GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

NURSING HOME HISTORY AND PHYSICAL

Name: Faurice Carr

Mrn:

PLACE: Mission Point in Flint

Date: 06/14/23

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Mr. Carr is a 54-year-old male who came from Hurley Medical Center yesterday.

CHIEF COMPLAINT: He is here for rehab and post acute care following an admission for GI bleeding and severe anemia. He also has history of congestive heart failure and is having endstage renal disease on dialysis.

HISTORY OF PRESENT ILLNESS: He was admitted to the hospital around the 06/06/23 and he was found to have hemoglobin of 3.8. He had two to three days of nausea and red burgundy-colored emesis and black colored stools with shortness of breath. He also had an episode chest pain the day before admission. He tried to move up dialysis, but was unable to and when he came to dialysis sugar was 53. A CBC performed in the ER showed hemoglobin of 3.9. He was found in the hospital to have gastric and duodenal arterial venous malformations and also gastritis and duodenitis. The malformations were repaired by upper endoscopy. He had some abdominal tenderness. Now, he has got no melena or bleeding. His creatinine was 7.5 and he was seen by nephrology and he is on dialysis. He had mild pulmonary congestion on chest x-ray with small bilateral pleural effusions that were unchanged. He was treated with hydralyzine for blood pressure. He had been found in the past to have heart failure with reduced ejection fraction and was on Entresto. He denies any shortness of breath now or rest. He admits to being short of breath when he walks too far. His hemoglobin after transfusion came up to 8.9. Records from Hurley indicate that he has had chronic alcoholism as well. He states that his nephew is guardian, but when I asked if he was confused he denied it. He states he has selective memory problems, but he was mostly oriented.

PAST MEDICAL HISTORY: Positive for acute on chronic combine systolic and diastolic heart failure, alcohol abuse, sciatica, Syndrome of Inappropriate ADH Secretion, gastrointestinal hemorrhage as noted, hyponatremia, endstage renal disease on dialysis, he had episode of acute pulmonary edema, essential hypertension, respiratory failure with hypoxia, and unspecified dementia.

SOCIAL HISTORY: As mentioned alcohol excess. He smokes about half a pack a day. 
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MEDICATIONS: Os-Cal with D 500-5 mg one p.o daily, Metamucil one pack daily, sucralfate 1 g four times a day before meals and bedtime, Senna tablets 9.6 mg before meals and bedtime Entresto 24-26 mg one p.o twice a day, nifedipine ER 60 mg daily, multivitamins one daily, minoxidil 2.5 mg daily, melatonin 3 mg at bedtime, labetalol 100 mg every eight hours, Imdur 20 mg three times a day, DuoNeb every six hours as needed by nebulizer, ferrous sulfate 325 mg daily, Symbicort 160/4.5 mcg two puffs twice a day, Proventil HFA two puffs every four hours as needed, acetaminophen 325 mg every six hours as needed, and Nexium 40 mg daily.

ALLERGIES: None known.

Review of systems:
Constitutional: No fever or chills.

HEENT: Eye – No visual complaints. ENT – No sore throat, earaches or hoarseness.

RESPIRATORY: He denies dyspnea, cough, or sputum.

CARDIOVASCULAR: No chest pain or dizziness.

GI: No current abdominal pain, vomiting, diarrhea or bleeding. He did have severe bleeding though when he came to the hospital.

HEME: No excessive bleeding or bruising now. Hemoglobin improved. He has been anemic.

GU: No dysuria or hematuria. 

MUSCULOSKELETAL: No arthralgias. He states he can walk.

SKIN: No rash or itch.

Physical examination:

General: He is not really distressed.

VITAL SIGNS: Blood pressure 157/75, temperature 98.3, pulse 82, respiratory rate 18, and O2 saturation 100%.and weight 148 pounds.
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HEAD & NECK: Pupils equal and reactive to light. Eyelids and conjunctivae are normal. Extraocular movements are intact. Oral mucous membranes are normal. Ears are normal to inspection. Hearing was adequate. Neck is supple. No mass or nodes.

CHEST/LUNGS & BREASTS: Clear to percussion and auscultation without labored breathing.

CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur.

ABDOMEN: Soft and nontender. No palpable organomegaly.

CNS: Cranial nerves are normal. Sensation is intact.

MUSCULOSKELETAL: No acute joint inflamamtion or effusion. No cyanosis. 

SKIN: Intact, warm and dry without rash or major lesions.

ASSESSMENT AND plan:
1. He has had severe anemia due to GI blood loss and had treatment of gastric and duodenal arterial venous malformation. He has had gastritis and duodenitis also. We will continue Nexium 40 mg twice a day and Carafate 1 g four times a day.

2. He has heart failure with reduced ejection fraction and continues on Entresto 24-26 mg one twice a day.

3. He has hypertension and we will continue nifedipine ER 60 mg daily plus minoxidil 2.5 mg daily plus labetalol 100 mg daily.

Randolph Schumacher, M.D.
Dictated by:

Dd: 06/14/23

DT: 06/14/23

Transcribed by: www.aaamt.com
