READMISSION HISTORY AND PHYSICAL
PATIENT NAME: Taylor, Cheryl Denise
DATE OF BIRTH: 08/26/1957
DATE OF SERVICE: 08/12/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 65-year-old female. She was at Franklin Woods Genesis Nursing Rehab for maintenance of physical therapy and continuation of medical care and she was noted have change in mental status and lethargy. She was transferred over to the hospital. The patient went to the Franklin Care Hospital. The patient was evaluated. They did CT head showed mild atrophy with white matter microvascular changes consistent with patient’s age. CTA of head and neck. No evidence of subdural hematoma. Her mental status started to improve. They thought the mental status etiology that could be nor using CPAP, but there was no evidence of stroke identified. Because of the weakness of the lower extremities they did MRI and was negative and they recommended outpatient MRI of the spine to rule out MS as she has a family history of a sister. PT/OT done. After evaluation in the hospital they recommended to discontinue cyclobenzaprine and oxycodone and the patient was sent back to the Franklin Woods Genesis Nursing Rehab. When I saw the patient today she is lying on the bed. She has a CPAP on, but she denies any headache, dizziness, nausea, or vomiting. No fever. No chills.

PAST MEDICAL HISTORY:

1. History of heart failure with preserved ejection fraction.

2. Paroxysmal atrial fibrillation not on anticoagulation due to GI bleed.

3. History of Osler-Weber-Rendu syndrome 

4. GI bleed recurrent.

5. Gastric AVM ablation.

6. Iron deficiency anemia.

7. Hypertension.

8. Diabetes mellitus.

9. Obstructive sleep apnea.

10. Chronic pain.

11. Opioid dependence.

12. Narcolepsy.

13. Pulmonary hypertension.

14. GERD.

15. History of valvular cancer.

16. Depression.

17. Bioplar affective disorder.

18. History of diabetes.

19. History of hysterectomy.

20. Arthritis.
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21. History of glaucoma.

22. Morbid obesity.

23. Irritable bowel syndrome.

24. Migraine headache.

25. Neuropathy.

26. History of thyroid nodule.

27. History of allergic rhinitis.

MEDICATION: Upon discharge from the hospital:
1. DuoNeb treatment q.6h. p.r.n.

2. Azelastine 137 mcg inhalation nasal two sprays twice a day.

3. Budesonide 0.5 mg inhalation b.i.d.

4. Escitalopram 20 mg daily.

5. Lantus insulin 10 units subcutaneous in the evening.

6. Latanoprost eyedrops both eyes at night.

7. Losartan 50 mg daily.

8. Metformin 1000 mg b.i.d.

9. Metoprolol 25 mg daily.

10. Protonix 40 mg daily.

11. Pregabalin 150 mg b.i.d.

12. Torsemide 40 mg daily.

13. Valacyclovir 500 mg b.i.d.

ALLERGIES:  The patient has multiple allergies:
1. ASPIRIN.

2. PENICILLIN.

3. TETRACYCLINE.

4. TOPIRAMATE
5. STATIN.

SOCIAL HISTORY: No alcohol. No drug abuse.

REVIEW OF SYSTEMS:

Constitutional: Generalized weakness and ambulatory dysfunction.

HEENT: No headache. No dizziness.

Pulmonary: No cough.

CARDIAC: No chest pain. 

GI: No vomiting.

Musculoskeletal: Leg edema.

Genitourinary: No hematuria.

Neuro: No syncope. No dizziness.
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PHYSICAL EXAMINATION:
General: The patient is awake. He is alert and oriented x 3.

Vital Signs: Blood pressure 107/50 Pulse 76. Temperature 98.7 °F. Respiration 18. Pulse oximetry 100%.

HEENT: Head – Atraumatic and normocephalic. Eyes: Anicteric. 

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Bilateral leg edema, but there is no calf tenderness.

Neurologic: She is awake, alert and oriented x 3. Gait not tested. She is lying on the bed and she is on CPAP.

ASSESSMENT: The patient is admitted

1. Ambulatory dysfunction.

2. Episode of change of mental status.

3. Obstructive sleep apnea.

4. History of paroxysmal atrial fibrillation.

5. CHF with preserved ejection fraction.

6. Pulmonary hypertension.

7. Bipolar affective disorder.

8. History of narcolepsy.

9. Diabetes mellitus.

10. GERD.

11. Chronic anemia.

PLAN OF CARE: We will continue all her current mediations. Follow CBC and CMP. Extensive PT/OT. Sleep apnea maintained on CPAP. Further management based on the patient’s condition.

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