HISTORY & PHYSICAL

PATIENT NAME: Spence, Dwight

DATE OF BIRTH: 10/31/1957
DATE OF SERVICE: 09/02/2023

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: Mr. Spence Dwight was hospitalized at University of Maryland Midtown Campus because of ambulatory dysfunction. He has a syncope and collapse. He has a known osteoarthritis, CKD, and heart failure with reduced ejection fraction. He has a known diagnosis of arthritis and nonischemic cardiomyopathy status post AICD placement. While in the hospital, he was managed, physical therapy done because of ambulatory dysfunction. He was transferred to the rehab center. Today, when I saw the patient on televisit with the nurse in the room, the patient denies any headache, dizziness, nausea, or vomiting. No fever. No chills. He is complaining of weakness and difficulty ambulation.

PAST MEDICAL HISTORY:

1. Nonischemic cardiomyopathy status post AICD.

2. Osteoarthritis.

3. Heart failure with reduced ejection fraction.

4. CKD.

5. Elevated liver enzyme. History of paroxysmal atrial fibrillation.

6. Sleep apnea.

7. Diabetes.

8. Severe arthritis.
CURRENT MEDICATIONS: Upon discharge, Naloxegol 25 mg daily before breakfast, Entresto one tablet b.i.d., albuterol inhaler two puffs q.6h, Lipitor 80 mg q.p.m., Lasix 40 mg daily, Eliquis 5 mg b.i.d., magnesium oxide supplement daily, metoprolol succinate 200 mg daily, semaglutide 7 mg every month, spironolactone 50 mg daily, Flomax 0.4 mg daily, and tiotropium inhaler one spray inhalation daily.

SOCIAL HISTORY: No smoking. No alcohol. No drug abuse.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain. No palpitation.

GI: No vomiting or diarrhea.

Musculoskeletal: Bilateral knee pain.
Genitourinary: No hematuria.

Neuro: No syncope at present. No dizziness present. No lightheadedness.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding. No bruising.
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PHYSICAL EXAMINATION:

General: The patient is awake, alert, and oriented x3. He is sitting on the bed and in no acute distress.

Vital Signs: Stable. No respiratory distress.

Neuro: He is awake, alert, and oriented x3.

Musculoskeletal: He has a painful knee movement left knee and right knee with some edema in the legs.

ASSESSMENT:

1. The patient was admitted to subacute rehab with recent syncopal episode.

2. Severe arthritis.

3. DJD.

4. Nonischemic cardiomyopathy status post AICD placement.

5. CKD.

6. Transaminitis with elevated liver enzymes being monitored.

7. History of sleep apnea.

PLAN: We will continue all his current medications. PT/OT. Followup lab and electrolytes. Care plan discussed with the patient. All the medications reviewed by me. His liver functions will be monitored closely. Care plan discussed with patient and also the nursing staff.

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

