PATIENT NAME:  Joseph Hall
DOS: 10/12/2022

DOB: 07/07/1945
HISTORY OF PRESENT ILLNESS:  Mr. Hall is seen in his room today for a followup visit.  He was diagnosed with COVID.  He states that he is not having any symptoms.  He feels a little bit tired and occasional cough, but denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any headaches.  No nausea, vomiting, or diarrhea.  He feels that he is a little tired, but otherwise no other complaints.  He was tested for COVID, which was positive.  He was wondering if he take any medications like Paxlovid for his COVID.  No other complaints.

PHYSICAL EXAMINATION: General Appearance:  Normal.  HEENT:  Normal.  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).  COVID-19 infection.  (2).  Coronary artery disease status post CABG.  (3).  History of postop atrial fibrillation.  (4).  Renal urolithiasis.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  History of diverticulosis.  (8).  Degenerative joint disease.  (9).  Anxiety.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He is not having any symptoms from the COVID.  He is clinically stable.  His medications were reviewed.  He is on amiodarone because of his atrial fibrillation, which is a contraindication for Paxlovid usage so this was explained to the patient.  We will try to treat him conservatively.  If his symptoms get worse then we may consider monoclonal antibody.  He will continue his current medications.  We will monitor his progress.  We will follow up on his workup.  He was encouraged to drink enough fluids and keep himself well hydrated, eat good.  He will be in quarantine for five days.  We will monitor his progress.  We will follow up on his workup.  If he has any other symptoms or complaints, he will let the nurses know or call the office.
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PATIENT NAME:  Virginia Boynton
DOS: 10/26/2022
DOB: 07/10/1927
HISTORY OF PRESENT ILLNESS:  Ms. Boynton is a very pleasant 95-year-old female with history of hypertension, hyperlipidemia, peripheral neuropathy, hypothyroidism, and history of osteoarthritis.  She was admitted to the hospital after her knees give out and she fell.  She denies hitting her head.  She was seen in the emergency room.  X-ray did show degenerative changes of bilateral knees, otherwise unremarkable.  Pelvic x-ray was also significant for severe degenerative changes.  Chest x-ray was unremarkable.  The patient was noticed to be in atrial fibrillation in the emergency room.  She was admitted to the hospital.  Physical and occupational therapy were consulted.  Also, orthopedic surgery was consulted.  Recommendations were to stable from orthopedic perspective for discharge.  The patient was discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she said that she is feeling fine.  She denies any complaints of chest pain or heaviness of pressure sensation.  She does complain of being a little tired/fatigue, otherwise unremarkable.  She does complain of some pain in her back as well as her knees.  No other complaints.

PAST MEDICAL HISTORY:  Significant for hypertension, hypothyroidism, peripheral neuropathy, degenerative joint disease, history of hyperlipidemia, obesity, DJD, and history of peripheral neuropathy.

PAST SURGICAL HISTORY:  Cholecystectomy, cataract surgery, hip replacement surgery, knee replacement surgery, history of arthrocentesis, EGD, and colonoscopy.

SOCIAL HISTORY:  Smoking none.  Alcohol none.

ALLERGIES:  LYRICA and CYMBALTA.

MEDICATIONS:  Reviewed and as documented in EHR.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  No history of MI or CHF.  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:  No complaints.  Neurological:  History of generalized weakness.  No focal weakness in the arms or legs.  No history of TIA or CVA.  Musculoskeletal:  Complains of joint pain, history of arthritis, history of knee and hip replacement surgery.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Pupils are 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 were audible.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Fall.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Hypothyroidism.  (5).  History of peripheral neuropathy.  (6).  Degenerative joint disease.

TREATMENT PLAN:  The patient was admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  She will follow up with orthopedic.  We will consult physical and occupational therapy.  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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