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HISTORY & PHYSICAL

PATIENT NAME: *__________*
DATE: 07/22/2022

PLACE: Summer Place Nursing Home & Rehabilitation

HISTORY OF PRESENT ILLNESS: The patient is a 66-year-old Caucasian male seen today on rounds. He was recently admitted to Memorial Hermann University Place in Huston for rehabilitation, medical management, and monitoring. Previously, he was admitted to Baptist Hospital in Beaumont on 05/28/2022 due to renal failure and possible TIA. Per therapy records he had an acute right occipital parietal lobe stroke. The patient was admitted to Summer Place for skilled nursing services. Since his arrival, he has not had any complaints and no problems voiced to me by the bedside nurses. 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: Occlusion and stenosis of carotid artery, hypertension, hyperlipidemia, hypothyroidism, GERD, altered mental status, obesity, TIA, and type II diabetes.

ALLERGIES: PENICILLIN, TRAMADOL, and SOMA.

MEDICATIONS: Albuterol sulfate nebulization every six hours as needed, alogliptin 25 mg once a day for diabetes, aspirin 81 mg once a day, atorvastatin 10 mg at bedtime, carvedilol 25 mg two times a day, duloxetine 20 mg once a day, enoxaparin 30 mg once a day, fluticasone propionate once a day, levothyroxine 50 mcg once a day, Lidoderm patch 5% topically for pain, losartan 25 mg once a day, Lyrica 100 mg three times a day, nifedipine 60 mg once a day, sucralfate 1 g before meals at bedtime, and Tylenol No. 3 every six hours as needed for pain.

FAMILY HISTORY: Negative.
SOCIAL HISTORY: Lives locally with family. Does not smoke tobacco. Does not drink alcohol. No IV drug abuse. No history of STDs. The patient is unemployed and married.
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REVIEW OF SYSTEMS: 10-point review of systems was negative.

PHYSICAL EXAMINATION: Vital Signs: Blood pressure 134/62, temperature 97.4, heart rate 64, respiration 16, blood sugar 152, oxygen saturation 97% 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, nontender, and nondistended. Bowel sounds presents x4. Neurological: Grossly nonfocal. Dermatological: Shows no suspicious lesions.
ASSESSMENT/PLAN:

1. Occlusion and stenosis of carotid artery. Continue current medications.

2. Hypothyroidism. Continue current medications.

3. Type II diabetes. Continue to monitor and treat with diet and medications.

4. Hyperlipidemia. Continue current medications.

5. History of TIA. Continue current medications.

6. Hypertension. Continue curent medications.

7. GERD. Continue current medications. The patient tolerating treatment and plan well at this time. All imaging and labs reviewed at this time. We will continue to monitor.
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