HISTORY & PHYSICAL

PATIENT NAME: Clyde Wilson

DATE OF BIRTH: 07/03/1952
DATE OF SERVICE: 12/14/2021
PLACE OF SERVICE: FutureCare Charles Village
HISTORY OF PRESENT ILLNESS: This is a 69-year-old gentleman. He was admitted to Franklin Square Hospital Center. The patient has a history of right femur trochanteric fracture. In September 2021, he has intramedullary nailing done. He also has a known history of hepatitis C, alcohol abuse and cervical stenosis. He presented this time in December 2021 to Franklin Square complaining of generalized weakness, fatigue, and ambulatory dysfunction. The patient was also reported to be homeless. Previously, he was discharged to Heritage Nursing Home, but he was noted to be on the street for two to three days. He was brought by the EMS. In the emergency room, the patient was noted to have blood pressure 90/50 and pulse ox 97% on room air. He was given IV fluids for hypotension. WBC count was 12.2, BUN 53, and creatinine 2.78 suggestive of renal failure. CPK was elevated. The patient had right hip, femur and knee x-ray done. Tiny joint effusion noted and ORIF was unremarkable. Because the patient has a failure to thrive and homeless, because of difficulty walking and ambulatory dysfunction, physical therapy done. Because of recent hip fracture, the patient was recommended for subacute rehab and the patient was sent to FutureCare Charles Village. AKI was reported secondary to dehydration. At present, when I saw the patient, he denies any headache, dizziness, nausea or vomiting. No fever. No chills.

PAST MEDICAL HISTORY:

1. Right femur fracture secondary to pedestrian hit by car in September 2021 status post surgery, intramedullary nailing in September.

2. Hepatitis C.

3. Alcohol abuse.

4. Cervical stenosis.

MEDICATIONS: Upon discharge from the hospital, folic acid 1 mg daily, multivitamin daily, and thiamin 100 mg daily.

ALLERGIES: Not known.

SOCIAL HISTORY: History of alcohol abuse. He denies any other drugs. He is homeless.
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REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria. No polydipsia. No heat or cold intolerance.
PHYSICAL EXAMINATION:
The patient is awake, alert, and oriented x 3.

Vital Signs: Stable.

Respiratory: No respiratory distress. Breathing comfortable.

Lungs: Clear. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: No edema.

Neuro: He is awake, alert and oriented x 3.

ASSESSMENT:
1. Ambulatory dysfunction.

2. History of right femur fracture status post intramedullary nailing in September 2021.

3. Alcohol abuse.

4. History of hepatitis C.

5. History of cervical stenosis.

PLAN OF CARE: We will continue all his current medications, PT/OT and monitor him closely. Care plan discussed with nursing staff.
Liaqat Ali, M.D., P.A.

