GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Robin Ripenbark

Mrn:

PLACE: Mission Point of Flint

Date: 02/12/23

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Ms. Ripenbark is a 53-year-old male who is here following hospitalization for aspiration pneumonia.

HISTORY OF PRESENT ILLNESS: He had recent stroke resulting in right side weakness and aphasia and he also had dysphagia. He was on tube feeding, but he decided to try eating eggs at home and he choked and thus was brought to the ER. There was no family that was witnessing this and he did have expressive aphasia. Most information is obtained from the records, but he could give some answers in yes and no fashion when asked. His speech was poor and is slurred and aphasic. He comes here on tube feeding. He was discharged from the subacute rehab unit in January 2023 and completed course of therapy from stroke and discharged home. He attempted to eat eggs at home and was brought to ER. Chest x-ray showed a new left lower lobe infiltrate. He was alert and awake and still is awake and alert.  He is able to now shake his head and answer questions and sometimes give a word in a grunting fashion. He denies any headaches, shortness of breath, dyspnea, or dizziness. He is here for further rehab speech therapy and for watching him on tube feeding. I believe there is hope that he go home at some point.

PAST MEDICAL HISTORY: Positive for stroke, seizure disorder, HIV, closed head injury, hypertension, and carotid stenosis. He has had endoscopy and G-tube placement in the past.

SOCIAL HISTORY: He is a former smoker. No alcohol excess or illicit drug use.

FAMILY HISTORY: He answered negatively when asked about stroke, heart disease or diabetes in the family. He could not really tell me what his father died of and could not really verbalize any specific information otherwise.

MEDICATIONS: Brivaracetam 50 mg via G-tube twice a day, omeprazole 20 mg daily, aspirin 81 m daily, Zyrtec 10 mg at bedtime, Tylenol 650 mg every six hours as needed for pain, Xanax 0.5 mg q.8h. if needed for anxiety, Brilinta 90 mg twice a day, oxybutynin 5 mg twice a day, Singulair 10 mg daily, atorvastatin 80 mg nightly, trazodone 100 mg nightly, mirtazapine 15 mg nightly, melatonin 10 mg at bedtime, Keppra 250 mg twice a day, Tamiflu 75 mg twice a day for five days, nystatin 5 mL four times a day swish and spit, Dulcolax 5 mg every 24 hours if needed for constipation.

ALLERGIES: CODEINE, DEMEROL, FLAGYL, NOVOCAINE versus ZANTAC.
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Review of systems:
Constitutional: He does not feel feverish or have chills.

HEENT: Eye – Denies visual problems. ENT – He showed no sign of hearing problems or sore throat.

RESPIRATORY: No dyspnea or cough.

CARDIOVASCULAR: No chest pain, dizziness, or palpitations.

GI: No abdominal pain, vomiting, or bleeding.

GU: No dysuria could be elicited. He is continent of urine.

MUSCULOSKELETAL: He has got increased tone on the right side and contracture of the right hand. No acute joint inflammation or effusion. No cyanosis or clubbing.

SKIN: Denies rash or itch.

ENDOCRINE: No known diabetes. No polyuria or polydipsia could be elicited. He is on tube feeding now strictly.

Review of systems otherwise negative.

PHYSIcal examination:

General: She is not acutely distressed or ill appearing, but is debilitated.
VITAL SIGNS: Blood pressure 100/58, temperature 97.1, pulse 62, respiratory rate 17, and O2 saturation 95%.

HEAD & NECK: Eyelids and conjunctivae are normal. Extraocular movements are intact. Ears normal on inspection. Hearing was adequate. Neck is supple. No mass. No nodes. No thyromegaly.

CHEST/LUNGS & BREASTS: Clear to percussion and auscultation without labored breathing. No accessory muscle use for breathing.

CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur. No edema. Pedal pulses palpable.
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ABDOMEN: Soft and nontender. No palpable organomegaly. He has a G-tube.

NEUROLOGIC: He is aphasic. He seems to be able to follow commands. His right hand is contracted. He is weaker in his right upper and lower extremity compared to left. Plantars are downgoing bilaterally.

MUSCULOSKELETAL: No joint inflammation or effusion. No cyanosis. There is absent toe on the right foot.

SKIN: Intact, warm, and dry without rash or major lesions. Sensation is grossly intact.

ASSESSMENT AND plan:
1. He has had pneumonia possibly aspiration from choking. He has completed therapy for this.

2. He has stroke with dysphagia and aphasia and right side weakness. He is here for OT and PT. 

3. He is on aspirin 81 mg daily and Brilinta 90 mg twice a day.

4. He has hypertension stable with lisinopril 5 mg daily.

5. He has dysphagia and is on tube feeding.

6. He has history of seizures and continues on Keppra 250 mg twice a day plus brivaracetam 50 mg twice a day. The later is also for mood disorder.

7. He is on atorvastatin for lipids due to the stroke.

8. He is on Tamiflu for influenza until complete. He is on trazodone 100 mg nightly for sleep. He is on Xanax for anxiety. I will continue the current overall management.

Randolph Schumacher, M.D.
Dictated by:

Dd: 02/12/23
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Transcribed by: www.aaamt.com
