HISTORY & PHYSICAL

PATIENT NAME: Ortiz, Cindy

DATE OF BIRTH: 01/05/1959
DATE OF SERVICE: 01/30/2024

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 64-year-old female with known history of HIV disease, bipolar disorder, cardiomyopathy, and cocaine use. She was initially brought to Grace Medical Center because she had a fall at the assisted living facility. She appeared to have elevated troponin and was started on heparin drip and transferred to Sinai Hospital. The patient was evaluated initially, she was reported to have a fall on her hips. She did not lose consciousness. She felt dizzy after that she was having pain in the chest 7/10. The patient described as heaviness. She was also noted to have a cough with white sputum and URI symptom. The patient recently was in Sinai Hospital was reported to have cocaine and she was diagnosed with non-NSTEMI type II, cardiac catheterization was clean, coronary echo last time showed ejection fraction of 20-30%. Hospital course, the patient was admitted, she has a past medical history of hypertension, nonischemic cardiomyopathy, bipolar, anxiety, HIV, polysubstance abuse initially managed in Grace Medical Center and subsequently transferred to Sinai. She was noted to have a UTI bacteremia, urine culture, and blood culture growing E. coli resistant to Cipro, and ampicillin was given. Ceftriaxone was sensitive for 10 days course and repeat blood culture no growth in five days. She was maintained on antibiotics. After stabilization, she also noted to have hypomagnesemia that was supplemented, elevated troponin with cardiomyopathy. Cardiology consulted and they did repeat echo on January 22nd that shows ejection fraction of 60-65% with grade II diastolic dysfunction and aortic stenosis. The patient was started on Entresto 24 and 26 dosing improved. The patient started improving and outpatient cardiology followup advised. The patient started significantly improved and recovered. She has a pyelonephritis. She completed the course of antibiotics and PT/OT done and she was sent to the subacute rehab. Today, when I saw the patient, no headache. No dizziness. No cough. No congestion. No fever. No chills. No nausea. No vomiting.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Nonischemic cardiomyopathy.

3. Bipolar disorder.

4. HIV disease.

5. Anxiety.

6. Polysubstance abuse. She used to be on assisted living facility.
SOCIAL HISTORY: History of substance abuse.

FAMILY HISTORY: The patient could not tell.
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CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg q.6h p.r.n., Abilify 5 mg p.o. daily, aspirin 81 mg daily, Depakote 250 mg three tablets twice a day, Colace 100 mg b.i.d., Entresto 24/26 mg half tablet b.i.d., Senokot two tablets daily, Tylenol 150 mg at bedtime, Gemtesa 75 mg one tablet daily, and Biktarvy 50/200/25 mg one tablet daily.
REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and oriented x3.

Vital Signs: Blood pressure is 107/64, pulse 88, temperature 98.1, respiration 20, body weight 186.6 pounds, and oxygenation 98%.

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

Neck: Supple. No JVD.

Chest: Nontender.

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

Heart: S1 and S2 regular. Systolic murmur.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Bilateral leg edema noted.

Neuro: She is awake, alert, and oriented x3. The patient is lying on the bed and gait not tested.

ASSESSMENT:

1. The patient is admitted to subacute rehab with status post fall with ambulatory dysfunction.

2. Bipolar disorder.

3. HIV disease.

4. Hypertension.

5. UTI and E. coli.

6. Polysubstance abuse heroin and cocaine.

7. History of alcohol abuse.

8. Hypermagnesemia.

9. History of cardiomyopathy.
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PLAN: We will continue all her current medications. PT/OT will be done and fall precautions. Followup CBC and CMP. Care plan discussed with the nursing staff. I also discussed with the patient code status. The patient wants to be full code.

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

