HISTORY AND PHYSICAL
PATIENT NAME: Filatov, Wladimar

DATE OF BIRTH: 12/15/1952
DATE OF SERVICE: 10/21/2023

PLACE OF SERVICE: Franklin Woods Genesis Rehab

HISTORY OF PRESENT ILLNESS: This is a 70-year-old male with a history of diabetes, obesity, tobacco abuse, and prolonged immobility. He was evaluated in Franklin Square Hospital. He presented there complaining of right hip pain. The patient has recent infection by candida glabrata infection of the right hip, which caused significant erosions and required extensive orthopedic repair. He was sent Bayview and several potential remedies and he was advised PICC line placement. However, ultimately decision was made in conjunction with orthopedist and Infectious Disease not to place PICC line and given not systemic infection wait for antibiotic treatment until source control can be achieved. The patient was seen by multiple orthopedic and ultimately scheduled for repair done. The patient does have an appointment with Towson Orthopedic Group. The patient was evaluated in the ED because of ambulatory dysfunction, chronic right hip pain, and difficulty ambulation. Social worker was consulted and decision was made to send him to subacute rehab. At present when I saw the patient today he denies any headache or dizziness, cough, congestion, and no fever.

PAST MEDICAL HISTORY

1. History of candida glabrata infection of the right hip.

2. Diabetes.

3. History of fall.

4. History of hematuria.

5. Prosthesis of right hip.

6. History of microscopic hematuria.

7. History of anemia.

ALLERGIES: Unknown.

MEDICATION: Upon discharge:

1. Tylenol 500 mg one tablet every four hour p.r.n.

2. Amlodipine 5 mg daily.

3. Metformin 1000 mg b.i.d.

4. Oxycodone 10 mg q.6h p.r.n.

REVIEW OF SYSTEMS: 

Constitutional: No headache. No dizziness. No sore throat.

Pulmonary: No cough.
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Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: Right hip pain and both leg edema.

Genitourinary: No hematuria.

Neurologic: No syncope.

Endocrine: No polyuria. No polydipsia.

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:
General: The patient awake, alert and oriented x3.

Vital Signs: Blood pressure 145/73. Pulse 80. Temperature 98.16 F. Respiration 18 per minute. Pulse ox 98%.

HEENT: Atraumatic and normocephalic. Eyes: Anicteric. No ear or nose discharge.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Bilateral leg edema present 1+ pitting, but there is no calf tenderness. Right hip is tender to palpate and painful movements. Left hip nontender.

Neurologic: He is awake, alert oriented x 3.

ASSESSMENT:

1. The patient is admitted with ambulatory dysfunction with right hip pain.

2. Diabetes mellitus.

3. History of infectious prosthesis right hip.

4. History of obesity.

5. History of candida glabrata infection of the right hip.

PLAN OF CARE: We will continue all his current medications. Check fingerstick and also monitor diabetes and PT/OT and orthopedic outpatient followup. Care plan discussed with the patient. All his questions answered. Code status I discussed with him and he wanted to be full code.

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