HISTORY & PHYSICAL

PATIENT NAME: Porter, William
DATE OF BIRTH: 11/02/1931
DATE OF SERVICE: 06/02/2023
PLACE OF SERVICE: FutureCare Charles Village
HISTORY OF PRESENT ILLNESS: This is a 91-year-old male with known history of hypertension, diabetes, and CKD. He was brought to the emergency room by EMS for hypoglycemia and suspected stroke. The patient was noted to be shaky. The night before she came, he called a neighbor to help him. Neighbor called the EMS. Blood glucose around 40 and there was a concern for left facial droop. CT head and neck without acute pathology. The patient was given D10 with improvement in his fingerstick and urinalysis that was negative. The patient has been using NPH insulin 25 units every morning he told them. He denies any fever, chills, shortness of breath, or chest pain. Because of dysarthria and left-sided weakness, stroke workup was done that was negative for acute intracranial pathology. Insulin was discontinued and blood sugar was monitored very closely. PT/OT consulted and they recommended subacute rehab. Family meeting was done by the hospital staff and family decided that after his rehab, the patient may go to living facility. The patient also reported to have carotid stenosis 80% of bilateral on CT head and neck. The patient was started on atorvastatin. The patient has right lung apical mass, asymptomatic. CKD noted. When I saw the patient on televisit, the patient denies any headache, dizziness, nausea, or vomiting. No fever. No chills.

PAST MEDICAL HISTORY:

1. Diabetes mellitus type II.

2. Right lung apical mass asymptomatic.

3. Hypertension.

4. CKD.

5. Prostatic hypertrophy.

6. History of anemia.

7. History of hyperlipidemia.

8. History of leg edema.

9. History of hypothyroidism as per old record.

10. History of virus labyrinthitis.

MEDICATIONS: Upon discharge:

1. Lipitor 40 mg daily.

2. Finasteride 5 mg daily.

3. Meclizine 25 mg b.i.d. p.r.n. for dizziness.

4. *__________* one tablet daily.

5. Telmisartan 80 mg daily.

6. The patient was on insulin that was stopped because of hypoglycemic episode.
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ALLERGIES: ACE INHIBITOR.

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.

Genitourinary: No hematuria. 
Neuro: No syncope.

PHYSICAL EXAMINATION:
The patient is awake, alert, and cooperative, and sitting on the bed. No distress. Nursing staff is at bedside.
Vital Signs: Stable. The patient breathing comfortable.

Neuro: He is awake, alert, and cooperative.

ASSESSMENT: The patient is admitted to the subacute rehab with:
1. Episode of dysarthria and facial droop, was attributed to hypoglycemia.

2. Hypoglycemic episode due to overuse of insulin.

3. Diabetes mellitus.

4. Carotid stenosis.

5. Right lung apical mass.

6. Hypertension.

7. CKD.

8. Prostatic hypertrophy.

PLAN OF CARE: We will continue all his current medications. We will follow up labs, PT/OT and further management of the patient’s condition on daily basis.
Liaqat Ali, M.D., P.A.

