HISTORY & PHYSICAL

PATIENT NAME: Ritger, Marie
DATE OF BIRTH: 03/02/1927
DATE OF SERVICE: 07/03/2023
PLACE OF SERVICE: Franklin Woods Nursing Home Rehab Center
HISTORY OF PRESENT ILLNESS: This is a 96-year-old female. She was admitted to Franklin Square Hospital. The patient has a known history of aortic stenosis, CKD, stage III heart failure with preserved ejection fraction, history of hypoxia on oxygen 2L, came to emergency room with acute onset of shortness of breath. The patient was hospitalized in April 2023 with nonSTEMI and vaginal bleed, but she refused cardiac cath because of issue with her kidney failure. At this admission when she came, the patient came to the ED, her proBNP was 3000, lactic acid 4.5, and heart rate 110. She was placed on BiPAP for respiratory failure. CT chest showed diffused bilateral infiltrate effusion consistent with CHF, started IV Lasix, admitted to the IMC level of care. Her respiratory status started improving. Subsequently, she weaned off oxygen slowly and placed on nasal cannula. The patient tolerated well. Physical therapy done. They recommended 24-hour supervision care and subacute rehab. The patient was decided to be DNR while in the hospital. BiPAP was okay. No vasopressor. No antiarrythmics drugs. The patient has been in hospice care before at home. She was weak. PT recommended subacute rehab and she was sent here because of the deconditioning with a recent acute respiratory failure and dyspnea. She also has UTI at her presentation, treated with antibiotics and CKD stage IV was monitored. Today, when I saw the patient in the rehab, she is feeling better. She has a generalized weakness. She is very nice elderly pleasant female. She denies any headache, dizziness, cough, and congestion. No fever. No chills. She is complaining of right shoulder pain with limited range of motion. Left shoulder, she is able to move and right shoulder limited range of motion is going on for many months.
PAST MEDICAL HISTORY:
1. CKD stage III.

2. Aortic stenosis.

3. GERD.

4. Heart failure with preserved ejection fraction.

5. History of recent acute hypoxemic respiratory failure.

6. Coronary artery disease status post non-STEMI in April 2023.
7. Hyperlipidemia.

8. Osteoporosis.

9. She also has a history of GERD.
10. History of skin cancer.

11. Squamous cell carcinoma left leg.
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12. Thyroid nodule.

13. Vitamin D deficiency.

14. History of pneumonia treated in the past many years ago.
15. Osteoarthritis.

16. Prediabetes.

17. Restless leg syndrome.

PAST SURGICAL HISTORY: Removal of squamous cell carcinoma left leg.
MEDICATIONS: Upon discharge:

1. Tylenol 500 mg two tablets every eight hours.

2. Aspirin 81 mg daily.

3. Benzocaine/menthol lozenge p.r.n. for sore throat.

4. Dulcolax suppository 10 mg daily p.r.n. constipation.

5. Buspirone 5 mg daily.

6. Calcium carbonate 500 mg daily.

7. Vitamin D 5000 units daily.

8. Plavix 75 mg daily.

9. Lasix 20 mg daily.

10. Metoprolol 12.5 mg b.i.d.

11. Multivitamin one tablet daily.

12. Nystatin powder twice a day for skin rash.

13. Protonix 40 mg daily.

14. Rosuvastatin 10 mg daily.

15. Senokot two tablets daily.

16. Xenical one tablet daily.

17. Carafate 1 g three times a day. 

SOCIAL HISTORY: She lives at Senior Citizen Building Independent Unit. No cough. No smoking. No alcohol use. No drug abuse.

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat. 

Pulmonary: No cough. 
Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: The patient is complaining of right shoulder pain with limited range of motion. She has a known chronic osteoarthritis. Left shoulder, she is able to move. 
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Neuro: No syncope.

Endocrine: No polyuria. No polydipsia. 
Hematology: No bleeding. No bruising.

Genitourinary: No hematuria.

PHYSICAL EXAMINATION:
The patient is awake. She is alert and oriented x3, very pleasant female.

Vital Signs: Blood pressure 108/70. Pulse 68. Blood sugar 134. Temperature 98.7°F. Respirations 18. Pulse oximetry 100%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat is clear. No exudate.
Neck: Supple. No JVD.

Chest: Nontender. Old swelling at the sternum area. She states about 20 years ago, she had a fall. Since then the anterior part of the chest at the episternum has a swelling.
Neck: Supple. No JVD.
Lungs: Decreased breath sounds at the bases. No wheezing.
Heart: S1 and S2. Regular systolic murmur present.
Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: She has a right leg some redness noted, but left leg, she has ulcer. The patient states there was a place of biopsy taken when she was diagnosed with cancer on the left squamous cell carcinoma diagnosed, but no calf tenderness noted.

Neuro: She is awake, alert and oriented x3.

ASSESSMENT:
1. The patient was admitted to subacute rehab with a deconditioning and generalized weakness.

2. Recent acute hypoxemic respiratory failure.

3. Acute and chronic CHF exacerbation with preserved ejection fraction.

4. Metabolic acidosis and lactic acidosis.

5. CKD.

6. Hypertension.

7. Hyperlipidemia.

8. History of osteoarthritis.

9. History of squamous cell cancer of the left leg.
10. History of anemia.

11. History of CKD stage III stage IV.

PLAN OF CARE: We will continue all her current medications. Care plan discussed with the patient. Code status she wanted to be full DNR and DNI. Care plan also discussed with the nursing staff.
Liaqat Ali, M.D., P.A.

