HISTORY & PHYSICAL

PATIENT NAME: Stevens, Annie

DATE OF BIRTH: 09/03/1950
DATE OF SERVICE: 06/30/2023

PLACE OF SERVICE: Future Care Charles Village.

HISTORY O PRESENTING ILLNESS: The patient seen today for followup. The patient was seen by me yesterday with new admission to the facility. The patient known to me from my office and also he was hospitalized under my care in Midtown Campus because of significant dementia, frequent falling and previous stroke and she was evaluated in the hospital with physical therapy recommended subacute rehab. While here the patient was admitted. She was also reported to have fall, but no head trauma and no loss of consciousness. Her blood pressure has also been labile. The patient herself is a poor historian. She denies any headache, dizziness, nausea or vomiting. No fever.

PAST MEDICAL HISTORY: The patient has history of

1. COPD/Asthma.

2. History of CVA.

3. Hypertension.

4. Memory impairement.

5. Frequent fall reported at home.

6. Hypokalemia supplemented.

7. Atrial fibrillation.

8. Hyperlipidemia.

9. Hypothyroidism.

REVIEW OF SYSTEMS:
No headache. No dizziness. No cough. No congestion. No nausea or vomiting. Reported falls by the nursing staff earlier, but no head trauma. No injury. No nausea or vomiting. No dizziness at present. The patient is a poor historian. She is confused and disoriented. 

PHYSICAL EXAMINATION:
General: The patient is awake. She is forgetful, disoriented x 1.

Vital Signs: Blood pressure 164/62. Pulse 82. Temperature 98.1. Respiration 20.
HEENT: Head – atraumatic. No hematoma. Eyes anicteric.  No ear drainage.

Neck: Supple. 

Chest: Nontender.

Lungs: Clear.

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: No bruising. No edema. No calf tenderness.

Neuro: She is awake, forgetful and disoriented.
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ASSESSMENT/PLAN: The patient has been admitted here with:
1. Ambulatory dysfunction and frequent fall.

2. Hypertension poor control.

3. Fall reported, but no evidence of injury. No head trauma. No loss of consciousness.

4. History of hypothyroidism.

5. History of asthma.

PLAN OF CARE: We will monitor her closely. We will continue PT and OT and all her current medication will be continued and because of uncontrolled hypertension I will put her hydralazine 25 mg b.i.d and fall precaution to be maintained. Care plan was discussed with the nursing staff. The patient has a significant vascular dementia and has signed her incapacity form already today. She was evaluated for incapacity.
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