HISTORY & PHYSICAL

PATIENT NAME: Wrem, Mario

DATE OF BIRTH: 10/25/1957
DATE OF SERVICE: 12/22/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

HISTORY OF PRESENT ILLNESS: This is a 66-year-old male. He was admitted to the hospital. The patient was brought there with near syncopal episode. The patient has a known history of alcohol use disorder. The patient was noted to have alcoholic ketoacidosis, AKI, and hypertension. The patient has been admitted with near syncope. Electrolytes and BMP done. Glucose 103, BUN 18, sodium 141, potassium 4.4, bicarb 24, creatinine 1.2, calcium 9.5, and magnesium 1.9. The patient has a known history of alcohol use disorder, glaucoma, depression, hypertension, and gait instability. He has been not eating enough poor appetite. After evaluation in the ED, the patient was admitted he was thought to be orthostatic given poor oral intake versus vasovagal versus alcoholic intoxication. He was given IV fluid. He also has previously multiple admissions for fall related to alcohol intoxication. CT done no acute intracranial abnormality, without any significant finding. Alcohol use disorder, and alcoholic ketoacidosis was managed. CIWA protocol was done withdrawal symptom monitor and IV hydration given. He has AKI that resolved with IV fluid. Social worker was consulted. Blood pressure was managed. He has complaining of back pain that was managed with Tylenol p.r.n. After stabilization, he is sent to subacute rehab after PT evaluation. Today, when I saw the patient, he is sitting in the bed. He denies any headache or dizziness. No fever. No chills. He is complaining of some pain back and knee but no shortness of breath.

PAST MEDICAL HISTORY:
1. Hypertension.

2. Depression.

3. Glaucoma.

4. Alcohol abuse disorder.

5. History of homelessness.

6. History of chronic alcohol abuse.

7. History of multiple falls in the past.
ALLERGIES: Not known.

SOCIAL HISTORY: Chronic alcohol abuse. He denies any other drugs. He is single. He has a one child. He used to live in New York and recently came to Baltimore. He used to work in the VA system. Currently, he is not working.

FAMILY HISTORY: Diabetes in the family.
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CURRENT MEDICATIONS: Tylenol 650 mg q.6h. p.r.n., albuterol/ipratropium nebulizer every six hours p.r.n. if needed, diclofenac gel 1% four times a day for the pain and aches in the back area, citalopram 5 mg daily, folic acid 1 mg daily, melatonin 10 mg q.p.m. p.r.n. for insomnia, MiraLax 17 g daily p.r.n. for constipation, and multivitamin daily to be given for seven days.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain or palpitation.

GI: No vomiting or diarrhea.

Musculoskeletal: Pain in the back and pain in the knee.
Genitourinary: No hematuria.

Neuro: No syncope.

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

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:

General: The patient is awake. He is alert.

Vital Signs: Blood pressure is 124/80, pulse 80, temperature 97.9, respiration 18, and pulse ox 98%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. No calf tenderness.

Neuro: He is awake, alert, and oriented x3. Moving all extremities equal.

ASSESSMENT:

1. The patient has been admitted to subacute rehab with recent episode of near syncope.

2. History of fall.

3. Chronic alcohol abuse with alcoholic intoxication.

4. Anxiety/depression.

5. Chronic low back pain.

6. Musculoskeletal knee pain.

7. History of fall and need more PT/OT evaluation.
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PLAN: At this point, we will continue all his current medications. He is on melatonin 10 mg q.p.m., escitalopram 5 mg daily, Zofran 4 mg q.6h p.r.n. for nausea, multivitamin one tablet daily, MiraLax 17 g daily, folic acid 1 mg daily, Lovenox 40 mg subcutaneous daily for DVT prophylaxis until he is more mobile, then that could be discontinued, Ventolin inhaler two puffs q.4h for questionable history of asthma although there is no documented in the history and these medications to be given vitamin D 50,000 units weekly, diclofenac gel 1% apply to the back and the knee area. All this medication will be continued. CBC and CMP will be monitored. The patient is alert and oriented x3. He wants to be full code. Care plan was discussed with the patient also the nursing staff. Lab done. It did show vitamin D deficiency and he is being supplemented weekly high dose.

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

