HISTORY & PHYSICAL

PATIENT NAME: Alexander, Aaron

DATE OF BIRTH: 09/23/1964
DATE OF SERVICE: 11/02/2023

PLACE OF SERVICE: Autumn Lake Arlington West Nursing Rehab

The patient seen today at the nursing home initial history and physical done
HISTORY OF PRESENT ILLNESS: This is a 59-year-old male. He has been admitted to the nursing rehab with status post stroke. The patient has multiple medical problems hypertension, polysubstance abuse, and schizophrenia bipolar. He came to the emergency with right-sided weakness, right facial droop, and slurred speech. The patient has acute stroke when he was admitted. After stabilization, he was sent to the subacute rehab. The patient has been in the rehab. He recently *__________* PCP he was transferred to my service. Today, when I saw the patient, no headache. No dizziness. No cough. No congestion. He still feeling weak on the right arm and unable to move right arm. Right leg also weak but he is able to move the right leg. He had speech impairment. No headache. No dizziness. No vomiting. No fever. No chills. He has ambulatory dysfunction 

PAST MEDICAL HISTORY:

1. Hypertension.

2. Polysubstance abuse. He was on methadone.

3. Schizophrenia bipolar.

4. Right-sided weakness.

5. Right facial droop.

6. Slurred speech secondary to stroke.

ALLERGIES: None known.

SOCIAL HISTORY: History of substance abuse currently at nursing rehab.

CURRENT MEDICATIONS: Lactulose 20 g b.i.d., aspirin 81 mg daily, diclofenac 5 mg twice a day, albuterol inhaler two puffs q.4h. p.r.n., Lipitor 40 mg daily, vitamin D 50,000 units weekly, diclofenac gel 1% right shoulder three times a day, Dulcolax suppository q.24h. p.r.n. basis for severe constipation, Tylenol 500 mg two tablets every eight hours p.r.n., nifedipine XL 60 mg daily, MiraLax 17 g daily, Senokot 8.6 mg/sennosides, docusate 50 mg two tablets twice a day, and losartan 50 mg daily. He is also on budesonide/formoterol inhalation two puffs twice a day, lidocaine gel 4% apply topically to the knee for pain control, methadone 80 mg daily, for substance abuse maintained on methadone, and Lasix 80 mg daily.
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REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: Right leg is weak. Pain and aches.
Neuro: He is awake, alert, and right arm no power and no movement. Left leg he has some power that is very weak. Left side he is able to move. He is wheelchair dependent.

PHYSICAL EXAMINATION:

General: The patient is awake and alert. He has expressive aphagia and dysarthria.

Vital Signs: Blood pressure is 128/76, pulse 76, temperature 97.6, respiration 18, pulse ox 98%, body weight is 152 pounds, and blood sugar 98.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat no exudate.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Trace edema. No calf tenderness.

Neuro: He is awake. He is alert, right-sided weakness, right arm power is 0/5, right leg is 1-2/5, left arm 5/5, and left leg 5/5.

LABS: The patient lab done in September reviewed BUN 5, calcium 8.5, chloride 105, CO2 30, creatinine 0.86, glucose 59, potassium 5.0, sodium 141, WBC count 8.4, hemoglobin 9.3, hematocrit 31.5, platelet 318.

ASSESSMENT:

1. The patient has been admitted to subacute with acute CVA and right-sided weakness.

2. Expressive aphagia with speech impairment.

3. Hypertension.

4. Bipolar disorder.

5. Substance abuse currently on methadone.

6. History of COPD.

7. Status post COVID infection with recovery.

8. History of acute respiratory failure.
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PLAN: We will continue all his current medications. We will also get patient concern why his right arm is not moving I will get the physical therapy evaluation. Care plan discussed with the patient.

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

