HISTORY AND PHYSICAL

PATIENT NAME: Miller, Jacqueline

DATE OF BIRTH:01/30/1953
DATE OF SERVICE: 07/13/2023

PLACE OF SERVICE: Future Care Charles Village

HISORY OF PRESENT ILLNESS: This is a 70-year-old female. She was admitted to the Mercy Hospital. She presented because of fall suffering multiple rib fractures. She was initially admitted to IMC and then subsequently upgrade to ICU level of care because of severe hypotension in the setting of substance abuse and disorder and also she has COPD, but not on home oxygen. The patient reported that she had a fall in sidewalk while walking home from the store and she denies any loss of consciousness. No head trauma. CT head in remission done and no evidence of intracranial hemorrhage. The patient lives alone in apartment. The patient was managed and she has multiple rib fracture on the right side 4 till 8, was treated with pain analgesic, thoracic block and started on Levophed for hypotension and right side thoracentesis done for pleural effusion. Body fluid consistent with hemothorax. She tolerated the procedure. The patient is resting. At present when I saw her, she denies any headache and dizziness. She still has some pain and aches, but no fever and no chills. No nausea. No vomiting. While in the hospital the patient underwent CTA chest without contrast to evaluate for progression of hemothorax. No loculation was noted. There was an increasing small effusion. The patient has increased swelling of the right arm at the site of PICC line. Upper extremity DVT, demonstrated non-occlusive DVT at the brachial vein. The patient started on IV heparin for DVT. Right arm brachial vein DVT. Chest x-ray done followup stable and subsequently the patient was started on Eliquis therapeutic dose 10 mg b.i.d for seven days and then 5 mg b.i.d total three months. After stabilization PT and OT done. The patient was transferred to the Future Care Charles Village. At present, she is sitting on chair. No headache. No dizziness. No nausea. No vomiting and just pain and aches, but no fever and no chills.

PAST MEDICAL HISTORY: 

1. Asthma.

2. COPD.

3. Back pain.

4. Depression.

5. Substance abuse on methadone.

6. Hyperlipidemia

7. Osteoarthritis.

MEDICATIONS: Upon discharge
1. Eliquis for DVT right arm to complete three months course.

2. She is on oxygen for COPD.

3. The patient is also on oxycodone 5 mg q.6h. p.r.n.

4. Tylenol 650 mg q.6h p.r.n.
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5. Methadone 60 mg daily.

6. Eliquis 5 mg two tablets b.i.d for seven days and 5 mg b.i.d., total complete three months.

7. Colace 100 mg b.i.d.

8. Lidoderm patch 5% applied to the fractured area.

ALLERGIES: Claritin, aspirin, mirtazapine and nonsteroidal 

CODE STATUS: She wanted to be full code.

SOCIAL HISTORY: She does have smoking history for long time. No alcohol. No drug abuse, but she had a history of substance abuse in the past.

FAMILY HISTORY: Diabetes in the mother and heart problem in the father. Migraine in the sister and daughter with osteoporosis. Stroke in the mother.

REVIEW OF SYSTEMS:
HEENT: No headache, no dizziness and no sore throat. No ear or nasal drainage.

Pulmonary: No cough. No congestion.

Cardiac: Complaining of right-sided chest pain at the rib fractured area. No palpitation.

GI: No vomiting. No diarrhea.

Musculoskeletal: No leg edema.

Genitourinary: No hematuria.

Neuro: No syncope.

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:
General: The patient is awake, alert and oriented x 3 sitting on the chair.

Vital Signs: Blood pressure 132/77. Pulse 72. Temperature 98.4.F. Respirations 18. Pulse 66. Pulse oximetry 98% on room air.

HEENT: Head – Atraumatic and normocephalic. Eyes: Anicteric. No ear or nasal discharge Throat: Clear. 

Neck: Supple. No JVD.

Chest: Nontender. Right side of the fracture rib area it is tender to palpate and she has patch on the place.

Lungs: Clear. No wheezing. Decreased breath sounds in the right lower lung. Left lung is clear.

Heart: S1 and S2 regular.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: No calf tenderness. No edema.

Neuro: She is awake, alert and oriented x 3.
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ASSESSMENT:
1. The patient is admitted to the subacute rehab with recent fall with multiple right-sided rib fractures.

2. Status post hemothorax required thoracentesis.

3. COPD on home oxygen.

4. Hypotensive at the hospital which has required vasopressin temporarily and then she got vasopressor.

5. DVT right arm secondary to the PICC line and maintained on Eliquis.

6. Ambulatory dysfunction

7. Generalized pain and deconditioning due to multiple recent medical problems.

8. History of bradycardia currently stable.

9. Substance abuse currently on methadone.

PLAN OF CARE: We will continue all her current medications. Extensive PT and OT. Fall precautions and followup labs.

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