HISTORY & PHYSICAL

PATIENT NAME: Mary Francis Hengemihle

DATE OF BIRTH: 08/31/1936
DATE OF SERVICE: 05/23/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is an 86-year-old female. She was admitted to the hospital. She has a known history of hypertension, sick sinus syndrome, and atrial fibrillation on Eliquis. She has mechanical fall in the kitchen and she hit her head she develop large right periorbital hematoma. A CT scan showed small parafalcine subdural hematoma. Neuro surgery was consulted. The patient was admitted to the neuro surgery IMC. She was given Kcentra for AC reversal, Keppra 500 mg b.i.d. was started for seven days for seizure prophylaxis because of head trauma. ENT consulted because of right frontal process of maxilla nondisplaced fracture. No surgical intervention advised. The repeat six hours CT scan demonstrated increase intraventricular blood product stable size at vertical system otherwise stable multi-compartment SDH and SAH intracranial hemorrhage  stable. Repeat 12-hour CT scan was stable and she was transferred to the medical floor. The patient was managed on medical floor. PT/OT done and she was sent to rehab. They recommended to hold Eliquis till June 7th and follow with Dr. Mukherjee as outpatient until June 7th. Today when I saw the patient, she denies any headache or dizziness. She has big bruise on the right periorbital area and swelling ecchymosis but she denies headache, dizziness, cough, and congestion. She states she is feeling good.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Hyperlipidemia.

3. Atrial fibrillation was on Eliquis at home.

4. Sick sinus syndrome. She had a recent head trauma with a fall and right periorbital hematoma and right maxilla nondisplaced fracture recent due to recent fall.
ALLERGIES: Not known.

CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg q.4h p.r.n., Colace 100 mg b.i.d., Keppra 500 mg twice a day for three days, nifedipine XL 30 mg daily, and MiraLax 17 g daily.
REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. Right periorbital hematoma, ecchymosis, and also right anterior neck some ecchymosis. Throat, no congestion.

Pulmonary: No cough.

Cardiac: No chest pain.
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GI: No vomiting or diarrhea.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure 128/84. Pulse 58. Temperature 97.3. Respirations 16. Pulse ox 98%.

HEENT: Head – she does have right periorbital significant ecchymosis and hematoma also anterior right side of neck she has ecchymosis. Eyes anicteric. No ear or nasal discharge.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Trace edema. No calf tenderness.

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

LABS: Lab done in our rehab. Today, sodium 139, potassium 3.8, chloride 108, CO2 24, BUN 16, creatinine 0.9, WBC 9.5, hemoglobin 7.8, and hematocrit 25.5.

ASSESSMENT:

1. The patient is admitted status post fall resulting intracranial hemorrhage.

2. Right frontal process of maxilla nondisplaced fracture.

3. History of atrial fibrillation currently Eliquis will be put on hold until June 6.

4. History of sick sinus syndrome.

5. History of hypertension.

PLAN: We will continue all the current medications. Followup lab electrolytes and monitor CBC and fall precautions.

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

