HISTORY AND PHYSICAL
PATIENT NAME: Watters, Virginia

DATE OF BIRTH: 03/24/1950
DATE OF SERVICE: 11/05/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 73-year-old female with a past medical history of hypertension, hyperlipidemia, coronary artery disease, Afib, intersitial lung disease, sarcoidosis, chronic hypoxemic hypercapnic respiratory failure on oxygen, obstructive sleep apnea, and she is on 2 liters of oxygen at home. She presented to Med Staff Franklin Square Hospital. She was complaining of shortness of breath at rest. She was going to the bathroom fell down and neighbor called the ambulance and the patient was brought to the emergency department. She was found to be desaturating to 75% and found to have increased work of breathing. She was started on BiPAP. DuoNeb treatment IV Solu-Medrol. The patient was managed and started to have some improvements. Chest x-ray finding bilateral pleural effusion with 1+ pitting edema and both leg edema noted. The patient has suspicion for heart failure. Mild elevated BNP. Therefore she was given Lasix. Echo done showed ejection fraction of 50-55%.. CT scan showed ground-glass opacities may be infection and may be aspiration or chronic parenchymal changes of sarcoid. Because of acute and chronic hypoxemic respiratory failure bilateral pleural effusions, sarcoidosis, COPD with multiple medical problems the patient was admitted. She was managed oxygen, BiPAP, titration done. The patient’s CT scan did show new dependent ground glass opacities, consolidation, superimposed trace bilateral pleural effusions. She does have chronic pulmonary hypertension. The patient was given diuretics because of fluid overload and pleural effusion and BiPAP was given. She was also noted to have left diaphragmatic paralysis. The patient has unwitnessed fall at home. No loss of consciousness. CT no bleed, Afib chronic, not on anticoagulation because of fall risk, anemia, moderate leucopenia, thrombocytopenia improved. After stabilization, PT and OT done and the patient was sent to the Franklin Woods Genesis Nursing Home for physical therapy and rehab. Today, when I saw the patient she is sitting on the chair. Oxygen is on. She denies any headache, dizziness, nausea or vomiting. No fever. No chills. No cough.
PAST MEDICAL HISTORY: As I mentioned:
1. Sarcoidosis.

2. Intersitial lung disease.

3. Obstructive sleep apnea.

4. Afib not on anticoagulation due to fall risk.

5. Hyperlipidemia.

6. Coronary artery disease.

7. Hypertension.

Watters, Virginia

Page 2

MEDICATION: Upon discharge:

1. Albuterol inhaler two puff q.4h p.r.n.

2. Aspirin81 mg daily.

3. Lipitor 80 mg daily.

4. Bupropion 75 mg daily.

5. Vitamin-D 1000 units daily.

6. Fluticasone/Salmeterol 250/50 mcg one puff b.i.d.

7. Folic acid 1 mg daily.

8. Ixekizumab Autoinjector 80 mg/mL, the duration to be verified from the hospital. They listed the medication, but not the duration and frequency. That will be verified.

9. Montelukast 10 mg daily.

10. Multivitamin daily.

11. Omega 3-fatty acid daily.

12. Pentoxifylline 400mg tablet three times a day.

REVIEW OF SYSTEMS: 

Constitutional: No headache. No dizziness.

Pulmonary: Mild shortness of breath.

Cardiac: No palpitation. No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neurologic: No syncope.

Endocrine: No polyuria. No polydipsia. No heat or cold tolerance.

PHYSICAL EXAMINATION:
General: The patient awake, alert and oriented x3.

Vital Signs: Blood pressure 98/60. Pulse 76. Temperature 97.9 F. Respiration 20 per minute. Pulse ox 95%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decreased breath sounds at the bases.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive. No rebound.

Extremities: No edema. No calf tenderness.

Neurologic: The patient is awake, alert and oriented x3.

Psychiatry: The patient is cooperative and in good mood.
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ASSESSMENT: The patient is admitted to subacute rehab with deconditioning with multiple medical problems.

1. Recent acute and chronic hypoxic and hypercapnic respiratory failure.

2. Bilateral pleural effusion.

3. Chronic sarcoidosis.

4. Moderate COPD dependent on oxygen home 2 liter.

5. Elevated left hemidiaphragm.

6. Basilar bilateral opacities in the lungs.
7. Chronic pulmonary hypertension.

8. Fall at home with ambulatory dysfunction.

9. Chronic Afib.

10. Anemia.

11. Failure to thrive.

PLAN OF CARE: We will continue all her current medications. Medication reviewed. Followup CBC, CMP and extensive PT/OT rehab and further management of the patient’s condition. Case was discussed with nursing staff. All her questions were answered. Code status discussed with the patient. The patient wants to be full code. The patient wants to be transferred to the hospital if hospital level need of care. 

Mechanical Intubation ventilator support: Yes.

Blood transfusion: Yes.

Antibiotic: Yes.

Hydration: Artificial hydration and G-tube feeding: Yes.

Dialysis: Yes.

New MOLST form was signed by me and placed in the chart. All the patient’s questions were answered 

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