HISTORY & PHYSICAL

PATIENT NAME: Adkins, Sharon

DATE OF BIRTH: 07/26/1950
DATE OF SERVICE: 11/11/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 73-year-old female with Parkinson’s disease, chronic anemia, and frequent fall. She was recently hospitalized after recent fall found to have acute fracture of thoracic 12 vertebral body. No surgical intervention recommended as per neurosurgery. The patient was managed in the hospital. The patient was also noted to have delirium cognitive decline over several months. She has been on B12 supplemental for B12 deficiency, but MMA normal and anxiety disorder. She also has cervical spondylosis. After stabilization, PT/OT done and patient was sent to the Franklin Woods Genesis for Rehab. Today, when I saw her, no headache. No dizziness. No shortness of breath. She is complaining of some back pain and get better with medications.

PAST MEDICAL HISTORY:
1. Anxiety disorder with frequent fall.

2. Parkinson’s disease.

3. History of chronic anemia.

4. Vitamin B12 deficiency.

5. History of delirium.
CURRENT MEDICATIONS: Upon discharge, Tylenol 500 mg every six hours p.r.n., vitamin B12 injection 1000 mcg subcutaneous daily for five doses after that 1000 units once a week for four doses and four weeks for B12 deficiency anemia, folic acid 1 mg daily, lidocaine patch apply daily for the back pain, melatonin 3 mg at night for insomnia, nystatin topical four times a day, MiraLax 17 g daily, sennoside 8.6 mg two tablets twice a day, buspirone 5 mg q.p.m. for anxiety, duloxetine 60 mg daily, lamotrigine 200 mg one tablet daily, quetiapine 100 mg q.p.m., carbidopa/levodopa 25/100 mg one tablet three times a day, and pantoprazole 20 mg daily.
ALLERGIES: LIDOCAINE
REVIEW OF SYSTEMS:

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

Pulmonary: No cough. No congestion.

Cardiac: No chest pain or palpitations.

GI: No vomiting or diarrhea.

Musculoskeletal: Back pain.

Genitourinary: No hematuria.
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Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and oriented x3.

Vital Signs: Blood pressure is 120/76, pulse 90, temperature 98.6, respiration 18, and pulse ox 99%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Skin: No lesions.

Extremities: No edema. No calf tenderness.

Back: Lumbar spine area some tenderness noted.

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

Psychiatry: She is cooperative.
ASSESSMENT:

1. The patient has been admitted with ambulatory dysfunction with frequent fall.

2. Parkinson’s disease.

3. Thoracic 12 vertebral fracture.

4. History of cervical spondylosis.

5. History of delirium.

6. History of B12 deficiency.

7. History of anxiety disorder.

8. History of GERD.

PLAN: We will continue all her current medications. Follow CBC, CMP, PT/OT. Care plan was discussed with the patient and nursing staff. Code status discussed with the patient and patient wants to be full code.

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

