HISTORY AND PHYSICAL
PATIENT NAME: Dwayne, McCoy

DATE OF BIRTH: 10/02/1964
DATE OF SERVICE: 11/11/2023

PLACE OF SERVICE: Westgate Nursing Rehab.

The patient seen at the subacute nursing rehab.

HISTORY OF PRESENT ILLNESS: This is a 59-year-old male well known to me. The patient presented to the emergency room with witnessed seizure activity at home. EMS was called. The patient was given midazolam by EMS and brought to the emergency room. The patient has partial seizure involving right upper extremities, and right leg. The patient had no loss of consciousness. The patient has known history of epilepsy since childhood. He has been admitted to Midtown campus before with complex partial seizure and status epilepticus. He required ICU management in the past and he has been on multiple medication in the past lacosamide, Keppra, Depakote, phenobarbital. The patient was in the rehab center Future Care Charles Village and for many months he was stable doing well. He was followed outpatient neurology Dr. Chauhan and the patient was doing well significantly. His functional status improved and he was discharged to the community. Apparently, the patient for the last few months dd not show up for the followup and his compliance seemed doubtful. He ended up in the emergency room. He was evaluated in ED and subsequently admitted to the IMC level of care. The patient was managed in the IMC, but he has recurrent seizure and has to be upgraded to ICU level of care.  The patient was managed in the ICU. Neurology was consulted. CT of head negative for acute process. The patient was requiring IV Ativan along with his seizure medication phenobarbital, valproic acid, and Keppra medication adjusted. The patient was managed in the ICU and after stabilization he was sent back to the medical floor Neurology saw the patient and they have recommended the patient to be maintained on phenobarbital, valproic acid, and keep the level of valproic acid between 70-80 and phenobarbital level close to 25 and also high dose of Keppra was recommended 2 g twice a day. PT/OT was done. Subsequently, the patient was sent to Westgate Nursing rehab for continuation of care and physical therapy. I saw the patient today. He is a private patient at the facility at Westgate nursing rehab. The patient is lying on the bed. He denies any headache, dizziness, fever, or chills. He is a very poor historian. He is forgetful and disoriented.

PAST MEDICAL HISTORY

1. Seizure disorder.

2. History of epilepsy.

3. Hypertension.

4. History of anxiety and panic attacks.

5. History of CVA in the past.

6. History of PTSD.

7. History of seizure disorder.

Dwayne, McCoy

Page 2

8. GERD.

9. History of cholecystectomy.

10. History of shoulder surgery.

ALLERGIES: PENICILLIN.

MEDICATION: Upon discharge:

1. Aspirin 81 mg daily.

2. Lipitor 80 mg q.p.m.

3. Bisacodyl suppository 10 mg every 48 hour p.r.n.

4. Losartan 100 mg daily.

5. Propranolol 60 mg Extended Release one tablet daily.

6. Bupropion XL 150 mg daily.

7. Depakote 250 mg/5 mL take 10 mL three times a day.

8. Keppra 1000 mg take two tablets twice a day.

9. Phenobarbital 60 mg one tablet twice a day.

10. Terazosin 2 mg at night daily.

SOCIAL HISTORY: No alcohol. No drugs.

FAMILY HISTORY: The patient could not tell because he is confused and disoriented.

REVIEW OF SYSTEMS: 

Constitutional: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neurologic: No seizure witnessed today while he is here.

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:
General: The patient awake. He is alert. He is forgetful. Alert and oriented x 1. He is disoriented. Memory is impaired.

Vital Signs: Blood pressure 122/70. Pulse 78. Temperature 97.6 F. Respiration 18 per minute. Pulse ox 96%.

HEENT: Atraumatic and normocephalic. Eyes: Anicteric. No ear or nose discharge. Throat: No exudate.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.
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Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: No edema. No calf tenderness.

Neurologic: He is awake. He is forgetful and disoriented. Moving all his extremities equal. He has generalized weakness and ambulatory dysfunction.

ASSESSMENT: 

1. The patient has significant seizure disorder.

2. History of epilepsy.

3. Hypertension.

4. Depression.

5. History of CVA.

6. Cognitive impairement with memory deficit.

7. Generalized weakness with ambulatory dysfunction.

8. UTI treated in the hospital.

PLAN OF CARE: The patient has been followed previously by neurology outpatient. He needs to follow up outpatient neurology. He will need phenobarbital level and valproic acid level to be monitored. Keep valproic acid level between 70-80 and phenobarbital around 25. Continue Keppra. Continue all his current medications. PT/OT and fall precautions. Follow CBC and CMP. Care plan discussed with the nurse taking care of the patient.

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