HISTORY AND PHYSICAL
PATIENT NAME: Karmasck, Ernest

DATE OF BIRTH: 03/20/1942
DATE OF SERVICE: 11/05/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

The patient seen at the subacute nursing rehab.

HISTORY OF PRESENT ILLNESS: This is an 81-year-old male with a known history of hypertension, hyperlipidemia, stage III CKD, chronic back pain, anxiety, depression, spinal stenosis, and spinal cord stimulator placement. He has known coronary artery disease. He presented with shortness of breath with exertion, which was increasing. The patient was sent for cardiac catheterization that was performed in 02/14/2023 at Union Memorial Hospital that showed 60-70% mid LAD stenosis, 60% junction of the mid and distal, 60% narrowing of the left circumflex, totally occluded RCA with collateral forming. EF was 50%. The patient was evaluated at John Hopkins Hospital, but turned down for surgery and PCI was recommended. The patient fell and referred to Dr. Evan and they decided the patient to have open-heart surgery. The patient was evaluated on 09/08/2023 at Sinai. Echocardiogram here was 55%. CT chest same day somewhat ill defined, semi solid left apical pulmonary opacities 12 mm. Subsequently, the patient dyspnea was getting worse but was not decided for open-heart surgery recommended for the patient. The patient agreed. On 10/30/2023, the patient underwent coronary artery bypass graft x3, LIMA to LAD, SVG to OM, SVG to RCA. The patient during the surgery has no complications. The patient was transferred to cardiac surgery unit for recovery. The patient was managed with the cardiology surgical team. He was monitored closely after stabilization. PT and OT done and the patient was recommended for subacute rehab. When I saw the patient today in the rehab, he denies any headache, dizziness, no shortness of breath, no chest pain, no nausea and no vomiting. No fever. No chills

PAST MEDICAL HISTORY

1. Coronary artery disease.

2. Arthropathy.

3. Benign prostatic hypertrophy.

4. Coronary artery disease.
5. Essential tremor.

6. History of MI.

7. History of MRSA infection.

8. Hyperlipidemia.

9. Peptic ulcer disease.

10. Squamous stenosis of the lumbar spine.
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PAST SURGICAL HISTORY:

1. History of back surgery.

2. History of eye surgery.

3. Tonsillectomy.

4. I&D of the buttock.

5. Laminectomy.

6. Lumbar spine with spinal cord stimulator placement.

7. Thoracic lumbar with placement of spinal cord stimulator.

ALLERGIES: The patient is allergic to PROZAC and SULFA antibiotics. Prozac make him agitated. Sulfa caused rash and itching.

SOCIAL HISTORY: No smoking. No alcohol. No drugs.

MEDICATION: Upon discharge:

1. Tylenol 500 mg two tablet every six hours for one week.

2. Docusate 100 mg b.i.d.

3. Lasix 40 mg daily for seven days.

4. Oxycodone 5 mg every six hour p.r.n.

5. Potassium chloride 20 mEq daily for seven days.

6. Senokot 8.6 mg twice a day.

7. Atorvastatin 80 mg at night.

8. Metoprolol XL 50 mg daily.

9. Alfuzosin 10 mg daily.

10. Aspirin 81 mg daily.

11. Bupropion XL 150 mg daily.

12. Vitamin-D 5000 units daily.

13. Clonazepam 0.5 mg t.i.d. if needed for anxiety.

14. Fenofibrate 134 mg daily before breakfast.

15. Gabapentin 300 mg three times a day.

16. Magnesium oxide 400 mg daily.

17. Meclizine 12.5 mg t.i.d p.r.n for dizziness.

18. Mirtazapine 45 mg at night.

19. Multivitamin daily.

20. Primidone 50 mg 1.5 tablet at night.

21. Quetiapine 25 mg daily.

REVIEW OF SYSTEMS: 

Constitutional: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.
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Genitourinary: No hematuria.

Neurologic: No syncope.

Endocrine: No polyuria. No polydipsia.

Musculoskeletal: Complaining of left foot blister.

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:
General: The patient awake, alert and oriented x 3.

Vital Signs: Blood pressure 150/80. Pulse 88. Temperature 98.2 F. Respiration 20 per minute. Pulse ox 97%.

HEENT: Atraumatic and normocephalic. Eyes: Anicteric. No ear or nose discharge. Throat clear. No exudate.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Trace edema. Left foot blister noted. I was present with the nurse in the room and the dressing was done.

Neurologic: He is awake, alert, and oriented x 3.

ASSESSMENT: The patient is admitted to subacute rehab

1. The patient has coronary artery disease status post coronary artery bypass graft. 

2. Deconditioning

3. Hypertension.

4. Hyperlipidemia.

5. CKD.

6. History of spinal stenosis status post surgery and also spinal cord stimulator placement.

7. Anxiety disorder.

8. Essential tremor.

9. History of peptic ulcer disease.

10. History of spinal stenosis with previous surgery.

PLAN OF CARE: We will continue all his current medications. Get CBC, CMP, extensive rehab. Followup lab electrolyte. Care plan discussed with the nursing staff. Code status discussed with the patient. He wants to be full code. I have answered all the patient’s questions. Local skin care will be done for the left foot blister. And there is no sign of infection at present. Discussed with nurse at the bedside. Code status discussed with the patient, the patient wants full code. MOLST form signed by me today. The patient is alert and oriented x 3. He wants to be full code. Transferred to the hospital for hospital level of care. 
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Ventilator treatment if needed: Yes.

Blood transfusion if needed : Yes.

Medical Workup: Yes.

Antibiotic IV or P.O: Yes.

Artifical fluid and feeding tube: Yes.

Dialysis if needed: Yes.

New MOLST form was signed by me and placed on the chart.

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