PATIENT NAME:  Kelli Kilduff
DOS: 06/06/2024

DOB: 03/09/1963
HISTORY OF PRESENT ILLNESS:  Ms. Kilduff is a very pleasant 61-year-old female who had syncopal fall hitting her head.  She was having significant pain complaining of pain in the neck.  She was brought to the emergency room.  She has been on Eliquis.  She was seen in the ER was diagnosed with type III dense fracture in the cervical spine.  She has previous history of fusion and cervical spine at C2-C3.  The patient was admitted to the hospital was under observation.  Neurosurgery was consulted.  There was hematoma on the forehead Aspen collar at all times was placed.  Neuro checks are being done. MRI as well as cardiology were consulted.  Echo was done.  The patient was cleared by cardiology.  The patient has no surgical intervention needed.  The patient was otherwise doing better.  She was continuing to complain of pain for which she was requiring pain medications.  Inpatient rehab was consulted.  The patient was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she states that she is feeling better.  She does complain of pain in the neck.  She denies any complaints of any headaches.  She denies any blurring of vision.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No abdominal pain.  No chest pain. No other complaints.

PAST MEDICAL HISTORY:  Significant for multiple falls, history of hypothyroidism, history of generalized anxiety, slight depression, history of gastroesophageal reflux disease, and history of recurrent UTI.

PAST SURGICAL HISTORY:  Significant for neck fusion surgery.

SOCIAL HISTORY:  Smoking none.  Alcohol rarely.

ALLERGIES:  SULFA ANTIBIOTICS.
CURRENT MEDICATIONS:  Reviewed and as documented in EHR.

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.  She does have history of gastroesophageal reflux disease.  Genitourinary:  She does have a history of recurrent UTI otherwise unremarkable.  Neurological:  She denies any history of TIA or CVA.  No history of focal weakness in the arms or legs.  She does have history of neck pain status post neck surgery.  Musculoskeletal:  She does complain of joint pains and history of back pain.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Neck:  Aspen collar in place.  Heart:  S1 and S2 were audible.  Regular rate and rhythm.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Fall/syncope.  (2).  Dense fracture cervical spine.  (3).  History of fusion cervical spine.  (4).  Hypothyroidism.  (5).  History of DVT/PE.  (6).  History of IVC filter placement.  (7).  History of neuropathy.  (8).  History of recurrent UTI.  (9).  History of hyperlipidemia.  (10).  Anxiety/depression.  (11).  Degenerative joint disease.
TREATMENT PLAN:  The patient is admitted to the WellBridge Rehabilitation Facility.  We will continue current medications.  We will continue with Aspen collar.  We will continue on her pain medications.  She is recommended to follow up with neurosurgery as scheduled.  We will consult physical and occupational therapy.  Continue other medications.  We will monitor her progress.  We will follow up on her workup.  Eliquis has been on hold.  We will follow up on her progress.
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