GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

NUSING HOME HISTORY AND PHYSICAL

Name: Sussie Brown

Mrn:

PLACE: Mission Point in Flint

Date: 06/23/22

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Ms. Brown is an 88-year-old female who is also under hospice care.

CHIEF COMPLAINT: She has debility, dementia, history of stroke, and hypertension. She initially came for us, but the plan now is for long-term care.

HISTORY OF PRESENT ILLNESS: She herself has limited insight into her medical condition. She is in hospice with diagnosis of cerebral atherosclerosis. She does walk slowly and has significant dementia. She sometimes can get agitated, but she was calm when seen today. She did not really have clear insight as to why she was here. She seemed to know that she was in a nursing home. She is not oriented. She has history of hypertension and blood pressure is slightly up today. She denied any headache or any chest pain or cardiac symptoms. Most of her blood pressure readings are normal, but it was up to 155/75 today and 160/70 yesterday.

Very little information comes from her. She does have a history of diagnosis of major depressive disorder and anxiety. However, she did not seem anxious today. She is slightly resisted to detail examination. She also has had deep venous thrombosis of the left leg in the past. She covers it with some Eliquis 2.5 mg twice a day.

PAST HISTORY: Cerebral atherosclerosis, deep venous thrombosis, dementia, stroke, urinary tract infection, encephalopathy, essential hypertension, major depressive disorder – mild generalized anxiety disorder.

FAMILY HISTORY:  She had no insight into this.

SOCIAL HISTORY: She is in nursing home initially for respite. It is now for long-term care. She does have legal guardian.

Medications: Losartan 50 mg daily, Ativan 0.5 mg every four hours as needed, loratadine 10 mg once a day, hyoscyamine 0.125 mg every four hours p.r.n for secretions, Reglan 10 mg every four hours p.r.n for nausea, morphine sulfate 120 mg/mL and takes 5 mg every hour as needed, metoprolol 25 mg twice a day, Eliquis 2.5 mg twice a day, Dulcolax suppository one rectally if needed, mirtazapine 7.5 mg nightly, Seroquel 25 mg at bedtime, and I am told that she can get a bit agitated.

ALLERGIES: None known.
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Review of systems:
Constitutional: She is not having fever.

HEENT: Eye – No complaints. Denies visual problems. ENT – Denies problems and seem to hear adequately.

RESPIRATORY: No dyspnea or other symptoms.

CARDIOVASCULAR: No chest pain.

GI: No abdominal pain or nausea.

GU: No dysuria.

MUSCULOSKELETAL: Denied arthralgias.

NEUROLOGIC: She is not oriented. She denies specific symptoms. She walks with shuffling gait.

Physical examination:
General: She is not acutely distressed. She is slightly restless.

VITAL SIGNS: Blood pressure 155/78, temperature 98, pulse 75, respiratory rate 16.

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: No mass or nodes.

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 grossly normal. Sensation intact.

MUSCULOSKELETAL: No acute joint inflamamtion or effusion. No cyanosis.

SKIN: Intact, warm and dry without rash or major lesions.
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MENTAL STATUS: She is slightly restless. She is moving her arms in way and she walks with very slow short shuffling gait, but that seems to be stable. She was not oriented at all to time or place, but is to person. Affect seemed normal.

ASSEMENT AND plan:
1. Ms. Brown has cerebrovascular disease and severe atherosclerosis. She is in hospice for this.

2. She has hypertension controlled with losartan 50 mg daily and metoprolol 25 mg twice a day and I will observe for more readings.

3. She has history of deep venous thrombosis and I will continue Eliquis 2.5 mg twice a day.

4. She has dementia with agitation and can get aggressive. I will continue Seroquel 25 mg nightly. She has p.r.n morphine, Haldol, Ativan, and hyoscyamine due to her hospice status. There is no excessive secretion and she does not seem to be in major pain right now. I will follow her at Mission Point.

Randolph Schumacher, M.D.
Dictated by:

Dd: 06/23/22
DT: 06/23/22

Transcribed by: www.aaamt.com
