GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Jimmy Cunningham

Mrn:

PLACE: Mission Point of Flint

Date: 05/05/2022

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Mr. Cunningham is an 86-year-old male who is here for post acute care. He was hospitalized for what was believed to be a seizure. He presented to the ER on 04/26/2022, with shaking and unresponsiveness. They gave him Keppra. He himself has no insight as to what happened and why he is here. He was given a dose of IV Keppra in the emergency room and the workup was completed and his family states that they are unable to care for him and he has high risk of falls. He has been getting 24-hour care. His daughter was the primary caregiver and he needs assistance for mobility.  He had intracranial hemorrhage and hemorrhagic infarct in the past and has visual neurologic deficits. He has poor mobility and unstable gait. He is very cognitively impaired as well. He has a history of hypertension. In the present time, his blood pressure is a bit up.

He himself does not remember the seizure or any of his past illnesses. He has no associated headache or nausea.

PAST HISTORY: Positive for seizure disorder, TIAs, aphasia following a stroke, dysarthria following a stroke, but he is eating, non-traumatic intracerebral hemorrhage, occlusion and stenosis of both carotid arteries, weakness, right shoulder dislocation, debility, and hypertension.

FAMILY HISTORY: He states that his mother is alive, but I am not clear on that. He states his father is deceased, but could not tell me any of the illnesses of anyone in his family.

SOCIAL HISTORY: No smoking or ethanol abuse that he admits to.

Medications: Senna one tablet twice a day, Flomax 0.4 mg daily, lisinopril 5 mg daily, multivitamins one daily, Keppra 500 mg twice a day, hydralazine 10 mg three times a day, baclofen 10 mg three times a day, atorvastatin 40 mg daily, aspirin 81 mg daily, amlodipine 10 mg daily.

ALLERGIES: None known.

Review of systems:
Constitutional: He denies feeling fevers or having chills.

HEENT: Eye – Denies complaints. ENT – Denies sore throat, earache or hoarseness.
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RESPIRATORY: Denies dyspnea, cough or sputum.

CARDIOVASCULAR: Denies chest pain or other symptoms.

GI: No abdominal pain, vomiting, or bleeding.

GU: No dysuria or hematuria.

Musculoskeletal: Denies arthralgias.

HEME: Denies bruising or bleeding.

ENDOCRINE: Denies polyuria or polydipsia. There is no history of diabetes.

Remaining systems negative for him, but he has poor memory.

Physical examination:
General: He is not acutely distressed or ill appearing. He has poverty of speech and some difficulty with speech and slight dysarthria. He states very little.

VITAL SIGNS: Blood pressure 165/80, temperature 97.6, pulse 90, respiratory rate 18.

HEAD & NECK: Eyelids and conjunctivae are normal. Extraocular movements are intact. Oral mucosa is normal. Ears are normal. Hearing is adequate. Neck is supple. No mass. No palpable thyromegaly. Trachea is above midline. There are no nodes.
CHEST/LUNGS & BREASTS: Lungs clear to percussion and auscultation without labored breathing.

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

ABDOMEN: Soft and nontender. No organomegaly.

CNS: Cranial nerves show slight left facial droop. He has increased tone in all limbs. He has good movement of all limbs, but he has poor balance and gait. He has good hand grip. His plantars are downgoing bilaterally. Sensation to touch and pain is intact. 
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MUSCULOSKELETAL: He has dislocation of the right shoulder and some deformity. Knees are unremarkable. No joint inflammation or effusion is noted. No cyanosis is noted.

SKIN: Intact, warm and dry without rash or major lesions. Pedal pulses are palpable. There is no significant edema.

ASSESSMENT AND plan:
1. Mr. Cunningham is here for post acute care. He is stable from the acute condition. He had a seizure and I will continue Keppra 500 mg twice a day.

2. He has hypertension and today’s reading is up, but most other readings have been normal. I will observe more readings on lisinopril 5 mg daily plus hydralazine 10 mg three times a day plus amlodipine 10 mg daily.

3. He has prostatic hypertrophy and I will continue Flomax 0.4 mg daily. He will get OT and PT, and can benefit from that, to work on mobility and gait and stiffness. He has spasticity and I will continue baclofen 10 mg daily. He has strokes, both cerebrovascular disease and hemorrhage. Currently, he is on aspirin 81 mg daily.

Randolph Schumacher, M.D.
Dictated by:

Dd: 05/05/22
DT: 05/05/22

Transcribed by: www.aaamt.com
