PATIENT NAME:  Kevin Gerkin
DOS: 03/07/2024
DOB: 05/16/1957
HISTORY OF PRESENT ILLNESS:  Mr. Gerkin is a very pleasant 66-year-old male with history of diabetes mellitus non-insulin-dependent, history of depression, anxiety, history of orthostatic hypotension, peripheral neuropathy, history of alcohol use disorder and degenerative joint disease who presented to the emergency room with complaints of being lightheaded, generalized weakness and fall.  The patient stated that he stood up from the toilet and fell over hitting his head on the ground.  He denies any loss of consciousness.  He does complain of feeling lightheaded.  He was able to get up on his own, was seen in the emergency room.  CT of the head was done, which showed no acute intracranial process, CT cervical spine was negative for any traumatic injury.  Chest x-ray showed low lung volumes, but no focal consolidation, effusion or pneumothorax.  He was initially tachycardic.  Blood pressure was stable.  He was significantly orthostatic in the emergency room.  He was given IV fluids.  PT/OT was consulted.  The patient was subsequently admitted to the hospital for further evaluation.  UA was negative.  There was concern for some muscle wasting, which was felt to be due to alcohol use disorder.  He has been on midodrine, but he has been noncompliant with it.  His thyroid testing was unremarkable.  His blood sugar was elevated in the emergency room.  The patient was evaluated by cardiology.  The patient was started on midodrine on a scheduled dosing.  The patient was encouraged to drink more fluids was being monitored.  He was doing better.  He was subsequently discharged from the hospital, admitted to the Wellbridge Rehabilitation Facility.  He was somewhat unstable and felt that he may fall again.  The patient at the present time states that he is feeling better.  He does feel weak.  He has been using a walker.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitation.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Has been significant for diabetes mellitus non-insulin-dependent, history of anxiety and depression, history of alcohol use disorder, history of peripheral neuropathy, history of orthostatic hypotension and degenerative joint disease.

PAST SURGICAL HISTORY:  Noncontributory except for wisdom tooth extraction.

SOCIAL HISTORY:  Smoking, none.  Alcohol, he reports drinking alcohol.  He has history of alcohol use disorder.
ALLERGIES:  PROCAINE.
MEDICATIONS:  Current medications reviewed and as documented in the HR.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  No history of MI or coronary artery disease.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Musculoskeletal:  He does complain of generalized weakness.  History of arthritis.  Neurological:  Denies any history of TIA or CVA.  He does have history of multiple falls.  All other systems were reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Pupils were equal, around, and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Pulses bilaterally symmetrical.  Neurological:  The patient is awake and alert.  Strength was symmetrical bilaterally.  No focal deficits.
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IMPRESSION:  (1).  Generalized weakness.  (2).  Orthostatic hypotension.  (3).  History of falls.  (4).  Alcohol use disorder.  (5).  Peripheral neuropathy.  (6).  Diabetes mellitus non-insulin-dependent.  (7).  Degenerative joint disease.  (8).  Anxiety.  (9).  Depression.
TREATMENT PLAN:  The patient is admitted to Wellbridge Rehabilitation Facility.  We will consult physical and occupational therapy.  We will continue other medications.  Encourage him to drink enough fluids.  Eat better.  We will monitor his progress.  We will follow up on his workup.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
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