PATIENT NAME:  Rebecca Ort
DOS: 09/22/2022
DOB: 04/15/1952
HISTORY OF PRESENT ILLNESS:  Ms. Ort is a very pleasant 70-year-old female with history of Alzheimer’s dementia, anxiety, depression, Asperger’s disease, obstructive sleep apnea, admitted with complaints of progressive worsening dementia.  She has been complaining of intermittent abdominal pain.  CT scan of the abdomen revealed moderate to severe mesenteric artery stenosis.  The patient was discussed with vascular surgery who recommended no evidence of acute ischemia.  They recommended outpatient followup.  The patient was also having some back pain for which she had an MRI of the lumbar spine showing mild spinal stenosis and left neuroforaminal stenosis.  The patient was continued on her other medications.  PT/OT were consulted.  The patient was ambulated.  The patient was subsequently doing better.  She was discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, she denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  She states that she has been forgetful, but otherwise has been feeling well.  No other complaints.

PAST MEDICAL HISTORY:  Significant for Alzheimer’s dementia, Asperger’s disease, obstructive sleep apnea, chronic back pain, degenerative joint disease and anxiety/depression.
PAST SURGICAL HISTORY:  Unknown.
ALLERGIES: PENICILLIN, WEED and CHOCOLATE.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none.
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:  She does complain of abdominal pain.  She does have moderate to severe mesenteric artery stenosis.  No history of peptic ulcer disease.  Genitourinary:  She does have history of cystitis, otherwise unremarkable.  Neurological:  She denies any history of TIA or CVA.  She does have history of Alzheimer’s disease. Musculoskeletal:  She does complain of back pain, history of arthritis, and history of degenerative joint disease.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR. HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 audible.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Pulses are bilaterally symmetrical.  Neurologic:  The patient is awake and alert, but pleasantly confused, moving all four extremities.  No focal deficit.

IMPRESSION:  (1).  Alzheimer’s dementia.  (2).  Moderate to severe mesenteric artery stenosis.  (3).  Chronic back pain.  (4).  UTI.  (5).  Anxiety/depression.  (6).  Obstructive sleep apnea. (7).  DJD.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  She is on donepezil which will be continued.  Plan is for long-term care.  She will be continued on daily aspirin.  Continue other medications.  We will monitor her progress.  We will follow up on her workup.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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PATIENT NAME:  Ruth Warren
DOS: 09/21/2022
DOB: 09/18/1928
HISTORY OF PRESENT ILLNESS:  Ms. Warren is very pleasant 94-year-old female with history of dementia, hearing loss, hypertension, and degenerative joint disease, admitted to the hospital with complaints of left hip injury after she fell.  She was diagnosed with left hip fracture as well as left clavicular fracture as well as UTI and acute on chronic kidney disease.  The patient was admitted to the hospital.  Orthopedic surgery was consulted.  The patient underwent left hip open reduction internal fixation.  The patient was doing better subsequently.  She was ambulated with the help of physical therapy.  For her left clavicular fracture, she was placed in a sling.  Her UTI was treated with antibiotics. The patient was subsequently doing better.  She was discharged from the hospital and admitted to Willows at Howell for rehabilitation.  At the present time, she is lying in her bed.  She is very hard of hearing.  She denies any complaints.  Denies any chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  Significant for hypertension, hyperlipidemia, and dementia.
PAST SURGICAL HISTORY:  Left hip surgery and bladder suspension repair.
ALLERGIES: No known drug allergies.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – occasionally.
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:  History of bladder suspension surgery and history of UTIs.  No history of kidney stones.  Musculoskeletal:  She does complain of joint pains, history of fall, and history of arthritis.  Neurological:  She does have history of dementia.  Denies any history of TIA or CVA.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:   Vital Signs:  Reviewed and as documented in EHR. HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.   Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Minimal swelling both lower extremities.

IMPRESSION:  (1).  Fall.  (2).  Left hip fracture status post ORIF.  (3).  Left clavicular fracture status post sling.  (4).  Anemia.  (5).  UTI.  (6).  Hypertension. (7).  Hyperlipidemia. (8).  Degenerative joint disease.
TREATMENT PLAN:  The patient was admitted to Willows at Howell.  We will continue current medications.  We will consult physical and occupational therapy.  We will check routine labs.  We will monitor her progress.  DVT and GI prophylaxis will be initiated.  We will follow up on her workup.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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PATIENT NAME:  Judith Miller
DOS: 09/22/2022
DOB: 06/21/1939
HISTORY OF PRESENT ILLNESS:  Ms. Miller is a very pleasant 83-year-old female with history of hypertension, hyperlipidemia, osteoarthritis, history of paroxysmal atrial fibrillation, anxiety/depression, history of gastroesophageal reflux disease, and recent fall with cellulitis and metatarsal fracture was admitted to the hospital from the rehab with complaints of shortness of breath.  The patient has been having intermittent episodes of tachycardia as well as hypoxia.  She was found to be in mild pulmonary edema.  She was placed on oxygen.  Continue medications.  She was given IV Lasix.  Swelling did improve.  She was diuresed.  She was subsequently feeling better.  She was switched to oral Lasix.  Continue on Xarelto.  Continue other medications.  She had traumatic fracture of the left fourth and fifth metatarsal.  She was also diagnosed with cellulitis.  She was subsequently discharged from the hospital and admitted to Willows at Howell for rehabilitation.  She is on oral antibiotics for the cellulitis.  She is supposed to follow up with ortho.  At the present time, she does complain of pain.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  Significant for atrial fibrillation, hypertension, hyperlipidemia, anxiety/depression and degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for left and right hip replacement surgery.
ALLERGIES: HYDROCODONE, BITARTRATE and TRAMADOL.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – she used to smoke, but none anymore.  Alcohol – none.
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.  She was diagnosed with mild pulmonary edema/CHF.  No history of MI or CAD.  History of paroxysmal atrial fibrillation.  Respiratory:  She denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  Denies any 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:  Denies any recurrent UTIs.  Denies any blood in the urine.  No history of kidney stones. Musculoskeletal:  She does complain of joint pains, history of recurrent falls, and history of arthritis.  Neurological:  She denies any history of TIA or CVA.  Denies any history of seizures.  No focal weakness in the arms or legs.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 audible.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Mild swelling of the right foot.  Slight redness as well as warmth.  Slight swelling of the left foot with left foot cellulitis, slight warmth and mild tenderness.
IMPRESSION:  (1).  Fall.  (2).  Paroxysmal atrial fibrillation.  (3).  Mild pulmonary edema.  (4).  Chronic diastolic congestive heart failure.  (5).  Hypertension.  (6).  Hyperlipidemia. (7).  Traumatic fracture of the left fourth and fifth metatarsal. (8).  Bilateral foot weakness. (9).  Left foot cellulitis. (10).  Gastroesophageal reflux disease. (11).  Hypertension. (12).  Hyperlipidemia.   (13).  Anxiety/depression.  (14).  Degenerative joint disease.
PATIENT NAME:  Judith Miller
DOS: 09/22/2022
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TREATMENT PLAN:  The patient was admitted at Willows at Howell.  We will continue current medications.  Advised to keep her legs elevated.  Continue antibiotics.  We will monitor her progress.  We will consult physical and occupational therapy.  We will follow up on her workup.  If she has any other symptoms, she will let the nurses know or call the office.
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