HISTORY & PHYSICAL
PATIENT NAME: Smith, Randolph
DATE OF BIRTH: 11/21/1950
DATE OF SERVICE: 12/25/2023

PLACE OF SERVICE: Future Care Charles Village

HISTORY OF PRESENT ILLNESS: This is a 73-year-old male with history of dementia and Parkinson’s disease. He was brought to the Mercy Hospital Medical Center with noted to have change in mental status and generalized weakness. The patient himself is a poor historian. He lives at home with the family. Denies any nausea or vomiting. He has reported recent history of frequent fall every week fell and hit his head on December 17. Denies loss of consciousness. In the emergency room, the patient has progressive declining in mental abilities and ambulatory dysfunction. He was recently started on donepezil for dementia. The patient is also on carbidopa/levodopa as well as selegiline. The patient has some side effect worsening cognitive defects. The patient was evaluated in the ED and lab ordered CT head. Subsequently, he was admitted to the hospital with progressive declining in condition, progressive dementia, confusion, and frequent fall. CT head no hemorrhage. No fracture. The patient was admitted and placed in the bed alarm, did the RPR. Treponema pallidum were positive and RPR negative. Because of frequent falls physical therapy was consulted and they recommended subacute rehab and patient was sent here. When I saw the patient, he is lying in the bed. He is a poor historian. He is confused, disoriented, and not answering any question properly.

PAST MEDICAL HISTORY:
1. Dementia.

2. Parkinson’s disease.

3. Ambulatory dysfunction.

4. Recent treponema pallidum positive.

5. History of hyperlipidemia.

6. History of hypertension.

7. History of anemia.

8. History of right knee arthroplasty.
SOCIAL HISTORY: He was living at home. No smoking. No alcohol. No drug abuse.

FAMILY HISTORY: The patient could not tell.

ALLERGIES: Not known.

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No nausea. No vomiting. No fever. No chills. No shortness of breath. No cough. No fever.

Hematology: No bruising. No bleeding.

Genitourinary: No hematuria.

Neuro: No syncope. Confused and disoriented.

Endocrine: No polyuria or polydipsia.
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MEDICATIONS: Upon discharge, selegiline 5 mg twice a day for Parkinson’s disease, aspirin 81 mg daily, Lipitor 40 mg daily, carbidopa/levodopa 25/100 mg one tablet twice a day, donepezil 5 mg daily, and ferrous sulfate 325 mg every other day for anemia.

PHYSICAL EXAMINATION:
General: The patient is awake. He is alert, forgetful, disoriented, confused, and lying in the bed. Family is at the bedside.

Vital Signs: Blood pressure is 138/70, pulse 60, temperature 97.9 F, and respiration 18.

HEENT: Head – no hematoma. Eyes anicteric. No ear or nasal discharge.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing. No rales.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive. No rebound. No rigidity.

Extremities: No edema. No calf tenderness.

Neuro: The patient is awake, disoriented but confused, forgetful, and memory deficit.

LABS: Labs in the hospital discharge summary noted WBC 7.47, hemoglobin 9.2, hematocrit 28.9, sodium 138, potassium 4.0, chloride 110, CO2 23, BUN 19,creatinine 0.7, glucose 80, AST 34, and ALT 18. CT head no hemorrhage. No fracture.

ASSESSMENT: The patient was admitted:
1. Frequent falls.

2. Ambulatory dysfunction.

3. Worsening dementia.

4. Parkinson’s disease.

5. History of right knee arthroplasty.

6. Hypertension.

7. Dry eye syndrome.

8. Cataracts.

9. Iron deficiency anemia.

10. Hyperlipidemia.

11. Change in mental status, confusion secondary to progressive dementia.

12. Treponema pallidum positive but RPR was noted to be negative that need to be followed up.

PLAN: We will continue all his current medications. PT/OT, fall precautions, and follow labs. Care plan was discussed with the family at the bedside.

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