GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: James Sahr

Mrn:

PLACE: Covenant Glen in Frankenmuth

Date: 06/13/22

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Mr. Sahr is an 84-year-old male who has moved into Frankenmuth within the past two weeks.

REASON FOR VISIT: This is an initial visit as a new patient. His problems include hypertension, diabetes mellitus, gastroesophageal reflux disease, dementia, and coronary artery disease.

HISTORY OF PRESENT ILLNESS: Mr. Sahr does not have a great deal of insight into his medical problems. He does have significant dementia and is here, does have memory care and help with activities of daily living. He has diabetes mellitus, but denies hypoglycemic symptoms such as polyuria or polydipsia. He also has history of coronary artery disease, but there is no recent chest pain. He denies symptoms at the present time. He has gastroesophageal reflux disease, but is not bothered by any heartburn or reflux symptom at the moment. He has hypertension, but does not have any cardiac symptoms or headache. He does have chronic constipation.

PAST HISTORY: Positive for diabetes mellitus type II, hypertension, gastroesophageal reflux disease, dementia, and constipation. He has ventriculoperitoneal shunt.

FAMILY HISTORY: His mother lived to 77 and had cancer. It is not clear what the primary was. His father died at age 80 of myocardial infarction. He has sibling that had been adopted. He has child with glaucoma and another daughter with diabetes mellitus. The daughter with diabetes mellitus, hypertension, and hypercholesterolemia.

SOCIAL HISTORY: No alcohol excess. Never smoked. He graduated from high school.

Medications: Aranesp 50 mcg weekly, atorvastatin 80 mg daily, docusate 100 mg daily, donepezil 5 mg daily, Eliquis 2.5 mg twice a day, furosemide 20 mg daily, Lantus 20 units at bedtime, magnesium 250 mg twice a day, memantine 5 mg daily, metolazone 2.5 mg daily, metoprolol 25 mg twice a day, pantoprazole 20 mg daily, potassium chloride 80 mEq twice a day, tamsulosin 0.4 mg daily, trazodone 50 mg nightly, vitamin B1 100 mg daily, and vitamin D 2000 units daily. He is carrying epinephrine, glucagon, and glucose available. He also uses Imodium 2 mg every four hours as needed for diarrhea and Tylenol 650 mg every four hours as needed for headache or other pains.

ALLERGIES: None known.
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Review of systems:
Constitutional: He denies feeling feverish or having chills.

HEENT: Eye – Denies visual complaints. ENT – Denies hearing problems, sore throat, earache, or hoarseness.

RESPIRATORY: He denies dyspnea, cough or sputum.

CARDIOVASCULAR: He denies chest pain or other symptoms.

GI: He denies abdominal pain, vomiting, or bleeding.

GU: He denies dysuria or hematuria or frequency. He denies being incontinent.

Endocrine: No polyuria or polydipsia. No hypoglycemic symptoms. He does have diabetes mellitus.

Neurologic: No headache, fainting, or seizures.

Musculoskeletal: He denies any arthralgias.

Hematologic: He denies any excessive bruising or bleeding. He is on Eliquis.

SKIN: He denies rash or itch.

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

VITAL SIGNS: Temperature 97.9, blood pressure 118/70, pulse 82, respiratory rate 16, and O2 saturation 97%.

HEAD & NECK: Pupils are 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. Neck is supple. No nodes. No palpable mass or palpable thyromegaly.

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

CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur. He has edema 1+ of the feet. Pedal pulses palpable. 

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

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

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

A foot exam was done and it showed 1+ edema. Otherwise negative. Pulses were 2+. Sensation intact. Motor function normal. There are no ulcers or lesions or gangrene.

Mental Status: Affect was normal. He is totally oriented to place. He could tell me the place, city, state, county, and floor. He is oriented to person, however, he is not oriented to time. He could not tell me the day, date, year, month or season. Affect was normal.

ASSESSMENT AND plan:
1. Mr. Sahr has diabetes mellitus and I will continue Lantus 20 units nightly.

2. He has dementia and I will observe on donepezil 5 mg daily for this.

3. He has gastroesophageal reflux disease and I will continue Protonix 20 mg daily.

4. He has benign prostatic hyperplasia and I will continue Flomax 0.4 mg daily.

5. He is on Eliquis. He does not come with any diagnosis for this. He is also on metoprolol presumably for hypertension and I am not clear if he has atrial fibrillation and he is not aware of any cardiac disease. I will get an EKG. 

6. It is noted that he has ventriculoperitoneal shunt. I am not clear if he has liver disease or any normal pressure hydrocephalus. I will need to inquire more into this. He is on Lasix and metolazone presumably for edema. Overall, I will continue the current plan till I get more information. I will order a hemoglobin A1c and comprehensive metabolic panel and CBC.

Randolph Schumacher, M.D.
Dictated by:

Dd: 06/13/22
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