HISTORY & PHYSICAL
PATIENT NAME: Loiero, Joan

DATE OF BIRTH: 07/19/1943
DATE OF SERVICE: 05/08/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 79-year-old female. She was admitted to John Hopkins Bayview Hospital Center. She presented to the hospital because the patient was reported to have a fall. The patient states she was trying to carry a case of Ensure from her car. She fell down. She hit her left side and she was brought to the emergency room. She was evaluated in the ED. She was noted to have a periprosthetic left femoral shaft fracture. The patient was evaluated in the ED and subsequently admitted. Orthopedic consulted and the patient underwent surgery and left hip arthroplasty revision. The patient also has other multiple medical problems. Her medications maintained. After stabilization, the patient was transferred to subacute rehab. Today when I saw the patient, she denies any headache, dizziness, nausea, and vomiting and some pain and aches at the surgical site. No fever. No chills. No headache. No dizziness.

PAST MEDICAL HISTORY:
1. Hypertension.

2. TIA.

3. Seizure disorder in 2003.

4. Coronary artery disease, status post stent placement.

5. Osteoarthritis.

6. Bilateral hip replacement in the past.

7. Chronic back.

8. Anxiety disorder.

9. Chronic kidney disease stage IV.

10. COPD.

MEDICATIONS: Upon discharge:

1. Tylenol 500 mg two tablets every six-hour p.r.n.

2. Dulcolax 10 mg daily.

3. Gabapentin 100 mg first week three times a day, next week two times a day, and third week one time a day and then stop.

4. Melatonin 3 mg daily.

5. Naloxone for over sedation due to narcotic.

6. Oxycodone 5 mg every 8-hour for seven days, then 5 mg every 12-hour for seven days, then 5 mg daily for seven days.

7. MiraLax 17 g daily.

8. Amlodipine 10 mg daily.

9. Aspirin 81 mg daily.

10. Bevespi inhalation two puffs twice a day.

11. Valium 5 mg daily.
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12. Dilantin XL 100 mg b.i.d.

13. Metoprolol succinate 50 mg daily.

14. Lovastatin 20 mg daily.

15. Ventolin inhaler one puff every six-hour.

ALLERGIES: Not known.

SOCIAL HISTORY: No smoking. No drug.

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. No diarrhea.
Musculoskeletal: Left leg pain and bruises on the left arm and the lower extremity noted more on the left side.

Endocrine: No polyuria. No polydipsia.

Hematology: No bleeding. Some bruising noted.

Neuro: No syncope.

Genitourinary: No hematuria.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert, oriented x3 and cooperative.

Vital Signs: Stable.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds are positive.

Extremities: Left thigh surgical site dressing is in place. Ecchymosis noted in the left leg and left arm ecchymosis noted.

Neuro: She is awake, alert, and oriented x 3 and cooperative.

ASSESSMENT:
1. Status post fall resulting in a fracture periprosthetic.
2. Left femur status post revision.
3. Left hip arthroplasty.
4. Anemia status post transfusion improving.
5. Thrombocytopenia improving.
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6. COPD known history initially hypoxic in the hospital requiring oxygen supplement. CTA chest done. No evidence of PE. She was advised to have oxygen and subsegmental. No evidence of PE noted as I mentioned. Echo – elevated left-sided feeling pressure. COPD could be contributing but significantly improved.
7. CKD.
8. Hypertension.
9. History of seizure disorder.
10. Coronary artery disease status post stenting.
11. Recent fracture periprosthetic status post left hip arthroplasty.
PLAN OF CARE: Extensive rehab will be done. Continue all her current medications. Followup lab, CBC, CMP, and electrolytes will be monitored. Lab done today – sodium 142, potassium 4.6, BUN 48, creatinine 1.4, hemoglobin 7.4, hematocrit 24.6, WBC count 8.3, and platelet count 378,000. Assessment reviewed. Lab reviewed. Medications reviewed and PT/OT will be continued. Discussed with the nursing staff.

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

