PATIENT NAME:  Richard Marflak
DOS:  08/08/2022
DOB:  05/01/1945
HISTORY OF PRESENT ILLNESS:  Mr. Marflak is a very pleasant 77-year-old male who presented to the emergency room with found on the floor.  The patient was living independently and was having increased left-sided weakness and has been having frequent falls in the last six months.  The patient was brought to the emergency room and was admitted to the hospital with possible CVA and was found to have an acute comminuted fracture of the distal radius.  Also was noted to have a non-displaced fracture of the proximal phalanx of the thumb of the left side.  CT angiogram in the ER showed 2 to 3 mm right middle sacral artery aneurysm arising from the origin of the right M2 segment with calcified atherosclerotic disease in the carotid bouts.  Chest x-ray was unremarkable.  He was admitted to the hospital.  His urinalysis was positive for proteins.  His troponin was elevated.  The patient was seen by orthopedic and was recommended non-weightbearing left upper extremity.  He was otherwise doing better and was subsequently discharged from the hospital and admitted to Willows at Howell for rehabilitation.  He denies any complaints of chest pain.  He does complain of pain in his left forearm.  He denies any heaviness or pressure sensation.  Denies any palpitations.  No nausea, vomiting or diarrhea.

PAST MEDICAL HISTORY:  Has been significant for coronary artery disease, colon cancer status post resection, left-sided weakness, history of falls, history of malnutrition and history of cataracts.

PAST SURGICAL HISTORY:  Has been significant for colon surgery and cataract surgery.

ALLERGIES:  No known drug allergies.

SOCIAL HISTORY:  Smoking, none.  Alcohol, none.

CURRENT MEDICATIONS:  Reviewed and has documented in EHR.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  He does have history of CAD.  Respiratory System:  He denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurological:  He does complain of weakness in the left side, history of recurrent falls, and history of CVA.  Musculoskeletal: He does complain of pain in his left arm and history of arthritis, otherwise unremarkable.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in the EHR.  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Left arm with dressing in place.

IMPRESSION:  (1).  Aneurysm right middle sacral artery.  (2).  CVA.  (3).  CAD.  (4).  Rhabdomyolysis.  (5).  GERD.  (6).  History of fall.  (7).  Left radius fracture.  (8).  Left thumb fracture.  (9).  Chronic kidney disease.  (10).  History of colon cancer.  (11).  History of abdominal aortic aneurysm.  (12).  DJD.
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TREATMENT PLAN:  The patient is admitted to the Willows at Howell.  We will continue current medications.  We will consult PT/OT.  We will monitor his progress.  The patient is full code.  We will check routine labs.  If he has any other symptoms or complaints, he will let the nurses know or call the office.
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