ADMITTING HISTORY & PHYSICAL
Patient Name: Heyser, Gilbert
Date of Birth: 08/03/1946
Date of Evaluation: 02/08/2022
CHIEF COMPLAINT: This is a 75-year-old male with a history of coronary artery disease, chronic systolic heart failure with reduced left ventricular ejection fraction, and chronic atrial fibrillation who had been admitted to Highlands General Hospital on 01/29/22 and discharged on 02/05/22.

DISCHARGE DIAGNOSES: Volume overload secondary to acute heart failure with reduced ejection fraction. He was found to have atrial fibrillation, heart failure with reduced ejection fraction and acute kidney injury with bilateral lower extremity cellulitis. He was then started on aggressive diuresis with reduction in symptoms of orthopnea, PND, and lower extremity swelling. He was treated for cellulitis of the lower extremity for five days and further underwent echocardiogram which confirmed left ventricular ejection fraction of 35-40% and the presence of segmental wall motion abnormality. He was scheduled for Lexiscan as an outpatient. The patient currently denies any symptoms of chest pain, shortness of breath, or palpitations.

PAST MEDICAL HISTORY:
1. Atrial fibrillation, rate controlled.

2. Acute on chronic heart failure.

3. Coronary artery disease.

4. Acute kidney injury, possible cardiorenal.

5. Cellulitis of the lower extremities.
6. Obesity.

7. Obstructive sleep apnea.

8. Prediabetes.

9. Mood disorder.

10. History of syphilis.

MEDICATIONS AT DISCHARGE: Albuterol nebulizer solution 2.5/3 mL take 3 mL per nebulizer every six hours p.r.n., vitamin C 250 mg b.i.d., atorvastatin 80 mg h.s., folic acid 1 mg daily, furosemide 40 mg p.o. b.i.d., lisinopril 2.5 mg daily, metoprolol succinate 50 mg one daily, Xarelto 20 mg daily, and sertraline 50 mg daily.

ALLERGIES: SUSPECTED CHOCOLATE ALLERGY AS A CHILD RESULTING IN WHEEZING.
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FAMILY HISTORY: A brother had pacemaker in 80s and sister had pacemaker in her 70s.
SOCIAL HISTORY: The patient has prior history of marijuana, and further has a history of alcohol use. He worked as a janitor at St. Paul’s. No recent travel.

PHYSICAL EXAMINATION:
General: He is alert. He is in no acute distress. He is somewhat unkempt. He is incontinent of bowel movements and he is being changed by the nurse at this time.
Vital Signs: Blood pressure 124/80, pulse 78, respiratory rate 18, temperature 97.6, and saturation 97% on room air.

HEENT: Head is atraumatic and normocephalic. Pupils are equal, round and reactive to light and accommodation. Sclerae are clear. Extraocular muscles are intact.

Neck: Supple. No adenopathy.

Cardiac: Irregularly irregular rhythm. Soft systolic murmur at the left parasternal border. No hepatojugular reflux.

Lungs: Clear to auscultation.

Chest: Normal excursion.

Abdomen: Mildly obese, soft and nontender.

Rectal: Deferred.

Neuro: Nonfocal.

Skin: Warm and dry.

IMPRESSION: This is a 75-year-old male with congestive heart failure, reduced ejection fraction, segmental wall motion abnormality and atrial fibrillation admitted to the skilled nursing facility. He is incontinent. He has dysmobility and requires PT/OT. He requires ongoing diuresis and treatment of his heart failure. I will continue to follow him.
Rollington Ferguson, M.D.
