HISTORY & PHYSICAL

PATIENT NAME: Jukes, Leroy
DATE OF BIRTH: 10/10/1954
DATE OF SERVICE: 07/04/2023
PLACE OF SERVICE: FutureCare Charles Village
HISTORY OF PRESENT ILLNESS: This is a 68-year-old gentleman with a known history of left thalamic intracranial hemorrhage with IVH status post right frontal EVD in 2016 of hemorrhagic conversion of the ischemic stroke, also has hypertension and hyperlipidemia. The patient has a recent right leg fracture and he has a wheelchair motorized. The patient came to the hospital with episode of dizziness, confusion, and slurred speech. Oxygen saturation 81%. Blood pressure was 60/40 while he was at orthopedic postoperative appointment office for cast removal on 06/27/23. On presentation to the emergency room at University of Maryland, the patient has dysarthria, weakness of the right face, arm, and leg spasticity all of which noted to be baseline. The patient CT scan consistent with known left thalamic infarct, but no acute intracranial hemorrhage. Atherosclerotic changes noted. EKG normal sinus rhythm. MRI of brain negative of acute infarct or intracranial hemorrhage. The patient was noted to have suspected of vertebrobasilar insufficiency due to hypotension and also suspected vertigo. His room was spinning and dizziness. The patient was given IV fluids. Blood pressure remains normotensive with no known cardiac pathology noted. The patient was evaluated by PT/OT, recommended subacute rehab and he was sent to Charles Village. While here when I saw the patient today, he is lying on the bed. He does have dysarthria, but he is able to understand when the question asked. He answers slowly and he is able to explain himself. Today, no headache. No dizziness. No cough. No congestion. No fever. No chills. He had a significant right-sided weakness, unable to move right leg, and unable to move right arm and he also has a dysarthria. 
PAST MEDICAL HISTORY:
1. Left thalamic intracranial hemorrhage.

2. Right-sided weakness.

3. Previous history of right frontal hemorrhagic conversion of ischemic stroke.

4. Hyperlipidemia.

5. Recent right leg fracture.

6. History of hypertension.

7. He had a history of PEG insertion in 2016 when he has his initial hemorrhagic stroke.

8. He also has a history of insertion of sternal ventricular drain.

9. He has fracture patella underwent surgery on 06/01/2023.
ALLERGIES: Not known.
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SOCIAL HISTORY: No alcohol. No drug abuse.

FAMILY HISTORY: The patient could not tell.
REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat. 

Pulmonary: No cough. 
Cardiac: No chest pain. No palpitation. 
GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Genitourinary: No hematuria. No dysuria.
Neuro: Right-sided weakness, right hemiparesis, unable to move right arm and right leg and also has a dysarthria.

Endocrine: No polyuria. No polydipsia. 
Hematology: No bleeding. No bruising.

MEDICATIONS UPON DISCHARGE FROM THE HOSPITAL:

1. Tylenol 650 mg q.8h. p.r.n.

2. Aspirin 81 mg daily.

3. Hydroxyzine 25 mg t.i.d. p.r.n. for itching if needed.

4. Oxycodone 5 mg q.4h. p.r.n. if needed.

5. Sildenafil 100 mg that was mentioned in the discharge medication, but at this point, I do not see any indication, that is put on hold.

6. Terazosin 5 mg at night.
7. Baclofen 5 mg b.i.d. for muscle spasm and spasticity.
PHYSICAL EXAMINATION:
General: The patient is awake, alert and oriented x3, able to answer the question although he has dysarthria, but he is understanding.

Vital Signs: Blood pressure 140/82. Pulse 84. Temperature 97.9°F. Respirations 18. Pulse oximetry 98% on room air. Body weight 189.5 pounds.
HEENT: Head – atraumatic and normocephalic. Eyes anicteric. Pupils are reactive. No ear or nasal discharge. Throat is clear. No exudate.
Neck: Supple. No JVD.

Chest: Nontender. 
Lungs: Clear. No wheezing.
Heart: S1 and S2 regular.
Abdomen: Soft and nontender. Bowel sounds positive.
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Extremities: Right leg, cast is in place. Unable to move right leg. Right arm, unable to move. Left leg, no edema. 
Neuro: He is awake, alert and oriented x3. Right-sided weakness. Right leg and right arm – unable to move. Left side – he has power 5/5.
ASSESSMENT:
1. The patient was admitted with episode of dizziness and vertigo.

2. Vertebrobasilar insufficiency.

3. Previous left thalamic intracranial hemorrhage.

4. Right-sided weakness from the previous stroke.

5. Episode of hypotension.

6. Vertebrobasilar insufficiency in the setting of hypotension.

7. Hyperlipidemia.

8. Ambulatory dysfunction.

9. Recent right patellar fracture status post ORIF.

PLAN OF CARE: We will continue all his current medications, Extensive PT/OT rehab. Care plan discussed with the patient and also nursing staff. Code status, I have discussed with the patient. He wants to be full code.

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

