PATIENT NAME:  John Arledge
DOS: 01/27/2022
DOB: 07/08/1932
HISTORY OF PRESENT ILLNESS:  Mr. Arledge is a very pleasant 89-year-old male with history of coronary artery disease status post CABG, history of congestive heart failure, chronic kidney disease, history of prostate cancer with bony metastasis, history of renal cell cancer, history of colon cancer status post resection who was presented to the emergency room with altered mental status.  He was found to have a large left temporal occipital infarct on the CT as well as the new-onset atrial fibrillation.  The patient was admitted to the hospital.  He had an MRI done which did show large region of acute/recent infarct involving the posterior left cerebral hemisphere.  Neurology was consulted, it was recommended to continue aspirin.  Recommendation was to begin anticoagulation 10 to 14 days after stroke even with head CT prior to ensure no hemorrhagic transformation.  PT/OT and speech were consulted.  He was continued on aspirin as well as atorvastatin.  Also, he was diagnosed with new-onset atrial fibrillation.  Carotid Dopplers showed less than 50% stenosis.  Echo showed normal ejection fraction.  No PFO was seen.  The patient was working with physical and occupational therapy.  He was subsequently doing better.  He had initial thrombocytopenia, but it did improve.  Electrolyte abnormalities were also improved.  The patient was otherwise doing better.  He was subsequently discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, he is lying in his bed.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea. No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.

PHYSICAL EXAMINATION:  General Appearance: Normal.  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.   Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
IMPRESSION:  (1).  Left posterior cerebral artery infarct.  (2).  Altered mental status.  (3).  Homonymous hemianopsia.  (4).  Right-sided neglect.  (5).  New-onset atrial fibrillation.  (6).  Hypertension. (7).  Thrombocytopenia. (8).  Anemia. (9).  Thyroid nodule. (10).  Coronary artery disease status post CABG. (11).  History of congestive heart failure. (12).  Chronic kidney disease.  (13).  Prostate cancer.  (14).  History of renal cell cancer status post nephrectomy.  (15).  Colon cancer status post resection.  (16).  Gastroesophageal reflux disease.  (17).  Degenerative joint disease.
TREATMENT PLAN:  The patient was admitted to the Willows at Howell.  We will consult physical and occupational therapy.  Check routine labs.  Continue current medications.  Follow up with the neurologist.  Continue other medications.  We will monitor his progress.  We will follow up on his workup.  If he has any other symptoms or complaints, he will let the nurses know or call the office.
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PATIENT NAME:  Doris Suarez
DOS: 01/28/2022
DOB: 09/26/1930
HISTORY OF PRESENT ILLNESS:  Ms. Suarez is a very pleasant 91-year-old female with history of Alzheimer’s dementia, degenerative joint disease, and chronic back pain, was admitted to the hospital after she suffered a fall at the Assisted Living Facility.  She denies hitting her head at the time of the fall.  The patient was able to ambulate freely after her fall and no injury was suspected.  Over the last days since her fall, the patient was noted to be less mobile and sitting more.  She was assessed by therapy and an x-ray was performed which revealed a left femur fracture and she was brought to the hospital for evaluation.  The patient denied any complaints of any headaches or blurring of vision.  Denied being dizzy or lightheaded.  Denies any back pain or neck pain.  Denies any chest pain.  No shortness of breath.  No palpitations.  No nausea, vomiting, or diarrhea.  She had some discomfort in the right inner thigh and decreased range of motion at the left hip joint.  X-rays were done which did show left femoral neck/head suggesting a fracture.  Trauma surgery was consulted.  CT head showed no large intraparenchymal hemorrhage, mass effect, or midline shift. Chronic small vessel ischemic changes were seen.  CT spine showed no acute fracture of the cervical spine.  Ortho was also consulted.  The patient underwent operative intervention.  The patient had a left hip hemiarthroplasty.  Subsequently, she was doing well.  She was subsequently discharged from the hospital and admitted to the Willows at Howell for rehabilitation.  At the present time, she is lying in her bed somewhat sleepy.  She is confused.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  Significant for Alzheimer’s dementia and degenerative joint disease.

PAST SURGICAL HISTORY:  Significant for hip arthroplasty, knee replacement surgery and back surgery.
ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.

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 MI or coronary artery disease.  Respiratory:  No complaints of cough or 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.  Neurological:  She is confused.  History of dementia.  Musculoskeletal:  Complaints of joint pains and history of degenerative joint disease.  All other systems were reviewed and found to be negative.

IMPRESSION:  (1).  Left hip fracture.  (2).  History of fall.  (3).  Alzheimer’s dementia.  (4).  Degenerative joint disease.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  She will follow up with orthopedics.  Continue other medications.  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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