HISTORY & PHYSICAL

PATIENT NAME: Dubbins, William
DATE OF BIRTH: 07/13/1948
DATE OF SERVICE: 04/06/2023
PLACE OF SERVICE: FutureCare Charles Village
HISTORY OF PRESENT ILLNESS: This is a 74-year-old male with a known history of hypertension, asthma, CHF, and substance abuse. He was admitted to Franklin Care Hospital. He came to the emergency room, found unresponsive. There was concern for opioid overdose and Narcan given. The toxicology screen is positive for Suboxone, opioid, benzos, and cannabis. The patient was found to have acute hypoxic respiratory failure. Chest x-ray shows basilar atelectasis. CT chest bilateral airspace opacities more in the lower lobe and multilobar pneumonia. The patient was given ceftriaxone and doxycycline for five days and subsequently he was switched to p.o. cefdinir. They recommend a followup of CT chest. The patient was hypertensive at presentation. IV fluid given. Blood pressure improved. He has a wound in the left lower extremity with previously I&D that was done in March 2023 of the left *__________* hematoma and there was a concern for infection. So a CT scan of the lower extremity was done that shows small abcess versus resolving hematoma. Infectious disease consulted. There was no concern for infection as per ID note and the wound VAC was removed and the patient was treated with local skin care wet to dry dressing. Doppler of the leg was negative for DVT. The patient has anxiety and depression that was managed. Echo previously done has an ejection fraction of 55%. Physical therapy done and they recommended subacute rehab and subsequently the patient was sent to rehab. When I saw the patient, he is awake and alert, sitting on the bed with a nurse in the room with the patient on televisit. The patient denies any cough. No congestion. No fever. No chills. No nausea. No vomiting. No headache or dizziness.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Asthma.

3. CHF.

4. Chronic low back pain.

5. Substance abuse, currently on Suboxone.

PAST SURGICAL HISTORY: Previous I&D lower extremity hematoma in March 2023.

MEDICATIONS: Upon discharge:

1. Albuterol inhaler one puff q.4h. p.r.n.

2. Buprenorphine 8 mg/20 mg daily.

3. Carvedilol 25 mg b.i.d.
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4. Clonazepam 1 mg daily.

5. Fluticasone/Vilanterol 150/25 mcg one inhalation daily.

6. Gabapentin 300 mg t.i.d.

7. Mucinex 600 mg b.i.d.

8. Lisinopril 40 mg daily.

9. Melatonin 3 mg two tablets daily.

10. Montelukast 10 mg daily.

11. Protonix 40 mg daily.

12. Ropinirole 1 mg daily.

13. Simvastatin 80 mg daily.

14. Flomax 0.4 mg daily.

15. Trazodone 50 mg three tablets every evening.

ALLERGIES: Not known.

SOCIAL HISTORY: Substance abuse history.

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: No pain.

Genitourinary: No hematuria. 
Neuro: No syncope.

Endocrine: No polyuria. No polydipsia. No heat or cold intolerance.
Hematology: No bleeding.

Psychiatric: He is awake and cooperative.
PHYSICAL EXAMINATION:
The patient is awake, alert, and cooperative. No respiratory distress.

Vital Signs: Stable. Pulse ox reported to be 96%.
Respiratory: The patient breathing comfortable. No respiratory distress. 

Neuro: He is awake, alert, and oriented x3.
ASSESSMENT: The patient is admitted:
1. Deconditioning.

2. Polysubstance abuse.

3. Recent pneumonia bilateral, treated with antibiotics.

4. Hypertension.
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5. Status post acute hypoxic respiratory failure with improvement.

6. Asthma.

7. Left lower extremity wound with previous I&D. No sign of infection is present.

PLAN OF CARE: We will continue all his current medications. Medications upon discharge reviewed by me with the nursing staff. We will follow up labs, PT/OT and further management of the patient’s condition and care discussed with the nursing staff.
Liaqat Ali, M.D., P.A.

