HISTORY & PHYSICAL COMPREHENSIVE EVALUATION

PATIENT NAME: Karen Cruz

DATE OF BIRTH: 08/16/1953
DATE OF SERVICE: 05/23/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 69-year-old female. She was admitted to Union Memorial MedStar Hospital. She has a left ankle pain secondary to severe osteoarthritis. Medical management failed and she was evaluated by orthopedic and she underwent surgery elective left total ankle arthroplasty. Postoperatively, the patient was managed. She has a known hypertension for long-standing history of asthma, bronchiectasis, overactive bladder, and Graves’ disease. She was managed in the hospital postoperatively because of known bronchiectasis. She was requiring some oxygen and they consulted pulmonary. They did x-ray and no evidence of pneumonia. Pulmonary recommended mobilization bronchodilator therapy and budesonide treatment over their and this started to improve. The patient was monitored closely by the physical therapy and orthopedic. After stabilization, physical therapy recommended subacute rehab and patient was sent here. Today, when I saw the patient, the patient is complaining of muscle spasm she says last night and today all day in the legs. She said she has been taking Valium and oxycodone that helped her a lot. Currently, she is lying on the bed. No shortness of breath. No chest pain. Her husband at the bedside. No nausea. No vomiting.

PAST MEDICAL HISTORY: As I mentioned:

1. Bronchiectasis.

2. Asthma.

3. Hypertension.

4. Overactive bladder.

5. Graves’ disease.

6. History of bilateral knee replacement.

7. History of right ankle replacement.

8. History of both hip replacements as patient told me today.
OTHER PAST HISTORY: Include as I mentioned asthma, history of basal cell carcinoma, bronchiectasis, chronic sinusitis, hyperthyroidism, history of osteoporosis, and history of silicosis.

PAST SURGICAL HISTORY: Includes tonsillectomy, sinus surgery, bilateral total hip replacement, bilateral total knee replacement, right ankle replacement, history of melanoma in the neck removed from the neck and the right arm, cataract surgery, and history of vitamin D deficiency.
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CURRENT MEDICATIONS: Upon discharge, Tylenol 500 mg two tablets every six hours p.r.n., albuterol/ipratropium nebulizer (DuoNeb) four times a day, vitamin C 1000 mg daily, aspirin 81 mg daily, azelastine/fluticasone nasal spray daily p.r.n., Symbicort two puffs twice a day, vitamin D 5000 units daily, diazepam 5 mg q.12h. p.r.n., Colace, Senna two tablets twice a day, Pepcid 20 mg b.i.d., fluticasone nasal spray as I mentioned 50 mcg one nasal spray daily, Magic Mouthwash for two weeks three times a day, magnesium hydroxide 400 mg daily supplement, methimazole 5 mg half tablet on Saturday and Sunday, zinc tablet daily, Nystatin four times a day for two weeks, Ocular lubricant eye drops four times a day, oxycodone 5 mg one to two tablets q.4h p.r.n., MiraLax 17 g twice a day, selenium 100 mcg two tablets daily, Trospium 60 mg capsule daily, Coenzyme Q 200 mg daily.

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.

Musculoskeletal: Pain and muscle spasm in the left leg.
Neuro: No syncope.

Endocrine: No polyuria. No polydipsia.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and oriented x3. She is lying on the bed and in no acute distress.

Vital Signs: Blood pressure reported 180/80. Pulse 90. Temperature 97.8. Respirations 18. Pulse ox 95%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi at the bases. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. No calf tenderness.

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

Left ankle with the dressing and brace as per orthopedic recommendation has been applied and patient came with that. The patient has a splint left ankle. The patient was fitted for CAM boot and they recommended nonweightbearing to the left lower extremity. The patient has a bulky Jones splint that was removed and was fitted for a CAM boot on the left leg.

Karen Cruz

Page 2
ASSESSMENT:

1. The patient admitted status post left ankle arthroplasty.

2. Bronchiectasis.

3. Graves’ disease.

4. Asthma.

5. Hypertension.

6. History of muscle spasm.

7. History of vitamin D deficiency.

8. History of osteoarthritis.

9. Hyperthyroidism.

PLAN: Currently, her blood pressure uncontrolled. I have reviewed her medications. I will start patient on Cardizem 30 mg p.o. now and then q.8h. and hold for systolic blood pressure 110 or less. Care plan discussed with the nursing staff. The patient also had chronic constipation. She is already on multiple laxative will be continued if constipation get severe we will add lactulose 30 mL t.i.d. for three days. Plan was discussed with the patient and her husband at the bedside. Code status discussed with the patient. She is a full code.

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

