HISTORY & PHYSICAL

PATIENT NAME: Beckman, Sharlene

DATE OF BIRTH: 02/06/1953
DATE OF SERVICE: 08/22/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

The patient is seen today as an initial history and physical.
HISTORY OF PRESENT ILLNESS: This is a 70-year-old female. She was admitted to MedStar Franklin Care Medical Center. She has a known severe rheumatoid arthritis. She has been on prednisone and Xeljanz and history of depression and anxiety. She has history of DVT in the past but no longer on anticoagulation and CKD. She presented with the hospital with mechanical fall. She is not feeling well for the last few days. She had diarrhea for seven days. She has abdominal pain. She stated 7/10 and feeling nauseated. No blood in the bowel movements but diarrhea improved. Her last bowel movement was the day before she came to the emergency room. She has a chronic back pain and asking for pain medication because of ambulatory dysfunction she had a fall but not able to standup at home, 911 brought to the hospital. The patient was evaluated. She has been on oxycodone for chronic back pain. The patient was evaluated in the emergency room and she was noted to have AKI in the setting of CKD likely cause of prerenal from diarrhea. CT did not show any obstruction or acute kidney pathology. The patient was maintained on IV fluid. She also has metabolic acidosis, hyperkalemia that was managed, and diarrhea resolved was thought to be viral gastroenteritis, fall, and PT/OT evaluation was done. She has acute UTI. She was given ceftriaxone for rheumatoid arthritis. She was maintained on prednisone she was taking. Conjunctivitis both eye redness, artificial tear given and blood pressure was monitored. After stabilization, PT/OT done and patient was frequently sent to the subacute rehab with ambulatory dysfunction and generalized weakness in the setting of multiple comorbid conditions.

PAST MEDICAL HISTORY:

1. Severe rheumatoid arthritis.

2. CKD.

3. History of DVT not on any anticoagulation anymore.

4. Ambulatory dysfunction.

5. History of diarrhea currently resolved.

6. Anxiety disorder.

7. Depression.

8. Chronic insomnia.

9. History of delirium.

PAST SURGICAL HISTORY: Drainage of spinal canal percutaneous, diagnostic arthrocentesis, and history of chronic hip and knee pain.
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ALLERGIES: Not known.

SOCIAL HISTORY: Never smoked. No alcohol. No drug abuse. She lives at home.

CURRENT MEDICATIONS: Aspirin 81 mg daily, Tylenol 1000 mg t.i.d. p.r.n., Coreg 6.25 mg b.i.d., bupropion XL 300 mg daily, buspirone 5 mg t.i.d. for anxiety, amlodipine 5 mg daily, folic acid 1 mg daily, esomeprazole 40 mg daily, oxycodone 10 mg every eight hour p.r.n., prednisone 5 mg daily for rheumatoid arthritis, artificial eyedrops, docusate 100 mg b.i.d. as needed, trazadone 150 mg daily, Protonix 40 mg daily, and leflunomide 10 mg daily.
REVIEW OF SYSTEMS:

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

Constitutional: Feeling weak, tired, and very anxious.

Pulmonary: No cough.

Cardiac: No chest pain or palpitation.

GI: No diarrhea. No vomiting.

Musculoskeletal: Pain and aches all over the back pain.
Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert, oriented x3, and very anxious.

Vital Signs: Blood pressure is 160/70, pulse 76, temperature 98.2, respiration 18, and pulse ox 98%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. Sacral pressure ulcer present.

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

PLAN: At this point, I will advise to discontinue Protonix because she is already on esomeprazole.
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We will continue her anxiety medication. Continue her current pain medication regimen she is also on significant dose of oxycodone. She is very anxious. She has a known history of depression. I will get psychiatry evaluation and followup.

Followup CBC, BMP, and electrolytes. Care plan discussed with the nursing staff. We will continue for the sacral pressure ulcer we will do local skin care and wound team will follow the patient.

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

