HISTORY & PHYSICAL

PATIENT NAME: Stanley, Gretchen

DATE OF BIRTH: 08/12/1960
DATE OF SERVICE: 01/13/2024

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

This is an initial history and physical comprehensive evaluation.
HISTORY OF PRESENT ILLNESS: This is a 63-year-old female. She has a known history of breast cancer that is in remission, COPD on home oxygen 2 liters at time, HIV disease, and neuropathy. She came to the hospital with left ankle pain. The patient said she was walking with a walker and she twisted her ankle outward and heard a pop afterwards she could not bear weight on the left leg. In the emergency room, they did x-ray of the left ankle shows fracture of the lateral malleolus and soft tissue swelling noted. The patient has a splint applied in the ER they called orthopedic. While in the hospital, the patient has a difficulty ambulation and she was also complaining of short of breath they did x-ray shows pneumonia right lower lobe. She was short of breath. She has acute and chronic respiratory failure with hypoxia status post fall. The patient was admitted with acute and chronic respiratory failure with hypoxia. The patient was given steroid. She was treated for pneumonia with antibiotics. WBC count was 15,000 and prednisone was tapered. The patient has a blood in the sputum and they did CT chest. No PE noted. She subsequently downgraded the oxygen to 3 liters by nasal cannula and slowly monitoring left ankle fracture so splint was applied and outpatient orthopedic was advised to followup in two weeks. She has known history of HIV disease. She was managed in the maintenance medication. After stabilization, the patient was sent to the subacute rehab at the nursing facility. Today, when I saw the patient, she is lying in the bed. No headache. No dizziness. No wheezing. No shortness of breath. She still has some ankle pain in the left but no chest pain. No cough. No fever.

PAST MEDICAL HISTORY:

1. COPD.

2. Breast cancer in remission.

3. COPD on home oxygen 2 liters per minute.

4. HIV disease.

5. Neuropathy.

6. Recent left ankle fracture.

ALLERGIES: Not known.
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CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg every six hours, guaifenesin syrup 10 mL every four hours p.r.n., DuoNeb treatment q.6h as needed for wheezing, MiraLax 17 g daily, Senokot 8.6 mg two tablet daily, albuterol inhaler two puff every six hour, diclofenac gel apply twice a day for the pain, fluticasone nasal spray two spray in each nostril daily, folic acid 1 mg daily, gabapentin 600 mg three times a day, Genvoya one tablet daily, meloxicam 15 mg daily, montelukast 10 mg daily, multivitamin daily, and Trelegy Ellipta one puff daily.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion.

Pulmonary: Mild shortness of breath. No wheezing.

Cardiac: No chest pain or palpitations.

GI: No vomiting or diarrhea.

Musculoskeletal: She has both leg minimal swelling and left leg painful at the fracture site but no calf tenderness.
Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, oriented x3, cooperative, and in no acute distress.

Vital Signs: Blood pressure is 135/76, pulse 70, temperature 98.1, respiration 20, and pulse ox 98%. She is on oxygen and body weight 269.4 pounds.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decreased breath sounds at the bases. No wheezing. No air.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Edema both ankles noted and trace edema in the leg. No calf tenderness.

Neuro: The patient is awake, alert, oriented x3, and cooperative.

Psychiatry: She is in good mood.

ASSESSMENT:

1. The patient was admitted with fracture left ankle status post splint.

2. Status post COPD acute exacerbation acute on chronic.

3. Pneumonia right lower lung.

4. Ambulatory dysfunction due to fracture of the left ankle.

5. HIV disease.

6. COPD chronic on home oxygen.
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PLAN: We will continue all her current medications. She will maintain on inhaler and COPD. Continue pain medication as ordered. Continue HIV medication. Continue laxative for her constipation and PT/OT. She has a known neuropathy. She is on gabapentin that will be continued. CBC and CMP will be monitored. The patient is requesting to be discharge next week. We have already consulted PT/OT. We will follow the physical therapy recommendations.

MOLST form I have discussed the patient. The patient is alert and oriented x3. She is capable on making her healthcare decision. The patient wants to be full code. Blood transfusion yes, hospital transfer yes, antibiotic yes, and also if feeding tube need she said yes, hemodialysis yes. MOLST form was signed and time spent with the patient reviewing patient history, physical discharge record from the hospital, and history and physical 45 minutes.

MOLST form time spent with the patient was 15 minutes and explaining all the parts of the MOLST form and discussion with the patient. Billing code for this patient will be 99306 and billing code for the MOLST will also be used by signing the new MOLST form.

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

