HISTORY & PHYSICAL

PATIENT NAME: White, Russell

DATE OF BIRTH: 
DATE OF SERVICE: 07/17/2023

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 72-year-old male. He was admitted to Mercy Medical Center. The patient presented to the emergency room fell out of the bed, pain in the right leg and the knee and also has abdominal pain but no vomiting. The patient was evaluated in the ED. They did x-ray of the knee and Doppler studies of the both leg because of edema. CT head because he was not very good historian. He was somnolent. Hip x-ray because he was complaining of left hip pain, hip x-ray no fracture, and right knee some swelling was noted no fracture of the knee. CT head no acute intracranial process and chronic microvascular ischemic changes reported. The patient has a known history of gout and rhabdomyolysis because of right knee pain, hip pain, and abdominal pain. At presentation, abdominal CT angiogram was negative for acute pathology. Doppler study was negative for DVT in the leg. X-ray of the hip and knee negative for fracture. The patient was given IV fluid. He recently treated for rhabdomyolysis for the gout. He was treated with naproxen and he was started on allopurinol. Physical therapy saw the patient and they recommended subacute rehab. The patient was also diagnosed with ___197__ bronchitis, rhabdomyolysis noted on lab and IV fluid given. After stabilization, the patient was sent to the subacute rehab. Today when I saw the patient, he still has a right knee pain, pain movement more, and left hip pain but he denies any shortness of breath, cough, or congestion.

PAST MEDICAL HISTORY:

1. Gout.

2. Asthma and COPD.

3. Hypertension.

4. Hepatitis C.

5. Prostatic hypertrophy.

6. Rhabdomyolysis.

7. History of colonic polys.

8. Hyperlipidemia.

9. Hypertension.

10. History of elbow surgery.

11. Hernia repair.
SOCIAL HISTORY: The patient used to smoke but quit smoking. Does not drink alcohol. Does not use any drugs.

FAMILY HISTORY: Heart disease in the father.
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ALLERGIES: Not known.
MEDICATIONS: Allopurinol 50 mg daily.

HOME MEDICATIONS: He was taking albuterol inhaler p.r.n. two puffs q.6h, albuterol nebulizer 0.083% nebulizer every four hours as needed, amlodipine 10 mg daily, aspirin 81 mg daily, colchicine 0.6 mg daily, fluticasone/umeclidinium/vilanterol/Trelegy one puff daily, loratadine 10 mg daily, montelukast 10 mg daily for asthma, naproxen 5 mg b.i.d. for three more days and reevaluate the need, MiraLax 17 g daily, Pravachol 20 mg daily, and Flomax 0.4 mg daily these are his maintenance medication at home. He was already on allopurinol at home before but the hospital there adjusted the dose allopurinol to 50 mg daily and they advised to continue other medications.
REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough. No congestion

Cardiac: No palpitation. No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: Right knee pain and left hip pain.
Genitourinary: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding. No bruising.

Neuro: No syncope or ambulatory dysfunction due to pain in the knee and the hip.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and cooperative.

Vital Signs: Blood pressure is 126/84, pulse 85, temperature 97.7, respiration 20, pulse ox 96%, and body weight 255.6 pounds.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: No wheezing. Clear.

Heart: S1 and S2.

Abdomen: Soft and obese. Bowel sounds are positive. No rebound. No rigidity.

Extremities: Right knee some effusion but there is no redness or tender to palpate. Both legs trace edema but there is no calf tenderness. Even all his extremities right leg has a limited movement because of pain in the knee.

Neuro: He is awake, alert, and cooperative. He is not very good historian. He is alert and oriented x2-3 but able to answer the questions properly.
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ASSESSMENT:

1. The patient was admitted with ambulatory dysfunction.

2. Acute gout flare right knee.

3. Trochanteric bursitis.

4. Rhabdomyolysis.

5. Asthma/COPD.

6. Hypertension.

7. History of hepatitis C.

8. History of prostatic hypertrophy.

PLAN: We will get the detailed discharge medication list from the hospital. At this point, we will continue all his medication as listed in the home medication list. We have decreased the dose of allopurinol to 50 mg daily. Continue naproxen and continue all his antihypertensive medication including amlodipine 10 mg daily along with his asthma and COPD medications. We will check CBC and CMP tomorrow. Uric acid level tomorrow. Care plan was discussed with the nursing staff. Extensive PT/OT will be done.

More core status discussed with the patient.

The patient is alert and oriented x3. The patient wants to be full code. He wants to be transferred to the hospital for any need for hospital. He wants blood transfusion. He wants dialysis if need. He wants G-tube feeding if needed. New MOST form was signed and place in the chart by me. Care plan discussed with the nursing staff also.

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

