HISTORY & PHYSICAL

PATIENT NAME: Jendrasak, John

DATE OF BIRTH: 12/02/1947
DATE OF SERVICE: 09/27/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 75-year-old gentleman. He was admitted to John Hopkins Hospital Bayview Medical Center. The patient has known history of left neck squamous cell carcinoma status post chemoradiation also left rotator cuff injury and recent hernia repair in August 2023. He came to the hospital with the new left facial droop, left-sided weakness, and left hemi-neglect. The patient was evaluated, PPA was out of the window. MRI shows right MCA territory infarct and right greater than the left watershed cortical infarct bilaterally. CTA was done and that showed ICA occlusion and multiple synoptic area. Neuro surgery consulted. The patient underwent cannulation of the right ACA and cerebral hyperintensity noted in the post procedure stent. He has been admitted to NCCU and right carotid artery stenting done in August 19. The patient was intubated and subsequently taken off the intubation. UTI treated and C. diff treated. He has dysphagia required PEG placement. He was evaluated by PT/OT recommended for subacute rehab. The patient was medically stabilized and subsequently transferred to John Hopkins Bayview Rehab Unit for comprehensive inpatient rehab program. The patient was managed and subsequently transferred to Franklin Woods Genesis Nursing Rehab. When I came to see the patient today, the patient is lying in the bed, alert, and oriented x3. His wife is at the bedside. No shortness of breath. No cough. No congestion. Wife has concern that his left knee hurting has required multiple knee injection in the past. He is also weak on the left side that she was addressed by me along with the nurse in the room. Otherwise, the patient has no headache. No dizziness. No cough. No congestion. No fever. No chills.

PAST MEDICAL HISTORY:

1. DVT left lower extremity.

2. Left neck squamous cell carcinoma status post chemoradiation.

3. History of C. diff colitis.

4. History of lymphoma as per summary note.

5. Aspiration pneumonitis.

6. Chronic cough.

ALLERGIES: None known.

SOCIAL HISTORY: Married and lives with the wife. No drug abuse.
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CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg via G-tube three times a day, acetylcysteine 20% solution nebulizer every 12-hours, Apixaban 5 mg b.i.d., aspirin 81 mg daily, Lipitor 80 mg q.p.m., Guanfacine syrup four hours p.r.n., diclofenac gel four times a day for local pain killing, diphenhydramine 12.5 mg/6 mg and 12.5 mg at night, vitamin D 8000 units daily, folic acid 1 mg daily, Prevacid 15 mg daily, melatonin 3 mg daily, nystatin topical twice a day, tramadol 25 mg every four hours p.r.n., G-tube feeding as per hospital recommendation and dietitian to followup.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: Left knee chronic pain and has knee injection in the past steroid.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding.

Musculoskeletal: Pain and aches.
Genitourinary: No hematuria.

Neuro: Left-sided weakness, left arm, and left leg is weak.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and oriented x3.

Vital Signs: Blood pressure is 139/86, pulse 84, temperature 98.7, respiration 18, and pulse ox 97%.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive. G-tube in place and working.

Extremities: No leg edema. Left knee no redness. No evidence of cellulitis. No calf tenderness.

Neuro: He is awake, alert, and oriented x3. Motor power right side 5/5, left arm, and left leg weakness. Left arm power is 2/5 and left leg is 2/5.

LABS: Lab done in the rehab sodium 138, potassium 4.1, chloride 100, CO2 30, glucose 115, BUN 16, creatinine 0.5, WBC count 5.5, hemoglobin 10.9, and hematocrit 35.7.

ASSESSMENT:

1. The patient has been admitted with acute CVA and left-sided weakness.

2. DVT left lower extremity.

3. C. diff colitis treated in the hospital.
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4. Dysphagia status post PEG placement.

5. Chronic left knee pain and swelling.

6. Aspiration pneumonia treated.

7. History of chronic cough.

8. Ambulatory dysfunction due to multiple bowel problems.

9. History of left neck squamous cell carcinoma status post chemoradiation.

10. History of rotator cuff injury.

11. History of hernia repair.

PLAN: Continue all his current medications. Care plan discussed with the patient wife. She is also requesting orthopedic consultation for the left knee for possible steroid injection and I have answered all her questions. I explained the risk and side effects from the steroid and she wants the orthopedic evaluation. I have discussed with the nursing staff, we will get orthopedic consultation for the left knee chronic pain.

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

