HISTORY & PHYSICAL

PATIENT NAME: Salley, *__________*
DATE OF BIRTH: 12/31/1943
DATE OF SERVICE: 11/02/2023

PLACE OF SERVICE: Autumn Lake Arlington West Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 79-year-old female. She has been admitted to the subacute nursing home. She has a multiple medical problem with known history of hypertension, left thalamic stroke, left-sided weakness, history of PE, breast cancer, and schizophrenia. The patient has been followed up for continuation of care and she has been doing with therapy. She still feeling weak in the left arm and left leg but still significant improvement. Today when I saw the patient, no shortness of breath. No cough. No congestion. No nausea. No vomiting.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Seizure disorder.

3. Schizophrenia.

4. History of left thalamic stroke.

5. History of PE.

6. Left breast cancer.

7. Schizophrenia.

SOCIAL HISTORY: No smoking. No alcohol. No drugs abuse.

ALLERGIES: None known.

CURRENT MEDICATIONS: The patient is on nifedipine XL 90 mg p.o. daily, aspirin 81 mg daily, Eliquis 5 mg b.i.d., hydrochlorothiazide 12.5 mg daily, donepezil 10 mg daily for cognitive impairment, atorvastatin 20 mg daily, Protonix 40 mg daily, Abilify 30 mg daily for bipolar disorder, fluticasone 50 mcg inhalation two puffs daily, clonazepam 0.5 mg at bedtime for anxiety, mirtazapine 45 mg daily at bedtime, latanoprost 0.005% ophthalmic drop both eyes at bedtime, Keppra 750 mg b.i.d. for seizure, benztropine 1 mg daily along with benztropine 0.5 mg at bedtime, erythromycin ophthalmic ointment right eye every 12-hours, tramadol 50 mg q.12h p.r.n., Tylenol 650 mg q.6h, artificial tears ophthalmic solution two drops four times a day, gabapentin 300 mg t.i.d., Senna plus two tablets by mouth at bedtime, lidocaine patch 4% to left knee topically for knee pain, and Maalox 30 mL q.8h p.r.n. for stomach upset.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.
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GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Genitourinary: No hematuria.
Neuro: No syncope.

Endocrine: No polyuria or polydipsia. No heat or cold intolerance.

Neuro: She has left-sided weakness, left arm, and left leg.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert and cooperative.

Vital Signs: Blood pressure is 148/84, pulse 78, temperature 97.6, respiration 20, and pulse ox 98%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Trace leg edema. There is no calf tenderness.

Neuro: She is awake, alert, and cooperative. She has left arm weakness, left leg weakness, right side she has good movement, 5/5 right arm, 5/5 right leg, left arm power is 2/5, and left leg power is 3/5.

LABS: Recent lab I have reviewed WBC 8.0, hemoglobin 11.1, hematocrit 37, platelet count 206, AST 15, ALT 14, BUN 13, creatinine 1.0, glucose 79, potassium 3.9, sodium 143, and TSH 4.26.

ASSESSMENT: The patient has been admitted to the subacute nursing rehab. The patient has multiple medical problems:
1. CVA with left-sided weakness.

2. History of pulmonary embolism.

3. History of left breast cancer.

4. Schizophrenia.

5. Seizure disorder.

6. Hypertension.

7. History of hyperlipidemia.

8. History of anemia.

9. Ambulatory dysfunction.
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PLAN: We will continue all her current medications. Followup lab electrolytes. Care plan was discussed with the patient and the nursing staff.

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

