HISTORY & PHYSICAL

PATIENT NAME: Ashford, Melanie

DATE OF BIRTH: 12/25/1972
DATE OF SERVICE: 10/20/2023

PLACE OF SERVICE: FutureCare Charles Village

The patient is seen today complete history physical done.
HISTORY OF PRESENT ILLNESS: This is a 50-year-old female with history of hypertension, hyperlipidemia, previous stroke in 2021 with no residual speech impairment since childhood, and obstructive sleep apnea on CPAP. The patient presented to Good Samaritan Hospital with left-sided numbness and weakness on the left side. CT head was done without acute abnormality. CTA head and neck reviewed chronic occlusion of L1 segment bilateral middle cerebral artery, both cerebral hemisphere, and complete Circle of Willis with fetal origin of the left posterior cerebral artery. MRI brain shows multiple foci of acute infarct involving right MCA territory. The patient also complaining of right shoulder numbness feeling but the repeat MRI showed no other finding. They started patient on aspirin and Plavix for 90 day advised and subsequently atorvastatin also continued. The patient also has bradycardia that seems to be chronic in nature. She has episode of chest pain that resolved. Hypertension was monitored and blood pressure closely. After stabilization, PT/OT done and patient was sent to subacute rehab. The patient was consulted by neurology while in the hospital. Today, when I saw the patient, she still has a weakness in the left arm and left leg. She had speech impairment but no shortness of breath. No headache. No dizziness. No fever. No chills.

PAST MEDICAL HISTORY:

1. Old CVA in 2021 with recovery.

2. Diabetes.

3. Hyperlipidemia.

4. Hypertension.

5. Speech impairment since childhood. She also has a sleep apnea on CPAP.

6. History of bradycardia.

ALLERGIES: AMOXICILLIN, PENICILLIN, and TOMATO.
CURRENT MEDICATIONS: Upon discharge, aspirin 81 mg daily, atorvastatin 80 mg q.p.m., Plavix 75 mg daily, metformin 500 mg b.i.d., and topiramate 100 mg twice a day.

SOCIAL HISTORY: No smoking. No alcohol. No drug abuse. She worked at FutureCare Housekeeping Staff.
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REVIEW OF SYSTEMS:

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

Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope. She has left-sided weakness, left arm, and left leg.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 129/78, pulse 72, temperature 98.3, respiration 18, pulse ox 96%, blood sugar 168, and body weight 242 pounds.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat is clear.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing. 

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

Neuro: She is awake, alert, and oriented x3. Motor power right arm and right leg is 5/5, left arm power is 1-2/5, and left leg is 1/5

ASSESSMENT:

1. The patient was admitted with acute CVA and right MCA territory.

2. Left-sided weakness due to acute stroke.

3. Hypertension.

4. Diabetes mellitus.

5. Episode of chest pain that has resolved while in the hospital.

6. History of bradycardia.

7. History of hyperlipidemia.

8. History of obstructive sleep apnea.

PLAN: We will continue all her current medications. PT/OT and speech therapy followup. Care plan was discussed with the patient and the nursing staff. The patient also given CPAP as she was taking at home the same setting.

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

