HISTORY & PHYSICAL

PATIENT NAME: Battle, Rosa

DATE OF BIRTH: 06/10/1954
DATE OF SERVICE: 11/02/2023

PLACE OF SERVICE: Autumn Lake Arlington West Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 59-year-old female seen today as an initial evaluation transfer of care to my service. The patient has known history of CVA with right-sided hemiparesis, expressive aphagia, right upper extremity contracture, right hand contracture, seizure disorder, hypertension, HIV disease, history of hepatitis C, ambulatory dysfunction, and known left MCA and CVA. She used to be on _____93____ common nursing rehab and subsequently transferred to Arlington West for continued long-term care because of patient unable to take care herself. She is dependent on ADL. When I saw the patient today, she is lying on the bed. She is a poor historian. She has expressive aphagia. She denies any headache, dizziness, or shortness of breath. No nausea. No vomiting. No fever. No chills.

PAST MEDICAL HISTORY:

1. Recurrent CVA with right-sided hemiparesis.

2. Expressive aphagia.

3. Right upper extremity contracture.

4. Neuropathic pain.

5. Seizure disorder.

6. HIV disease.

7. History of hepatitis C treated in the past.

8. Hypertension.

9. Diabetes mellitus.

10. Depression.

11. Dementia.

12. Cognitive deficits.

ALLERGIES: Not known.

SOCIAL HISTORY: Nursing home resident.

FAMILY HISTORY:  The patient could not tell.

CURRENT MEDICATIONS: Descovy 200/25 mg one tablet daily for HIV disease, Senokot two tablets daily for constipation, local skin cream apply to the buttock, Keppra 250 mg three tablets twice a day, pravastatin 20 mg daily, dolutegravir 60 mg daily, vitamin D3 supplement 400 units b.i.d., aspirin 81 mg daily, Tylenol 650 mg q.6h p.r.n., citalopram 10 mg daily, Colace 100 mg b.i.d., gabapentin 300 mg t.i.d., daily vitamin, and darunavir/cobicistat 800/150 mg one tablet daily.
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REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No nausea. No vomiting.

Pulmonary: No cough. No congestion.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Genitourinary: No hematuria.
Neuro: Right side weakness with expressive aphagia and ambulatory dysfunction.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert and lying on the bed. She has expressive aphagia. She has memory impairment and cognitive deficit.

Vital Signs: Blood pressure is 115/67, pulse 82, temperature 97.2, respiration 20, pulse ox 98%, and body weight 172 pounds.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral clear. No wheezing.

Heart: S1 and S2 regular.

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

Extremities: No edema. She has right hand contracture. No calf tenderness. No edema.

Neuro: She is awake, alert, oriented x1, right hand hemiparesis, and right hand contracture.

LABS: Reviewed hemoglobin A1c 5.4, WBC count 6.7, hemoglobin 11.5, hematocrit 38.4, platelet count 237, CBC was done in July, AST 20, ALT 23, creatinine 0.8, potassium 4.9, sodium 137, AST and ALT normal, HDL 157, and LDL 90.

ASSESSMENT:

1. The patient has been admitted with ambulatory dysfunction.

2. Recurrent CVA with extensive right side weakness and expressive aphagia.

3. Right upper extremity contracture.

4. Neuropathic pain status post CVA.

5. Seizure disorder.

6. HIV disease.

7. History of hepatitis C treatment.

8. History of inguinal lymphadenopathy.

9. History of diabetes mellitus.

10. History of anxiety.

11. Depression.

12. Dementia.
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PLAN: We will continue all her current medications. We will monitor the patient closely.

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

