HISTORY & PHYSICAL

PATIENT NAME: Phillips, Bernard

DATE OF BIRTH: 11/02/1961
DATE OF SERVICE: 11/03/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

The patient is seen today for an initial history and physical.
HISTORY OF PRESENT ILLNESS: This is a 62-year-old male. He has been admitted to the nursing home status post stroke. He was transferred to my service as an initial evaluation done and history and physical completed. Today, when I saw the patient, I reviewed the chart. The patient has multiple medical problems with known history of CVA, left MCA with expressive aphagia and right-sided hemiplegia. He is not able to move right arm and right leg. He also has a contracture of the right wrist. He has severe aphagia and not able to answer any question. The patient is lying on the bed. No headache. No dizziness. No cough. No congestion. No fever. No chills.

PAST MEDICAL HISTORY:

1. CVA.

2. MCA territory with right hemiplegia.

3. Expressive aphagia.

4. Hypertension.

5. Hyperlipidemia.

6. Diabetes type II nonverbal.

ALLERGIES: ERYTHROMYCIN.

SOCIAL HISTORY: No smoking. No alcohol. No drugs abuse. Currently, he is at the nursing rehab.

CURRENT MEDICATIONS: The patient is on aspirin 81 mg daily, MiraLax 17 g daily, atorvastatin 80 mg daily, Senokot/docusate one tablet b.i.d., Coreg 12.5 mg twice a day, Keppra 1000 mg every evening and Keppra 500 mg daily in the morning for seizure, metformin 1000 mg b.i.d., Dilantin Infatab tablet 50 mg three times a day, gabapentin 100 mg three times a day, Lantus 4 units at bedtime, tramadol 50 mg half tablet every six hours p.r.n., Tylenol 650 mg three times a day for pain, lisinopril 40 mg daily, clonidine 0.1 mg every eight hours, nifedipine XL 60 mg daily, Remeron 50 mg every evening, and Lexapro 10 mg daily.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No nausea. No vomiting. No fever. No chills. Detail review of system patient not able to tell. He is nonverbal. He does have right side right arm not able to move and right leg unable to move. He has a chronic skin changes in both lower leg and the feet

Neuro: He is awake and nonverbal.
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PHYSICAL EXAMINATION:

General: The patient is awake. He is nonverbal and not answering any questions.

Vital Signs: Blood pressure is 127/72, pulse 79, temperature 97.9, respiration 18, pulse ox 99%, blood sugar 126, and this evening body weight is 123 pounds.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: He has dry skin both legs and chronic dermatitis changes both feet and also in the lower part of the legs. No blister. No vesicles.

Neuro: The patient is awake. He is nonverbal. He has expressive aphagia. His right side is weak, cannot move the right arm, and cannot move the right leg. He is able to move his left arm and left leg. His right wrist is also contracted.

LABS: I have reviewed patient labs.

ASSESSMENT: The patient has been admitted to the nursing home for continuation of care with multiple medical problems.
1. CVA with right hemiplegia and unable to right arm and right leg.

2. Expressive aphagia.

3. Seizure disorder.

4. Hypertension.

5. Diabetes type II.

6. Peripheral neuropathy.

7. Hyperlipidemia.

8. The patient has left MCA territory CVA resulting right side weakness.

9. History of depression.

10. Hyperlipidemia.

PLAN: The patient has been admitted with multiple comorbid condition and the stroke. We will continue all his current medications. We will follow him closely at local skin care. Care plan was discussed with the nursing staff.

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

