HISTORY & PHYSICAL
PATIENT NAME: Baker, Margaret Jean

DATE OF BIRTH: 02/09/1935
DATE OF SERVICE: 06/27/2023

PLACE OF SERVICE: Franklin Woods Genesis Rehab.

HISTORY OF PRESENT ILLNESS: This is an 88-year-old female. She was admitted to Franklin Square Hospital. She was brought to the emergency room complained of generalized weakness and shortness of breath. The patient used BiPAP machine at home. The patient also on oxygen 3 liters via nasal canula because of dyspnea and short of breath. She was evaluated in the ED. She was tachycardic with heart rate of 122 requiring 6 liter of oxygen. The patient was noted to be in AKI in the setting of CKD. She has sepsis workup done because of her tachycardia, generalized weakness, lethargy, and she was noted to have bacteremia. Blood culture grew gram-positive cocci in pair and cluster. She was started on ceftriaxone and vancomycin. MRSA negative. Vancomycin was stopped. The patient has strep equinus species. ID consulted. They recommended CT of abdomen and pelvis. CT came back unremarkable except moderate to severe colonic stool. Echo did not reveal any vegetation. Diastolic dysfunction noted. Ejection fraction 65-70%. Infectious Disease consulted. ID and cardiology for possible TEE, but cardiology recommended risk was much higher for TEE than the benefit. Finally they decided to give her prolonged IV antibiotics for three more weeks of ceftriaxone. After stabilization, the patient was sent to subacute rehab. Today, when I saw the patient, the patient is sitting in the chair. She denies any headache, dizziness, nausea, vomiting. No fever. No chills. No cough. No congestion. She is cooperative. She has known history of Afib and she was maintained on Eliquis. She also has COPD. Sleep apnea maintained on inhaler and nebulizer treatment.

PAST MEDICAL HISTORY: 

1. Hypertension.

2. Hyperlipidemia.

3. Coronary artery disease.

4. Aortic stenosis status post TAVR.

5. Mitral regurgitation.

6. Paroxysmal atrial fibrillation.

7. History of heart failure with preserved ejection fraction.

8. Diabetes type II.

9. COPD.

10. TIA.

11. CKD.

12. Hypothyroidism.
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CURRENT MEDICATIONS:

1. Albuterol inhaler two puff q.6h.

2. DuoNeb treatment four times a day p.r.n.

3. Apixaban 5 mg b.i.d.

4. Vitamin C 1000 mg daily.

5. Aspirin 81 mg daily.

6. Lipitor 80 mg daily.

7. Ceftriaxone 1 g q.24h. for 21 days for bacteremia.

8. Vitamin D supplement 5000 units daily.

9. Cranberry juice daily.

10. Escitalopram 5 mg daily.

11. Trelegy one puff daily.

12. Lactulose 30 mL b.i.d.

13. Levothyroxine 150 mcg daily.

14. Lisinopril 20 mg daily.

15. Metoprolol tartrate 25 mg half tablet b.i.d.

16. Multivitamin one tablet daily.

17. Nystatin apply b.i.d for the rash under the breast line.

18. Ocular lubricant drops.

19. Protonix 40 mg daily.

20. MiraLax 17 g daily.

21. Senna 17.2 mg b.i.d.

22. Torsemide 20 mg four tablets p.o. b.i.d.

23. She has diagnosis of diabetes. We will start the patient on sliding scale coverage and monitor fingerstick q.a.c and q.h.s.

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.

GU: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:
General: The patient is awake. She is alert and oriented x 3. She is very pleasant and cooperative.

Vital Signs: Stable.

HEENT: Head – atraumatic and normocephalic. Eyes: Anicteric. No ear or nasal discharge. Throat clear.
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Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear.
Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: Trace edema. No calf tenderness.

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

LABS: Done at the rehab sodium 136, potassium 4.9, BUN 19, creatinine 0.8, hemoglobin 7.7, hematocrit 25.3, and WBC 78.3.

ASSESSMENT/PLAN:
1. The patient is admitted with bacteremia streptococcus equinus. Three more weeks of IV ceftriaxone will be continued.

2. Atrial fibrillation.

3. History of aortic stenosis status post TAVR.

4. Coronary artery disease.

5. Diabetes.

6. CHF.

7. Hypothyroidism.

8. COPD on home oxygen.

9. Sleep apnea.

10. Hypertension.

11. Generalized weakness.

12. Anemia.

13. History of CKD.

14. Coronary artery disease.

15. History of TIA in the past.

PLAN OF CARE: We will continue all her current medications. Monitor CBC and BMP for anemia. We will check the record and if iron study not done we will do iron studies also and continue aggressive physical therapy, and PT/OT.

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