HISTORY & PHYSICAL

PATIENT NAME: James Johnson

DATE OF BIRTH: 03/14/1939
DATE OF SERVICE: 01/14/2022

PLACE OF SERVICE: FutureCare Charles Village

This is a telehealth visit.
HISTORY OF PRESENT ILLNESS: This is an 82-year-old gentleman with known COPD. He was admitted to MedStart Hospital. The patient has a COPD acute exacerbation with acute hypoxic respiratory failure. He came to the emergency room with shortness of breath and wheezing. They did CTA and admission was negative for PE, but there were no significant emphysematous changes noted as per CT report. The patient was hypoxic dropping pulse ox to 87%. He was given IV Solu-Medrol nebulizer treatment. They tested twice and COVID was negative x2 with oxygenation, steroid, and frequent nebulizer treatment. The patient started to improve. He was maintained on steroid and DuoNeb treatment. The patient was also having chest pain and that resolved. The patient has a history of PE in 2020 in the setting of COVID-19. He finished anticoagulation for three months and repeat CTA no PE, lower extremity edema intermittent but currently significantly recovered. The patient stated echo done show ejection fraction of 65-70% with diastolic function grade I. The patient also has macrocytic anemia and folate level normal. After stabilization PT/OT done and the patient was transferred to FutureCare Charles Village. Today when I saw the patient on televisit with video visit with nurse in the room Tony, the patient has mild shortness of breath. He has no chest pain. He is complaining of generalized weakness. No nausea. No vomiting. No fever. No cough. No congestion.

PAST MEDICAL HISTORY:
1. Pulmonary embolism in May 2020 in the setting of COVID-19 completed anticoagulation course for three months and not taking any anticoagulation now.

2. COPD.

3. History of leg edema.

4. History of chest pain, MI ruled out, and COVID x2 negative at this admission.

CURRENT MEDICATIONS: Upon discharge:

1. Tylenol 650 mg q.4h. p.r.n.

2. DuoNeb treatment q.6h.

3. Guaifenesin/dextromethorphan 10 mL q.4h. p.r.n.

4. Prednisone 60 mg daily for two days then 40 mg daily for two days and then 20 mg daily for two days.

5. Albuterol inhaler two puffs q.4h. p.r.n.

6. Dulera two puffs b.i.d.

7. Tiotropium Spiriva HandiHaler one capsule daily.
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SOCIAL HISTORY: No smoking. No alcohol. No drug abuse.

FAMILY HISTORY: Hypertension in his family. The patient is single. He has no children and he was living at home by himself.

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion.

Pulmonary: Mild shortness of breath. No wheezing at present.

Cardiac: No chest pain.

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:

General: The patient is seen in the televisit with limited. He is awake, alert, and cooperative. He is sitting in the bed. He is on oxygen 2 liters. He looks comfortable.

Vital Signs: Stable.

No respiratory distress. The patient is sitting and looking comfortable.

Extremities: No edema.

Neuro: He is awake, alert, and oriented x3.

ASSESSMENT:
1. COPD acute exacerbation.

2. Status post acute hypoxic respiratory failure (improving).

3. History of PE in May 2020 treated.

4. History of COVID, but repeat COVID test negative x2.

PLAN: We will continue all his current medications. PT/OT. Check CBC, CMP, and follow up chest x-ray. Care plan discussed with the nursing staff.

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

