HISTORY & PHYSICAL

PATIENT NAME: Ruskey, Jacqueline

DATE OF BIRTH: 01/14/1961
DATE OF SERVICE: 08/08/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 62-year-old female with history of multiple sclerosis, chronic venous stasis ulcer, hypertension, obesity, and hypothyroidism. She presented to the hospital MedStar with left lower extremity wound, redness, swelling, and nonhealing. The patient was evaluated in the ED. She also complains of mild chest discomfort and tightness sensation in the chest, but no shortness of breath. She was admitted for cellulitis left leg and right foot. The patient was seen by ID and they started broad-spectrum IV antibiotics podiatry consulted and they recommended and underwent incision, drainage, and debridement on August 1st. After stabilization, PT/OT done and physical therapy they recommended subacute rehab. The patient has a dressing done by the podiatrist because of necrotic wound, bilateral lower extremity status post debridement, and wound care for followup podiatry was advised. Weightbearing as tolerated was advised. Upon discharge, they recommended Omnicef and metronidazole for 10 days.

PAST MEDICAL HISTORY:

1. Multiple sclerosis.

2. Chronic venous stasis ulcer.

3. Multiple back surgeries.

4. Hypertension.

5. Obesity.

6. Hypothyroidism.

7. History of closed fracture left distal fibula.

8. History of left ankle fracture.

9. History of closed nondisplaced fracture left femur with delayed healing.

10. History of C. diff colitis many years ago treated.

11. Dizziness.

12. Fibromyalgia.

13. Gait instability.

14. Gait disturbance.

15. GERD.

16. Cholecystectomy.

17. Hypertension.

18. Hypothyroidism.
PAST SURGICAL HISTORY: Left leg and foot incision and drainage, right knee arthroscopic surgery, rotator cuff repair surgery, lap band discectomy, laminectomy for the back, left hip replacement, cholecystectomy, tonsillectomy, and D&C.
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CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg two tablet q.4h p.r.n., aspirin 81 mg daily, Lipitor 40 mg daily, Baclofen 10 mg t.i.d., Coreg 12.5 mg b.i.d., vitamin D 5000 units daily, dalfampridine 10 mg daily, Vumerity 231 mg two capsule twice a day, Lasix 40 mg daily, levothyroxine 25 mcg daily, meloxicam 15 mg daily, Myrbetriq 50 mg daily, multivitamin daily, oxycodone 10 mg q.4h p.r.n., Senokot two tablet b.i.d., and tizanidine 4 mg t.i.d.

SOCIAL HISTORY: No smoking. No alcohol. No drugs. Married and lives with the husband. She has one grown up daughter. She used to work as a nurse.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Both lower extremity pain and aches and nonhealing lower extremity ulcer with chronic venous stasis.
Genitourinary: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

GI: No diarrhea. No vomiting.

Musculoskeletal: Chronic leg edema and ambulatory dysfunction.

Nero: No dizziness. No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, oriented x3, obese, and pleasant female.

Vital Signs: Blood pressure is 131/80, pulse 55, temperature 98.1, respiration 18, and pulse ox 98%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat clear.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Edema noted but she has a swelling in the thigh area minimal. No tenderness. No redness. Left lower extremity foot and ankle area. She has a dressing in place done by the podiatrist. Compression dressing and also the right foot compression dressing in place.

Neuro: She is awake, alert, oriented x3, and lying on the bed. Gait not tested.
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LABS: Reviewed. Sodium 142, potassium 3.6, chloride 106, CO2 33, glucose 77, BUN 21, creatinine 0.68, hemoglobin 10.1, hematocrit 34, and WBC count 5.18.

ASSESSMENT:

1. The patient admitted with cellulitis and left lower extremity.

2. Infected foot wound status post debridement by podiatry.

3. Multiple sclerosis.

4. Ambulatory dysfunction.

5. Chronic back pain with previous multiple back surgery.

6. Chronic edema.

7. GERD.

8. Fibromyalgia.

9. Hypertension.

10. Hypothyroidism.

11. Urge incontinence.

12. Osteoarthritis.

PLAN OF CARE: We will continue all her current medications. PT/OT. Code status discussed with the patient and patient wants to be full code. The patient will be maintained on physical therapy, local skin care, and podiatry followup. Care plan discussed with the nursing staff.

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

