HISTORY & PHYSICAL

PATIENT NAME: Kazanski, Frances

DATE OF BIRTH: 05/04/1929
DATE OF SERVICE: 07/25/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 94-year-old female. She was admitted to MedStart Hospital complaining of generalized weakness and difficulty ambulation. The patient was brought to the hospital. The patient has a known history of hypertension, intracranial hemorrhage, end-stage dementia, CVA, chronic atrial fibrillation on Xarelto, history of DVT status post IVC filter placement, anxiety, aspiration risk, colon cancer status post hemicolectomy, IBS, prediabetes, and recurrent UTI because of generalized weakness. As reported by the hospital staff, the patient son was not capable on managing her at home and a caretaker has been coming to see the patient on daily basis for last few years. The patient himself is a poor historian. The patient son gives most of the history to the hospital staff. The patient was reported to have a fall without any injury. No head trauma. No loss of consciousness. The patient has a difficulty ambulation on previous hospitalization and evaluation in John Hopkins over there John Hopkins she had a multiple imaging CT head, spine, and chest x-ray without fracture. During this admission in the ED, the patient received routine medication. She had been treated for UTI for ceftriaxone, antihypertension medication sotalol, hydralazine, and normal saline given for IV hydration for dehydration. The patient was reported to be deconditioning. PT/OT done and they recommended subacute rehab. Antihypertensive medication adjusted and fracture workup show mild UTI. She was treated three days courses of antibiotic and Palliative Care team consulted. The patient agreed for subacute rehab and patient was sent here. Today when I saw the patient, no headache. No dizziness. No nausea. No vomiting. The patient is a poor historian. She has dementia. She denies any cough and congestion.

PAST MEDICAL HISTORY:

1. Hypertension.

2. CVA.

3. End-stage dementia.

4. DVT.

5. Atrial fibrillation on Xarelto.

6. IVC filter.

7. Anxiety disorder.

8. Colon cancer status post hemicolectomy.

9. IBS.

10. Prediabetes.

11. UTI recently treated.
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OTHER MEDICAL HISTORY: Includes:

1. Anemia.

2. Colon cancer.

3. Colonic polyp.

4. DVT.

5. History of intracerebral hemorrhage in the past as per old record.
6. Lung nodule.
7. Abnormal mammogram.
8. Tricuspid regurgitation.
9. Urinary incontinence.
10. Vaginitis.
11. UTI.
PAST SURGICAL HISTORY: Include open right hemicolectomy, bladder suspension, abdominal hysterectomy, insertion of IVC filter placement, endovascular approach, right hand surgery, right eye surgery for cataract and glaucoma.
CURRENT MEDICATIONS: Upon discharge from the hospital, atorvastatin 80 mg at night, calcium 600 mg p.o. daily, donepezil 10 mg at night, ferrous sulfate 325 mg daily, folic acid 0.4 mg daily, Latanoprostene Bunod ophthalmic solution one drop left eye every day, losartan 100 mg daily, metoprolol 25 mg twice a day, multivitamin half tablet daily, MiraLax 17 g daily, Xarelto 15 mg at night with dinner, sotalol 40 mg half tablet p.o. b.i.d., and vitamin B complex half tablet twice a day.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No nausea. No vomiting. No cough. No congestion. No fever. No chills. When I saw the patient caregiver at the bedside. The patient has no complaint and difficulty ambulation as reported by the caregiver. The patient is a poor historian because of dementia but no bleeding. No nausea or vomiting. No fever. No dysuria.

PHYSICAL EXAMINATION:

General: The patient is awake. She is lying on the bed, alert, forgetful, and disoriented.

Vital Signs: Blood pressure is 134/67, pulse 69, temperature 97.8, and respiration 18.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2 irregular.

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

Extremities: Trace edema but there is no calf tenderness.

Neuro: She is awake, forgetful, and disoriented.
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LABS: Lab done in the rehab sodium 144, potassium 4.5, chloride 110, CO2 31, BUN 18, creatinine 0.6, calcium 9.4, hemoglobin 12.0, hematocrit 36.8, and WBC count 4.6.

ASSESSMENT:

1. The patient was admitted to the subacute rehab because of ambulatory dysfunction.

2. Generalized weakness.
3. Status post fall at home.
4. History of atrial fibrillation.
5. Recent UTI treated.
6. Dementia.
7. Previous CVA.
8. History of colon cancer status post hemicolectomy.
9. History of DVT status post IVC filter placement.
10. History of chronic atrial fibrillation maintained on Xarelto.
11. Hypertension.
PLAN OF CARE: We will continue all the patient current medications. Follow lab and electrolytes. PT/OT. Fall precautions and further management of the patient on daily basis. As per hospital records, the patient was decided to be DNR. She may use noninvasive ventilation, may use antiarrhythmic medications, and may use cardioversion but no intubation. I will discuss with the patient son because the patient has dementia she is not able to answer any question properly regarding code status while we will talk to the patient son and we will discuss.
Liaqat Ali, M.D., P.A.

