HISTORY & PHYSICAL

PATIENT NAME: Audrey, Blake
DATE OF BIRTH: 05/06/1949
DATE OF SERVICE: 06/24/2023
PLACE OF SERVICE: 
The patient was transferred to my service. The patient seen and examined by me on 06/24/2023.

HISTORY OF PRESENT ILLNESS: This is a 74-year-old female with a known history of COPD, diabetes, CHF, hepatitis C, HIV disease, chronic pain syndrome being followed by pain clinic, and substance abuse. The patient presented to the outside hospital initially after fall at home related to opioid overdose. Head CT done outside demonstrated thin right convexity acute hematoma given her somnolence and possible subdural hematoma. She was transferred to John Hopkins Hospital Bayview Medical Center for further management. Repeat CT head was done was stable on arrival. Neuro exam was reassured and CT C-spine demonstrated no evidence of a fracture or traumatic malalignment. Neuro surgical course, the patient was transferred to the Neuro Critical Care Unit started on Keppra. Repeat CT head was done. The patient was stable and transferred to the medical floor. The patient was evaluated at PT/OT. They recommended subacute rehab. Subsequently after stabilization, the patient was transferred to the FutureCare Charles Village. While at the nursing rehab, the patient was seen by the different attending, but the patient requested to change her physician. When I saw the patient today, she is complaining of pain and aches. She has been on oxycodone and was not getting here. She told me she goes to pain clinic and she takes 10 mg every six hours for continuing her previous chronic pain management. No nausea. No vomiting. No fever. No chills. She is feeling tired.
PAST MEDICAL HISTORY:
1. COPD.

2. Diabetes.

3. Substance abuse.

4. Hepatitis C.

5. HIV disease.

6. Hypertension.

7. Depression and anxiety.

8. Chronic pain.
9. History of emphysema.

10. History of heart failure.

ALLERGIES: MORPHINE, PENICILLIN, DIPYRIDAMOLE, LYRICA, SULFA DRUGS, IODINATED CONTRAST MEDIA DYE.
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MEDICATIONS UPON DISCHARGE:

1. Aspirin 81 mg daily.

2. Buspirone 5 mg daily, but that was stopped upon discharge. She used to be on those medications. She was advised to stop those medications because of fall.

3. Upon discharge, the patient’s medication at the discharge summary.

4. Tylenol 500 mg two tablets every six hours.

5. Biktarvy one tablet daily.

6. Buprenorphine 4 mg sublingual b.i.d.

7. Keppra 1000 mg b.i.d. for two more days then stop.

8. Lidocaine patch 5% daily.

9. Naloxone suspected overdose 1 mg daily if needed.

10. MiraLax 17 g daily.

11. Oxycodone 5 mg q.6h. p.r.n. for pain.

12. Albuterol inhaler two puffs q.6h.
13. Albuterol nebulizer treatment every four hours p.r.n. four times a day as routine.

14. Amlodipine 10 mg daily.

15. Lipitor 80 mg daily.

16. Baclofen 10 mg two tablets daily.

17. Cyanocobalamine 1000 mcg daily.

18. Diltiazem XL 120 mg daily.

19. Lasix 40 mg daily.

20. Combivent Respimat inhalation twice a day.

21. Lactulose 15 mL daily at night.

22. Levothyroxine 150 mcg daily.

23. Senokot 8.6 mg two tablets daily.

SOCIAL HISTORY: History of substance abuse. Currently, she goes to pain management. She is on oxycodone and recently started on Suboxone from the hospital.

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

Pulmonary: No cough. No congestion.
Cardiac: No chest pain. 
GI: No vomiting or diarrhea.

Musculoskeletal: Pain and aches.

Genitourinary: No hematuria. 
Neuro: No syncope.

Endocrine: No polyuria. No polydipsia. No heat or cold intolerance.
Genitourinary: No hematuria.
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PHYSICAL EXAMINATION:
General: The patient is awake. She is alert, cooperative, and oriented x3 somewhat anxious.

Vital Signs: Blood pressure 128/70. Pulse 62. Temperature 97.8°F. Respirations 18. Pulse oximetry 98%.
HEENT: Head – atraumatic and normocephalic. Eyes anicteric. 

Neck: Supple. 

Chest: Nontender. 
Lungs: Bilateral rhonchi. 
Heart: S1 and S2.
Abdomen: Soft and nontender. Bowel sounds positive.
Extremities: Trace edema both legs. 

Neuro: She is awake, alert and oriented x3. 
ASSESSMENT:
1. The patient has been admitted status post recent acute subdural hematoma secondary to fall.

2. Opioid abuse and opioid overdose causing the fall.

3. COPD.

4. Diabetes.

5. CHF.

6. HIV disease.

7. History of emphysema.

8. Depression.

9. Anxiety.

10. Substance abuse disorder.

PLAN OF CARE: At this point, we will continue all her current medications because discharge summary has dictated amlodipine and diltiazem. Diltiazem will be discontinued. As per hospital discharge summary, I will start her on oxycodone 5 mg q.6h. p.r.n. as recommended by hospital. In the meantime, the patient will be monitored closely for any somnolence or fall. All other medications will be resumed and continued. Care plan was discussed with the patient. She agrees. Code status, I have discussed with the patient in detail. The patient wants to be full code and everything to be done. I have signed the new MOST form completed and signed. Care plan was also discussed with the nursing staff and the social worker.
Liaqat Ali, M.D., P.A.

