ALDEN TERRACE NURSING HOME
MCHENRY
HISTORY AND PHYSICAL

DATE OF VISIT:
01/09/2024
PATIENT:

BILLIE DEEM (03/02/1957)

H&P:
This is a 66-year-old female who is admitted to Skilled Nursing Facility from the hospital because she was not able to take care of herself.  She denies any nausea, vomiting, diarrhea, chest pain, shortness of breath, loss of consciousness, fever or chills.

PMH:
Significant for alcohol abuse, osteoarthritis, dyspepsia, and hypertension.
FH:
Noncontributory.

SH:
Denies smoking, drinking, or any drug abuse since she has been here.
ALLERGIES:
None.

MEDICATIONS:
As per attached list.

ROS:
As per history of present illness.

PE:
The patient is conscious, alert, awake, oriented x3 and hemodynamically stable.

HEENT:  Head is atraumatic and normocephalic.  Pupils are equal and reactive to light.

NECK:  Supple.  No JVD.

HEART:  S1 and S2 regular.  No gallop.

LUNGS:  Bilateral fair air entry.
ABDOMEN:  Soft and nontender.

EXTREMITIES:   No pedal edema.

CNS:  No gross sensory or motor deficit is noted.
LABS & HOSPITAL RECORDS:  Reviewed.

A:
Hypertension, history of alcohol abuse, anemia, dyspepsia, right humerus fracture after the fall, and generalized weakness.
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P:
The patient had acute life threatening event for which she was hospitalized and then was transferred here because she was not able to take care of herself.  Total time spent was more than 50 minutes reviewing the patient’s old medical records including labs, imaging, reviewing plan of care with nursing and rehab team.  We will discontinue Norco and will give her ibuprofen and Tylenol as needed.  She has an appointment to see orthopedist.  She is eating and drinking well.  She is hemodynamically stable.  We will watch her closely.
___________________

Gurbax S. Saini, M.D.
