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TRANSITIONAL CARE VISIT

Patient Name: Willie Hill

Date of Admission: 11/25/2022
Date of Discharge: 11/30/2022

Admitted at: Baylor Scott & White Medical Center, College Station
History: The patient was admitted at Baylor Scott & White Medical Center in College Station. The patient states he went to the emergency room with chief complaints of shortness of breath of sudden onset and he was found to have acute combined systolic and diastolic heart failure. He states his ejection fraction was only 32%. He had an emergency heart catheterization through the radial line and the heart catheterization was normal with no blockage, but had weak ejection fraction. A new medication list was reconciled and the medication list consisted of:

1. Furosemide 40 mg a day.

2. Spironolactone 25 mg a day.

3. Losartan 25 mg a day.

4. Metformin 500 mg two tablets a day.

5. Carvedilol 25 mg twice a day.

6. Aspirin 81 mg a day.

7. Omeprazole 40 mg a day.

8. Atorvastatin 10 mg a day.

9. Generic Advair which is fluticasone propionate, salmeterol 250/50 mg one puff a day.

The patient has been off tizanidine and also amlodipine 10 mg was discontinued.

The patient has been on recently Augmentin and had severe salmonella gastroenteritis and his problem was reported to the health department. He has since seen gastroenterology. The patient does not have any signs and symptoms of gastroenteritis. He states he had collected fluid in his lungs. He has a followup appointment on 01/24/23. In view of his new onset of congestive heart failure with a normal heart catheterization, I have decided to order a chest x-ray, a pro-BNP and a comprehensive metabolic panel to be sure his kidney function and liver function is good. He is not having any problem with his diarrhea. He has no chest pains. He was not short of breath. So, I have ordered a chest x-ray also on him as followup.
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His sugars have been doing good. His last A1c as of 09/28/22 was 6.2. He had seen Dr. Marr in September 2022 and no evidence of retinopathy. His kidney function was 1.05 creatinine and BUN of 10 on 09/28/22. A stool iFOB was positive on 11/01/22 and has seen the gastroenterologist. The patient is updated as far as flu shot is concerned. An EKG showed sinus rhythm, left bundle branch block, and generalized ST-T changes.
The patient has long-standing history of type II diabetes mellitus, hyperlipidemia, severe psoriasis of the feet but in remission, history of right lumbar radiculopathy, history of hemoptysis and all workup of cancer was negative and he was seen by pulmonologist also. His salmonella gastroenteritis has resolved.

Social History: He is not a current smoker. He quit in 1996. He does not drink. He does not do drugs.

Physical Examination:
General: Exam revealed Mr. Willie Hill to be a 72-year-old African American male who is awake, alert and oriented, in no acute distress. He is not using any assistive device for ambulation. He is able to get on and off the examination table slowly. He is able to dress and undress for the physical exam slowly. He cannot hop. He cannot squat. He can tandem walk. He can pick up a pencil and button his clothes. He is right-handed.

Vital Signs:

Height 6’1”

Weight 267 pounds

Blood pressure 100/62
Pulse 71 per minute

Pulse oximetry 94%

Temperature 97
BMI 35

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid is not palpable.

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema.

Neurologic: Essentially intact.

The patient’s medication list reconciled.

Willie Hill

Page 3

His sugars have been doing good. His last A1c as of 09/28/22 was 6.2. He had seen Dr. Marr in September 2022 and no evidence of retinopathy. His kidney function was 1.05 creatinine and BUN of 10 on 09/28/22. A stool iFOB was positive on 11/01/22 and has seen the gastroenterologist. The patient is updated as far as flu shot is concerned. An EKG showed sinus rhythm, left bundle branch block, and generalized ST-T changes.
We will keep a note that the patient had told me a long time ago he was allergic to Benicar. He states he did not get any life-threatening reaction, but he does not even know what happened. It is possible he may have developed some cough, but we will keep a watch as he is off Benicar now, but the Scott & White physicians have started him on losartan 25 mg. So far he has tolerated it good. I told him to keep an eye on any allergies or swelling of the face or shortness of breath. The patient understands plan of treatment. I have sent him for some labs as well as a chest x-ray and I will do a telehealth or a visit depending on the results in about two weeks. The patient’s wife was also present in the room and understands plan of treatment. New medication list reconciled.

The Patient’s Problems:

1. Congestive heart failure.

2. Type II diabetes mellitus.

3. Hypertension.

4. Hyperlipidemia.

Plan: CMP and a BMP and a chest x-ray and see him in the office in two weeks.
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