DISCHARGE SUMMARY

PATIENT NAME: *__________*, Joseph

DATE OF BIRTH: 08/25/1941
DATE OF SERVICE: 12/07/2023

PLACE OF SERVICE: Autumn Lake Arlington West Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is an 82-year-old male. He was admitted to the subacute rehab. The patient was hospitalized because of episode of near syncope, COPD, and respiratory distress. The patient was managed in the hospital with hyponasal cannula oxygen and nebulizer treatment. A CT chest show bibasilar atrial fibrillation opacity. No filling defect. Ejection fraction of 45-50% on echo. The patient was given antibiotic for possible aspiration pneumonitis. He was managed and PT/OT recommended subacute rehab and patient was sent to this rehab at Autumn Lake. While in Autumn Lake at the subacute rehab, the patient was maintained on all his current medications inhaler along with antihypertensive medication and extensive physical therapy done. The patient significantly improved. He has been doing very well with physical therapy. Brief exam today when I saw the patient today, he denies any headache or dizziness. No shortness of breath. He is sitting on the wheelchair. No cough. No congestion.

DISCHARGE DIAGNOSIS:
1. Deconditioning.

2. Status post episode of near syncope. He was hospitalized and workup was done.

3. Hypertension.

4. History of Alzheimer dementia.

5. Questionable schizophrenia.

6. Anxiety and depression history as per hospital records.

MEDICATIONS: Upon discharge quetiapine 25 mg p.o. daily at bedtime, aspirin 81 mg daily, lisinopril 20 mg two tablets daily, amlodipine 10 mg daily, Alcon tears eye drops four times a day both eyes for dry eyes, albuterol/budesonide inhalation 90/80 mcg two puffs every four hours p.r.n., Trelegy Ellipta 100/52.5/25 mcg one puff daily, and vitamin D3 50,000 units weekly.

PHYSICAL EXAMINATION:

Vital Signs: Blood pressure 118/70, pulse 68, temperature 97.7, respiration 18, pulse ox 97% on room air.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple.

Chest: Nontender.

Lungs: Decreased breath sounds at the bases but no wheezing.
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Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

Neuro: He is awake, alert, and cooperative. He does have some memory deficits but he is able to communicate properly. The patient is otherwise medically stable,

PLAN: The patient is medically stable. He will be discharge home with the family and outpatient followup with his PCP.

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

