HISTORY & PHYSICAL
PATIENT NAME: Wroblewski Frederick

DATE OF BIRTH: 01/27/1945
DATE OF SERVICE: 01/26/2023

PLACE OF SERVICE: Franklin Wood Nursing Home

HISTORY OF PRESENT ILLNESS: This is a 77-year-old gentleman. He was admitted to the hospital MedStar. He has previous history of CVA in the past. He presented with reported fall from the chair while sleeping and he woke up was lying on the floor. He denies any head trauma. He also had some back pain. The patient was evaluated in the emergency room subsequently admitted to the hospital. Neuro exam did not show any acute changes compared to the previous. CT head was negative. No active bleed, however did show ischemic hydrocephalus. MRI did not show acute hemorrhage, and acute large infarct. MRI showed chronic appearance of parenchymal volume loss microvascular ischemic changes, but no acute infarct noted on MRI. No communicating hydrocephalus noted. Urine toxicology was negative. Ammonia level normal. TSH normal. Neurosurgery was consulted because of appearance of hydrocephalus. Neurosurgery no surgical intervention recommended empirically Sinemet for Parkinson disease advised to be started and follow with NPH clinic, normal pressure hydrocephalus clinic. The patient has hypertension that was managed. CT scan suggested prostatomegaly with bladder distention. He has a history of TURP and chronic urinary problem in the past. Hemoglobin A1c was 7.4. He was at home on glipizide that was advised to be discontinued. Rhabdomyolysis was managed. Prior CVA he was maintained on Plavix. Today when I saw the patient at the rehab no headache, no dizziness, no sore throat, no cough and no congestion. No nausea or vomiting. No fever. No chills. GI: No vomiting or diarrhea. Musculoskeletal: No pain. Genitourinary: Hematuria. Neuro: No syncope. Endocrine: No polyuria. No polydipsia. Constitutional:  No fever. No chills.

PAST MEDICAL HISTORY:
1. History of prior CVA with recovery

2. Hypertension.

3. Diabetes.

4. Hyperlipidemia.

5. History of hip pain.

ALLERGIES: Not known.

CURRENT MEDICATIONS: Upon discharge:

1. Sinemet 100/25 mg one tablet t.i.d.

2. Plavix 75 mg daily.

3. Farxiga – dapagliflozin 5 mg daily.

4. Glimepiride 10 mg b.i.d.

5. Metformin 1000 mg b.i.d.
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6. Senokot 8.6 mg b.i.d.

7. Flomax 0.4 mg daily,

8. Trospium 20 mg b.i.d.

9. He was also maintained on sliding scale coverage.

SOCIAL HISTORY: No smoking. No alcohol. No drugs.

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.

GI: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

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

Vital Signs: Blood pressure 132/84. Pulse 77. Temperature 97.3. Respiration 16. Pulse ox 97%. Room air blood sugar is 245. Body weight 228.8 pounds.

HEENT: Head – atraumatic and normocephalic. Eyes: Anicteric. No ear or nasal discharge.

Neck: Supple. No JVD.

Lungs: Clear. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: No edema. Moving all extremities equal.

Skin: No ulcer.

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

ASSESSMENT/PLAN:
1. The patient is admitted because of recent fall.

2. Rhabdomyolysis.

3. Hydrocephalus.

4. Hip pain as reported at presentation to the hospital.

5. Deconditioning.

6. History of CVA.

7. History of hyperlipidemia.
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PLAN OF CARE: We will continue all his current medications. PT and OT and monitor diabetes and adjust medication. Follow up lab electrolyte. Care plan discussed with the patient. Code status discussed with him and he wants to be full code.

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