HISTORY & PHYSICAL

PATIENT NAME: Branch, Glenn

DATE OF BIRTH: 08/11/1956
DATE OF SERVICE: 11/04/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

HISTORY OF PRESENT ILLNESS: This is an initial evaluation. The patient has been admitted and transferred to my service change of PCP. The patient has known history of anoxic brain injury, alcohol abuse, CVA with left hemiparesis, hypertension, right femoral head fracture, and dependent on his ADL for continuation of his care. Also, he has known hypertension, right MCA stroke in 2015, and hyperlipidemia. The patient has history of anoxic brain injury, previous history of multiple old CVA, substance abuse, and dyslipidemia. Today, when I saw the patient, the patient is lying on the bed. He denies any headache, dizziness, nausea, or vomiting. He is able to response the verbal command. No cough. No congestion. He has ambulatory dysfunction.

PAST MEDICAL HISTORY: As I mentioned:

1. Hypertension.

2. Hyperlipidemia.

3. Anoxic brain injury in 2016 due to accidental overdose.

4. CVA.

5. Right MCA stroke with left hemiparesis.

6. Previous MRI revealed multiple old CVA.

7. Alcohol abuse.

8. Dyslipidemia.

9. Noncompliance history in the past.

FAMILY HISTORY: Hypertension, CHF, and MI in the mother.

ALLERGIES: Not known.

SOCIAL HISTORY: Substance abuse history currently at the nursing home resident.

CURRENT MEDICATIONS: Tylenol 650 mg q.6h p.r.n., vitamin D supplement 1000 units daily, Lipitor 20 mg daily, HCTZ 25 mg daily, nifedipine XL 90 mg daily, and Senokot 8.6 mg two tablets daily.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.

Genitourinary: No hematuria.
Neuro: No syncope, ambulatory dysfunction, or generalized weakness.
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PHYSICAL EXAMINATION:

General: The patient is awake. He is alert, lying on the bed, and cooperative.

Vital Signs: Blood pressure is 122/78, pulse 66, temperature 97.2, respiration 18, and pulse ox 97%.

HEENT: Head – no hematoma, 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.

Neuro: He is awake, alert, and lying on the bed. Moving all his extremities. Gait not tested. The patient is resting in the bed.

LABS: Recent lab is done in July, WBC 6.7, hemoglobin 13, hematocrit 44, platelet 209, ALT 42, AST 29, BUN 26, creatinine 0.9, glucose 52, potassium 3.8, and sodium 139, but after that repeat blood sugar is 98.

ASSESSMENT: The patient has been admitted to the nursing rehab for continuation of his current medical management and patient care:
1. CVA.

2. History of anoxic brain injury.

3. Severe with right MCA resulting left hemiparesis.

4. Alcohol abuse.

5. History of substance abuse.

6. Cocaine in the past.

7. Dyslipidemia.

8. Dementia with behavior disturbance.

PLAN: At present, I reviewed his medications because he has known history of CVA and there is no evidence. He is already on statin and we will put him on aspirin 81 mg daily. The patient has also the history of Wernicke's encephalopathy in the past secondary to alcohol abuse. I will add thiamine 100 mg p.o. daily.

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

