HISTORY AND PHYSICAL

PATIENT NAME: Jones, Cherone Wayland

DATE OF BIRTH:10/19/1969
DATE OF SERVICE: 10/107/2023

PLACE OF SERVICE: Future Care Charles Village

HISORY OF PRESENT ILLNESS: This is a 53-year-old male. He was admitted in the hospital. He has known history of COPD, asthma, substance, abuse, came to the emergency room with right leg pain after the leg got pinned between the two cars. He was noted to have right tibia fracture seeing the orthopedist and admitted for surgical management. The patient has acute comminuted right proximal tibia fracture. He underwent right tibia intramedullary nailing by orthopedic on 10/02/23 and they advised nonweightbearing in the right lower extremity. The patient was given DVT prophylaxis aspirin total of six weeks and followup outpatient PT and OT done and the patient was sent to subacute rehab at the Future Care. At presentation, the patient has shortness of breath, questionable pneumonia. He was given antibiotics azithromycin and Unasyn. Subsequently, he was changed to Augmentin to complete one week. His COVID was negative and leukocytosis attributed to his pneumonitis and pneumonia in the hospital. There was substance abuse. They consulted SBIRT. Recommendation followed up. When I saw the patient today, he denies any headache, dizziness, nausea, and vomiting and complaining of pain in the right leg and he also feeling craving for the smoking. No cough. No congestion. No fever. No chills and ambulatory dysfunction due to recent fracture.

PAST MEDICAL HISTORY: 

1. COPD.

2. Asthma.

3. Substance abuse.

MEDICATIONS: Upon discharge
1. Aspirin 325mg daily.

2. Oxycodone 5 mg q.6h.

3. Augmentin 500 mg three times a day for three more days.

4. Tylenol 650 mg q.6h. p.r.n.

5. Alprazolam 1 mg b.i.d. for anxiety.

6. Ventolin inhaler two puffs q.4h.

7. Symbicort 80/4.5 mcg inhalations two puffs b.i.d.

8. Loratadine 10 mg daily.
9. Promethazine 25 mg q. daily p.r.n for nausea if needed only p.r.n.

ALLERGIES: None known.

SOCIAL HISTORY: She has substance abuse, history of chronic smoking.

REVIEW OF SYSTEMS:
HEENT: No headache, no dizziness and no sore throat.

Pulmonary: No cough. 
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Cardiac: No chest pain.

GI: No vomiting.
Musculoskeletal: Right leg pain.

Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:
General: The patient is awake, alert and oriented x 3.

Vital Signs: Blood pressure 112/68. Pulse 78. Temperature 97.3.F. Respirations 18. Pulse oximetry 98% on room air.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing. 

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: Right leg dressing with splint in place

Neuro: He is awake, alert and oriented x 3.

ASSESSMENT:
1. The patient is admitted status post acute fracture right proximal tibia comminuted status post surgery intramedullary nailing.

2. COPD/asthma.

3. Recent pneumonia.

4. History of substance abuse.

PLAN OF CARE: We will continue all his current medications reviewed by me. Chronic smoking.  I have discussed with the patient and offered nicotine patch. Discussed with nursing staff 14 mg daily and also discussed with the patient’s wife.

CODE STATUS: Discussed with the patient he wanted to be full code. MOLST form discussed with the patient. He wanted to be full code. He wanted to be transferred to the hospital for any need. Blood transfusion if needed, hospital transfer if needed, IV antibiotic if needed, dialysis if needed or blood work if needed. The new MOLST form was signed and placed in the chart.
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