HISTORY & PHYSICAL

PATIENT NAME: William, Helen
DATE OF BIRTH: 05/21/1926
DATE OF SERVICE: 06/21/2023
PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab
HISTORY OF PRESENT ILLNESS: This is a 97-year-old female. She presented to the emergency room complaining of chest pressure. She feels like stabbing in the chest about 30 a.m. It woke her up from the sleep. Pain lasted for 10 minutes, radiated to her neck. She felt like choking sensations. She was subsequently feeling numbness and tingling in her arm and fingers, episode of nausea, but no vomiting. The patient was seen by the family about 6:30 in the morning for breakfast. They noted the patient could not get our of her lift chair. The patient had a chest pain to which the patient stated, she was subsequently advised to come to emergency room. The patient was brought to the ED. The patient does have known history of coronary artery disease with stent placement in the past. As per the patient, she has a previous heart attack. The patient was evaluated in the ED, seen by cardiologist. Troponin was elevated. The patient was noted to have atrial fibrillation with RVR, incomplete right bundle branch block. They did CT scan of the abdomen that revealed moderate left hydronephrosis. They recommended Foley catheter to be placed for bilateral decompression and monitor the patient closely. Multiple studies were done in the hospital. The patient was placed on Foley catheter. Urine output was monitored. Echocardiogram – ejection fraction 50% to 55%. The patient has hypertensive urgency. Blood pressure was stabilized. Medications were adjusted. The patient was diagnosed with non-STEMI type II and after stabilization, PT/OT done. For presumably atrial fibrillation, they advised to resume her Eliquis. Previous history of CAD status post stenting in the past. She has UTI at admission. She was given ceftriaxone then switched to Omnicef. Diabetes was monitored and after stabilization, it was sent to the subacute rehab. Today when I saw the patient, she is worried about her Foley catheter. She keeps asking why she has a Foley catheter. She denies any chest pain, nausea, vomiting, fever or chills.

PAST MEDICAL HISTORY:

1. CAD.
2. CKD.

3. Diabetes.

4. Hypertension.
5. Anemia.

6. Atrial fibrillation.

7. History of CHF with preserved ejection fraction.
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MEDICATIONS:

1. Amlodipine 5 mg daily. We have recommended twice a day with monitoring blood pressure 5 mg b.i.d. 

2. Cefdinir 300 mg daily for seven days for recent UTI.

3. Sliding scale coverage, aspart.
4. Lisinopril 10 mg b.i.d.

5. Tylenol 500 mg q.6h. p.r.n.

6. Apixaban 2.5 mg daily.

7. Aspirin 81 mg daily.

8. HCTZ 50 mg daily.

9. Metoprolol 50 mg b.i.d.

10. MiraLax 17 g daily.

11. Atorvastatin 20 mg daily.

12. Senna for constipation.

13. Triamcinolone cream to the leg.

ALLERGIES:  DEMEROL.
SOCIAL HISTORY: No smoking. No alcohol. No drugs.

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

Cardiac: No chest pain. 

GI: No vomiting.

Musculoskeletal: No pain.

GU: Foley catheter in place that is bothering her, but it is draining clear urine. No hematuria.
Neuro: No syncope.

Endocrine: No polyuria. No polydipsia. 
PHYSICAL EXAMINATION:

General: The patient is awake. She is alert and cooperative. 
Vital Signs: Blood pressure 124/54, pulse 69, temperature 98.6°F, respirations 18, and pulse ox 100% on room air.
HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat clear.
Neck: Supple. No JVD.
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Chest: Nontender.

Lungs: Clear. 

Heart: S1 and S2, regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Right lower extremity, she has some skin abrasions, but no evidence of significant cellulitis. No calf tenderness.
Neuro: She is awake, alert, oriented x3, and cooperative.
RECENT LABS DONE WHILE IN THE REHAB: Hemoglobin A1c 6.4, sodium 144, potassium 4.2, chloride 109, CO2 29, BUN 30, creatinine 1.4, hemoglobin 8.7, hematocrit 26.9, WBC 76.0, and platelet count 240.
ASSESSMENT: The patient was admitted:
1. Status post hospitalization due to hypertensive urgency.
2. Hydronephrosis.
3. NonSTEMI type II.
4. Coronary artery disease.

5. Atrial fibrillation with RVR.
6. History of CSF with preserved ejection fraction.

7. Type II diabetes mellitus.

8. Chronic anemia.

PLAN: We will continue all her current medications. PT/OT fall precaution and continue Foley catheter. Follow up with urology.

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

