READMISSION HISTORY & PHYSICAL

PATIENT NAME: Johnson, Gilbert

DATE OF BIRTH: 02/27/1954
DATE OF SERVICE: 09/03/2023

PLACE OF SERVICE: 
HISTORY OF PRESENT ILLNESS: This is a 69-year-old male. He was transferred to the hospital. He was in the rehab. He was noted to have a change in his conditions at the facility. He has vomited and patient was sent to the hospital. The patient was evaluated in the emergency room. The patient has multiple medical problems with significant stroke, dysphagia, dysarthria, CKD, diabetes, and multiple swallowing evaluations. He has past evaluation and he has been tolerating slowly diet but he was evaluated in the hospital he was found to have pneumonia left lower lung. He was given antibiotic. Initially, they thought he has pneumonia and then they stopped antibiotic. There is no need for antibiotic. So no antibiotic left lower lobe infiltrate they decided to hold off. He was evaluated because of coffee ground emesis. He has a known history of diabetes, dysphagia, hyperlipidemia, hypertension, CVA, hypothyroidism, CKD, and stroke. The patient was managed in the hospital they said CT of the head because of suspicion for the stroke because of change in mental status. CT shows right gangliocapsular right frontotemporal and left cerebellar infarct seem to be chronic. No CT evidence of acute stroke was identified. They did MRI and possible suspected stroke because of some weakness in the right lower extremity was thought to be new. No acute intracranial acute stroke noted but chronic right frontal, right insular region infarct, right basal ganglia infarct, right anterior temporal region, cerebellar infarct noted, and chronic lacunar infarct noted in the right cerebellum. The patient was noted to have urinary tract infection. He was given antibiotics. He received Unasyn. He completed the course of vancomycin for MRSA in the urine. He was admitted for suspected TIA, vomiting, and coffee ground material but no evidence of obstruction. He underwent EGD and normal esophagus. EGD did show any ulcer esophagus and stomach. He was treated for TIA, possible arrhythmia, and left intertrochanteric old fracture noted was healed, orthopedic saw the patient they recommended pureed diet. After stabilization, the patient was sent back to the subacute rehab with diagnosis of MRSA, UTI, and TIA. Today when I saw the patient, no nausea. No vomiting. No headache. No dizziness. No fever. No chills.

SOCAL HISTORY: Nursing home resident.
CURRENT MEDICATIONS: Upon discharge, Bactrim DS one tablet b.i.d. for five days, Flomax 0.4 mg daily, aspirin 81 mg daily, Lipitor 40 mg daily, baclofen 10 mg b.i.d., calcium supplement daily, vitamin D3 50,000 units weekly, hydralazine 50 mg four times a day.
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Lantus 4 units at night, lispro three times a day, 8 units at breakfast, lunch, and 5 units at the dinner, NPH insulin dose need to be verified – they wrote NPH insulin but there was no dose identified; we have to verify from the hospital, Keppra 500 mg b.i.d., levothyroxine 112 mcg daily, metoprolol 37.5 mg twice a day, mirtazapine 7.5 mg daily, multivitamin daily, Tylenol 650 mg q.6h. p.r.n., Senokot for constipation p.r.n., saline nasal spray, and Victoza 1.8 mg subcutaneous weekly.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, lying on the bed, and in no acute distress.

Vital Signs: Stable.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

Neuro: He is awake. He has expressive aphasia, lying on the bed and in no acute distress.

ASSESSMENT:

1. The patient was readmitted to the facility with TIA.

2. Recent UTI.

3. Significant previous stroke with ambulatory dysfunction and left-sided hemiplegia.

4. Diabetes mellitus.

5. CKD.

6. History of hypertension.

7. Hypothyroidism.

8. CKD.

PLAN: We will continue all the current medications. Monitor blood pressure. Follow labs, CBC, and CMP. Care plan discussed with the nursing staff.

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

