HISTORY & PHYSICAL

PATIENT NAME: Smith, Larry

DATE OF BIRTH: 07/28/1956
DATE OF SERVICE: 10/27/2023

PLACE OF SERVICE: FutureCare Sandtown

HISTORY OF PRESENT ILLNESS: The patient is seen today readmission history and physical done. The patient was at the nursing rehab. He was sent by 911 to the St. Agnes Hospital because of vomiting blood. The patient has multiple medical problems. He is a poor historian. He had previous stroke, hypertension, diabetes, left side weakness from the CVS and dementia. The patient also has a history of seizure disorder. While in the hospital they did CT abdomen, pelvis, and CT chest. CT chest no PE but has pneumonia. CT abdomen did not show any acute pathology. He was monitored hemoglobin remained stable. The patient was treated for pneumonia for IV antibiotic. Hematemesis resolved. He does have ongoing process of a stroke and left-sided weakness. Diabetes was monitored. Fingerstick, hypertension, and hyperlipidemia was monitored for seizure activity. He has Doppler study with no evidence of thrombosis. After stabilization, PT/OT done. The patient sent to the FutureCare back again. Today, when I saw the patient, he is lying on the bed. He is a very poor historian. No nausea. No vomiting. No cough. No fever. No congestion.

PAST MEDICAL HISTORY:

1. Hyperlipidemia.

2. History of CKD.
CURRENT MEDICATIONS: Upon discharge from the hospital, aspirin 81 mg daily, Lipitor 40 mg daily, vitamin D supplement daily, vitamin B12 1000 mcg daily, Trulicity 0.75 mg subcutaneous every seven days, gabapentin 300 mg b.i.d., heparin 5000 units subcutaneus t.i.d., glargine insulin 50 units in the evening, nifedipine XL 60 mg daily, and Risperdal 1 mg b.i.d.

SOCIAL HISTORY: Nursing home resident. No alcohol. No drugs.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea 

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope. He has left-sided weakness.
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PHYSICAL EXAMINATION:

General: The patient is awake and alert.

Vital Signs: Blood pressure is 124/88, pulse 78, temperature 97.9, respiration 18, and pulse ox 96%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

Neuro: He is awake, forgetful, disoriented, confused, and memory impairment.

LABS: Lab done on this patient today WBC 5.7, hemoglobin 12.4, hematocrit 39, sodium 141, potassium 3.6, chloride 101, CO2 21, glucose 91, creatinine 1.2, and BUN 20.

ASSESSMENT:

1. The patient was admitted with episode of hematemesis unknown cause and no active GI bleeding noted.

2. Pneumonia.

3. Hypertension.

4. Dementia.

5. Previous CVA with left-sided weakness.

6. Seizure disorder.

7. History of diabetes mellitus.

PLAN: We will continue all his current medications. He will be maintained on his current medications. We will monitor him closely with aggressive PT/OT. Followup lab electrolytes. Care plan discussed with nursing staff.

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

