GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Aaron Predester

Mrn:

PLACE: Mission Point of Flint

Date: 09/21/22

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile:  Mr. Predester is a 79-year-old male who came back to Mission Point on the 09/20/22, which is yesterday. He had been living with people according to what he tells me. 

CHIEF COMPLAINT: He is here for long-term care and he has a stroke with severe right hemiplegia and he has a history of hypertension and diastolic heart failure.

HISTORY OF PRESENT ILLNESS: Mr. Predester had a stroke about nine years or so ago. He has severe deficit. His right arm is completely paralyzed and he has very limited movement of his leg. He has some edema there. He mobilizes in a wheelchair. He is under hospice care. He has hypertension that is relatively controlled at the present time. There are no headaches or chest pain. He has chronic diastolic heart failure, but currently there is no dyspnea and he denies shortness of breath or cough and there is only mild edema. He has diabetes mellitus and his sugars are not seen now and I see one from about a year ago 109. Otherwise, he denies major complaints. His only real complaint is pain in both legs. It is not localized anywhere and seems diffuse. Although, he has severe right hemiplegia, there is also a slight flexion contracture of the left knee. His pain is fully described and vague.

PAST MEDICAL HISTORY: Positive for stroke with right hemiplegia, diabetes mellitus type II, cardiovascular disease, hypertension, urinary tract infection, cardiomegaly, chronic diastolic heart failure.

FAMILY HISTORY: His brother had a stroke. He does not know what his parents had.

SOCIAL HISTORY: He has history of smoking and admits to smoking a little bit. No alcohol excess.

MEDICATIONS: Baclofen 10 mg twice a day, metformin 500 mg daily, citalopram 10 mg daily, amlodipine 10 mg daily, metoprolol 25 mg twice a day, Senna 8.6/50 mg one tablet nightly, Protonix 40 mg daily, Nystatin 1000 units every shift, gabapentin 600 mg three times a day, Norco 7.5/325 mg one three times a day as needed, levetiracetam 250 mg twice a day, dapiprazole 10 mg nightly.
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ALLERGIES: None known.

Review of systems:
Constitutional: He denies having fevers or having chills or major weight change.

HEENT: Eye – He was not clear on his vision, but states it is reasonably good. ENT: No earache, sore throat, or hoarseness. He seems to have difficulty hearing.

RESPIRATORY: No dyspnea, cough, or sputum.

CARDIOVASCULAR: No chest pain or dizziness.

GI: No abdominal pain, nausea, or vomiting or diarrhea.

GU: No dysuria currently. He has had urinary tract infections.

Neurological: He has severe dense right hemiplegia. No headaches, fainting or seizures, but he comes on Keppra.

MUSCULOSKELETAL: He has vague leg pains. He is paralyzed on the right side. He has slight flexion contracture of the left knee and painful to extend it.

HEMATOLOGIC: No bruising or bleeding.

ENDOCRINE: No polyuria or polydipsia, but he has diagnosis of diabetes mellitus type II.

SKIN: No rash or itch.

Physical examination:

General: He is not acutely distressed.

VITAL SIGNS: Blood pressure 137/80, temperature 97 pulse 63, respiratory rate 16, and O2 saturation 97%.

HEAD & NECK: Pupils equal and reactive to light. Eyelids and conjunctivae are normal. Extraocular movements are normal. Oral mucosa normal. Ears normal on inspection. Hearing is a bit diminished. He has poverty of speech. Neck is supple without mass or nodes.
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CHEST/LUNGS & BREASTS: 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 are grossly normal. Sensation is grossly intact. Motor he has totally paralyzed right upper extremity. He is very extremely weak in the right lower extremity. He is not ambulatory.

MUSCULOSKELETAL: Slight flexion contracture of the left knee. Paralysis is completely in the right upper extremity. Slightly decreased shoulder range of motion in the left, but not extreme, but is significant. No acute joint inflammation or effusions. He has slight edema of the legs and bit more on the right.

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

ASSESSMENT AND plan:
1. Mr. Predester has severe debility mostly due to a stroke. He is under hospice care.

2. He has hypertension, which is controlled with amlodipine 10 mg daily plus metoprolol 25 mg daily.

3. He has diabetes mellitus. We will continue metformin 500 mg daily.

4. He has leg pain, which is bothersome and I will continue baclofen 10 mg twice a day plus gabapentin 600 mg three times a day for neuropathic pain plus Norco 7.5/325 mg one tablet three times a day for generalized pain. He is on Abilify 10 mg daily for agitation and psychosis.

5. He has gastroesophageal reflux disease and I will continue Protonix 40 mg daily. I will follow him at Mission Point.

Randolph Schumacher, M.D.
Dictated by:

Dd: 09/21/22

DT: 09/21/22

Transcribed by: www.aaamt.com
