HISTORY & PHYSICAL

PATIENT NAME: Freeman, Gloria

DATE OF BIRTH: 10/04/1932
DATE OF SERVICE: 01/07/2024

PLACE OF SERVICE: FutureCare Charles Village

The patient is seen today for comprehensive evaluation.

HISTORY OF PRESENT ILLNESS: This is a 91-year-old female with known history of hypertension, hyperlipidemia, CKD stage III, coronary artery disease, nonobstructive mild cognitive impairment, and sick sinus syndrome status post dual chamber pacemaker placement. She was brought to the Union Memorial Hospital elective procedure on 12/28/2023 for planned dual chamber permanent pacemaker generator change. The procedure was cancelled due to critically elevated serum glucose for more than 400. Endocrine consulted and they started patient on 12 units of Lantus, lispro with each meal and medium-sliding scale insulin coverage. Her elective procedure was rescheduled for 12/29. She underwent pacemaker generator change exchange and she tolerated the procedure well. Postoperatively, she was planning for discharge home however due to weakness she was unable to get up from the seated position. The patient lives home alone. She was admitted to the hospital for physical therapy evaluation and they decided subsequently patient to be sent to subacute rehab. Today, when I saw the patient, she is lying on the bed. No headache. No dizziness. No fever. No chills. She does dry cough and congestion. While in the nursing rehab, she was tested positive for COVID and patient agreed to be started antiviral therapy and she was started on that. We did lab and chest x-ray at the facility.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Adnexal mass.

3. History of heart failure with preserved ejection fraction.

4. Sick sinus syndrome status post pacemaker placement.

5. Colonic polyp.

6. Depression.

7. Diabetes mellitus.

8. Diarrhea.

9. Coronary artery disease.

10. Nonobstructive lesion.

11. GERD.

12. History of ventral hernia.

13. History of hiatal hernia.

14. History of hyperlipidemia.

15. Memory impairment.

16. Nephrolithiasis.
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17. History of obesity.

18. History of osteoporosis.

19. Peptic ulcer disease.

20. CKD.

21. History of syncope.

22. History of cholecystitis.

PAST SURGICAL HISTORY: Includes catheterization left heart showed nonobstructive coronary artery disease, colonoscopy, breast biopsy, cholecystectomy, hernia repair, hysterectomy, left knee surgery, history of ulcer repair, and vagotomy.

SOCIAL HISTORY: No alcohol. No drug. She lives at home.
CURRENT MEDICATIONS: Torsemide 10 mg every Tuesday and Thursday, amlodipine 2.5 mg daily, torsemide 10 mg every Tuesday, Thursday, and Saturday three times a week, amlodipine 2.5 mg daily for hypertension, tramadol 50 mg b.i.d., Lantus insulin 6 units at bedtime, sertraline 50 mg daily for depression, iron tablet 325 mg daily, vitamin D 1000 units daily, donepezil 10 mg daily for dementia, sliding scale coverage with Humalog, Pepcid 40 mg daily, atorvastatin 20 mg daily, metoprolol 100 mg daily, Humalog 4 units with each meal, Senokot two tablet daily for constipation, and Lovenox 30 mg subcutaneous daily for DVT prophylaxis. The patient was started on molnupiravir 200 mg four capsule b.i.d. to be given for five days for recent COVID infection. She has a cough and she started on Mucinex 600 mg b.i.d. for one week.
ALLERGIES: CRAB, IODINE, and SHELLFISH
REVIEW OF SYSTEMS:

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

Pulmonary: Dry cough.

Cardiac: No chest pain or palpitation.

GI: No vomiting or diarrhea.

Chest: The pacemaker side dressing in place is not painful.

Abdomen: No vomiting or diarrhea.

Musculoskeletal: No leg pain.
Genitourinary: No hematuria.

Neuro: No syncope. No dizziness.

Hematology: No bleeding. No bruising.
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PHYSICAL EXAMINATION:

General: The patient is awake, alert, and oriented x2.

Vital Signs: Blood pressure is 112/63, pulse 62, temperature 98.5, respiration 18, pulse ox 99% on room air, and body weight is 169.2 pounds.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi at the bases. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No calf tenderness. She has dry skin.

Neuro: She is awake, alert, and moving all extremities equal.

Psychiatry: The patient is cooperative.

ASSESSMENT: The patient has been admitted to subacute rehab:
1. Ambulatory dysfunction.

2. Sick sinus syndrome status post dual chamber pacemaker placement and recently patient has generator exchange on 12/29/2023. The patient tolerated the procedure well.

3. Diabetes mellitus type II.

4. CKD stage IIIA.

5. Hypertension.

6. Hyperlipidemia.

7. Nonobstructive coronary artery disease.

8. Mild cognitive impairment.

9. History of sick sinus syndrome.

10. History of pacemaker placement for sick sinus syndrome.

11. Recent COVID infection while done at the admission to the nursing rehab admission protocol. The patient has a dry cough.

12. History of peptic ulcer disease.

13. History of depression. The patient also has a history of CHF.
PLAN: We will continue torsemide three times a week. Continue amlodipine for hypertension and chronic lower extremity knee pain. We will continue tramadol 50 mg b.i.d. p.r.n. for diabetes. Continue Lantus along with insulin pre meal and sliding scale coverage. For depression, continue sertraline. For anemia, continue ferrous sulfate supplement daily and vitamin D supplement. For hyperlipidemia, continue statin and beta-blocker. For coronary artery disease, the patient is maintained on statin and beta-blocker. PT/OT and fall precautions at local skin care. All the medication will be reviewed and discussed with nursing staff and the patient.

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

