HISTORY & PHYSICAL

PATIENT NAME: Aycoth, Margaret

DATE OF BIRTH: 07/26/1937
DATE OF SERVICE: 11/11/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is an 86-year-old female. She was admitted to Franklin’s Care Hospital. The patient has a multiple medical problems COPD, not on home oxygen, heart failure with preserved ejection fraction, hypertension, anxiety, depression, and tobacco abuse. She presented with fatigue for the last few days. She has generalized weakness. She also has a chronic intermittent headache. The patient was evaluated in the emergency room. She was noted to have a flu like symptoms and she was flu positive. She also has an acute hypoxic respiratory failure. She was placed on 3 liters of oxygen via nasal canula. BMP and chest x-ray show suspicion for heart failure. She was given IV Lasix initially then subsequently changed to p.o. Lasix. She also had antibiotic course cefdinir and doxycycline for four days along with prednisone. PT/OT consulted because of generalized weakness and they recommended subacute rehab. The patient was subsequently transferred to subacute rehab for continuation of physical therapy and medical care. At present, when I saw the patient, she has some hard of hearing. She denies any headache, dizziness, or shortness of breath. No chest pain. No nausea. No vomiting.

PAST MEDICAL HISTORY: As I mentioned:

1. COPD but not on home oxygen.

2. Hypertension.

3. Anxiety.

4. Depression.

5. Chronic smoking history.

6. History of heart failure with preserved ejection fraction. She also has left tibial fracture status post ORIF.

7. Fibula fracture in 2021.

8. Left femur rod placement.

9. History of left hip repair fracture.

10. Partial hysterectomy.
ALLERGIES: SULFAMETHOXAZOLE, AMPICILLIN, ERYTHROMYCIN, MACROLIDES, OXYCODONE, and PENICILLIN.
SOCIAL HISTORY: History of smoking. No alcohol. No drugs.
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CURRENT MEDICATIONS: Upon discharge, Tylenol 500 mg two tablet every eight hour p.r.n., albuterol inhaler two puffs q.6h p.r.n., amlodipine 10 mg daily, aspirin 81 mg daily, calcium carbonate 500 mg daily, vitamin D supplement 1000 units daily, vitamin B12 1000 mcg daily, escitalopram 5 mg daily, Lasix 40 mg daily, lactulose 15 mL p.o. b.i.d., lisinopril 40 mg daily, lovastatin 40 mg at night, melatonin 3 mg at night, nicotine patch 14 mg daily, MiraLax 17 g daily, potassium chloride 10 mEq daily, Senokot two tablet b.i.d., Anoro Ellipta 62.5 mcg/25 mcg one inhalation daily
REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No ear or nasal congestion. She has hard of hearing.

Pulmonary: No cough. No wheezing.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Genitourinary: No hematuria.
Neuro: No syncope.

Endocrine: No polyuria or polydipsia. No heat or cold intolerance.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 136/59, pulse 54, temperature 98.0, respiration 20, and pulse ox 96%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. No calf tenderness.

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

ASSESSMENT:

1. The patient has been admitted with generalized weakness.

2. Status post recent acute hypoxic respiratory failure due to flu infections.

3. Hypertension.

4. Ambulatory dysfunction.

5. Anxiety and depression.

6. History of chronic smoking.
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PLAN: We will continue all her current medications. PT/OT to increase her mobility. Monitor labs and electrolytes. Fall precautions. Code status discussed with the patient and she wants to be full code. Care plan was discussed with the nurse and the physical therapy in the room.

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

