HISTORY & PHYSICAL

PATIENT NAME: Rebbel, Mary
DATE OF BIRTH: 09/13/1936
DATE OF SERVICE: 01/22/2023

PLACE OF SERVICE: Franklin Wood Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is an 86-year-old female. She was hospitalized at John Hopkins. The patient was reported to have a fall at home and she suffered neck injury. She was also noted to have troponin leak. She has acute C5 spinous process fracture and acute to subacute T1 compression fracture. The patient has multiple medical problems, hypertension, atrial fibrillation, coronary artery disease, CABG, and status post aortic valve replacement. The patient reported that she lost her balance while she was getting out of a bathtub. She fell backward and stuck her head in the cabinet. She reported no loss of consciousness. No seizure. EMS was called. She was brought to John Hopkins Hospital. The patient was evaluated and subsequently admitted for the C5 spinous fracture and T1 compression fracture. She was seen by neurosurgery. They recommended a collar and LSO brace. No surgery advised. She also has troponinemia type II, non-STEMI, asymptomatic. EKG showed atrial fibrillation with nonspecific ST-T changes. Echo: No evidence of valvular dysfunction. Severe pulmonary hypertension noted. She has a known CAD status post PCI and CABG. She was maintained on her medication for hypertension and vertigo. She was maintained on meclizine. For asthma, she has been using home medication. The patient was stabilized in the hospital. PT and OT consulted and subsequently sent to the rehab center today.

PAST MEDICAL HISTORY: Coronary artery disease. Atrial fibrillation. Aortic stenosis status post valve replacement and valve surgery. Hypertension. Chronic pain. Coronary artery disease.

ALLERGIES: DEMEROL AND OXYCODONE.

MEDICATION: Upon discharge Plavix 75 mg daily, Tylenol 325 mg three tablets t.i.d., Plavix 75 mg daily, Zetia 10 mg daily, HCTZ 12.5 mg daily, Cozaar 50 mg daily, meclizine 25 mg every morning, metoprolol 50 mg 1.5 tablet twice a day, simvastatin 40 mg daily, Xarelto 15 mg at night, Accolate 20 mg daily, and albuterol inhaler two puffs q.4h. p.r.n.

SOCIAL HISTORY: No smoking. No alcohol. No drug abuse.

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion.
Pulmonary: No shortness of breath. No congestion.

Cardiac: No chest pain or palpitations.

GI: No vomiting, complaining of loose stools x 4 today. No blood in the stool.
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Genitourinary: No hematuria.

Neuro: No syncope.

Musculoskeletal: No pain. She has old bruises on the left arm.

PHYSICAL EXAMINATION:
General: The patient is awake, alert and oriented x 3.

Vital Signs: Blood pressure 142/78. Pulse 72. Temperature 97.5. Respiration 18. Pulse ox 95%. Temperature 97.5°F.

HEENT: Head – Atraumatic, normocephalic. Eyes – anicteric. No ear or nasal discharge. Throat – no exudate.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decreased breath sounds at the bases.

Heart: S1 and S2 irregularly irregular. Systolic murmur present.

Abdomen: Soft, nontender. Bowel sounds positive. No rebound. No rigidity.

Extremities: Left arm ecchymosis noted. Both leg trace edema, but no calf tenderness.

Neuro: She is awake, alert, and oriented x3 and cooperative.

ASSESSMENT/PLAN:
1. Status post fall resulting in fracture, cervical spine.

2. Non-STEMI.

3. Coronary artery disease.

4. Hypertension.

5. Vertigo and dizziness.

6. Asthma.

7. Ambulatory dysfunction with recent fall.

8. C5 spinous process fracture and T1 compression fracture.

PLAN OF CARE: We will continue all her current medications. The patient has diarrhea; she reported today. We will send stool for C. difficile, stool culture and follow up CBC, CMP and magnesium level. Care plan discussed with the nursing staff.

Liaqat Ali, M.D., P.A.
