HISTORY & PHYSICAL

PATIENT NAME: Gerts, Roy

DATE OF BIRTH: 08/30/1971
DATE OF SERVICE: 11/04/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

The patient was transferred to my service and new patient to establish care.

HISTORY OF PRESENT ILLNESS: This is a 52-year-old male. He has been admitted to nursing rehab for continuation of care. The patient has multiple medical problems. He was hospitalized because of *__________* weakness. Extensive workup done and stroke workup done that showed left basal ganglia stroke and showed acute left internal capsule and thalamic infarct with petechial hemorrhage, left thalamus thalamocapsular infarct. A stroke workup also reviewed. Echo shows ejection fraction of 15-20%. The patient was managed in the hospital and cardiology consulted medication for stroke started and adjusted. Today, when I saw the patient they recommended *__________* evaluation. The patient also has a new onset afib at the nursing home. *__________* subsequently the patient was transferred to subacute rehab. When I saw the patient today, the patient is a poor historian. He denies any headache, dizziness, cough, or congestion. He has memory impairment.

PAST MEDICAL HISTORY: As I mentioned:

1. Diabetes mellitus.

2. Hypertension.

3. CVA.

4. Cardiomyopathy.

5. Atrial fibrillation.
6. Vitamin D deficiency.

7. Prostatic hypertrophy.

8. History of dysphagia with improvement.

CURRENT MEDICATIONS: Flomax 0.4 mg daily at bedtime, Entresto 24/26 mg one capsule twice a day, aspirin 81 mg daily, Apixaban 5 mg b.i.d. for atrial fibrillation, atorvastatin 80 mg q.p.m., magnesium oxide 400 mg twice a day, vitamin D3 50,000 units weekly, Lasix 20 mg daily, empagliflozin 10 mg daily, trazadone 20 mg daily, digoxin 25 mcg daily with holding parameter of pulse less than 60 for atrial fibrillation, metoprolol succinate 50 mg daily, Tylenol 650 mg q.6h p.r.n., and artificial tear ophthalmic drop.
ALLERGIES: CODEINE and PENICILLIN.

SOCIAL HISTORY: The patient cannot tell and answer detail question.
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PHYSICAL EXAMINATION:

General: The patient is awake, lying on the bed, forgetful, and disoriented.

Vital Signs: Blood pressure is 110/56, pulse 75, temperature 97.5, respiration 18, pulse ox 98%, and body weight 295 pounds.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Trace edema, bilateral lower extremity above the ankle, and stasis dermatitis noted with chronic skin changes.

Neuro: He is awake, alert, oriented, and forgetful. He does not follow commands properly. He has ambulatory dysfunction so gait not tested.
LABS: Reviewed BUN 12, creatinine 0.3, _____, calcium 8.8, chloride 104, CO2 29, sodium 140, potassium 4.0, WBC count 8.4, hemoglobin 15.4, and hematocrit 51.

ASSESSMENT: The patient has been admitted:
1. CVA.

2. Acute left basal ganglia ischemic stroke thromboembolic.

3. Atrial fibrillation.

4. Left thalamus thalamocapsular infarct.

5. Severe cardiomyopathy.

6. Ejection fraction 15-20%.

7. Polycythemia.

8. Diabetes mellitus.

9. Hypertension.

10. *__________*
11. History of diarrhea currently doing better.

12. History of vitamin D deficiency.

13. Chronic venous stasis dermatitis lower extremities
PLAN: We will continue all his current medications. Fall precautions. Monitor labs and electrolytes. Care plan was discussed with the patient and the nursing staff.
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