GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Hamidah Shabazz

Mrn:

PLACE: Bentley Manor

Date: 04/14/2022

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Mrs. Shabazz is a 68-year-old female who just moved in recently to Bentley Manor. She had been at Kith Haven which is a nursing home for rehab for about a month and before that she was in the McLaren Hospital.

CHIEF COMPLIANT: Right side weakness from a stroke.

HISTORY OF PRESENT ILLNESS: Mrs. Shabazz had a stroke recently. She is 68 and she is unable to walk; she has severe right hemiplegia. The onset was fairly sudden. She is able to eat and swallow and there is no clear aphasia although there is some dysarthria; speech was a little difficult. She denies any visual complaints. She does have history of hypertension, but that is currently stable. She has a diagnosis of schizophrenia, but she is quite cooperative here and there have been no hallucinations or major behavioral problems or other psychotic symptoms so far in a week or two that she was here at Bentley. At one point, she had oral dysphagia, but she eats now and it is a regular diet and takes thin liquids. She has more dysarthria, but no clear aphasia.

She does need help, but mostly the help that she can feed herself. She would need help with brushing and bathing and toileting. She is oriented though.

PAST HISTORY: Stroke with right-sided weakness, history of recurrent falls before, and she had a bit of ability probably but before this. Some dysarthria, osteoarthritis, generalized anxiety disorder, diabetes mellitus type II, essential hypertension, venous insufficiency, hyperlipidemia, constipation, and paranoid schizophrenia.

PAST SURGICAL HISTORY: She had laparoscopic cholecystectomy.
FAMILY HISTORY: Her mother and father both had cancer.

SOCIAL HISTORY: No smoking or ethanol abuse.
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Medications: Amlodipine 10 mg daily, artificial tears two drops in each eye at bedtime, aspirin 325 mg daily, glipizide 10 mg daily, lisinopril 40 mg nightly, metformin 500 mg every 12 hours, metoprolol ER 50 mg daily, mirtazapine 15 mg nightly, polyethylene glycol 17 g in 8 ounces of water nightly, Risperdal 0.25 mg nightly and 0.5 mg daily in the morning, Senna 17.2 mg twice a day, Tylenol 650 mg every six hours p.r.n., milk of magnesia 30 mL four times a day as needed, and nitroglycerin 0.4 mg sublingually as needed.

ALLERGIES: AMOXICILLIN and CODEINE.

Review of systems:
Constitutional: No fever or chills. She is heavyset.
HEENT: Eye – Denies major visual complaints. ENT – Denies major hearing problems or sore throat or earache.

RESPIRATORY: No dyspnea, cough or sputum.

CARDIOVASCULAR: No chest pain or palpitations.

GI: No abdominal pain, vomiting, or bleeding.

GU: Denies dysuria or hematuria and she is continent.

MUSCULOSKELETAL: She is weak on the right side, but denies severe arthralgias.

ENDOCRINE: She has diabetes mellitus, but she could not tell me what her sugars have been. They have not been checking at home and she is on oral hypoglycemics.

HEMATOLOGIC: No excessive bruising or bleeding.

CNS: Denies headache, fainting or seizures.

Physical examination:
General: She is not acutely distressed or ill. She has slight dysarthria, but she could communicate well. Speech is slow.
VITAL SIGNS: Blood pressure 120/82, pulse 76, respiratory rate 15.
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HEAD & NECK: Pupils equal and reactive to light. Eyelids and conjunctivae are normal. Extraocular movements are intact. Oral mucosa is normal. Ears are normal on inspection. Neck is supple. No palpable thyromegaly or nodes or masses.

CHEST/LUNGS & BREASTS: Lungs clear to percussion and auscultation without labored breathing.

CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur.

ABDOMEN: Soft and nontender. No palpable organomegaly.

CNS: Cranial nerves are grossly intact. She is slightly weak and deviating her tongue to right. She has severe right hemiplegia including the leg and the upper extremity. She is non-ambulatory. Her right plantar is extensor.

MUSCULOSKELETAL: She has right hemiplegia. There is no joint inflammation or effusion. Handgrip is good on the left. No cyanosis.

SKIN: Intact, warm and dry without rash or major lesions.

EXTREMITIES: A foot exam was done. Sensation is intact. Motor exam reveals very severe weakness in the right foot. She has edema 1+ in the feet. Pedal pulses are palpable. There are no lesions, ulcers or gangrene.

MENTAL STATUS: She is oriented to time and place and person and her affect was good today. There are no signs of agitation or hallucinations.

ASSESSMENT AND plan:
1. Mrs. Shabazz had a severe stroke. I will continue aspirin 325 mg daily and add atorvastatin 40 mg daily.

2. She has diabetes mellitus and, for now, I will continue glipizide 10 mg daily plus metformin 500 mg twice a day and check a hemoglobin A1c.

3. She has essential hypertension which is controlled and I will continue her current medications namely lisinopril 40 mg daily plus metoprolol 50 mg daily.

4. She has hyperlipidemia and hence the atorvastatin. I do not see that she is on it at the moment.

5. She has diagnosis of schizophrenia and, for now, I will observe on Risperdal 0.5 mg in the morning and 0.25 mg at bedtime. She is on Remeron 15 mg nightly.

6. I will follow her at the Bentley Homes.

Randolph Schumacher, M.D.
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