GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Mary Etue
Mrn:

PLACE: Covenant Glen of Frankenmuth

Date: 04/11/22

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Ms. Etue is a 90-year-old female recently was in the hospital last week.

CHIEF COMPLAINT: Confusion and dementia.

HISTORY OF PRESENT ILLNESS: Ms. Etue was admitted to Genesis after she called 911 telling the police that her husband was holding her hostage. Law enforcement arrived and she appeared confused and forgetful. The EMS brought her to the hospital for further evaluation. At that time, she could not recall why she was brought in and now she cannot really give me much details as to why she was in. She is known to have some dementia for sometime, but could not tell me how long and family was trying to find placement for her. She has history of hypertension, which is controlled with hydralazine and amlodipine. She has self-denied any major physical symptoms except for some abdominal pain. She states she gets more often in the evening and it depends on what they serve her. She is known to have history of gastroesophageal reflux disease. I cannot be specific for heartburn now. She is not having pain when I saw her. She is quite confused and not oriented when seen. She does have anxiety and uses Ativan at bedtime if needed. She denies other major problems other than the stomach pain.

PAST HISTORY: Positive for dementia, gastroesophageal reflux disease, hyperlipidemia, and hypertension.

PAST SURGICAL HISTORY: Cholecystectomy.
FAMILY HISTORY: Her mother had hyperlipidemia and she died at 90. Her father had heart problems and died at 57. She had sibling with heart problem and sister with cancer. She has a child with hyperlipidemia and another son with COPD and daughter with hyperlipidemia.

SOCIAL HISTORY: She never smoked. No alcohol excess. 

Medications: Amlodipine 5 mg daily, Sensipar 30 mg daily, dicyclomine 10 mg every six hours p.r.n, hydralazine 25 mg every six hours, lorazepam 0.5 mg nightly as needed, Tylenol 650 mg every four hours p.r.n, and tramadol 50 mg nightly.

ALLERGIES: SULFA, ASPIRIN, LATEX, VICODIN.
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Review of systems:
Constitutional: No fever, chills or major weight changes.

HEENT: Eye – Denies visual complaints. ENT – Denies earache *__________*.

RESPIRATORY: Denies dyspnea, cough, or sputum.

CARDIOVASCULAR: Deneis chest pain or other complaints.

GI: She has abdominal pain. No vomiting or bleeding.

GU: No dysuria or other complaints.

MUSCULOSKELETAL: Denies any arthralgias, but she states she is on tramadol and Tylenol if needed, but she denies any specific pains. 

ENDOCRINE: No polyuria or polydipsia. No known diabetes.

HEMATOLOGIC: No extensive bruising or bleedings.

SKIN: No rash or itch.

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

HEAD & NECK: Pupils equal and reactive to light. Eyelids and conjunctivae are normal. Extraocular movements are intact. Oral mucosa is normal. Ears are normal on inspection. Neck is supple. No mass. No thyromegaly. Trachea midline. No nodes.

CHEST/LUNGS & BREASTS: Lungs clear to percussion and auscultation without labored breathing.

CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur. No edema. Pedal pulses palpable.

ABDOMEN: Soft and nontender. No palpable organomegaly.
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CNS: Cranial nerves are normal. Sensation intact. 

MUSCULOSKELETAL: Shoulder range of motion is normal. Motor tone, bulk and strength is normal. No joint inflammation or effusion.

SKIN: Intact, warm and dry without rash or major lesions. 

MENTAL STATUS: Affect was normal. She is not oriented to time and got 0/5 and she did not know the date, day, year, month or season. In orientation to place, she knew the state, but could not tell me the place, state, county or floor. She was not having behaviors when seen, but she has history of recent behaviors and being agitated and hitting on staff and breaking things when she first came in. Some of these problems are listed before.

ASSESSMENT AND plan:
1. Ms. Etue has dementia somewhat advanced, but she can verbalize. 

2. She has hypertension stable with amlodipine 5 mg daily and she has hydralazine available 25 mg every six hours p.r.n.

3. She has various pains including abdominal pain and she is on Bentyl 10 mg daily and observed on this.

4. She is on tramadol p.r.n for pain, but she could not give me clear count as where her pain is and she has Tylenol p.r.n also available. We will watch her behaviors. She can take Ativan as needed, but hospital did not sent her back on any specific medicine. If behaviors persist, I am consider mood stabilizer like Depakote and consider using Aricept. I need to watch her a little bit more and see what develops. Overall, I will continue the current plan

Randolph Schumacher, M.D.
Dictated by:

Dd: 04/11/22
DT: 04/11/22

Transcribed by: www.aaamt.com
