HISTORY & PHYSICAL

PATIENT NAME: Milton Benston

DATE OF BIRTH: 
DATE OF SERVICE: 01/28/2022

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 63-year-old male with a known history of alcohol abuse and peripheral vascular disease. He presented to the hospital because the patient was reported to have alcohol withdrawal. Apparently, the patient was seen in a hospital somewhere else and subsequently transferred to University Hospital because he has heart failure with reduced ejection fraction, three-vessel coronary artery disease, and alcohol withdrawal. He also had a small stroke in the past, IVC filter and multiple lower extremity angiographic procedures. He came by ambulance from the motel because of chest pain. The patient was given blood transfusion because of anemia, iron infusion because of severe anemia. He also had cardiac echogram that shows hypokinesia and ejection fraction 45-50%. The patient had PT/OT done. The patient was managed in the hospital and blood work done and lab done. He was also reported to have fairly recent weight loss. Imaging studies show x-rays compatible with COPD, some fibrosis in the lung - right lung base and apices. PT/OT consulted after stabilization. He underwent diagnostic EGD. After stabilization, the patient was sent to FutureCare Charles Village. When I saw the patient, he denies any headache, dizziness, nausea, or vomiting. No cough. No fever or chills. He has no other complaints.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Coronary artery disease.

3. Thrombocytopenia.

4. Gastroparesis.

5. History of diabetes.

6. Peripheral vascular disease.

7. History of IVC filter placement.

8. History of CVA with gait abnormalities.

ALLERGIES: Not known.

CURRENT MEDICATIONS: Upon discharge, aspirin 81 mg daily, Lipitor 20 mg at night, Colace 100 mg b.i.d., ferrous sulfate/vitamin C/B12 one capsule daily, folic acid 1 mg daily, sliding scale coverage with aspart insulin, Lantus 5 units q.p.m., isosorbide mononitrate 30 mg daily, losartan 25 mg daily, metoclopramide 5 mg before each meal, metoprolol XL 50 mg daily, nicotine patch 14 mg daily, Protonix 40 mg daily, Senokot 8.6 mg two tablets at night, and thiamine 100 mg daily.
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SOCIAL HISTORY: Chronic alcohol abuse.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake. He is alert. He is sitting on the bed with no distress.

Vital Signs: Done at the facility when I saw the patient today; they are stable. The patient has no acute issue and no acute distress. He looks very comfortable.

ASSESSMENT:

1. Coronary artery disease.

2. Acute coronary syndrome, recently hospitalized and stabilized.

3. Gastroparesis.

4. Diabetes mellitus.

5. Peripheral vascular disease.

6. History of CVA.

7. History of IVC filter placement.
8. History of diabetes.

9. History of hypertension and B12 deficiency.

PLAN: We will continue all his current medications. He will get CBC and CMP. Follow up lab and electrolytes and extensive physical therapy. Care plan discussed with the nursing staff.
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