PATIENT NAME:  Lillian Mack
DOS: 11/05/2025

DOB: 03/26/1944
HISTORY OF PRESENT ILLNESS:  Ms. Mack is a very pleasant 81-year-old female with history of COPD, chronic hypoxic respiratory failure on home oxygen 2 L, , history of coronary artery disease status post PCI, chronic pain syndrome, chronic opioid dependence, history of sleep apnea on CPAP, hypertension, hyperlipidemia, type II diabetes mellitus, history of prior CVA, history of rheumatoid arthritis, hypothyroidism, and restless legs syndrome who was brought to the emergency room because of shortness of breath.  The patient stated that she got short of breath the day prior.  She denied any complaints of cough or congestion.  She denies any chest pain.  She does complain of having a fall few days ago.  She reported that she tripped on her oxygen tubing.  The patient was seen in the emergency room. Her UA was negative.  CT angio of the chest did not show any evidence of PE.  No acute cardiopulmonary process was seen.  CT of the abdomen and pelvis was negative.  She also had a CT scan of the head and CT cervical, thoracic, and lumbar spine, which were negative except for showing posterior fusion hardware at T9-T12 and L1 and S1.  The patient was admitted to the hospital, she was given nebulized breathing treatment, given Solu-Medrol, continued on pain medication.  She was requiring Dilaudid as well as morphine in the emergency room.  Physical and occupational therapy were consulted.  Her pain management was adjusted. She was subsequently doing better.  She was discharged from the hospital and admitted to Wellbridge Rehabilitation Facility for rehabilitation.  At the present time, she denies any complaints of chest pain or shortness of breath.  She complains of pain in her back.  She does complain of joint pains.  She denies any complaints of any abdominal pain.  No nausea.  No vomiting.  Denies any diarrhea.  No fever or chills.  No other complaints.

PAST MEDICAL HISTORY:  Significant for COPD, chronic hypoxic respiratory failure on home oxygen, coronary artery disease status post PCI, chronic pain syndrome, chronic opioid dependence, history of sleep apnea obstructive, hypertension, hyperlipidemia, type II diabetes mellitus, history of CVA, history of rheumatoid arthritis, hypothyroidism, restless legs syndrome, degenerative joint disease, gastroesophageal reflux disease, history of MI, anxiety, history of fibromyalgia, and history of depressive disorder.

PAST SURGICAL HISTORY: Significant for tonsillectomy, appendectomy, hysterectomy, mastectomy for breast reduction, knee surgery, cervical spine surgery, cardiac catheterization, ulnar nerve transposition, carpal tunnel release, bladder surgery, and total knee arthroplasty.

SOCIAL HISTORY:  She has a 48-pack year smoking history.  She also does use alcohol.  No drugs.

ALLERGIES:  ADHESIVE TAPE, SILICONE, and PENICILLIN.
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.  She does have history of MI, history of coronary artery disease status post stent placement, history of hypertension, and hyperlipidemia.
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Respiratory:  She does complain of some shortness of breath and history of COPD.  She denies any pain with deep inspiration.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  She does have history of GERD.  Genitourinary:  No complaints.  Neurological: She does have history of CVA though she denies any focal weakness.  No history of seizures.  Musculoskeletal:  She does have history of rheumatoid arthritis and history of arthritis.  She complains of joint pain, history of back pain, and history of back surgery.  All other systems are reviewed and found to be negative.

PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in HER.  HEENT:  Normal.  Pupils were equal, round and reactive to light.  Extraocular movements were intact.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 were audible.  Lungs:  Clear to auscultation.  Diminished breath sounds at the bases.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Pulses were bilaterally symmetrical.  Neurological:  The patient is awake.  Moving all four extremities.  No focal deficit.

IMPRESSION:  (1).  COPD.  (2).  History of respiratory failure on oxygen.  (3).  History of fall.  (4).  CAD.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Chronic pain syndrome. (8).  Chronic back pain.  (9).  History of opioid dependence.  (10).  Type II diabetes mellitus.  (11).  History of anxiety.  (12).  History of depressive disorder.  (13).  DJD.  (14).  History of rheumatoid arthritis.  (15).  History of restless legs syndrome.

TREATMENT PLAN:  The patient is admitted to Wellbridge Rehabilitation Facility.  We will continue current medications.  We will consult PT/OT.  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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