HISTORY & PHYSICAL

PATIENT NAME: Dwayne McCoy

DATE OF BIRTH: 10/02/1964
DATE OF SERVICE: 01/26/2022

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 57-year-old male. He was admitted to Midtown Campus University Hospital. The patient presented to emergency room downtown on 12/20/2021 with status epilepticus. He had four episodes of seizures without returning to baseline. He was loaded with Keppra. Continuous EEG monitoring done. He was started on valproic acid. He continued to have seizure. Empiric antibiotic started. Extensive workup for infectious causes was negative. Neuro-critical ICU consulted and the patient was intubated on 12/22/21 in the setting of neurologic injury and he was transferred to neuro-critical ICU. The patient was managed for status epilepticus. He was given antibiotics for presumed infection. Also CSF culture negative for infection. Initially, he was given antibiotic and subsequently discontinued. MRI of the brain shows restriction in the left hippocampus insula area and herpes simplex virus was negative. Initially, he was given acyclovir that was stopped. The patient has dysphagia and old CVA. He underwent G-tube placement. Subsequently, he was weaned off the ventilator but G-tube was continued. Fever leukocytosis resolved. Aspiration pneumonia was treated with antibiotic vancomycin and meropenem. Palliative team was consulted. The patient was made DNR and DNI in the hospital. Neurology was following the patient in the hospital. After stabilization, the patient was transferred to Charles Village for continuation of care. Today, when I saw the patient, he denies any headache, dizziness, nausea, vomiting, fever, or chills. He is awake and lying on the bed. He is forgetful. I saw the patient with video visit with nurse in the room. The patient has no shortness of breath. No cough. No congestion. No vomiting. He has no complaint.

PAST MEDICAL HISTORY:

1. GERD.

2. Seizure disorder.

3. History of CVA.

4. Hypertension.

5. Panic attack.

6. PTSD.

CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg q.4h. p.r.n. via G-tube, escitalopram 20 mg daily, lacosamide 20 mL b.i.d., multivitamin daily, phenobarbital 60 mg three times a day, terazosin 2 mg daily, valproic acid 250 mg/5 mL and 20 mL q.8h, Keppra 1000 mg two tablets b.i.d., benzonatate 100 mg t.i.d. p.r.n. for cough and congestion, omeprazole 20 mg daily, and propranolol 60 mg daily.
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ALLERGIES: PENICILLIN.

FAMILY HISTORY: Positive for hypertension in the father.

SOCIAL HISTORY: As per chart from the hospital, no smoking, no alcohol, and no drugs.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Neuro: No syncope.

Endocrine: No polyuria.

PHYSICAL EXAMINATION:

General: The patient is awake and alert. He is oriented x2. He does have memory impairment. He is forgetful.

Vital Signs: Stable.

No respiratory distress.

ASSESSMENT:

1. Seizure disorder.

2. Status post status epilepticus.

3. Dysphagia status post PEG placement.

4. Encephalopathy.

5. Memory impairment.

6. GERD.

7. Panic attack and agoraphobia.

8. History of CVA.

9. History of PTSD.

PLAN: Continue all his current medications. PT/OT followup. Care plan discussed with the staff in the room with the patient.
Liaqat Ali, M.D., P.A.

