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HISTORY AND PHYSICAL
PATIENT NAME: Holmes, Anthony
DATE: 07/01/2022
PLACE: Summer Place Nursing Home & Rehabilitation

HISTORY OF PRESENT ILLNESS: Mr. Holmes is a 77-year-old African American male who has been seen today on rounds. The patient has a history of hemiplegia, history of CVA in 2015, apraxia, Alzheimer’s dementia, myoclonus, new diagnosis of seizures, hyperlipidemia, hypertension, hypothyroidism, and GERD. The patient is unable to communicate and does not follow commands. Most of the patient’s history was retrieved from records. No family person at the bedside. He was recently admitted to Christus St. Elizabeth for altered mental status. He had previously been at Calder Woods Rehab after a seizure. Since his arrival, there have been no problems voiced to me by the bedside nurse. There has been no endorsement of nausea, vomiting, diarrhea, constipation, abdominal pain, chest pain, shortness of breath, vision changes, hearing changes, or bleeding.
PAST MEDICAL HISTORY: As per above.

PAST SURGICAL HISTORY: As per above.
ALLERGIES: No known food or drug allergies.
MEDICATIONS: Aspirin 81 mg once a day for CVA, atorvastatin 40 mg at bedtime, baclofen 5 mg three times a day for muscle spasm, cholecalciferol 125 mcg once a day, clopidogrel 75 mg once a day, cyanocobalamin tablet 1000 mcg once a day, Donepezil 5 mg once a day, famotidine 20 mg two times a day, ferrous sulfate 325 mg once a day, folic acid 1 mg once a day, levothyroxine 50 mcg once a day, lisinopril 10 mg once a day, memantine 10 mg once a day, polyethylene glycol 17 g once a day for constipation, and vitamin D one tablet 250 mcg once a day.
SOCIAL HISTORY: Lives locally, does not smoke tobacco, does not drink alcohol. No IV drug abuse. No history of STDs. Unemployed and married.
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FAMILY HISTORY: Negative.
REVIEW OF SYSTEMS: 10-point review of systems is negative.

PHYSICAL EXAMINATION: Vital Signs: Blood pressure 122/74, temperature 97.2, heart rate 69, respirations 18, blood sugar 90, and oxygen saturation 98% on room air. HEENT: Benign. Neck: Supple. No JVD noted. Lungs: Clear to auscultation bilaterally. Chest: Rises even and symmetrically. Cardiovascular: Regular rate and regular rhythm. Normal S1 and S2. No clicks, rubs, or murmurs. Abdomen: Soft and nontender. Nondistended. Bowel sounds present x4. Neurological: Grossly nonfocal. Dermatological: He has no suspicious lesions.

ASSESSMENT:
1. Altered mental status. Continue current medications and assistance with ADLs.
2. History of CVA. Continue current medications.

3. Alzheimer’s dementia. Continue current medications and assistance with ADLs.

4. Seizures. Continue current medications.

5. Hyperlipidemia. Continue current medications.

6. Hypertension. Continue current medications.

7. Hypothyroidism. Continue current medications.

8. GERD. Continue current medications.

The patient is tolerating current therapy well. We will continue to monitor. We will draw routine labs as needed.
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