READMISSION HISTORY AND PHYSICAL
PATIENT NAME: Veney, Irvan

DATE OF BIRTH: 10/31/1957
DATE OF SERVICE: 08/13/2023

PLACE OF SERVICE: Future Care Sandtown Nursing Home

HISTOR OF PRESENT ILLNESS: This is a 65-year-old gentleman well known to me from the facility. The patient has a known CVA with previous left-sided weakness, ambulatory dysfunction from previous stroke. The patient was notably lethargic, change in mental status. He was sent out by EMS. The patient was taken to St. Agnes Hospital because of change of mental status. His speech was slurred. The patient was also confused. The patient was evaluated in the emergency room and subsequently admitted to the medical floor with altered mental status. CT scan of the head was done that showed some subacute/chronic infarct, UA suggestive of UTI. The patient was seen by the neurologist. The patient was seen by speech pathologist. They recommend soft diet. The patient was tolerating. UTI was treated with ceftriaxone.. E-coli grew in the culture that was sensitive. Blood culture negative and subsequently the patient switched to p.o. Keflex. Blood pressure was stabilized and subsequently the patient was sent back to the Future Care Sandtown today.
When I saw the patient today he is awake, alert and oriented x 3. No shortness of breath. No cough. No congestion. No nausea. No vomiting.

PAST MEDICAL HISTORY: 

1. CVA with left sided weakness.

2. Hypertension.

3. Hyperlipidemia.

4. Dysarthria secondary to CVA.

5. History of gastric ulcer.

6. History of GERD

7. Ambulatory dysfunction due to stroke.

MEDICATIONS: Upon discharge

1. Cephalexin 500 mg p.o four times a day to complete three more days.

2. Tylenol 650 mg q.6h p.r.n.

3. Maalox 30 mL q.6h p.r.n.

4. Amlodipine 10 mg daily.

5. Atorvastatin 80 mg daily.

6. Baclofen 10 mg three times a day.

7. Pepcid 20 mg daily.

8. Fluticasone nasal spray daily.

9. Guaifenesin 600 mg b.i.d for five days only then stop.

Veney, Irvan

Page 2

10. Metoprolol succinate 50 mg daily.

11. They have recommended Zofran 4 mg q.6h, but at this point it is not needed. So I will not renew this.

12. MiraLax 17 g daily.

13. Senokot two tablets b.i.d.

SOCIAL HISTORY: No smoking. No alcohol. No drug abuse. Currently, he is at nursing home.

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough. No congestion.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

GU: No hematuria.

Neuro: Left-sided weakness. He is awake, alert and cooperative.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding.

PHYSICAL EXAMINATION:
General: The patient is awake, alert and oriented x 3. He has had dysarthria due to stroke, but he is able to comprehend and answer the questions appropriately.

Vital Signs: Stable.

HEENT: Atraumatic and normocephalic. Eye: Anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: No edema. There is no calf tenderness.

Neurologic: He is awake, alert, and oriented x 3. Left sided weakness.

ASSESSMENT: 

1. Change in mental status.

2. Combination of UTI versus small subacute versus chronic infarct as identified on CT scan per St. Agnes report.

3. UTI treated with antibiotic in the hospital.

4. Hypertension.

5. Previous CVA with left-sided weakness.

6. Dysarthria.

Veney, Irvan

Page 3

PLAN OF CARE: We will continue all his current medications.

CODE STATUS: I have discussed with the patient. The patient is alert and oriented x 3. He is capable of making his own decision and the patient wants to be full code. We will also do CBC and CMP tomorrow. Care plan discussed with nursing staff.

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