YORK, DAVID

DOB: 03/09/1969qaaaaa

DOV: 06/08/2023

HISTORY: This is a 54-year-old gentleman here for routine followup.

The patient has a history of chronic pain including muscle spasm, post cerebrovascular accident, depression and anxiety, hypertension, migraine, constipation, insomnia, diabetes, and GERD. He is here for followup for these conditions and medication refill. He states since he was last seen here he has had a stroke, which required prolonged hospitalization and proceeded by rehabilitation for prolonged period. He states he since has been able to ambulate better with severe weakness on his left side. He states his speech is improved, but routinely he had severe headaches for which he takes multiple medications includes Lyrica, Fioricet, and over-the counter Tylenol. He states today he does not have the headache. He has no complaints today.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, changes in his diagnosis with cerebrovascular accident with left sided weakness of upper and lower extremities.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:
GENERAL: He is alert and oriented, in no distress.

VITAL SIGNS:

O2 saturation 94%at room air.
Blood pressure 136/99.

Pulse 66.

Respirations 18.

HEENT: Normal.
NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with grade II murmurs on the right upper sternal border.
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ABDOMEN: Distended secondary to mild obesity. No rebound. No guarding. Normal bowel sounds.

EXTREMITIES: Full range of motion of upper and lower extremities on the right. Extremities on the left have reduced range of motion with muscle wasting. Strength is 2/5 of upper and lower extremities.

NEUROLOGIC: Alert and oriented x3. The patient cannot tolerate a tandem walk. He cannot tolerate a Romberg test. Mood and affect are normal.

ASSESSMENT:
1. Hypertension.

2. Cardiovascular accident.

3. Post CVA anxiety.

4. Post CVA depression.

5. Chronic depression.

6. Left-sided weakness.

7. Hypertension.

8. Migraine.

PLAN: His medications were refilled as follows alprazolam 1 mg one p.o q.h.s for 30 days #30, Lyrica 100 mg one p.o t.i.d for 30days #90, BuSpar 10 mg one p.o t.i.d for 30 days #90, methocarbamol 500 mg one p.o t.i.d p.r.n. for muscle spasm #120, tramadol HCl 50 mg one p.o b.i.d for 30 days #60, Senokot one p.o every other day #90, Fioricet/butalbital/APAP/caffeine 50/300/40 mg he will take one p.o. q.i.d for 90 days. He is advised not to exceed six capsules in 24 hours the patient states he understands and he was given 360, and propranolol 20 mg one p.o daily for 90 days #90. Labs were drawn today. Labs include CBC, CMP, lipid profile, A1c, thyroid, TSH, T3, T4, vitamin D, PSA and testosterone.

He was given the opportunity to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.
Philip S. Semple, PA

