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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Belinda Kay Bennett

DATE OF BIRTH: 

DATE OF EXAM: 06/27/2022
Chief Complaints: Ms. Bennett is a 60-year-old obese white female who was brought to the office by the staff of Fortress Rehab Center in an oversized wheelchair for this exam and the patient is not a good historian.

History of Present Illness: Apparently, she has had history of multiple heart attacks and recent diagnoses of diabetes mellitus, hypertension, and hyperlipidemia, is on Eliquis blood thinner and apparently, she is wheelchair bound because she has weakness in the legs. She states she is not getting any physical therapy. She has history of major depression. She denies any suicidal thoughts. She states she was put in a medically-induced coma for five weeks. She has not had a bypass done. She states she had some stents put in. She states she has congestive heart failure. She does not have sleep apnea. The patient brought some notes from the Fortress Rehab and reveals the patient with multiple diagnoses of:

1. Respiratory failure, unspecified.

2. Major depressive disorder, recurrent, severe without psychosis.

3. Obesity.

4. Hyperlipidemia.

5. Non-ST-elevation myocardial infarction.

6. Atherosclerotic heart disease of native coronary artery without angina.

7. Chronic atrial fibrillation.
8. COPD.

9. Diastolic heart failure.

10. Gastroesophageal reflux disease.

There are some notes of the nurses, which state they monitored the patient’s behavior for agitation, angriness, compulsive crying, pacing, screaming, yelling, poor eye contact, extreme fear, false beliefs, fighting, finger painting of feces, hallucinations, paranoia, delusion, kicking, littering, noisy, pinching, restless, scratching, slapping, suspiciousness, throwing objects, and wandering. When I stated that she is being looked for those, she states they may be doing anything, but she does not do any of these things.
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Medications: Medications at home are multiple that include:

1. Eliquis 5 mg twice a day.

2. Aspirin 81 mg a day.

3. Atorvastatin 40 mg a day.

4. Carvedilol 12.5 mg twice a day.

5. Diltiazem ER 180 mg once a day.

6. Furosemide 40 mg once a day.

7. Ipratropium and albuterol through nebulizer every six hours as needed.

8. Lisinopril 20 mg twice a day.
9. Loperamide 2 mg p.r.n. diarrhea.

10. Metformin 500 mg once a day with meals.

11. Mometasone furoate aerosol 200 mcg two puffs twice a day for asthma.

12. Montelukast sodium 10 mg once a day.

13. Protonix delayed release 40 mg once a day.

14. Zoloft 50 mg once a day.

Personal History: The patient is single. She has a 25-year-old son. She states she has been at this nursing home for about one year. She states she finished high school and finished college and she worked as a social worker for Giddings State School for almost 20 years, but she states because of shortness of breath and other problems she was not able to finish the job, so she quit working four to five years ago.
She used to smoke one and half packs of cigarettes a day for past 40 years. She denies drinking alcohol or doing drugs. When I asked her if she ever had DWI, she claimed she has had two DWIs, but has never been to jail.

She states her memory recently has been pretty bad. She states she does not get physical therapy where she is. She states she is able to use the bathroom for urination and bowel movement herself. She stays in the wheelchair and drives herself to the bathroom and she is able to get up if she is standing straight near the potty and is able to use the potty for urination and bowel movements. She denies any history of stroke. No records were sent per TRC about her heart.
Review of Systems: Reveals the patient feels weak, tired, not able to walk, and is wheelchair bound. She does not know why she was in coma. She states she has had cardiac arrest several times and she does not know why the medical coma was induced and she does not know how long she is going to stay in Fortress Nursing Home & Rehab. She states her memory is getting poor, but she was the sole historian and was able to give me as best as she could.
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Physical Examination:
General: Exam reveals Ms. Belinda Kay Bennett to be a 60-year-old white female who appears both acutely and chronically ill, who is wheelchair bound, who is moderately obese and who is awake, alert and oriented and in no acute distress. She appears pale. She is right-handed.
Vital Signs:

Height 4’10”.

Weight 265 pounds.

Blood pressure 140/80.

Pulse 65 per minute.

Pulse oximetry 96%.

Temperature 96.4.

BMI 53.
Snellen’s Test: Her vision without glasses:

Right eye 20/100.

Left eye 20/50.

Both eyes 20/50.

She does not have hearing aid.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid is not palpable.

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. +2 pitting edema of the legs is present. Varicose veins are present. Signs of chronic venous insufficiency present. Stasis dermatitis present.

Neurologic: Cranial nerves II through XII are intact. The patient’s straight leg raising is about 60 degrees on both sides. Reflexes are 1+ throughout. Alternate pronation and supination of hands is normal. Finger-nose testing is normal.

Review of Records per TRC: Reveals records of *__________* for admission date of 01/22/2022 and discharge date of 01/27/2022 with cellulitis of the right lower extremity. The patient has congestive heart failure with poor ejection fraction, COPD, atrial fibrillation and right extremity cellulitis. A venous ultrasound was negative. The patient declined admission for IV antibiotics. She was discharged home on doxycycline. She did not fill a prescription for several days due to holidays. The patient then returned after only two or three days of antibiotic therapy for which reason she was admitted and started on vancomycin and Rocephin. Her lactic acid was 1.7 and potassium was 3.2. The patient was admitted, given IV antibiotics and then discharged. Apparently, these records reveal the patient has a lung nodule and had one stent put in. She does have diagnosis of COPD and chronic diastolic congestive heart failure.
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The x-ray chest as per TRC *__________*
The Patient’s Problems:

1. Morbid obesity.

2. Chronic obstructive pulmonary disease.

3. Chronic diastolic heart failure.

4. History of recent admission for cellulitis of right lower leg.

5. Chronic venous insufficiency.

6. Varicose veins.

7. Long-standing hypertension.

8. Diabetes mellitus.

9. Chronic atrial fibrillation.

10. Major depression.
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