

7. Trelegy Ellipta one inhalation daily.

8. Hydralazine 50 mg twice a day.

9. *__________* 30 mg daily.

10. Linzess 145 mcg capsule daily for constipation.

11. Nifedipine XL 60 mg two tablets daily.

12. Nystatin topical powder for the skin fungal infection armpit and groin area.

13. Olmesartan 40 mg daily.

14. Potassium chloride 40 mEq daily total five days.

15. She also is on Crestor 10 mg two tablets p.o. at night.

SOCIAL HISTORY: No smoking. No alcohol. No drugs. She lives alone.
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 or diarrhea.

Musculoskeletal: No pain at present. Some muscular pains and aches.
GI: No hematuria.

Bryant Bunita
Page 3

Neuro: No syncope.

Endocrine: No polyuria. No polydipsia

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:
General: The patient is awake, alert, and oriented x 3.

Vital Signs: Blood pressure at present 160/70. Pulse 76. Temperature 98.2. Respiration 20. Pulse ox 95%.

HEENT: Head – atraumatic and normocephalic. Eyes: Anicteric. No ear or nasal discharge. Throat: No exudate.

Neck: Supple. No JVD.

Lungs: Clear. No wheezing at present

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: Trace edema. No calf tenderness. Armpit bilateral some redness noted from fungal infection.

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

Labs done while in rehab yesterday: sodium 135, potassium 3.6, CO2 28, BUN 11, creatinine 0.8, calcium 9.9, WBC count 10.3, hemoglobin 11%, hematocrit 35.1, and platelets 486,000.

ASSESSMENT/PLAN:
1. The patient is admitted with recurrent falls with ambulatory dysfunction.

2. Pneumonia, recent, treated.

3. Generalized weakness.

4. Hypertension.

5. Hyperlipidemia.

6. Obesity.

7. History of CHF.

8. Previous history of left hip replacement surgery.

9. History of DJD.

10. Skin candida infection.

PLAN OF CARE: We will continue all the current medications. Follow up lab electrolytes. Extensive PT and OT rehab.

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