PATIENT NAME:  Patricia Kozma
DOS:  10/14/2025
DOB:  12/24/1950
HISTORY OF PRESENT ILLNESS:  Ms. Kozma is a very pleasant 74-year-old female with history of fall.  She had left tibial fracture.  The patient had outpatient left tibial ORIF, was sent home, she was brought back as she had subsequent fall while trying to use the bathroom.  She denies any head trauma.  She denies any loss of consciousness.  She denied any prodromal symptoms.  She was brought back to the emergency room. She had an obvious open left distal tibial deformity and was unable to ambulate, therefore the patient was brought to the emergency room and imaging showed an oblique fracture of the left tibia.  Exam was consistent with grade I open fracture.  The patient was given antibiotics, wound was irrigated, reduced and splinted.  Ortho was consulted.  The patient was placed on non-weightbearing, elevate left lower extremity, was kept NPO.  The patient otherwise being monitored.  The patient has kept non-weightbearing, was placed in a splint.  No driving.  The patient was subsequently discharged from the hospital and admitted to WellBridge Rehabilitation Facility.  At the present time, she does complain of significant pain in her legs.  She denies any complaints of chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for hypothyroidism, history of asthma, chronic back pain, history of hypertension, and history of obesity.

PAST SURGICAL HISTORY: Significant for lumbar surgery, posterior cervical decompression and fusion and L5 screw repositioning.

SOCIAL HISTORY:  Smoking none.  Alcohol none.

ALLERGIES:  MUSHROOMS.

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 history of MI or coronary artery disease.  She does have history of hypotension on midodrine, also history of hyperlipidemia.  Respiratory:  She denies any cough.  Denies any shortness of breath.  Denies any palpitations.  She does have history of asthma.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Musculoskeletal:  Complains of pain left leg and history of arthritis.  Neurological: She denies any complaints of history of TIA or CVA.  No history of seizures.  No focal deficits.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Pupils were equal, round and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 were audible.  Regular rate and rhythm.  Extremities:  Left leg with cast in place, able to move her toes.  No swelling of the right lower extremity.
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IMPRESSION:  (1).  Fall.  (2).  Left tibial fracture status post ORIF.  (3).  Asthma.  (4).  History of hypertension.  (5).  History of hypothyroidism.  (6).  Chronic back pain.  (7).  Obesity.  (8).  DJD.  (9).  History of cervical spine fusion as well as history of lower back pain.

TREATMENT PLAN:  The patient is admitted to WellBridge Rehabilitation Facility.  We will continue current medications.  We will consult PT/OT.  She is to continue non-weightbearing.  She will follow up with her orthopedic surgeon.  Continue other medications.  We will adjust her pain medications.  We will monitor her progress.  We will follow up on her workup.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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