HISTORY & PHYSICAL

PATIENT NAME: Robert Saunders

DATE OF BIRTH: 03/08/1954
DATE OF SERVICE: 04/14/2023

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 69-year-old male with history of HIV disease, alcohol abuse, cocaine abuse, heart failure with reduced ejection fraction. He also has provoked DVT and PE. He was hospitalized in Harbor Hospital from 04/01/23 till 04/12/23. He came to emergency room from rehab facility due to witnessed a seizure x2. He presented on postictal state. He was given Keppra 1000 mg, Ativan 1 mg IV. Neurology consulted. The patient was also noted to have elevated creatinine mild and the record noted to have multiple admissions with seizure in the last year 2022. The patient also has an old left frontotemporal cerebellar infarction in the brain due to electrolyte. EEG show focal slowing of the left hemisphere with intermittent left posterior quadrant sharp waves and neurology recommended to continue Keppra and Vimpat. EKG showed sinus rhythm with left axis deviation. CT of the head showed left frontal and temporal cerebellar infarction, brain atrophy, and small vessel ischemic disease. The patient was also in a lower extremity DVT. He was started on anticoagulation Apixaban initial loading doses on the 5 mg b.i.d to complete six-month course was advised. PT and OT was done and they recommended subacute rehab. While in the hospital, the patient was also noted to have AKI and urine positive for klebsiella. Chest x-ray with left side infiltrate, ID consulted and he was given IV antibiotics and significantly improved. Urology consulted because he had a hematuria. CT urogram and cystoscopy outpatient advised by the urologist. Urine toxicology positive for benzo. He has a substance abuse. Ejection fraction and echo done in the hospital was 45-50% and at home he was taking Entresto, Lasix, metoprolol because of history of heart failure. The patient was monitored closely. After stabilization PT and OT was done. They recommended subacute rehab. When I saw the patient today he denies any headache, wheezing, chest pain, nausea or vomiting. No fever. No chills. He is awake, alert and lying on the bed. Nurse in the room at the bedside.

PAST MEDICAL HISTORY:

1. HIV disease.

2. Alcohol abuse.

3. Opiate and cocaine abuse.

4. CHF.

5. Benign prostatic hypertrophy.

6. DVT/PE.

7. Seizure disorder.

8. DVT/PE was recently diagnosed in the hospital.

9. Seizure disorder history.

10. History of asthma.

Robert Saunders
Page 2

CURRENT MEDICATIONS: Home medication included 

Keppra 1000 mg b.i.d.

He was also on gabapentin previously and Vimpat.

MEDICATION: Upon discharge:

1. Fluticasone salmeterol 250/50 mcg one puff b.i.d.

2. Lacosamide 200 mg twice a day.

3. Cefdinir 300 mg p.o b.i.d to continue until 04/14/23.

4. Flomax 0.4 mg two capsules daily.

5. Biktarvy 50/200/25 mg one tablet daily.

6. Apixaban 5 mg two tablets b.i.d till 04/19/22 and after that 5 mg b.i.d to complete six months course.

7. Albuterol inhaler two puffs q.6h p.r.n.

8. Keppra 750 mg two tablets b.i.d.

9. Sacubitril/valsartan one tablet b.i.d.

10. Multivitamin daily.

11. Thiamine 100 mg daily.

12. Folic acid 1 mg daily.

13. Gabapentin 100 mg two capsules three times a day.

14. MiraLax 17 g daily.

15. Omeprazole 20 mg daily.

SOCIAL HISTORY: History of substance abuse, and history of alcohol abuse.

ALLERGIES: Not known.

FAMILY HISTORY: He could not tell. 

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion.

Pulmonary: No cough. 

Cardiac: No chest pain.

GI: No nausea, vomiting, or diarrhea.

Musculoskeletal: No pain.

Neuro: No syncope.

PHYSICAL EXAMINATION:
General: The patient is awake, alert lying in bed in no distress.

Vital Signs: Stable.

Lungs: The patient is breathing comfortable with no respiratory distress.

Neuro: He is awake, alert, and cooperative.
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ASSESSMENT/PLAN:
1. The patient is admitted with deconditioning with recent hospitalization.

2. Seizure disorder

3. COPD.

4. HIV disease.

5. CHF.

6. Hypertension.

7. DVT left lower extremity.

8. Alcohol abuse.

PLAN OF CARE: We will continue all his current medications. PT and OT for deconditioning. Follow up lab and electrolytes. Discussed with the nursing staff.

Liaqat Ali, M.D., P.A.
