PATIENT NAME:  Virginia Boynton
DOS: 01/12/2023
DOB: 07/10/1927
HISTORY OF PRESENT ILLNESS:  Ms. Boynton is a very pleasant 95-year-old female with history of hypertension, atrial fibrillation, congestive heart failure, and macular degeneration as well as degenerative joint disease was admitted to the hospital with complaints of shortness of breath which has been progressively getting worse over the last several days.  She was seen in the emergency room.  She was noted to have swelling of her lower extremities.  She denies any complaints of chest pain.  She denies any palpitation.  No nausea, vomiting, or diarrhea.  EKG did show atrial fibrillation.  Chest x-ray showed bilateral pleural effusion with pulmonary vascular prominence suggesting fluid overload.  The patient was admitted to the hospital, was diuresed, and felt to be in possible bronchitis.  She was given IV Solu-Medrol as well as DuoNeb breathing treatments.  She was found to be in atrial fibrillation which felt to be new onset.  The patient did not wanted to be on any blood thinner.  Her heart rate was controlled.  She is also at fall risk.  So, anticoagulations were helped.  The patient otherwise was gradually improving.  She was feeling better.  She was subsequently discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, she states that she is feeling better.  She does complain of feeling weak.  Denies any complains of chest pain, heaviness or pressure sensation.  Denies any palpitations.  No nausea, vomiting, or diarrhea.  No other complaints.

PAST MEDICAL HISTORY:  Significant for congestive heart failure, atrial fibrillation, macular degeneration, hypertension, hyperlipidemia, and degenerative joint disease.
PAST SURGICAL HISTORY:  Significant for total knee arthroplasty and fracture surgery.
ALLERGIES: LYRICA and CYMBALTA.
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.  No palpitations.  She does have history of atrial fibrillation, history of congestive heart failure, and hypertension.  Respiratory:  She does complain of shortness of breath, history of COPD, and history of bronchitis.  Gastrointestinal:  No complains of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurological:  She complains of generalized weakness, otherwise unremarkable.  No history of focal weakness in the arms or legs.  Musculoskeletal: She does complaints of joint pain.  History of weakness of both the lower legs.  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.  Heart:  S1 and S2 audible.  Lungs:  Scattered rhonchi bilaterally.  Diminished breath sounds in the bases.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Bilateral lower extremity swelling 1 to 2+.  Neurological:  The patient is awake, moving all four extremities.  Bilateral decubitus on the heel is present.
IMPRESSION:  (1).  CHF exacerbation.  (2).  Atrial fibrillation new onset.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Hypothyroidism.  (6).  Degenerative joint disease. (7).  Generalized weakness. (8).  DJD.
TREATMENT PLAN:  The patient was admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  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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