PATIENT NAME:  Helen Mykolaitis
DOS:  01/10/2023
DOB:  06/27/1927
HISTORY OF PRESENT ILLNESS:  Ms. Mykolaitis is a very pleasant 95-year-old female who lives independently, alone at home.  She was walking to her closet when she slipped and fell.  She fell backwards, hitting her head.  She was unable to get herself.  She was brought to the emergency room.  She had a fall about two weeks ago, hitting her face, causing multiple bruising on her forehead as well as her cheeks.  She denies losing her consciousness.  She denies feeling dizzy or lightheaded.  She denies any complaints of any headache or neck pain.  She denies any chest pain.  Denies any shortness of breath.  No palpitations.  Denies any nausea.  No vomiting.  Denies any focal weakness in the arms or legs.  She was seen in the emergency room.  She had a CT scan of the head as well as cervical spine as well as thoracic and lumbar spine that showed moderate to severe thoracolumbar scoliosis and spondylosis without any evidence of fracture.  She did have some chronic appearing compression fractures of T11 and T12.  CT chest, abdomen and pelvis showed subacute fracture of the left superior pubic ramus extending to the pubic symphysis and chronic appearing fracture of the left inferior pubic ramus and left sacrum.  Multiple chronic appearing left anterior mid and lower rib fractures were seen.  The patient was admitted to the hospital.  Her sodium was low.  She had some swelling of her legs.  She was given Lasix which improved the swelling.  Her sodium was being monitored.  It did improve somewhat.  She was otherwise doing better.  She was ambulated with the help of physical therapy. She was otherwise feeling better.  She was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  She denies any complaints of any headaches or blurring of vision.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.
PAST MEDICAL HISTORY:  Significant for coronary artery disease, history of diverticulitis, history of depression, gastroesophageal reflux disease, hypertension, hyperlipidemia, history of paraesophageal hernia, and history of SIADH.
PAST SURGICAL HISTORY:  Significant for cardiac catheterization and coronary angioplasty with stent placement, total abdominal hysterectomy with bilateral salpingo-oophorectomy, cataract surgery, and cholecystectomy.
ALLERGIES:  No known drug allergies.
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.  She does have history of coronary artery disease, history of MI, history of cardiac catheterization with coronary angioplasty and stent placement, history of aortic stenosis, had deferred TAVR.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  Gastrointestinal:  She does have a history of heartburn and history of gastroesophageal reflux disease.  Musculoskeletal:  She does complain of joint pains off and on.  She does have a history of multiple falls, history of multiple rib fractures, and a history of degenerative joint disease.  Neurologic:  She denies any history of TIA or CVA.  Denies any history of seizures or history of multiple falls.  All other systems were reviewed and found to be negative.
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PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Minimal edema both feet.

IMPRESSION:  (1).  Fall.  (2).  Subacute fracture of the left superior pubic ramus.  (3).  Chronic rib fractures as well as chronic left inferior pubic rami and left sacral fracture.  (4).  Coronary artery disease.  (5).  Aortic stenosis.  (6).  Chronic hyponatremia.  (7).  Hypertension. (8).  Hyperlipidemia. (9).  GERD. (10).  Congestive heart failure.  (11).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  We will increase her Lasix to 20 mg every day.  We will check her electrolytes.  We will continue other medications.  Consult physical and occupational therapy.  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.  The patient is “Do Not Resuscitate”.
Masood Shahab, M.D.
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