PATIENT NAME:  Paul Ruzicka
DOS: 01/28/2026

DOB: 02/05/1938
HISTORY OF PRESENT ILLNESS:  Mr. Ruzicka is a very pleasant 87-year-old male with history of hypertension, hyperlipidemia, obstructive sleep apnea not on BiPAP, history of chronic kidney disease, history of congestive heart failure with preserved ejection fraction, atrial fibrillation, history of peripheral neuropathy, gout, benign prostatic hypertrophy, and Gilbert syndrome.  He was admitted to the hospital after he had fallen.  He states he has had several falls.  He is on blood thinner.  He was reaching for his refrigerator from his wheelchair when he fell hit his head.  No loss of consciousness.  Denies any chest pain.  Denies being dizzy or lightheaded.  No shortness of breath.  No palpitations.  No upper respiratory symptoms.  He was brought to the emergency room.  He was seen in the ER, oxygenation was 98%, blood pressure was low, and hemoglobin was stable.  His sodium level was slightly low.  He was seen by trauma and orthopedic surgery with no plans for intervention.  He had CAT scan done which did reveal multiple rib fractures, thoracic spine fracture, and pubic rami fracture.  Neurosurgery also saw the patient with no immediate plan for surgery.  Recommendations were to do neuro check, admit to hospital, and blood thinners were being held.  Physical and occupational therapies were consulted.  His weightbearing as tolerated with walker at all times and assistance.  Acapella device was recommended as well as incentive spirometry.  He was restarted on his home dose of torsemide and spironolactone.  Kidney function being monitored.  The patient was also started on his warfarin.  Continue on Lyrica.  He was found to have a thyroid nodule for which outpatient followup was recommended.  The patient was subsequently discharge from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, he states that he is feeling weak but otherwise denies any headaches.  Denies any chest pain or shortness of breath.  Denies any palpitations.  Denies any complaints of nausea or vomiting.  Denies any diarrhea.  No other complaints.

PAST MEDICAL HISTORY:  Significant for atrial fibrillation, congestive heart failure with preserved ejection fraction, history of recurrent falls, history of Barrett’s esophagus, gastroesophageal reflux disease, hypertension, hyperlipidemia, chronic kidney disease, sleep apnea, benign prostatic hypertrophy, history of gout, peripheral neuropathy, and history of recurrent falls.

PAST SURGICAL HISTORY: Significant for tonsillectomy, adenoidectomy, sinus surgery, total knee arthroplasty, partial hip surgery, and appendectomy.

SOCIAL HISTORY:  Smoking none.  Alcohol none.

ALLERGIES:  HYDROXYZINE.

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.  He does have history of congestive heart failure with preserved ejection fraction, history of atrial fibrillation, and hypertension.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  Complaints of chest wall pain with recent slight subacute rib fracture.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea, history of Gilbert syndrome, history of Pneumobilia, however, GI has been following, history of gastroesophageal reflux disease.  Genitourinary:  History of BPH and history of chronic kidney disease otherwise stable.  Musculoskeletal:  Complains of joint pain, history of recurrent falls, and degenerative joint disease.  Neurological: Denies any history of TIA, CVA, or history of recurrent falls. All other systems are reviewed and found to be negative.
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PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Pupils are 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.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Minimal edema in both lower extremities.  Neurologic:  The patient is awake and alert.  Moving all four extremities.  No focal deficits.

IMPRESSION:  (1).  Recurrent falls.  (2).  Generalized weakness.  (3).  Multiple risk fractures.  (4).  Left pubic rami fracture.  (5).  Acute transverse plane fracture of the T11 vertebral body.  (6).  Hypertension.  (7).  Hyperlipidemia. (8).  Congestive heart failure with preserved ejection fracture.  (9).  Chronic kidney disease with stage IIIA. (10).  Atrial fibrillation. (11).  Peripheral neuropathy. (12).  GERD. (13).  DJD. (14).  Sleep apnea. (15).  BPH.

TREATMENT PLAN:  The patient is admitted to Wellbridge Rehabilitation facility.  We will continue current medications.  We will consult physical and occupational therapy.  We will monitor his PT/INR.  We will monitor his progress.  We will follow up on his workup.  He was encouraged to eat better, drink enough fluids, and work with physical and occupational therapy. If he has any other symptoms or complaints, he will let the nurses know or call the office.
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