HISTORY & PHYSICAL

PATIENT NAME: Richardson, Roger

DATE OF BIRTH: 09/13/1953
DATE OF SERVICE: 11/04/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

The patient transferred to my service.

HISTORY OF PRESENT ILLNESS: This is a 70-year-old gentleman. He has been admitted at the nursing for continuation of his care. The patient has multiple medical problems previous CVA with left hemiparesis, left arm weakness, left leg weakness, history of gangrene second toe with osteomyelitis, pulmonary hypertension, peripheral vascular disease status post right fem-pop bypass, history of depression, insomnia, and history of chronic smoking status post right second toe metatarsal amputation. The patient has been maintained on his regular medication. Currently, he denies any headache, dizziness, cough, or congestion. No fever. No chills. No nausea. No vomiting.

PAST MEDICAL HISTORY: As I mentioned:

1. Peripheral vascular disease.

2. Hypertension.

3. Hyperlipidemia.

4. Diabetes mellitus.

5. History of cognitive impairment.

6. Tricuspid insufficiency.

7. History of DVT.

ALLERGIES: Not known.

CURRENT MEDICATIONS: Flomax 0.4 mg daily for prostatic hypertrophy, amlodipine 5 mg daily, metoprolol 500 mg twice a day, and hydralazine 25 mg three times a day. The patient has a known history of asthma. He has been on Ventolin inhaler two puffs every six hours p.r.n., Lipitor 40 mg daily, melatonin 5 mg at bedtime for insomnia, Advair Diskus 250/50 mcg one puff b.i.d., Senokot 8.6 mg daily, Tylenol 650 mg four times a day p.r.n., Colace 100 mg b.i.d., MiraLax 17 g daily, DuoNeb treatment every four hours as needed for COPD/asthma, Tessalon Perles 100 mg q.8h. p.r.n. for cough, Biofreeze gel 4% local analgesic, calcium carbonate 500 mg daily supplement, guaifenesin liquid 5 mL q.6h p.r.n., and scopolamine transdermal every three days.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.
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GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Genitourinary: No hematuria.
Neuro: No syncope. He has left side weakness from a previous stroke.

Endocrine: No polyuria or polydipsia. The patient has ambulatory dysfunction using wheelchair.

PHYSICAL EXAMINATION:

General: The patient is awake. He is alert and cooperative.

Vital Signs: Blood pressure is 112/72, pulse 80, temperature 97.9, respiration 18, pulse ox 98%, body weight 206.5 pounds, and blood sugar 123.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. No calf tenderness.

Neuro: He is awake, alert, cooperative, and somewhat forgetful but able to the answer question properly.

LABS: Lab reviewed by me WBC 5.1, hemoglobin 11.9, hematocrit 39.5, platelet 200, ALT 16, AST 15, BUN 17, calcium 8.1, chloride 110, creatinine 1.06, glucose 85, and sodium 145.

ASSESSMENT: The patient has been admitted to the subacute nursing home for continuation of care:
1. CVA.

2. Pulmonary hypertension.

3. COPD/asthma.

4. Prostatic hypertrophy.

5. Ambulatory dysfunction.

6. Diabetes mellitus.

7. History of DVT.

8. History of insomnia.

9. History of chronic smoking.

10. Peripheral vascular disease status post right fem-pop bypass.

11. History of chronic constipation.
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PLAN: The patient is doing well. We will continue all his current medications. Care plan was discussed with the patient and the nursing staff. No acute issue reported.

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

