HISTORY & PHYSICAL

PATIENT NAME: Aaron Eugene Johnson

DATE OF BIRTH: 04/03/1966
DATE OF SERVICE: 02/05/2022

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 55-year-old male. He was admitted to Johns Hopkins Hospital because the patient presented to the emergency room with change in mental status and suspected drug overdose. He responded to Narcan. MRI done that revealed small infarct right corona radiata, lentiform nucleus in left anterior temporal subcortical white matter area. The patient was admitted to the hospital. He was managed. While in the hospital, the patient was noted to have blood per rectum and melanotic stool. He was seen by GI. He underwent endoscopy and EUS and FNA on 01/25/2022. The patient was diagnosed with H. pylori and he was started on H. pylori treatment. The patient was also noted to have dementia. As per hospital report, the patient was recently hospitalized in St. Joseph Hospital with known history of polysubstance abuse, depression, and stroke. He was recently diagnosed outside hospital with rapidly progressing dementia in the setting of polysubstance abuse. The patient also underwent lumbar puncture and active studies for HIV, HCV, and CMV. Cryptococcal antigen negative and Lyme disease negative. The patient’s biopsy revealed chronic H. pylori infection. They recommended triple therapy: tetracycline, metronidazole, and bismuth, and PPI. Physical therapy done and they recommended subacute rehab. After stabilization, the patient was transferred to rehab unit.

PAST MEDICAL HISTORY:

1. Substance abuse.

2. CVA.

3. Depression.
PAST SURGICAL HISTORY: Recent EGD, biopsy, and fine needle aspiration  

ALLERGIES: The patient could not tell. His memory is impaired and he is forgetful.

SOCIAL HISTORY: Substance abuse.

CURRENT MEDICATIONS: Upon discharge, aspirin 81 mg daily, Lipitor 80 mg daily, bismuth subsalicylate 262 mg tablet two tablets every six hours for 10 days, vitamin B12 1000 mcg daily, Colace 100 mg daily, metronidazole 500 mg every eight hours for 10 days, multivitamin daily, Protonix 40 mg daily b.i.d., MiraLax 17 g daily, Senokot 8.6 mg two tablets b.i.d., ceftriaxone 1 g daily for three days, and tetracycline 500 mg one capsule every six hours for 10 days.
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REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting. No diarrhea.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope, but the patient is a poor historian. He is  unable to answer in detail any question. He is forgetful. He is disoriented and not a very good historian.

PHYSICAL EXAMINATION:

General: The patient seen with the nurse in the room on tele-video visit. The patient is awake. He is alert and oriented x 1. He does not know the name of the place he is in and could not tell me the month. He is disoriented and forgetful. His memory is impaired.

Vital Signs: Stable.

No respiratory distress.

ASSESSMENT:

1. CVA.

2. Dementia.

3. H. pylori infection.

4. History of substance abuse.

5. Recent GI bleed, stable.

PLAN: We will continue all his current medications. Reported by the nursing staff today the patient pulled his IV line out. We will try to get any record of culture report from Johns Hopkins Hospital. Depending on the culture report over there, we will narrow down antibiotic. If the patient refuses IV line again, then will be switched to PO. Ceftin 500 mg b.i.d. for three more days. Otherwise depending on the culture we can arrange for IV line and give him three more days of ceftriaxone. He got one dose yesterday, but today he missed his dose because he pulled the IV line out. I spoke to the nursing staff. He will also get CBC, BMP, PT/OT and psychiatry evaluation also. Care plan was discussed with the nursing staff.
Liaqat Ali, M.D., P.A.

