GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Samie Mincey

Mrn:

PLACE: Pines of Burton Memory Care South
Date: 04/20/22

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Mr. Mincey is a 79-year-old male moved in about a week ago from Regency.

CHIEF COMPLIANT: He is here for further therapy after being in subacute rehab and he also has wound in his back. He also has hypertension, diabetes mellitus, and coronary artery disease. 

HISTORY OF PRESENT ILLNESS: Ms. Mincey had much hip pain that was chronic beginning in November 2021. He still gets injections of steroids from ortho for this. The pain may have *__________* that. Late in November 2021, he developed abscess at L3-L4. He had some pain before, but progressed to an abscess. He became unable to walk by January and then was hospitalized. He ended up having a laminectomy in February 2022. The wound became infected it was then cleaned out and then he went to Regency for post acute care. He is now not able to walk on his own. Before this all happened before November, he was driving and was living independently according to his daughter. The wound does appear clean right now. He has had antibiotic therapy. There is some pain there. He does still use Norco and does use tramadol and requests that be scheduled. He is also on the Fentanyl patch 12 mcg every 72 hours.

He still has some back pain. It is not as bad as before. The wound is still healing.

He has diabetes mellitus but they have not been checking his sugars at the home yet. There is no polyuria or polydipsia and he remains on pioglitazone 30 mg daily for this. He also has hypertension that is currently stable. There is no headache, chest pain, or other cardiac symptoms. He does have coronary artery disease and had a stent in 1999. He also has atrial fibrillation and is on anticoagulation. Heart rate is stable and there are currently no palpitations or dizziness.

PAST HISTORY: Stomach cancer, glaucoma, back pain, diabetes mellitus longstanding since 1990s, chronic kidney disease, and he is on dialysis, hypertension, coronary artery disease, coronary stent, he had recent laminectomy and abscess.

SOCIAL HISTORY: No smoking or ethanol abuse. He lives in assisted living and came for rehab.
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Medications: Melatonin 3 mg nightly, nifedipine ER 30 mg daily, Refresh 1.4-0.6 t.i.d. as directed, simvastatin 10 mg daily, guaifenesin 400 mg as needed every four hours, tramadol 50 mg daily, ondansetron 4 mg daily if needed, Rena-Vite one p.o daily, pioglitazone 30 mg daily, metoprolol succinate 25 mg daily, hydralazine 25 mg daily, furosemide 40 mg daily, Florastor 250 mg twice a day, Xarelto 50 mg daily, fentanyl 12 mcg per hour patch one daily, calcium carbonate 750 mg two tablets daily, allopurinol 100 mg daily, amiodarone 200 mg daily.

ALLERGIES: None known.
Review of systems:
Constitutional: He denies having fever or chills or major weight change.

HEENT: Eye – He denies major visual problems. ENT – He does use hearing aids, but has hearing difficulty. There is no trouble hearing me with his aids.

RESPIRATORY: No current dyspnea, cough, or sputum.

CARDIOVASCULAR: No current angina or palpitations.

GI: He has some constipation.

GU: No dysuria, but he has a catheter in place.

MUSCULOSKELETAL: He has back pain. He is on allopurinol, but does not recall any gout.

ENDOCRINE: No polyuria or polydipsia. No alteration in temperature tolerance. No excessive sweating or thirst.

HEME: No excessive bruising or bleeding.

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

VITAL SIGNS: Blood pressure 118/50, pulse 55, O2 saturation 98%, and respiratory rate 18 

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. Hearing is adequate with his age. Neck is supple. No mass. No thyromegaly. Trachea midline.
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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. He has mild edema.1+

ABDOMEN: Soft and nontender. No organomegaly.

CNS: Cranial nerves are normal. Sensation intact. 

MUSCULOSKELETAL: Slight back tenderness. Shoulder range of motion is normal. No inflammation or effusion of the knees. No cyanosis.

SKIN: Scar is seen at the back that is mostly healed. There are no open areas. No major rash.

ASSESSMENT AND plan:
1. Ms. Mincey has back pain and debility and is postlaminectomy. He still is unsteady on his feet and he is unable to walk. He still gets physical therapy here with goal of walking and returning home in a few months.

2. He has diabetes mellitus. I will order hemoglobin A1c and continue for now pioglitazone 30 mg daily.

3. He has coronary artery disease, which is stable and continues on metoprolol ER 25 mg daily.

4. For his atrial fibrillation, I will continue metoprolol 25 mg daily plus amiodarone 200 mg daily plus Xarelto 15 mg daily.

5. He has hypertension controlled with nifedipine ER 30 mg daily plus hydralazine 25 mg three times a day.

6. He has constipation. I will continue MiraLax 17 g daily in water. I will order this. He may stop his probiotic when his current supply runs out.

7. Due to pain, I will ask him to schedule the tramadol 50 mg every six hours.

8. I will also order a CBC and comprehensive metabolic panel based on labs.

Randolph Schumacher, M.D.
Dictated by:

Dd: 12/29/16
DT: 12/29/16

Transcribed by: www.aaamt.com
