HISTORY & PHYSICAL

PATIENT NAME: Deck, Marjorie
DATE OF BIRTH: 10/06/1928
DATE OF SERVICE: 06/21/2023
PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab
HISTORY OF PRESENT ILLNESS: This is a 94-year-old female. She was admitted to MedStar Good Samaritan Hospital. The patient presented to the emergency room acute on chronic back pain and difficulty walking. The patient was evaluated in the emergency room. The patient denies any fall or trauma. Before she came to Good Samaritan, she was seen in Johns Hopkins Bayview Hospital. She came to the Good Samaritan on 06/06/2023. In the ED, she was mildly hypertensive. She has mild leukocytosis. Lumbar x-ray shows compression deformity, thoracic T11. L1-L2 age indeterminate, and mild retropulsion of L1. MRI cord compression was negative, but showed subacute compression fracture with mild loss of L1-L2, subacute compression fracture of L2 by MRI. Neurosurgery consulted. No neurosurgical intervention advised. They recommended brace TLSO for comfort and DVT prophylaxis. The patient’s pain was managed in the hospital. Brace applied. Mildly elevated WBC count. PT/OT evaluation done. They recommended subacute rehab. The patient has a known history of anxiety. She also is hard of hearing. After stabilization, the patient was sent to subacute rehab. Today, when I saw the patient, she is lying in the bed. She does have back pain, but gets relief with medications. The patient has no headache. No dizziness. No cough. No congestion. No fever. No chills.

PAST MEDICAL HISTORY:

1. History of TIA.
2. Hypertension.
3. Hyperlipidemia.
4. Type II diabetes mellitus.
5. Anxiety disorder.
6. History of coronary artery disease.

7. History of back pain.

MEDICATIONS UPON DISCHARGE:

1. Lipitor 20 mg daily at night.
2. Clonazepam 0.5 mg b.i.d. for anxiety and panic disorder.

3. Docusate Senna two times a day.

4. Lovenox 30 mg subcutaneous daily.

5. Ibuprofen 400 mg t.i.d. p.r.n.

6. Lidocaine patch 5% daily.

7. Metoprolol 50 mg b.i.d.

8. Protonix 40 mg daily.
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9. Tylenol 500 mg two tablets every eight hours p.r.n.

10. Bisacodyl 10 mg suppository daily p.r.n. for constipation.

11. Melatonin 3 mg at night.

12. Oxycodone 2.5 mg q.4h. p.r.n. for severe pain.

13. MiraLax 17 g daily. 
ALLERGIES: Not known. 
SOCIAL HISTORY: No smoking. No alcohol. No drug abuse. No alcohol abuse.

REVIEW OF SYSTEMS:
No headache. No dizziness. No sore throat.
Pulmonary: No cough. 

Cardiac: No chest pain. 

GI: No vomiting.

Musculoskeletal: Back pain.

GU: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert, lying in the bed. She is hard of hearing.
Vital Signs: Blood pressure 153/80, pulse 90, temperature 97.7°F, respirations 18 per minute, and pulse ox 95% on room air.
HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Hard of hearing. 
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, but there is no calf tenderness. 

Neuro: She is awake, alert, oriented x 3, and generalized weakness.
LABS DONE WHILE AT THE REHAB: Sodium 140, potassium 4.3, chloride 106, CO2 27, glucose 93, BUN 19, creatinine 0.9, WBC count 6.6, hemoglobin 13.4, and hematocrit 41.1. 
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ASSESSMENT: The patient was admitted with:
1. Back pain.
2. Acute with subacute compression fracture L2.
3. Previous history of compression deformity, thoracic T11, lumbar L1 and lumbar L2.

4. Hyperlipidemia.

5. History of diabetes type II.

6. Anxiety disorder.
7. Hypertension.

8. History of TIA.

PLAN OF CARE:
1. We will continue all her current medications.

2. PT/OT rehab.

3. It was reported by the nursing staff earlier the patient has thoughts of suicide with her wrist cutting, but she has no plan. When I saw the patient at my evaluation at 5:15 p.m. on 07/21/2023, the patient is awake, alert, and cooperative. She has no suicidal ideation. She has no plan to hurt herself, but she does have anxiety. I have discussed with nursing staff. We will get psychiatry evaluation. We will continue pain medication as advised by the hospital. Continue her anxiety medication. I have communicated with the nursing staff my assessment. 
Liaqat Ali, M.D., P.A.

