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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Franchester Racqual Farris

CASE ID: 2786640

DATE OF BIRTH: 02/14/1967

DATE OF EXAM: 05/31/2022

Chief Complaint: Franchester is a 55-year-old African American female who is here with long history of hypertension and history of two strokes; one in 2016 and the other one in August 2021.

History of Present Illness: Reveals the patient is an extremely poor historian. The patient was brought to the office by her sister as the patient is wheelchair bound and does not drive and is not able to drive. She started living with the sister recently for the past one year. She does not remember the circumstances of her stroke in 2016. The only thing she remembers is she felt like somebody had bit her on the right side of her face and then she felt that her face could not move properly and then the right upper and right lower extremity and she was admitted to hospital and had rehab and almost recovered. The patient states then in August 2021, she suddenly noticed that she could not move her right leg properly and her speech was not right and, for which reason, she went to the hospital and they told her that she is having a stroke where she is going to be weak on the right side. She states after she was in the hospital for several days they transferred her to nursing home where she feels she did not get proper therapy and then came back home. The patient is totally dependent on somebody else to help her feed, help her in transportation, help her in cooking. The patient is wheelchair bound and extremely unstable when she puts the foot down and even tries to walk. Her speech is extremely garbled. There is no history of seizures. There is no history of major vision problem. At times, she has to wear Depends at night because she gets incontinent of urination, but she can control her bowel movements properly. She is able to swallow.

The patient has had two C-sections also. The patient was also seen by neurology on 10/14/2021. The patient seemed to have suffered a left lacunar infarct. A stroke workup was started and the patient was noted to have *_________* on transthoracic echo. She had a CT angiogram done in the ER, incidental finding of right upper lobe nodule is noted.
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Medications: Medications at home are multiple including:

1. Hydralazine 25 mg a day.

2. Amlodipine 10 mg a day.

3. Carvedilol 3.125 mg daily.

4. Rosuvastatin 40 mg a day.

5. Plavix 75 mg a day.

6. Atorvastatin 40 mg a day.

7. Aspirin 81 mg a day.

8. Lisinopril 5 mg a day.
Allergies: None known.

Personal History: The patient has gone to school up to seventh grade and then had GED. She states she was in a wrong company. She was with a lady who was stealing some clothes for her baby from the store. She was caught and she was put on probation. The patient was just accompanying her, had not stolen anything, but she still got probation. The patient missed her probation date and did not report and hence the police came and picked her up and she got eight years in prison where she finished her GED. The patient has worked doing custodial work and cooking work at Texas A&M and has done some work at JCPenney department stores too. She is single. She had three children; one child passed away. So, she has currently two living children. She does smoke few cigarettes a day for several years. Her both parents are deceased. She denies drinking alcohol or doing drugs. She states she has been told she has had a heart attack and she has had a couple of stents put in her heart. She is extremely dependent in that she cannot stand to cook or clean or bathe herself. At times, at night, she is incontinent of urine, but does not have to wear Depends during the daytime. She is able to swallow. There is no seizure. There are no major vision problems. She states that her whole body goes into jerking motion, which makes it very difficult to walk.

Physical Examination:
General: Exam reveals Ms. Franchester Racqual Farris to be a 55-year-old, chronically ill-appearing, petite-appearing African American female who is awake, alert and oriented and in no acute distress. Her speech is extremely garbled and difficult to understand.

Vital Signs:

Height 5’1".

Weight 114 pounds.

Blood pressure 154/96.

Pulse 77 per minute.

Pulse oximetry 98%.

Temperature 95.9.

BMI 21.
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Snellen’s Test: Vision without glasses:

Right eye 20/50.

Left eye 20/50.

Both eyes 20/50.

With glasses her vision:
Right eye 20/50.

Left eye 20/40.

Both eyes 20/40.

She does not have hearing aids.

Head: Normocephalic.

Eyes: Pupils are barely equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruits. Thyroid is not palpable.

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema. There is no cyanosis.
Neurologic: Cranial nerves II through XII are intact. The patient’s facial palsy seems to have improved. There is no nystagmus. She is not able to do finger-nose testing with her left side. Her Romberg’s is positive. With respect to motor system, the patient has right hemiparesis with more affecting right hand. She is right-handed, but does not have a grip in the right hand. She cannot straighten her right hand. She has developed some contractures at her elbow, so she basically cannot even straighten her right elbow, but left elbow she is able to straighten. Overall, motor system, sensory system and reflexes are nice.
There is no evidence of facial palsy now. The patient has significant hemiparesis. She has grade 2 power to grade 3 power motor strength in the right upper extremity and grade 3 power in right lower extremity. Her right hand grip is poor. She is not able to raise her right upper extremity above the shoulder. There are contractures of the right hand and the patient is not able to lift anything with the right hand. There is no carotid bruit. Reflexes are 1+ throughout. There seems to be slight rigidity when testing range of motion of right leg. The patient has not had any seizures.

Review of Records per TRC: Reveals records of St. Joseph Hospital of 10/06/2021, where the patient was admitted with facial droop and right-sided weakness, history of right-sided hemiparesis two years ago, history of coronary artery disease, hyperlipidemia, status post stent placement and the patient presented to the emergency room because of worsening right-sided weakness and facial droop. She has expressive aphasia. The patient was not a candidate for TPA because of *_________*.The patient denies any chest pain, shortness of breath, nausea, vomiting, diarrhea or abdominal pain.
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Specifically Answering Questions for TRC: Her gait is extremely abnormal. The patient is not able to even stand properly. Her station is abnormal. She can clumsily dress or undress, but getting on and off the examination table is extremely difficult. She cannot do heel and toe walking, squatting or rising above and tandem walk. Her muscle strength is 0-1 on both sides. She has upper limb complete right hemiplegia. Lower limb, she is able to raise her right lower extremity against gravity. Her reflexes appear essentially normal. There is no handheld assistive device that is used even though she needs it. She has got good grip strength and ability to pinch strength, ability to use the upper extremities and performing gross and fine functions. The right hand is the dominant hand. The patient is able to pinch, grasp and shake hands. She can manipulate objects; just pen, cup or spoon.

The Patient’s Problems: The patient’s problems are multiple.
1. Long-standing history of hypertension.

2. History of two sent placements.

3. History of two strokes; one in 2016, where right upper and right lower extremities were affected, but it resolved spontaneously and the second one in 2021. History of two strokes affecting the right side of her body with facial droop. The facial droop has cleared up, but her right hemiparesis is persisting. Another episode of right hemiplegia where right upper extremity is worse than the right lower extremity. She has overall good strength.
4. History of tobacco use. The patient is a current smoker.
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