HISTORY & PHYSICAL

PATIENT NAME: Siata, Louise

DATE OF BIRTH: 02/08/1945
DATE OF SERVICE: 12/08/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

HISTORY OF PRESENT ILLNESS: This is a 78-year-old female with multiple medical problems spinal stenosis, hypothyroidism, hypertension, schizophrenia, and dementia. The patient was at Long Green Nursing Rehab and she was transferred to this facility. The patient has been admitted to nursing rehab for continuation of care with multiple medical problems. Today, when I saw the patient, she denies any headache, dizziness, nausea, or vomiting. No fever. No chills. She is totally dependent on her ADLs and close supervised care. The patient herself is a very poor historian. She has no respiratory distress and she keep talking to herself and not answering any question properly.

PAST MEDICAL HISTORY:

1. Spinal stenosis.

2. She has sacral and coccygeal region pressure ulcer.

3. Hypothyroidism.

4. Hypertension.

5. Chronic pain and contracture.

6. Left ankle drop.

7. Diabetes mellitus type II.

8. Diabetic nephropathy.

9. History of heart failure unspecified.

10. History of sarcoidosis.

11. Schizophrenia.

12. Chronic atrial fibrillation unspecified.

13. Chronic kidney disease stage III.

14. Malignant neoplasm of the rectum.

15. Iron deficiency anemia.

16. GERD.

17. Esophagitis.

18. Major depression.

19. Vitamin D deficiency.

20. Hyperlipidemia.

21. Bilateral primary osteoarthritis of the knee contracture left ankle and left ankle drop.

22. Bipolar disorder.

ALLERGIES: LISINOPRIL, PROCARDIA, RAPIDAL, and THORAZINE.
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SOCIAL HISTORY: Nursing home resident. No alcohol. No drugs.

CURRENT MEDICATIONS: Tylenol 650 mg three times a day for pain, duloxetine 10 mL every four hours p.r.n. for cough and congestion, artificial tears drop, Zyprexa 10 mg daily for schizophrenia, calcium tablet 500 mg twice a day, multivitamin daily, potassium chloride 20 mEq daily, metoprolol 75 mg two times a day for hypertension, local skin cream, vitamin D 2000 units daily supplement, ferrous sulfate 325 mg daily, folic acid 1 mg daily, Senokot two tablets daily for constipation as needed, fish oil capsule 1000 mg two capsule twice a day, atorvastatin 20 mg daily at night, Dulcolax suppository p.r.n. few days for constipation if needed, Depakote extended release 500 mg two tablets every day for mood disorder, Depakote 250 mg at bedtime in addition to the morning dose, Polyvinyl ophthalmic solution 1.4% two drops both eyes every four hours if needed for dry eyes, Pepto-Bismol p.r.n. for diarrhea if needed every four hours, naproxen 500 mg b.i.d. p.r.n., cranberry juice daily, Florastor 250 mg daily, Lasix 20 mg daily for history of CHF, glipizide 10 mg daily, levothyroxine 100 mcg daily, lorazepam 1 mg intramuscular every eight hours as needed for agitation, Abilify intramuscular extended release 400 mg every 48 days for schizophrenia, and local skin care to the coccyx and local cream.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: The patient is a poor historian and not answering any questions. She is forgetful, disoriented, and confused. She has a cognitive impairment and dementia.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert but forgetful, disoriented, and confused. She is not answering any questions. She is very disoriented.

Vital Signs: Blood pressure is 129/73, pulse 63, temperature 97.1, respiration 18, and pulse ox 98%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge.

Neck: Supple. No JVD.

Chest: Nontender.
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Lungs: Bilateral clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. No calf tenderness. Left ankle drop noted. She also has superficial chronic coccygeal and sacral region pressure ulcer local skin care being done for that.

ASSESSMENT: The patient has been admitted:
1. Spinal stenosis.

2. Ambulatory dysfunction.

3. Hypothyroidism.

4. Hypertension.

5. Diabetes mellitus.

6. Left ankle drop.

7. History of right ankle contracture.

8. History of dermatitis.

9. Schizophrenia.

10. CKD.

11. Chronic atrial fibrillation not on anticoagulation at present.

12. Iron deficiency anemia.

13. History of malignant neoplasm of the rectum.

14. Hyperlipidemia.

15. Osteoarthritis of the knee.

16. Bipolar disorder.

17. History of hypokalemia.

PLAN: We will continue all her current medications. At this point, I will discontinue naproxen no need but we will continue another medication Tylenol p.r.n. for pain. Get CBC, CMP, and TSH level at local skin care. Care plan discussed with the nursing staff.

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

