HISTORY & PHYSICAL

PATIENT NAME: Rucker Walker

DATE OF BIRTH: 08/09/1948
DATE OF SERVICE: 01/28/2022

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 73-year-old patient seen in televisit. The patient has a known history of peripheral vascular disease, hypertension, and HIV. The patient was admitted to University Hospital. He came to the emergency room with left fifth toe black, edema and pain. He was seen by podiatry and was noted to have wet gangrene. CT of the leg showed osteomyelitis of the fifth digit. The patient has been also seen by vascular before but he had declined previously admission. The patient was managed in the hospital. Broad-spectrum IV antibiotics given. The patient agreed for surgery. Subsequently he underwent surgery of the left foot. The patient tolerated the surgery very well. Left foot fourth ray amputation and also resection of the fifth metatarsal and debridement of the foot wound. The patient was maintained on antibiotics and antibiotics suggested. Subsequently PT/OT consultation done and the patient was recommended for subacute rehab. The patient was seen by me in the hospital and subsequently he was transferred here for followup and continuation of care and PT/OT. Today, no shortness of breath. No fever. No chills. No nausea. No vomiting.

PAST MEDICAL HISTORY:

1. Hypertension.

2. HIV disease.

3. Hepatitis C.

4. Peripheral vascular disease.

5. Dyslipidemia.

ALLERGIES: Not known.

CURRENT MEDICATIONS: Upon discharge, oxycodone 10 mg every four hours p.r.n., Tylenol 650 mg q.6h. p.r.n., Coreg 25 mg b.i.d., prednisone eyedrops in both eyes three times a day, Protonix 40 mg daily, losartan 100 mg daily, amlodipine 10 mg daily, bictegravir, emtricitabine and tenofovir one tablet daily, Lovenox 40 mg daily subcutaneous, Zosyn 4.5 g q.6h. to be continued till 03/09/2022, and vancomycin 1.5 g q.12h. to be continued till 03/24/2022.

SOCIAL HISTORY: No alcohol. No drugs.
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REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Pain in the left foot.
Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and oriented x 3.

Vital Signs: Blood pressure 130/80. Pulse 90. Temperature 98.2°F. Respiration 18.

Neck: Supple. No JVD.

Chest: Nontender.

The patient has no respiratory distress. Left foot dressing in place with wound VAC in place, is working. The patient was seen in the video visit with the nurse in the room.

ASSESSMENT:

1. Infected left foot wound status post surgery, left foot fourth ray amputation, left foot fifth metatarsal amputation and debridement of the left foot wound.

2. Osteomyelitis.

3. PVD.

4. Hypertension.

5. HIV disease.

6. History of hepatitis C.

7. Ambulatory dysfunction.

PLAN: Continue IV antibiotic. Continue current medications. PT/OT. Local skin care per wound team. Follow up with podiatry outpatient. Care plan discussed with nursing staff. The patient is full code.

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

