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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Yvonne Carol Lindsey

CASE ID#: 6540163

DATE OF BIRTH: 06/04/1966

DATE OF EXAM: 09/11/2023

Chief Complaints: Ms. Yvonne Carol Lindsey is a 57-year-old white female who is here with chief complaints of high blood pressure and history of strokes.

History of Present Illness: The patient states she has had multiple strokes. Her first stroke was about two years ago. She states she was asleep at home and she fell out of bed and was life-flighted from Bedias to St. Joseph Hospital in Bryan where the blood pressure was 231/171. She suffered with speech problems. She could not write. She could not walk. The patient states she still has trouble walking. She states she had brought a cane with her to walk; as she could not drive, she had a friend drop her to the office and she left, but she was not able to procure her cane from the truck before her friend left. She states she has had two or three hospitalizations for stroke. She states she drools when she drinks something or when she is talking. She has trouble staying awake. She states her dentures do not fit her well. She cannot write. She states on top of everything she was involved in a motor vehicle accident last week when another car that was driving 25 miles over the speed limit hit the passenger’s side of her truck and fractured her left knee and fractured her third thoracic vertebra. She had all her teeth pulled several years ago. She feels dizzy on movement.

Operations: She states she has had several operations on her ovaries and she has had tubal ligation. She was never able to bear any children.

Medications: At home, include:
1. Amlodipine 10 mg a day.

2. Lisinopril 20 mg a day.

3. Atorvastatin 40 mg a day.

Allergies: None known.

Personal History: She is a widow. Her husband passed away of lung cancer, high blood pressure, diabetes mellitus and COPD in 2016, he has to use home oxygen at home. She has had education only up to eighth grade. She states she has done construction work. She states she had her own construction company for about 12 years. The company was called Do It Right Construction. She states she had to shut off the company after her husband passed away. She states she had some savings in the bank. Her mother had a daughter from her previous marriage and that girl stole away all her money.
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So, she states even though she had business she has no money now. She does smoke one-fourth of a pack of cigarettes a day. She denies drinking alcohol or doing drugs. She states her mother is living and has hypertension. Father is deceased. She states she had been married for 14½ years. She did not have children, but she had adopted two children; a boy and a girl. She never had children of her own.
Review of Systems: She has trouble walking. She has trouble driving. She states she did use/abuse cocaine in the past. She has smoked weed for many years. She states she has only passed up to eighth grade, but was doing well when things were better.

Physical Examination:
General: Exam reveals Ms. Yvonne Carol Lindsey to be a 57-year-old white female who appears much older than stated age who is appearing chronically ill and who is awake, alert and oriented in time, place and person. She is right-handed.

Vital Signs:

Height 5’6”.
Weight 123 pounds.

Blood pressure 132/70.

Pulse 94 per minute.

Pulse oximetry 99%.

Temperature 96.6.
BMI 20.
Snellen’s Test: Her vision without glasses:
Right eye 20/400.
Left eye 20/400.

Both eyes 20/200.
With glasses vision:

Right eye 20/70.

Left eye 20/50.

Both eyes 20/50.

She does not have hearing aid. The patient is edentulous.

Head: Head is normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid not palpable.

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema. Her left knee is markedly swollen; some healing bruises are seen over the left knee. She is not able to flex her left knee. Her gait is extremely abnormal because of history of fracture of the left knee.
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Neurologic: Cranial nerves II through XII are intact. There is slight weakness of the right side of the body with grade 4 power all over on the right side compared to the left side. Finger-to-nose testing on the right side is normal. Alternate pronation and supination of hands on both sides is normal. She is right-handed. She can make a fist. Reflexes are 1+ throughout. The patient is wearing a big brace over the left knee and has an appoitnment to see orthopedic this coming Thursday.

The patient is able to move all parts of her body. She is right-handed. She can do alternate pronation and supination of hands. Finger-to-nose testing is normal.
Review of Records per TRC: Reveals records of St. Joseph Hospital where the patient was admitted on 02/14/23 and discharged on 02/15/23. These records reveal urine drug screen of 02/15/23 is positive for cocaine. The patient’s discharge diagnoses are hypertensive urgency resolved, cocaine abuse, tobacco abuse, noncompliance with medications. The patient was observed on the stroke unit after initially presenting with elevated blood pressure levels and question of dysarthria. There is a history of TIA and not on any medications. The patient was evaluated in ER undergoing metabolic screening and urine drug screen showing positive cocaine. The systolic blood pressure had increased to 180s and mild dysarthria was noted. The patient is edentulous, which is causing her to slur her words. CT imaging of the brain showed no intracranial process and the patient was given aspirin 324 mg. The patient’s telemetry showed sinus arrhythmias. The patient was discharged on amlodipine, lisinopril, Lipitor and 324 mg aspirin. The patient was admitted from Madisonville emergency room with a chief complaint of high blood pressure. The patient had slurred speech, but it felt like it was the lack of dentures that was causing the slurred speech. An MRI of the brain showed no CVA. Echocardiogram showed 50-55% ejection fraction, mild concentric left ventricular hypertrophy. Carotid Doppler showed no hemodynamically significant stenosis. EKG did have some prolonged QT. CT of the head, no acute intracranial abnormalities. The patient is noncompliant as far as taking her medications. The patient gives history of stroke in the past also and there are no residual deficits. Aspirin was restarted.

The Patient’s Problems:

1. Possible history of TIAs.

2. Noncompliance; noncompliant secondary to the patient not taking her blood pressure medicine regularly.

3. History of recent motor vehicle accident where she ended up fracturing her left knee and also fracturing her thoracic third vertebra (T3 level fracture). The patient is recommended home physical therapy.

4. Long-standing history of hypertension.

5. History of hypertensive urgency.

6. Chronic cachexia.
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