READMISSION NOTE

PATIENT NAME: Washington, William

DATE OF BIRTH: 08/04/1934
DATE OF SERVICE: 12/02/2023

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is an 89-year-old male with history of CKD, SVT status post ablation, diabetes, hypertension, hyperlipidemia, prostatic hypertrophy, and gout. He was brought to the hospital emergency room with failure to thrive not eating. He is not taking medication. The patient was evaluated in the ED and subsequently admitted for further evaluation and management. The patient has generalized weakness, history of paroxysmal atrial fibrillation, hypertension and diabetes. The patient tested positive for COVID. He was treated with Remdesivir. He was stabilized because of poor oral intake. He is refusing medication also. He was given IV hydration after the course was complicated with acute kidney injury with IV hydration started to improve. The patient family decided patient to be DNR/DNI. Physical therapy saw the patient and recommended subacute rehab. The patient transferred here. When I saw the patient today, he is very poor historian. He is lying in the bed. He is very confused and disoriented.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Ambulatory dysfunction.

3. Urinary incontinence.

4. SVT.

5. Diabetes.

6. Recent COVID infection.
CURRENT MEDICATIONS: Allopurinol 300 mg daily, chlorthalidone 25 mg daily, finasteride 5 mg daily, hydralazine 25 mg t.i.d., nifedipine XR 30 mg daily, pravastatin 40 mg daily, and Flomax 0.4 mg daily. Upon discharge the medication, they have recommended to hold allopurinol that will be held. The patient also has hypernatremia that has resolve slowly, COVID infection status post Remdesivir treatment.

ALLERGIES: Not known.

SOCIAL HISTORY: No smoking. No alcohol. No drugs.
REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.
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Musculoskeletal: Generalized weakness. No pain.
Genitourinary: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

PHYSICAL EXAMINATION:

General: Today, the patient is awake, alert, forgetful, and oriented.

Vital Signs: Blood pressure is 127/80, pulse 78, temperature 97.3, respiration 18, and pulse ox 96%.

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.

Neuro: He is awake, forgetful, and disoriented.

ASSESSMENT:

1. The patient was admitted with failure to thrive.

2. Generalized weakness.

3. Ambulatory dysfunction status post fall.

4. Urinary incontinence.

5. History of BPH.

6. SVT status post ablation.

7. Diabetes mellitus.

8. History of gout.

9. Hyperlipidemia.

10. Dementia.

11. Hypernatremia with improvement.

PLAN: We will continue current medications. Diuretic hold and gout medication. Follow BMP and get the discharge medication list from the facility. These are the medication history found in the history and physical but we need medication discharge list in the facility. CMP and CBC will be monitored. Care plan discussed with nurse.
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