GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

INITIAL HISTORY AND PHYSICAL

Name: Carol Crum

Mrn:

PLACE: Pines of Burton
Date: 06/15/22

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: She is an 85-year-old female who recently moved into Pines of Burton.

CHIEF COMPLAINT: She has dementia and she has left leg pain. She also has Barrett's esophagus. She was seen for initial admission.

HISTORY OF PRESENT ILLNESS: Mrs. Crum complains of pain in the left leg. X-ray was negative. She has tenderness in the left sacroiliac joints. It does tend to hurt somewhat. She also has history of hypertension, but this is currently stable without any headache or any cardiac symptoms. She has history of gastroesophageal reflux disease, which is not too bothered when seen today. Information was sent largely from her family and also the staff at the assisted living.

PAST HISTORY: Positive for anxiety, hypertension, uterine prolapse, leg pain, and Barrett’s esophagus.

ALLERGIES: PENICILLIN.

MEDICATIONS: Docusate 100 mg twice a day, Pepcid 40 mg twice a day, gabapentin 100 mg every 12 hours, hydralazine 25 mg every 12 hours, lisinopril 40 mg daily, Tylenol 1000 mg every eight hours, tramadol 50 mg every 12 hours, and Tylenol 650 mg every six hours p.r.n.

Review of systems:
Constitutional: No fever or chills.

HEENT: Eye – No complaints. ENT – No complaints. No sore throat or hoarseness.

RESPIRATORY: No dyspnea, cough, or sputum.

CARDIOVASCULAR: No chest pain or palpitations.
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GI: No abdominal pain, vomiting, or bleeding.

SKIN: She has some scabies on her leg.

Review of system is negative from her, but the leg pain bothers her the most. She was walking better about six weeks ago and having difficulty now. She does have more confusion as to what to do.

Physical examination:

General: She is not acutely distressed or ill.

VITAL SIGNS: Blood pressure 132/78. Temperature 97.2. Oxygen saturation 92%. Pulse 84.

HEAD & NECK: Unremarkable. Oral mucosa is normal. Ears normal to inspection. Hearing seems okay.

NECK: Supple. No mass. No nodes.

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

CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur.

ABDOMEN: Soft and nontender.

CNS: Cranial nerves are grossly normal. Sensation intact.

MUSCULOSKELETAL: She has tenderness over the left sacroiliac area. There is no significant pain with flexing or extending the hip. The pain is hindering her enough with her walking.

MENTAL STATUS: Her affect was normal. In orientation to time, she scored 1/5. She knew the season, but not the date, day, month, and year. In orientation to place, she scored 2/5. She knew the state, floor, but not the county, city, or present place. She is oriented to person. Affect normal.
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ASSESSMENT AND plan:
1. Mrs. Crum has what seems like sacroiliitis and the tenderness is in back over the pelvis in the sacroiliac area. I will add lidocaine patch daily. She may take Celebrex 200 mg daily for two weeks. I will continue Tylenol 1000 mg every eight hours.

2. She has dementia and I will monitor her cognition in the near future.

3. She has hypertension, which is stable and I will continue lisinopril 20 mg daily and hydralazine 25 mg daily.

4. She has gastroesophageal reflux disease and I will continue Pepcid 40 mg daily.

5. She has constipation and I will continue Colace 100 mg twice a day. In addition to the scheduled Tylenol 1000 mg every eight hours, she has Tylenol 650 mg every six hours as needed for pain, but she is not to exceed 3 g from all sources in a 24-hour period. The above named medication constitute her entire medication list at the present time.

Randolph Schumacher, M.D.
Dictated by:

Dd: 07/06/22
DT: 07/06/22

Transcribed by: www.aaamt.com GT/SIA

