ADMITTING HISTORY & PHYSICAL
Patient Name: Paillet, Cera E.

Date of Birth: 
Date of Evaluation: 03/12/2022

HPI: The patient is a 68-year-old female who reportedly was assaulted by her neighbor and pushed to the ground on March 8, 2022. She suffered a left humeral neck fracture and was then evaluated at San Leandro Hospital. She had been discharge to home with a splint. However, she represented to the San Leandro Hospital on March 9, 2022 after a contract worker saw the patient on the floor and called the EMS. She was subsequently admitted to the San Leandro Hospital. The patient was subsequently discharged to Skilled Nursing Facility at Excel where she is now being evaluated. She is known to have history of CVA, contusion of left hip, breast cancer, diabetes, and hyperlipidemia. She is reportedly has been stable. Currently, she denies any chest pain or shortness of breath. She had previously been evaluated in the office and is actually scheduled to have an echo on this coming Tuesday at 2 p.m.
PAST MEDICAL HISTORY: As noted includes:

1. Left breast cancer.

2. Diabetes.

3. Hyperlipidemia.

4. Hypertension.

5. Sciatic nerve pain.

6. Status post assault.
PAST SURGICAL HISTORY: She may have had surgery for breast cancer. This is not clearly documented.
MEDICATIONS:
1. Acetaminophen 325 mg take two tablets every six hours p.r.n.

2. Albuterol HFA 90 mcg for actuation inhaler take two puffs every six hours p.r.n.

3. Atorvastatin 20 mg one h.s.

4. Norco 325 mg one every six hours p.r.n. severe pain.

5. Metformin 500 mg take two tablets b.i.d.

6. Metoprolol tartrate 25 mg b.i.d.

7. Multivitamin with folic acid 400 mcg one daily.

8. Seroquel XR 200 mg h.s.

9. Senna 8.6 mg take two tablets h.s.

10. Tamsulosin 0.4 mg one daily.

11. Thiamine 100 mg one daily.

ALLERGIES: No known drug allergies.
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FAMILY HISTORY: Noncontributory.

SOCIAL HISTORY: She has prior history of cigarette smoking. She further is known to have history of alcohol. Social history otherwise unremarkable.

REVIEW OF SYSTEMS:

Constitutional: She has had no fever or chills. No weight loss. She has noted she has had fall from recent assault.

Cardiovascular: No chest pain, orthopnea, or PND.

Neurologic: Records reveal that she had prior CVA.
The review of systems otherwise unremarkable.

PHYSICAL EXAMINATION:
General: The patient is sitting up in bed. She is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 132/77, pulse 87, respiratory rate 18, temperature 97.5, saturation 97%, height 62”, and weight 101.2 pounds.

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. No thyromegaly.
Chest: Normal excursion.

Lungs: Clear to auscultation and percussion.

Cardiovascular: Regular rate and rhythm.

GI: Abdomen is flat. Bowel sounds normally active. No masses or tenderness.

Extremities: No edema.

Musculoskeletal: The left arm is noted to be in splint. She has decreased range of motion of the same.
IMPRESSION: This is a 68-year-old female status post assault pushed to the ground. She suffered a left humeral head fracture. The patient is now unable to perform the usual ADLs. She has history of diabetes, which needs to be monitored. She further had history of hypertension. She has prior CVA. The patient will require PT and OT. She will continue with her usual medication.
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