HISTORY & PHYSICAL

PATIENT NAME: Newton, Reginald

DATE OF BIRTH: 02/27/1962
DATE OF SERVICE: 08/18/2023

PLACE OF SERVICE: FutureCare Charles Village

The patient admitted to subacute rehab.

HISTORY OF PRESENT ILLNESS: This is a 61-year-old male he was brought by the EMS to John Hopkins Hospital. The patient reported to the EMS that he was drinking alcohol and using cocaine. He went to the bathroom and straining to have bowel movement about 3 a.m. felt dizzy, fell down, hit his head, and loss consciousness momentarily found that he could not getup and EMS arrived. The patient was brought to the hospital. The patient was diagnosed with central cord syndrome. He was admitted to intensive care unit and ortho spine consulted. Initial examination, he was extremely weak of the upper extremity more pronounced in the hand and proximal muscle and right lower extremity weaker than the left. MRI surgical spine done that revealed herniation of C3-C4 causing severe cervical stenosis. Subsequent imaging done and alternative treatment was explained. I spoke to the patient surgical treatment was described as well as the risk benefit. The patient underwent surgery on August 10th. The patient received perioperative antibiotic and tolerated the procedure well. The patient was transported to ICU after the surgery. Orthopedic surgery followed the patient and DVT prophylaxis initiated. Drain out was decreased and that was removed. The patient underwent C3-C4 anterior cervical discectomy and fusion anterior. Acute pain was managed and polysubstance use disorder was monitored, leukocytosis due to steroid administration and hypertension was monitored. The patient has a Mobitz type I heart block. He was asymptomatic. After stabilization, PT/OT done and sent to the Charles Village Nursing Rehab. Today, when I saw the patient, he is still having weakness in the right leg also right arm, and tingling funny sensation. Left arm he is able to move and left leg he is able to move. No headache. No dizziness. No nausea. No vomiting. No fever.

PAST MEDICAL HISTORY:
1. Substance abuse.

2. Hypertension.

3. Arthritis.

4. Bone marrow disease.

5. Carpal tunnel syndrome.

6. Cerebral aneurysm.

7. Chronic pain.

8. Closed fracture of sacrum and coccyx in 2012.

9. Gout.

10. Lung nodule in 2010.

11. Chronic alcoholism.

12. Seasonal allergies.
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SOCIAL HISTORY: Substance abuse history and alcohol abuse history.

ALLERGIES: reported PENICILLIN and ASPIRIN cause rash and hives.
MEDICATIONS: Reviewed.

REVIEW OF SYSTEMS:

HEENT: Today, no headache. No dizziness.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain. No palpitation.

GI: No vomiting or diarrhea.

Musculoskeletal: Pain in the neck at the surgical site, generalized weakness, and difficulty ambulation.

Neuro: No syncope.

Endocrine: No polyuria or polydipsia. No heat or cold intolerance.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure 120/70, pulse 80, and temperature 98.2.

ASSESSMENT:

1. Cervical disc herniation C3-C4 with cervical canal stenosis status post anterior discectomy and fusion.

2. Polysubstance abuse.

3. Hypertension.

4. History of questionable asthma/COPD.

PLAN: We will continue all his current medications as I dictated. PT/OT. Followup labs. The patient also has leukocytosis that needs to be monitored and followed up. Get chest x-ray, UA, fall precautions, and PT/OT. CODE status and MOLST form. The patient is alert and oriented x3. He is capable and making his own healthcare decision. The patient wants to be full code. Transfer to the hospital if needed, blood transfusion yes, IV antibiotic yes, hemodialysis yes, feeding G-tube yes if needed, or routine lab testing if needed do it. The patient wants to be full code. New MOLST form was signed by me and placed in the chart.

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

