HISTORY AND PHYSICAL

PATIENT NAME: Peaks, Antoine

DATE OF BIRTH: 11/15/1986
DATE OF SERVICE: 07/22/2023

PLACE OF SERVICE: Future Care Charles Village

The patient is seen as cross coverage for Dr. Ahmed Azra.

HISORY OF PRESENT ILLNESS: This is a 36-year-old male. He was initially presented to SDC on 06/08/23 after being found down at home, unresponsive, and workup revealed acute left MCA territory ischemic stroke in the setting of left ICA and MCA occlusion. Post-stroke workup included TTE, which revealed right to left shunt on the bubble study, but venous Doppler negative for DVT. Additional history as per family reported the patient sustained bicycle crash the day before his stroke. It was suspected he may have left ICA dissection and occlusion was most likely etiology. Dual antipyretic therapy is given. He has remained dense hemiplegic on the right side and right side hemiplegia. The patient also has oropharyngeal dysphagia. He was initially placed on NG tube and he was given nutrition via NG tube. He was transferred to University of Maryland Rehab and Ortho PCU on 06/17/23 for ongoing acute medical management. Medically he was doing well. He has transaminitis. He was managed. Statin dose was decreased. The patient was managed in the sub rehab unit extensive and after stabilization there physical therapy done. He was sent to the Subacute Charles Village Rehab and they recommend the patient to be given regular diet with thin liquid consistency and Ensure plus and Magic cup for the supplement. At present, when I saw the patient he is nonverbal. He is not answering any questions. He is just waving the thumb on the left hand. He is right hemiplegic and has expressive aphasia.

MEDICATION: Upon discharge:

1. Atorvastatin 40 mg daily.

2. Senokot 8.6 mg two tablets daily.

3. Aspirin 325 mg daily.

4. Plavix 75 mg daily for 57 days.

5. MiraLax 17 g daily.

6. Tylenol 500 mg two tablets every six hours p.r.n for pain.

7. Escitalopram 10 mg daily.

8. Multivitamin daily.

Dietary recommendation from the hospital recommended Ensure plus, protein supplement with breakfast, lunch and dinner, Magic cup supplement breakfast, lunch and dinner. Regular diet is recommended and thin liquid. They recommended supervise feeding.
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ALLERGIES: None known.

SOCIAL HISTORY: The patient could not tell. I spoke to the patient’s brother and also the patient’s significant other today.

REVIEW OF SYSTEMS:
HEENT: No headache, no dizziness.

Pulmonary: No cough. No congestion. No fever. No chills.

GI: No vomiting. No diarrhea.

Neuro: The patient is a poor historian. Says no to everything and does not answer any question properly.

PHYSICAL EXAMINATION:
General: The patient is awake lying on the bed in no acute distress.

Vital Signs: Blood pressure 118/70. Pulse 70. Temperature 98.0.F. Respirations 18. Pulse oximetry 98%. Body weight 136.9 pounds.

HEENT: Head – Atraumatic and normocephalic. No ear or nasal discharge.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: No edema. No calf tenderness.

Neuro: He is awake. He has expressive aphasia not answering any questions. He has dysarthria.

ASSESSMENT:
1. The patient is admitted to the subacute rehab with acute left MCA territory ischemic stroke in the setting of left eye MCA occlusion.

2. Right hemiplegia.

3. Ambulatory dysfunction.

4. Moderate protein-calorie malnutrition.

5. Expressive aphasia not able to communicate any question asked.

PLAN OF CARE: We will continue all his current medications. I called the patient’s brother and significant other. They both want the patient to be full code. The MOLST form signed and placed in the chart.

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