HISTORY & PHYSICAL

PATIENT NAME: Hearn, Leonardo

DATE OF BIRTH: 08/09/1957
DATE OF SERVICE: 11/02/2023

PLACE OF SERVICE: Autumn Lake Arlington West Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 66-year-old male with known history of hypertension. The patient said he was visiting to North Carolina. He was noted to have left-sided hemiparesis and lethargy. He was taken to the emergency room. He was noted to have CT showed 2.4 cm acute right basal ganglia hemorrhage and infarct with hemorrhagic extension into bilateral lateral and third ventricle. The patient also has significant hypertensive. Blood pressure 201/119. He was titrated to the antihypertensive medication. He was seen by neurosurgery. No surgical intervention. MRI confirmed the acute right basal ganglia hemorrhage with intraventricular extension. Echo showed EF of 50-55%. Physical therapy done and they recommended subacute rehab. The patient has been admitted for continuation of care and physical therapy. The patient told me he is doing well. He still has left-sided weakness but he is able to ambulate slowly. No headache. No dizziness. No cough. No congestion. No fever. No chills. No nausea. No vomiting.

PAST MEDICAL HISTORY: Hypertension.

ALLERGIES: HALDOL, BENZTROPINE MESYLATE
SOCIAL HISTORY: The patient denies smoking, alcohol, or drugs abuse. The patient also has history of mood disorder.

CURRENT MEDICATIONS: Zofran 4 mg q.8h p.r.n. for nausea and vomiting, Senokot/docusate two tablets daily, lisinopril 5 mg daily, nifedipine XL 90 mg daily, Lipitor 20 mg daily, and fluticasone two sprays in each nostril daily. He is on bictegravir/emtricitabine/tenofovir one tablet daily for HIV disease, he is also on doravirine 100 mg daily for HIV disease, melatonin 3 mg daily for insomnia, tamsulosin 0.4 mg daily, Tylenol 325 mg two tablets every six hours p.r.n.,

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.

Endocrine: No polyuria or polydipsia.
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PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 120/82, pulse 78, temperature 97.2, respiration 18, pulse ox 97%, and body weight 145.6 pounds.

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. No calf tenderness.

Neuro: The patient is awake, alert, and oriented x3. He has left-sided weakness. Right upper extremity and right lower extremity power is 5/5, left arm power 2-5/5, and left leg is also 4-5/5.

Psychiatry: He is alert, oriented x3, and cooperative.

ASSESSMENT:

1. The patient has been admitted with acute CVA with left-sided hemiparesis.

2. Acute basal ganglia hemorrhagic infarct with hemorrhagic extension to the bilateral lateral and third ventricle currently stable.

3. Hypertension.

4. History of HIV disease.

5. History of vitamin D deficiency.

6. History of mood disorder.

7. History of prostatic hypertrophy.

PLAN: We will continue all his current medications. Care plan was discussed with the patient with extensive physical therapy. Code status discussed with the patient is a full code.

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

