READMISSION HISTORY & PHYSICAL

PATIENT NAME: Brown, Thomas

DATE OF BIRTH: 12/29/1939
DATE OF SERVICE: 10/26/2023

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: The patient is seen today for a readmission history and physical. The patient was at the nursing rehab and he was sent out to the hospital because he was lethargic. He felt dizzy. He had an episode of syncope. The patient was evaluated in the emergency room and subsequently admitted. The patient has a known nonischemic cardiomyopathy, moderate aortic stenosis, hypertension, DM, CKD, and dementia. The patient in the emergency room was alert x1-2 and he was found to be hypertensive. Blood pressure was 193/84, B-type natriuretic peptide more than 5000, EKG, and PVC. The patient has a heart failure with ejection fraction of 42% with recovery to 60-65%, nonischemic cardiomyopathy, and moderate aortic stenosis. The patient was noted to have worsening creatinine LFT leading to reinitiation of diuretic with subsequent improvement in his creatinine. The patient reported he has been on all the medications he was taking. He was maintained on diuretic and Lasix 40 mg daily. He has AKI with known CKD. After stabilization they recommended outpatient nephrology followup. He has a bradycardia and heart rate up to 40-50 and they decreased the dose of carvedilol subsequently that was held due to bradycardia. Transaminitis started to improve. He was on atorvastatin they stopped it because of elevated liver enzymes. Diabetes was monitored. A1c 9%. After stabilization, the patient was sent back. Today, when I saw the patient, he denies any headache, dizziness, cough, or congestion. He is a poor historian. No fever. No chills.

PAST MEDICAL HISTORY:

1. CKD.

2. Diabetes.

3. Aortic stenosis moderate.

4. Memory impairment.

5. CHF infiltrative cardiomyopathy suspected.

6. Diabetes mellitus as I mentioned.
CURRENT MEDICATIONS: Upon discharge, buspirone 5 mg p.o. b.i.d., empagliflozin 25 mg daily, ferrous sulfate 325 mg daily, Lasix 40 mg daily, hydralazine 100 mg three times a day, insulin with sliding scale coverage, nifedipine XL 90 mg daily, Entresto 24/26 mg one tablet b.i.d., and Senokot 17.2 mg daily.
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REVIEW OF SYSTEMS:

HEENT: Today, no headache. No dizziness. No sore throat. No cough. No congestion.

Pulmonary: No cough.

Cardiac: No chest pain or palpitation.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake. He is alert but he his memory is impaired.

Vital Signs: Blood pressure is 150/53, pulse 50 regular, temperature 97.5, respiration 18, and pulse ox 98%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear and breath sounds at the bases.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Trace edema. No calf tenderness.

Neuro: He is awake, forgetful, and disoriented.

ASSESSMENT:

1. The patient was readmitted to subacute rehab with deconditioning with multiple medical problems.

2. Nonischemic cardiomyopathy.

3. Moderate aortic stenosis.

4. Hypertension.

5. Diabetes.

6. Recent syncope episode.

7. Diabetes.

8. Cognitive impairment.

9. Memory deficits with dementia.

10. Hypertension.

11. Transaminitis currently atorvastatin on hold.

PLAN: At this point, we will continue all his current medications. PT/OT and followup labs. We will adjust medication as needed per patient status.

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

