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DOV:  01/23/13

The patient was hospitalized at Palm West Hospital from 01/18/2013 to 01/20/2013.  He had a right middle lobe and lower lobe pneumonitis after being treated as an outpatient in walk-in clinic. No evidence of acute CHF was noted. He was placed on IV antibiotics and supplemental O2.  He was discharged on Avalox 400 mg daily for seven days. He has several days worth of antibiotics.  He is feeling weak and headache. No nausea and vomiting and no diarrhea.

PAST MEDICAL HISTORY: Chronic atrial fibrillation, sick sinus syndrome, pacemaker AICD, cardiomyopathy, CHF, chronic kidney disease, type 2 diabetes mellitus, myelodysplastic syndrome and chronic anemia

SOCIAL HISTORY: Negative for alcohol or tobacco.

REVIEW OF SYSTEMS: Fatigue, some headache, dizziness, and nausea.  No sweats, diarrhea, vomiting, chest pain, shortness of breath.  His right hemithorax infiltrate is improving. Had chest x-ray at discharge. His INR on discharge was 1.8.

PHYSICAL EXAMINATION
Vital Signs:  WT:  194 lbs.  BP: 110/72.  He is afebrile. HT: 68”

HEENT: Anicteric.

Neck:  Supple. No bruits.  Trachea midline.  No thyromegaly.

Heart:  Regular rhythm.  No murmurs, clicks, gallops or rubs.

Lungs:  Clear.

Abdomen:  Soft, nontender and no mass.

Extremities: No edema.

IMPRESSION:
1. Right lobar pneumonitis, resolving.

2. Congestive heart failure.

3. Cardiomegaly.

4. Atrial fibrillation.

5. Pernicious anemia.

RECOMMENDATIONS:  B12 1 cc IM and complete antibiotic therapy, proTime and INR in a week due to Avalox.  We will see the patient again in one month in the office and clinically stable this time.
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