HISTORY & PHYSICAL

PATIENT NAME: Barwick, Wendell

DATE OF BIRTH: 10/29/1950
DATE OF SERVICE: 11/03/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

The patient is seen today as an initial history and physical, transferred the patient to my service with initial evaluation.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old gentleman with multiple medical problems. He has been admitted to the nursing home for continuation of his care. He has colon adenocarcinoma diagnosed in 2015 status post surgical resection, CVA with aphagia and dysphagia. The patient has multiple medical problems including CVA with expressive aphasia, dysphagia status post G-tube placement, colon adenocarcinoma, CKD, hypertension, prostate cancer, history of GI bleed, and anemia due to GI bleed. At present, when I saw the patient, he is lying on the bed. He denies any headache, dizziness, cough, or congestion. No fever. No chills. No nausea. No vomiting.

PAST MEDICAL HISTORY:

1. CVA.

2. CKD.

3. Dysphagia.

4. Hypertension.

5. Colon cancer status post surgery.

6. History of prostate cancer.

7. History of GI bleed.

8. CVA as I mentioned.

CURRENT MEDICATIONS: Ferrous sulfate 300 mg/5 mL and 5 mL twice a day, metoprolol tartrate 12.5 mg b.i.d. via G-tube, Senokot 8.6 mg two tablets twice a day, Tylenol Elixir 160/5 mL and 20 mL via G-tube q.6h, MiraLax 17 g daily, aspirin and Plavix on hold, and G-tube feeding,.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No nausea. No vomiting. The patient is a very poor historian. He is not answering any questions properly. He is confused and disoriented. He is nonverbal.
PHYSICAL EXAMINATION:

General: The patient is awake. He is alert, nonverbal, confused, and disoriented.

Vital Signs: Blood pressure is 136/75, pulse 82, temperature 97.6, respiration 18, pulse ox 97%, blood sugar 134, and body weight 174 pounds.
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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. G-tube in place.

Extremities: No edema.

Neuro: He is awake and does not follow commands. He has expressive aphagia. He is lying on the bed.

LABS: Recent lab reviewed hemoglobin A1c 5.3, BUN 16, calcium 8.6, CO2 31, creatinine 0.09, glucose 85, potassium 4.4, sodium 140, WBC 3.8, hemoglobin 11.3, hematocrit 37.6, and platelet count 285.

ASSESSMENT: The patient has been admitted to the nursing home for continuation of care with multiple medical problems:
1. CVA.

2. Ambulatory dysfunction due to CVA.

3. Dementia.

4. Heart failure with reduced ejection fraction.

5. History of PE.

6. CKD.

7. Prediabetes.

8. History of colon cancer status post right hemicolectomy.

9. History of prostate cancer status post brachytherapy. As per records from the hospital, the patient has large infract and acute MCA territory and left frontal stroke. He also has severe stenosis at the proximal right M2 branch of MCA

PLAN: At this point, we will continue all his current medications. We will monitor labs and electrolytes at local skin care. Care plan was discussed with the nursing staff. No other acute issues reported today.

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

