GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Jodie Baker

Mrn:

PLACE: ProMedica Nursing Home

Date: 10/28/2022

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
PATIENT PROFILE: Ms. Baker is a 44-year-old female who came from McLaren.

CHIEF COMPLAINT: She had chest pain, but she is also weak and more debilitated than she was a few months ago.

HISTORY OF PRESENT ILLNESS: Ms. Baker presented with chest pain off and on for a week. She went to Urgent Care before that and a chest x-ray was negative. She was told to come to the hospital for cardiac workup, but did not want to. She went home and began sleeping more and not acting like herself. She continued to have chest pain intermittently with decreased appetite and slight nausea. She denied diaphoresis or dyspnea and denied abdominal pain, vomiting, diarrhea or fever. It was felt that the chest pain was atypical chest pain, likely musculoskeletal. They ruled out pulmonary embolism with a negative CT angiogram and they ruled out major coronary problems. Troponins were slightly elevated.

It is noted that she had altered mental status. Her sugar is a bit low. She also has known metastatic disease to the brain from ovarian cancer. It was around 2013 that she had the ovarian cancer. She had a recurrence of metastasis earlier this year and now she is not herself either. She is weaker and cannot stand on her own and she could not even sit without support. In fact, I observed the physical therapist assess her balance.

PAST HISTORY: Stage IV ovarian cancer with metastasis to the brain and she actually had surgery twice and was treated with Decadron on last admission. She has had radiation and chemotherapy. Two deep vein thromboses of the right upper extremity in August 2022. History of COVID-19, thrombocytopenia, hyponatremia, and encephalopathy.

FAMILY HISTORY: She could not remember any illness that her parents had. Her mother is alive. There is mention in the past of cancer, but she could not give me much more detail.

SOCIAL HISTORY:  She was living with her mother and is a former smoker. No current smoking or ethanol abuse.

MEDICATIONS: Apixaban 5 mg twice a day, Celexa 20 mg daily, Norco 5/325 mg one every six hours as needed, Pepcid 20 mg twice a day, Macrobid 100 mg b.i.d for two more days, naloxone 0.4 mg as needed, lorazepam 0.5 mg twice a day as needed, lisinopril 5 mg daily, dexamethasone 4 mg every six hours, and atorvastatin 20 mg at bedtime.
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REVIEw of systems:
Constitutional: No fever or chills.

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

RESPIRATORY: No dyspnea or cough.

CARDIOVASCULAR: She has chest pain, but that is musculoskeletal and reproducible. No dizziness is evident. She is fearful of standing on her own or sitting on her own.

GI: No abdominal pain, vomiting or bleeding.

GU: No dysuria or other complaints.

MUSCULOSKELETAL: She has chest pain. There is no pain otherwise, but she is weak.

NEUROLOGIC: No headache, fainting or seizures.

ENDOCRINE: No polyuria or polydipsia.

HEMATOLOGIC: No bruising or bleeding.

SKIN: No rash or itch.

Physical examination:

General: She is not acutely distressed and not severely ill appearing, but is debilitated; unable to stand, unable to walk and unable to sit without support.

HEAD & NECK: Pupils are equal and reactive to light. Eyelids and conjunctivae are normal. Extraocular movements are normal. Oral mucosa is normal. Ears are normal to inspection. Nose normal. Neck is supple. No mass. No nodes. No thyromegaly.

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

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

ABDOMEN: Soft and nontender. No palpable organomegaly.

CNS: Cranial nerves are normal. Sensation is intact.
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MUSCULOSKELETAL: She is very weak. There is no joint inflammation or effusion. She could not sit or stand. Passive shoulder range of motion is normal.

NEUROLOGIC: Cranial nerves are grossly intact. Sensation is intact. Plantars are downgoing bilaterally. She is very sensitive and resistant and could vigorously move both lower extremities when I attempted the plantars. She also has good upper extremity strength and at one point was very weak on the right side.

SKIN: Intact, warm and dry, without rash or major lesions.

MENTAL STATUS: She is only partially oriented. She knew the state, but could not tell me the city, place or floor. She is not oriented to time. This is a decrease from when she was discharged from McLaren last night.

ASSESSMENT AND plan:
1. Ms. Baker had nonspecific musculoskeletal chest pain. The focus is on pain control. There is no evidence of any cardiac causes.

2. She has history of deep vein thrombosis and I will continue Eliquis 5 mg b.i.d.

3. She has altered mental status.

4. She has debility and we will get OT and PT.

5. She has ovarian cancer metastasis to the brain and I will continue Decadron 4 mg every six hours.

6. She will get OT and PT and I will follow her at Briarwood.

Randolph Schumacher, M.D.
Dictated by:

Dd: 10/28/22

DT: 10/28/22

Transcribed by: www.aaamt.com
