PATIENT NAME:  Rita Cogo
DOS: 01/11/2023
DOB: 08/04/1926
HISTORY OF PRESENT ILLNESS:  Ms. Cogo is a very pleasant 96-year-old female with history of diabetes mellitus, hypertension, hyperlipidemia, history of aortic stenosis status post TAVR, history of degenerative joint disease, as well as history of neuropathy apparently had fallen.  She was taken to the hospital at Genesys where she was evaluated.  She was subsequently discharged. She was recommended to go to rehab, but family took home.  The patient was subsequently brought to Wellbridge of Brighton for rehabilitation.  At the present time, she does complain of pain in her back as well as her hip.  She denies any complaints of any chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitation.  Denies any nausea.  No vomiting. She denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for hypertension, type II diabetes mellitus, aortic valve stenosis, status post TAVR, history of mixed hyperlipidemia, history of congestive heart failure, chronic constipation, and gastroesophageal reflux disease.
PAST SURGICAL HISTORY:  Transaortic valvular replacement.
ALLERGIES: KEFLEX and CLINDAMYCIN.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smoking – none.  Alcohol – none. 
REVIEW OF SYSTEMS:  Cardiovascular:  No complains of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  She does complain of some shortness of breath, history of aortic stenosis status post TAVR placement. Respiratory:  She denies any cough.  She does complain of shortness of breath with exertion.  She denies any history of asthma or emphysema.  Denies any pain with deep inspiration.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea. No history of peptic ulcer disease. Genitourinary:  No complaints.  Neurological:  She does have history of falls and history of neuropathy.  Musculoskeletal:  She does complaints of joint pains, history of fall, and history of back pain.  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.  Systolic murmur 2/6 left sternal border was audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
IMPRESSION:  (1).  Fall.  (2).  Lumbar compression deformities.  (3).  Hypertension.  (4).  Congestive heart failure.  (5).  Type II diabetes mellitus.  (6).  Hyperlipidemia. (7).  Degenerative joint disease. (8).  GERD. (9).  Anxiety.
TREATMENT PLAN:  The patient was admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  We will use Lidoderm patch for her pain and also use tramadol.  Continue other medications.  We will monitor her blood sugars.  We will monitor her progress.  We will follow up on her workup.  The patient is do-not-resuscitate.
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