PATIENT NAME:  Mary Schrader
DOS: 09/14/2022
DOB: 02/23/1930
HISTORY OF PRESENT ILLNESS:  Ms. Schrader is a very pleasant 92-year-old female with history of atrial fibrillation, chronic kidney disease, hypertension, hypothyroidism, history of permanent pacemaker placement, and degenerative joint disease.  Admitted to the emergency room with complaints of feeling dizzy as well as arm weakness.  Not able to give much history.  Denies any complaints of chest pain, heaviness or pressure sensation.  She was admitted to the hospital and had CT scan of the head showed no intracranial hemorrhage or acute large vessel territory infarct.  There is a 1 cm dense calcified mass like structure overlying the right parietal lobe, which may represent calvarial exostosis or small calcified mass lesion such as meningioma.  The patient was otherwise doing better.  She was evaluated by physical therapy.  Occult blood was positive, but her hemoglobin was stable.  Her troponins were negative.  She was discharged from the hospital and admitted to the Willows at Howell for rehabilitation.  At the present time, she denies any chest pain, shortness of breath, or palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  Has been significant for atrial fibrillation, chronic kidney disease, hypertension, hypothyroidism, macular degeneration, permanent pacemaker placement, history of skin cancer, spinal stenosis, and history of uterine cancer.

PAST SURGICAL HISTORY:  Has been significant for back surgery, permanent pacemaker and skin cancer surgery.
SOCIAL HISTORY:  Smoking none.  Alcohol none.
ALLERGIES:  ACE INHIBITORS, AMLODIPINE, IODINE CONTRAST DYE, LISINOPRIL, PENICILLIN, IODINE and SULFONAMIDES.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  No history of MI or coronary artery disease.  Respiratory:  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:  She does have history of uterine cancer, otherwise unremarkable.  Musculoskeletal:  She does complain of joint pains, history of degenerative joint disease.  Neurological:  Denies any history of TIA or stroke.  She is a poor historian.  Complains of generalized weakness.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Frontal cystic swelling on the forehead with bruising around the eyes.  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:  No edema.
IMPRESSION:  (1).  Generalized weakness.  (2).  Dizziness.  (3).  Atrial fibrillation.  (4).  Permanent pacemaker placement.  (5).  Chronic kidney disease.  (6).  Hypertension.  (7).  Hyperlipidemia.  (8).  Hypothyroidism.  (9).  Degenerative joint disease.  (10).  Dizziness.  (11).  Positive fecal occult blood testing.  (12).  History of spinal stenosis.  (13).  Left lower eyelid abnormality.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications.  We will consult physical and occupational therapy.  Continue other medications.  We will monitor her progress.  We will follow up on her workup.  We will check routine labs.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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