HISTORY & PHYSICAL

PATIENT NAME: David Daniel

DATE OF BIRTH: 04/08/1951
DATE OF SERVICE: 04/14/2023

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 72-year-old gentleman with a known history of prostate cancer, COPD, and substance use disorder. He was hospitalized at Union Memorial Hospital from 04/02/23 till 04/12/23 presented with change in mental status over there due to toxic versus metabolic encephalopathy found to have a severe AKI and CTA. CT of abdomen and pelvis showed distended urinary bladder and multiple non-obstructing kidney stones. He had urinary retention. Urology consulted. Foley cath was recommended. Nephrology also saw the patient and the patient had infectious disease workup done. He was HIV negative. Positive for hepatitis C antibody and positive ANA. Unremarkable SPEP. The patient was treated with course of antibiotics with Zofran for UTI and was transitioned to ceftriaxone to total of five-day course. The patient was continued on Flomax 0.4 mg daily. Urology outpatient followup was advised because of urinary retention. Hospitalization was complicated for acute anemia and hemoglobin. No concern for active bleeding. He required one units of PRBC and serial hemoglobin monitor and GI outpatient followup was advised and also hepatitis C followup. CT abdomen was concerning for a 3-mm pleural based left lower lobe nodule. They recommended CT of the chest in one year. The patient had prostate cancer diagnosed in 2019 and has obstructive urinary symptom for which he underwent cystoscopy. Pathology showed high-grade diffuse infiltrate adenocarcinoma of the prostate. No bone METS and he has been seen by Dr. Ravi Krishnan for that. The patient after stabilization had PT and OT done. The patient became more awake and alert. Physical therapy recommended subacute rehab for deconditioning with multiple comorbid conditions and the patient was transferred here. Today when I saw the patient he denies any headache, dizziness, nausea, vomiting, no fever and no chills and answering all his questions properly. No diarrhea.

PAST MEDICAL HISTORY: 

1. Cancer of prostate.

2. COPD.

3. Substance abuse disorder.

4. Anemia.

MEDICATION: Upon discharge the patient was on 

1. Calcium carbonate 500 mg one tablet twice a day.

2. Cholecalciferol

3. Vitamin D 2000 units daily.

4. Oxycodone one tablet every eight hours
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5. MiraLax 17 g daily.

6. Colace/Senna twice a day.

7. Naloxone nasal spray for overdose.

8. Flomax 0.4 mg

9. Lidocaine 2% spray.
10. Cyanocobalamin 500 mcg daily.

SOCIAL HISTORY: History of substance abuse disorder.

ALLERGIES: None known.

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion..

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:
General: The patient is awake. He is alert lying in bed in no distress.

Vital Signs: Stable.

Lungs: No respiratory distress. Apparently, no wheezing noted and Foley catheter in place.

ASSESSMENT/PLAN:
1. The patient admitted with deconditioning.

2. Status post obstructive uropathy due to urinary retention required Foley catheter placement.

3. Left lower base nodules in the lung.

4. Prostate cancer.

5. Vitamin D deficiency.

6. History of COPD currently no wheezing.

7. History of hyperkalemia.

8. Anemia.

9. UTI.
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10. Acute kidney injury.

11. History of depression.

12. Generalized weakness.

PLAN OF CARE: Continue all his current medications. PT and OT. Follow labs CBC and CMP. Monitor potassium level closely and urology followup.

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