HISTORY & PHYSICAL

PATIENT NAME: Harris, Margaret

DATE OF BIRTH: 12/29/1953
DATE OF SERVICE: 11/02/2023

PLACE OF SERVICE: Autumn Lake Nursing Rehab at Arlington West

The patient is seen today it is the first visit.
HISTORY OF PRESENT ILLNESS: This is a 59-year-old female. She has been admitted to the subacute rehab. The patient has multiple medical problems with known history of CVA with expressive aphasia, right-sided residual weakness, hypertension, diabetes mellitus, depression, history of seizure at St. Agnes Hospital, bilateral leg edema, and ambulatory dysfunction. Today, when I saw the patient, she denies any headache, dizziness, nausea, or vomiting. No cough. No congestion. She is complaining of difficulty ambulation. She is complaining of weakness.

PAST MEDICAL HISTORY:

1. CVA.

2. Expressive aphasia.

3. Right-sided residual weakness.

4. Hypertension.

5. Diabetes.

6. Chronic bilateral leg edema.

7. Diabetes mellitus.

8. History of seizure.

ALLERGIES: None known.

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

FAMILY HISTORY: Positive for diabetes and coronary artery disease.

CURRENT MEDICATIONS: Losartan 50 mg daily, amlodipine 10 mg daily, aspirin 81 mg daily, Keppra 500 mg daily, Coreg 6.25 mg b.i.d., atorvastatin 80 mg daily, torsemide 5 mg one time daily for chronic leg edema, Zoloft 50 mg daily, Senokot 8.6 mg two tablets b.i.d., MiraLax 17 g daily, glyburide 5 mg daily, NovoLog sliding scale coverage, zinc oxide topical for skin maintenance, and Plavix 75 mg daily.
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: Chronic leg edema.

Genitourinary: No hematuria.
Neuro: Generalized weakness and ambulatory dysfunction.

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert. She has expressive aphagia.

Vital Signs: Blood pressure is 120/74, pulse 74, temperature 97.2, respiration 20, pulse ox 97%, and body weight 302 pounds.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi in the lower lungs. No wheezing.

Heart: S1 and S2.

Abdomen: Soft, nontender, and obese. Bowel sounds are positive. No rebound. No rigidity.

Extremities: Bilateral leg edema and chronic lymph edema.

Neuro: She is awake, alert, cooperative, and follow the commands. She has expressive aphagia and generalized weakness with ambulatory dysfunction.

Psychiatry: She is cooperative.

LABS: Recent lab WBC 6.3, hemoglobin 12.2, hematocrit 42, platelet count 301, AST 8, ALT 9, BUN 18, calcium 8.4, creatinine 0.9, glucose 72, potassium 4.1, and TSH 0.97.

ASSESSMENT: The patient has been admitted to the nursing rehab for continuation of care. The patient has a multiple medical problems:

1. CVA with residual right side weakness.

2. Expressive aphagia.

3. Chronic leg edema.

4. Seizure disorder.

5. Depression.

6. Diabetes mellitus.

7. Hypertension.

8. Morbid obesity.

PLAN: We will continue all her current medications. Followup lab and electrolytes at local skin care. Care plan was discussed with the patient and also with the patient.

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

