HISTORY & PHYSICAL

PATIENT NAME: Ringgold, Arthur

DATE OF BIRTH: 12/08/1934
DATE OF SERVICE: 11/04/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

HISTORY OF PRESENT ILLNESS: This is an 88-year-old gentleman. He has been admitted to the nursing rehab for continuation of care. He was transferred to my service with initial history and physical. The patient seen today by me he is feeling well. He has previous medical history of CVA with residual left-sided weakness, history of recurrent fall, degenerative joint disease, cervical disc disease, and hypertension status post COVID recovery. Today, when I saw the patient he denies any headache, dizziness, or cough. No congestion. No fever. No chills. No nausea. No vomiting. The patient is a good historian and able to answer all the questions properly but he has no complaint today.

PAST MEDICAL HISTORY: As I mentioned:

1. CVA.

2. Hypertension.

3. Degenerative joint disease.

4. Cervical disc disease.

5. Generalized weakness with fall.

SOCIAL HISTORY: No alcohol. No drugs abuse.

FAMILY HISTORY: The patient did not remember any detail family history.

ALLERGIES: BACTRIM, LISINOPRIL, and METRONIDAZOLE unknown reaction.

CURRENT MEDICATIONS: The patient is on multivitamin one tablet daily, aspirin 81 mg daily, amlodipine 5 mg daily, Lipitor 40 mg daily, Tylenol 650 mg q.6h. p.r.n., and Colace 100 mg b.i.d.

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. He has ambulatory dysfunction.

Endocrine: No polyuria or polydipsia.
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PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 126/87, pulse 77, temperature 97.6, respiration 18, and pulse ox 98%.

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 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

Neuro: He is awake, alert, and oriented x3.

LABS: Recent lab cholesterol is 87 and LDL 43. Lab done in March, WBC count 7.7, hemoglobin 13, hematocrit 44, AST 14, ALT 16, BUN 11, creatinine 0.67, and glucose 129.

ASSESSMENT: The patient has been admitted:
1. CVA with residual-left sided weakness.

2. Ambulatory dysfunction with fall.

3. Advanced DJD.

4. Cervical spine.

5. Hypertension.

6. Ambulatory dysfunction.

PLAN: I have reviewed all the patient medications and labs. The patient is doing well. We will continue all his current medications. All the patient’s questions were answered. Care plan was discussed with the nursing staff.
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