PATIENT NAME:  Dorothy Dabachki
DOS:  01/03/2022
DOB:  08/23/1921
HISTORY OF PRESENT ILLNESS:  Mrs. Dabachki is a very pleasant 100-year-old female with a history of hypertension and hyperlipidemia, was admitted to the hospital after she suffered a fall.  She was seen in the emergency room.  She was diagnosed with right hip fracture.  She was complaining of pain as well as tingling in her legs.  She was admitted to the hospital.  Orthopedic was consulted.  She underwent right hip hemiarthroplasty.  Her hemoglobin did drop slightly, but did not require any transfusion.  She was continued with DVT prophylaxis and continued on her other medications.  She was subsequently doing better.  She was ambulating with the help of physical therapy.  She was discharged from the hospital and admitted to WellBridge of Brighton.  At the present time, she denies any complaints of chest pain.  She denies any shortness of breath.  She is pleasantly confused.  Her daughter is present.  She denies any complaints of chest pain, heaviness or pressure sensation.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for hypertension, coronary artery disease, history of teratoma, left ovarian tumor, and history of breast cancer.
PAST SURGICAL HISTORY:  Significant for appendectomy, cataract surgery, bilateral hysterectomy, stent placement, and cardiac catheterization. 
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.

ALLERGIES:  CODEINE and PENICILLIN.

SOCIAL HISTORY:  Smoking – none.  Alcohol – none. 
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  No history of congestive heart failure.  She does have a history of coronary artery disease status post stent placement.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurologic:  She is pleasantly confused, moving all four extremities.  No focal deficit.  Musculoskeletal:  She does complain of hip pain and history of arthritis.  

PHYSICAL EXAMINATION:   GENERAL:  Appearance was normal.  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 audible.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Right hip wound with dressing in place.
IMPRESSION:  (1).  Status post fall.  (2).  Right hip fracture status post surgery.  (3).  Right hip hemiarthroplasty.  (4).  Coronary artery disease.  (5).  Hypertension.  (6).  Degenerative joint disease. (7).  Altered mental status.
TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will consult physical and occupational therapy.  We will continue current medications.  We will continue pain control.  We will check urinalysis.  We will check labs.  We will monitor her progress.  We will follow up on her workup.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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