HISTORY & PHYSICAL

PATIENT NAME: Griffin, El Francine

DATE OF BIRTH: 06/01/1956
DATE OF SERVICE: 01/27/2024

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 67-year-old female. She was hospitalized to St. Agnes hospital. The patient has a known history of hypertension, alcohol abuse, chronic smoking, and anxiety. She was complaining of epigastric pain. She came to emergency room and patient was noted to have similar episode in May 2023 nausea, vomiting, epigastric pain, and previously she was diagnosed with diverticulosis. At this point when the patient was evaluated, she was admitted to the hospital. Previously, she had weight loss reported in 2016 and her weight was 95.4 pounds. She has significant weight loss as reported by the patient. In the hospital, she has complete workup done including gastroenterology consultation. CT scan shows thickening of the gastric wall and gastroenterology recommended EGD that was done inpatient that shows normal esophagus, duodenum, and atrophic gastric mucosa. No sign of active or recent bleeding. Biopsies were taken and pathology sent it was reactive gastropathy and negative for H. pylori. The patient was given IV metoclopramide scheduled for. She was also given Zofran. Nausea and vomiting started improving. Abdominal pain started improving. The patient was also advised not to take nonsteroidals that she has been using in the past. Nausea secondary to irritation and cannabinoid hyperemesis syndrome. The patient was also noted to have elevated blood pressure. She was monitored closely and medication adjusted. AKI given IV fluids and started improve. Alcohol use disorder daily basis. CIWA protocol monitored and she has received Librium. Followup outpatient to see if she advised. She has hyperlipidemia and maintained on atorvastatin. She has anxiety and depression maintained on duloxetine. For restless leg syndrome, she was given ropinirole. She has known COPD, but no exacerbation was noted. After stabilization, PT/OT done and patient was sent to subacute rehab for deconditioning. Today, her daughter is at the bedside and the grandchildren, she has no headache. No dizziness. No cough. No congestion. Occasionally on ambulation, she feels dizzy and weak.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Hyperlipidemia.

3. Osteoarthritis.

4. COPD not on oxygen.

5. Anxiety.

6. Depression.

7. GERD.

8. History of alcohol abuse.

9. History of restless leg syndrome.

Griffin, El Francine

Page 2

PAST SURGICAL HISTORY: She had a history of metal plate in her chest after motor vehicle accident in 1974, history of foot surgery, and history of bilateral rotator cuff shoulder surgery.

ALLERGIES: Not known.

SOCIAL HISTORY: Smoked 5 to 10 cigarette a day for 60 years. Smokes marijuana every other day. Alcohol sometime vodka and sometime regular alcohol daily. Lives independently.
CURRENT MEDICATIONS: Upon discharge, milk of magnesia 30 mL q.6h p.r.n., Lipitor 40 mg q.p.m., buspirone 10 mg daily, duloxetine 60 mg daily, and ropinirole 2 mg two to three hours before bedtime for restless leg syndrome. She was advised do not take nonsteroidal from the hospital. She is also on olmesartan/HCTZ 20/12.5 mg one tablet daily.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat. Occasionally, dizzy on ambulation but resting she is comfortable.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: Complaining of intermittent shoulder pain. No trauma. No recent fall.
Genitourinary: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert, cooperative, and lying in the bed in no distress.

Vital Signs: Blood pressure is 101/59, pulse 88, temperature 98, respiration 18, and pulse ox 97%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.
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Extremities: No edema.

Neuro: The patient is awake, alert, and oriented x3. Moving all extremities equal. There is no focal deficits.

Psychiatry: She is cooperative.

ASSESSMENT: The patient is admitted:

1. Nausea and vomiting.

2. Abdominal pain.

3. Hypertensive urgency.

4. Alcohol use disorder.

5. Hypertension.

6. Hyperlipidemia.

7. Osteoarthritis.

8. History of *__________* nausea and vomiting status post CT scan of the abdomen and GI evaluation that shows thickening of the wall of the antrum of the gastric and the CAT scan. She is status post endoscopy. EGD done, H. pylori negative, atrophic gastric mucosa noted. No active bleeding identified. Biopsies were taken and pathology negative for H. pylori.

PLAN: We will continue all her current medications. Follow CBC, BMP, PT/OT, and fall precautions.

Code status discussed with the patient. The patient is alert and oriented x3. She wants to be full code. She want to be transferred to the hospital for any level of care they need hospitalization. IV antibiotic yes, IV fluid yes, G-tube feeding yes, and hemodialysis yes if needed. New MOLST form was signed and updated. Care plan discussed with the nursing staff.

Care plan also discussed with the patient family and her daughter at the bedside. All the questions answered.

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

