GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

INITIAL HISTORY AND PHYSICAL

Name: Patricia O’Neal

Mrn:

PLACE: The Pines of Burton

Date: 
ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Ms. O’Neal is a 66-year-old female.

CHIEF COMPLAINT: She is seen here for hypertension, asthma, and hospital followup.

HISTORY OF PRESENT ILLNESS: Ms. O’Neal was recently in the hospital with hallucinations. She stated she has not been walking on the side of the wall in the hospital. She moved in here from the hospital about two weeks ago from McLaren. From a physical standpoint, she felt okay when seen. She has history of hypertension that is relatively controlled at the present time with her current meds. She has no associated headache or chest pain. She is known to have mitral insufficiency as well. Also, she had hyperlipidemia. She has history of depression, but that seemed stable at the present time. She states she is here because she needs help with activities of daily living and would not feel safe alone at least for the present time.

She denies history of stroke and she denies history of myocardial infarction. She does have history of hyperlipidemia, which is treated.

PAST HISTORY: Positive for hypertension, mitral insufficiency, depression, asthma, gastroesophageal reflux disease, and hypercholesterolemia.

Medications: Aripiprazole 10 mg nightly, aspirin 81 mg daily, pravastatin 40 mg daily, Symbicort two puffs twice a day, clopidogrel 75 mg daily, fluoxetine 40 mg daily, Imdur 60 mg daily, meloxicam 15 mg daily, metoprolol 100 mg daily, pantoprazole 40 mg daily, vitamin D3 2000 units daily, albuterol HFA two puffs two times a day as needed, clotrimazole cream topically twice daily as needed, melatonin 6 mg daily, nitroglycerin 0.4 mg SL p.r.n. for chest pain.

ALLERGIES: MORPHINE, TETRACYCLINE, VIBRAMYCIN, IODINE, MOLD and SMUTS, CONTRAST MEDIA and ADHESIVE BANDAGE.

SOCIAL HISTORY: No smoking or ethanol abuse. She quit smoking sometime ago.
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FAMILY HISTORY: Father had stroke, hypertension and diabetes mellitus. Mother had cardiovascular disease, hypertension, and diabetes mellitus. She has a brother with diabetes mellitus.

Review of systems:
Constitutional: No fever or chills.

HEENT: Eye – No visual complaints. ENT – No hearing problems, earache or sore throat.

RESPIRATORY: She sometimes gets short of breath, sometimes with exertion. Some cough and some sputum, but not frequently.

CARDIOVASCULAR: No chest pain or palpitations. Some edema.

GI: No abdominal pain, vomiting, or bleeding.

GU: No dysuria or hematuria.

Musculoskeletal: She has some back pain in the L4-L5 area.

CNS: No headaches, fainting or seizures.

HEMATOLOGIC: She does bruise little bit easier. No excessive bleeding.

ENDOCRINE: No polyuria or polydipsia. No alteration in temperature tolerance.

Physical examination:
General: She is not acutely distressed or ill.

VITAL SIGNS: Blood pressure 114/68, pulse 66, O2 saturation 96%, and respiratory rate 18.

HEAD & NECK: Pupils equal and reactive to light. Eyelids and conjunctivae normal. Extraocular movements normal. Lids are normal. Ears normal to inspection. Nasal mucosa normal. Neck: Supple. No mass. No thyromegaly. Oral mucosa normal. No lymph nodes in the neck.
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CHEST/LUNGS & BREASTS: Lungs clear to percussion and auscultation without labored breathing.

CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur. No significant edema.

ABDOMEN: Soft and nontender. No palpable organomegaly.

CNS: Cranial nerves are normal. Sensation intact. Motor strength is normal.

MUSCULOSKELETAL: Shoulder range of motion is normal. No joint inflammation or effusion. No cyanosis.

SKIN: Intact, warm and dry without major lesions.

MENTAL STATUS: In orientation to time, she scored 5/5. She knew the day, date, month, year and season. In orientation to place, she scored 5/5. She knew the place, city, state, county and the floor. She is oriented to person and affect was normal.

ASSESSMENT AND plan:
1. Ms. O’Neal has hypertension; this is currently stable. I will continue the metoprolol 100 mg daily using the long-acting form.

2. She has cardiac disease and mitral insufficiency and probable coronary artery disease. She comes to us on aspirin 81 mg daily and atorvastatin 40 mg daily and Plavix 75 mg daily. I will continue this.

3. She has gastroesophageal reflux disease and I will continue pantoprazole 40 mg daily.

4. She has asthma and I will continue Symbicort 160/4.5 mcg two puffs twice a day plus albuterol by inhaler two puffs t.i.d. as needed.

5. She has depression. I will continue for now the fluoxetine 40 mg daily.

6. For osteoarthritis, I will continue meloxicam 15 mg daily. We will follow at The Pines.

Randolph Schumacher, M.D.
Dictated by:

Dd: 03/16/2022
DT: 03/16/2022

Transcribed by: www.aaamt.com
