PROGRESS NOTE

PATIENT NAME: James Cox

DATE OF BIRTH: 09/04/1947

DATE OF SERVICE: 01/20/2022

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 74-year-old male. He is admitted to Future Care Charles Village because of generalized weakness and deconditioning. The patient was admitted to the hospital because the patient has right-sided weakness and generalized weakness. He also has recently tested COVID positive on January 8, 2022. Prior to hospitalization, his D-dimer was elevated. In the hospital, MRI had no acute stroke but chronic small chronic small vessel disease. Repeat COVID was negative. The patient had CT head and neck done. No evidence of large vessel occlusion, but mild IC atherosclerosis of the right posterior M2 branch. Imaging studies of the chest showed ground glass opacity, patchy pulmonary consultation compatible with multifocal pneumonia compatible with COVID. MRI of the thoracic and lumbar spine was done and showed myelitis in the setting of COVID-19. Solu-Medrol was given for three days and symptoms improved. Infection Disease consulted. Because the patient started to improve with steroid, no further workup was advised. Neurology consulted. Echocardiogram done shows diastolic dysfunction. The patient also has RPR positive but FTA-ABS was negative, likely false positive. D-dimer improved. He also has transaminitis that improved prior to discharge. The patient has deconditioning and generalized weakness. He has a known history of HIV disease. He has been on antiretroviral therapy. For prostatic hypertrophy, he is on Flomax. Leukocytosis was there, but was attributed to steroids. The patient was evaluated by physical therapy at the hospital and they recommended subacute rehab because of right-sided weakness. The patient was subsequently sent to FutureCare Charles Village. Today when I saw the patient on televisit with the nurse in the room with the patient lying on the bed, he denies any headache, dizziness, nausea, or vomiting. Complained of right side weakness. He has no fever. No chills. No vomiting. No diarrhea.

PAST MEDICAL HISTORY:
1. Prostatic hypertrophy.

2. HIV disease.

3. Recent COVID infection.

4. History of hyperlipidemia.

CURRENT MEDICATIONS: He is on Tylenol 650 mg q.4h. p.r.n., Humalog with sliding scale coverage, Flomax 0.4 mg daily, pravastatin 80 mg daily, bictegravir / emtricitabine / tenofovir 50 mg/200 mg/25 mg one tablet daily for HIV disease, and albuterol inhaler two puffs q.6h. p.r.n. for shortness of breath and wheezing.
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ALLERGIES: None known.

SOCIAL HISTORY: No alcohol. No drugs. He has a daughter who is involved in his care. He lives at home.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain. No palpitations.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neuro: No syncope. Complaining of right-sided weakness.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding. No bruising.
PHYSICAL EXAMINATION:

General: The patient seen in the video visit. The patient is awake, alert and oriented x 3.

Vital Signs: Blood pressure 116/78 as reported. Pulse 78. Temperature 98.6. Respirations 18. Pulse ox 97%.

The patient lying in the bed and looks comfortable. No respiratory distress.

Extremities: No edema noted.

ASSESSMENT:
1. Deconditioning.

2. Right sided weakness.

3. Recent COVID infection.

4. History of prostatic hypertrophy.

5. History of hyperlipidemia.

6. History of RPR positive but FTA-ABS negative, likely false-positive result.

7. History of HIV disease.

PLAN: We will continue all his current medications. Get CBC and CMP. Code status discussed with the patient and he wants to be full code.

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