HISTORY & PHYSICAL
PATIENT NAME: William Washington

DATE OF BIRTH: 08/05/1939
DATE OF SERVICE: 04/15/2023

PLACE OF SERVICE: FutureCare Charles Village

The patient seen in Televisit for initial assessment today and full notes dictated.

HISTORY OF PRESENT ILLNESS: This is an 83-year-old male. He was admitted to University of Maryland Hospital. The patient presented with leg pain more in the right than the left with ambulatory dysfunction. The patient was evaluated. X-ray of pelvis, right hip, right femur, significant edema, degenerative joint disease, but no acute fracture. The patient has previously multiple medical problems including CKD status post renal transplant, diabetes mellitus, history of rotator cuff tear in the left shoulder and the patient was managed. He was diagnosed with sciatica and chronic leg pain. The patient’s medications were adjusted for pain. PT/OT consultation done in the hospital and they recommended subacute rehab. Subsequently the patient was transferred to subacute rehab for continued physical therapy. At present, when I saw the patient he is denied any headaches, dizziness, nausea, or vomiting. No fever. No chills. No vomiting. No cough. No congestion.

PAST MEDICAL HISTORY: 

1. History of CKD status post renal transplant.

2. History of prostatic hypertrophy.

3. Diabetes mellitus type II.

4. Diverticulitis.

5. History of hepatitis C with treatment done in the past.

6. History of HIV disease.

7. History of hypertension.

8. History of neuropathy.

9. History of pancreatitis.

PAST SURGICAL HISTORY:

1. Colonoscopy.

2. History of hernia repair.

3. Renal transplant.

4. History of TURP for the prostate.

5. Left eye surgery.

6. History of ESRD, required fistula in the past and history of repair of hydrocele.

MEDICATION: Upon discharge:

1. Tylenol 650 mg q.6h four times a day.

2. Lantus 4 units daily.

3. MiraLax 17 g daily.

4. Senokot 8.6 mg two tablets at night.
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5. Tapentadol 100 mg b.i.d.

6. Aspirin 81 mg daily.

7. Lipitor 20 mg daily.

8. Calcitrol 0.25 mcg daily.

9. Loperamide 2 mg t.i.d p.r.n for diarrhea if needed.

10. Metoprolol 50 mg b.i.d.

11. Mycophenolate 360 mg twice a day.

12. Nifedipine XL 30 mg daily.

13. NovoLog FlexPen 4 units three times a day.

14. Tacrolimus 1 mg b.i.d.

15. Triumeq 600/50/300 mg one tablet daily.

ALLERGIES: SULFA and ANTIBIOTICS.

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

Pulmonary: No cough.

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

Musculoskeletal: Complaining of pain in the right hip and leg with ambulatory dysfunction.

Endocrine: No polyuria or polydipsia.

Genitourinary: No hematuria.

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

Vital Signs: Stable. He is breathing comfortable. No respiratory distress.

ASSESSMENT/PLAN:
The patient is admitted with 

1. Ambulatory dysfunction.

2. Right leg and right hip pain.

3. HIV disease.

4. History of CKD status post renal transplant

5. History of hyperlipidemia.

6. Diabetes mellitus type II.

PLAN OF CARE: We will continue all his current medications and pain medications adjusted as per the patient’s need. Extensive PT/OT rehab to increase mobility. We will followup labs CBC and CMP. Care plan discussed with the patient and also with the nursing staff.

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