INITIAL HISTORY AND PHYSICAL COMPREHENSIVE EVALUATION
PATIENT NAME: Cunningham, Monica Lynette

DATE OF BIRTH: 08/31/1967
DATE OF SERVICE: 01/01/2024

PLACE OF SERVICE: Future Care Charles Village.

HISTORY OF PRESENT ILLNESS: This is a 56-year-old female. She was admitted to John Hopkins Bayview Medical Center. The patient presented to the hospital with chief complaint of fatigue. She has a known history of peripheral vascular disease and previous known right AKA November 2023 because of gangrene right lower extremity and she is right AKA. She is feeling weak, tired and not eating enough. They did evaluation in the ED. She was noted to have urinary tract infection and hematuria. She was also noted to have diabetic ulcer in the left mid foot. After evaluation in the ED subsequently admitted to the hospital treated for the UTI pseudomonas. She was lethargic at presentation, generalized weakness. The patient completed the antibiotics on 12/24/23 for pseudomonas. She has urinary retention and initially had a Foley then was removed. No peripheral vascular disease with previous right leg above knee amputation. Vascular surgery was consulted. Local wound care was advised. Left leg wound was monitored. The patient has a burn previously. Outpatient evaluation was being done and they followed as outpatient the Burn clinic in one to two weeks. Diabetes mellitus A1c was 11.4. The patient has a known diabetes mellitus. Previous A1c reported was 11.4%, but recheck was 5.8%. Initially the patient was having hypoglycemic episode given orange juice. The patient ______ 304 Health Care Riverview. She was on Lantus sliding scale coverage, Trulicity, and Jardiance. Jardiance was held. Medication adjusted. She has leukocytosis that resolved, thrombocytosis, and history of gastric ulcer. Hemoglobin monitored stable. PPI continued. Hypokalemia supplemented. Hypomagnesemia supplemented. Opioid use disorder continued on buprenorphine. Depression maintained on Cymbalta. After stabilization PT/OT done and the patient was sent to subacute rehab at Charles Village. Today when I saw the patient no headache. No dizziness. No cough. No congestion. No fever. No chills. Feeling weak and tired.

PAST MEDICAL HISTORY

1. History of burn.

2. Hypokalemia.

3. Hypomagnesemia.

4. UTI.

5. Leukocytosis.

6. Diabetes.

7. Diabetic left mid foot wound.

8. Opioid use disorder.

9. Previous right above knee amputation due to peripheral vascular disease.
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MEDICATION: Upon discharge

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

2. Local skin cream antibiotic bacitracin zinc twice a day.

3. Amlodipine 2.5 mg daily.

4. Basaglar 14 units every morning.

5. Aspirin 81 mg daily.

6. Buprenorphine 8 mg two times a day.

7. Calcium carbonate with vitamin D one time daily.

8. Zostrix 0.025% to the affected area for pain.

9. Vitamin D 50,000 capsule once a week.

10. Plavix 75 mg daily.

11. Cymbalta 30 mg three capsules daily.

12. Jardiance 10 mg daily.

13. Ferrous sulfate 325 mg every other day.

14. Folic acid 1 mg daily.

15. Gabapentin 300 mg t.i.d.

16. Lidocaine patch 4% daily.

17. Imodium 2 mg two tablets every three times a day p.r.n.

18. Magnesium oxide 400 mg twice a day.

19. Melatonin 3 mg daily.

20. Narcan for suspected drug overdose.

21. Protonix 40 mg daily.

22. Potassium chloride 80 mg one tablet twice a day.

23. Thiamine 100 mg daily.

24. Atorvastatin 80 mg daily. Blood sugar to be monitored.

25. Medroxyprogesterone 10 mg tablet take 20 mg three times a day that will end o 12/31/23, last dose 12/31/23.

ALLERGIES: Metformin.

SOCIAL HISTORY: History of smoking. No alcohol. No drugs. She is married. She has one child.

REVIEW OF SYSTEMS: 

Constitutional: No headache. No dizziness. No sore throat. No ear or nose drainage.

Pulmonary: No cough.

Cardiac: No chest pain or palpitation.

GI: No vomiting or diarrhea

Musculoskeletal: She has a right AKA stump. Old healed scar, but small area of skin break that has some noted blood spot on the dressing.
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Neurologic: No syncope.

Endocrine: No polyuria. No polydipsia.

Hematology: No bleeding. No bruising.

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

Vital Signs: Blood pressure 128/60. Pulse 78. Temperature 98.1 °F. Respiration 18 per minute.

HEENT: Atraumatic and normocephalic. Eyes: Anicteric. No ear or nasal discharge. Neck: Supple. No JVD.

Lungs: Clear No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Right AKA stump with dressing in place in sacral area. They recommended a local care. Left lower extremity wound. Local skin care as per wound team and left foot wound local skin care and followup outpatient with Burns Unit at Johns Bayview, Johns Hopkins Hospital.

Neurologic: The patient is awake, alert and oriented x 3 and cooperative.

ASSESSMENT: 

1. The patient is admitted with multiple medical problems status post right above knee amputation on November 2023.

2. Recent UTI pseudomonas.

3. Diabetes mellitus type II.

4. Hypertension.

5. Episode of lethargy due to UTI improved.

6. Ultrasound of kidney no abscess.

7. Peripheral vascular disease underwent right AKA.
8. Left foot diabetic wound. Local skin care continued as per wound team recommendation.
9. Ambulatory dysfunction.
10. Hypertension.
11. Thrombocytosis improved.
12. Hypokalemia supplemented.
13. Hypomagnesemia.
14. Depression on Cymbalta 30 mg daily.
15. Gastric ulcer status post EGD in November 2023 maintained on PPI.
16. Chronic anemia.
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PLAN OF CARE: We will continue all her current medications. Follow CBC and CMP. Care plan discussed with the patient. Care plan discussed with nursing staff.

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