GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Annie Wilson

Mrn:

PLACE: Mission Point of Flint

Date: 12/06/22

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Mr. Wilson is a 70-year-old male who returned from the hospital after presenting with right-sided weakness and difficulty speaking.

HISTORY OF PRESENT ILLNESS: This man was at Mission Point and he was found on the floor by the nursing staff at 11:30 in the morning of admission which is approximately the 11/14/22 and he was last seen before 9:30 in the morning after morning meds. He had been already on Plavix. He is found to have right hemiplegia, facial droop, dysarthria, and sensory deficit. A CAT scan of the head showed an acute hemorrhage with mild surrounding edema and mass effect. He is admitted to Neuro ICU. He received platelets. He was started on *__________* to maintain the blood pressure between 130 and 50 systolic. Head CT showed progression of the hemorrhage and worsening with midline shift. He had difficulty maintaining secretions. He guardian requested no CPR and intubation. Today, he comes to us for the most part aphasic, but he answered some questions by nodding and shaking and he seems to be able to respond to some commands. For example, he elevated his left hand and leg a bit for me and held it up, but he had no movement of the right upper or lower extremity. He denied any pain or dyspnea, nausea or vomiting. He was intubated in the hospital and was seen and evaluated and he was treated with cefepime and Flagyl for pneumonia. He remains in poor condition now with left hemiplegia and aphasia and he has remained hospice patient and has returned to Mission Point on 12/05/22.

PAST MEDICAL HISTORY: Positive for hypertension, diabetes mellitus type II, chronic kidney disease, AV malformation to duodenum. He has an AICD.

FAMILY HISTORY: Father had cardiovascular disease and mother had diabetes mellitus.

SOCIAL HISTORY: There is past history of ethanol excess and no recent smoking. He has been living in the nursing home for several years. 

MEDICATIONS: Dulcolax suppository rectally as needed, acetaminophen suppository one rectally every four hours if needed, Ativan 0.5 mg every four hours as needed, morphine 0.5 mL every fours hours as needed for pain, lidocaine patch 4% twice a day with breakfast and dinner.

ALLERGIES: None known.
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Review of systems:
Constitutional: He does not feel feverish or have chills.

HEENT: Eye – No visual complaints, discharge,  or drainage. ENT – No sore throat.

RESPIRATORY: No dyspnea or cough.

CARDIOVASCULAR: No chest pain.

GI: No abdominal pain, vomiting or diarrhea.

GU: No dysuria.

MUSCULOSKELETAL: He denied any arthritic pains at present.

HEMATOLOGIC: No bruising or bleeding.

ENDOCRINE: No polyuria or polydipsia.

SKIN: No itching. No rash reported.

NEUROLOGIC: He is aphasic, but he could answer questions by nodding and shaking his head.

Physical examination:

General: He was not distressed or acutely ill appearing and seems relatively comfortable, but aphasic.

VITAL SIGNS: Blood pressure 150/83, temperature 97, pulse 50, respiratory rate 17, and O2 saturation 96%.

HEAD & NECK: Pupils equal and reactive to light. Eyelids and conjunctivae are normal. Extraocular movements are intact.  Ears normal to inspection. Neck is supple. No mass. No palpable organomegaly.

CHEST/LUNGS & BREASTS: Quiet breath sounds. No wheezes or crackles.
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CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur. No edema.

CNS: He could barely cooperate for formal testing.  There was no facial asymmetry. Sensation was grossly intact. He is totally paralyzed in his right upper and lower extremity and he can move his left lower extremities. Pedal pulses 1+. No significant edema of the feet.

MUSCULOSKELETAL: Right hemiplegia. No pain when moving his shoulders or arms or hands or feet. No acute inflammation. No cyanosis.

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

MENTAL STATUS: He could not answer questions pertaining to orientation. Aphasia may be a factor. He has been agitated at times, but was calm when I saw him.

ASSESSMENT AND plan:
1. He has cerebrovascular accident with right hemiplegia due to intracranial hemorrhage. He comes to us on hospice and focus will be on comfort.

2. He had aspiration pneumonia in hospital which was treated.

3. He had acute on chronic kidney disease, which is treated.

4. He has an AICD.

5. He has had a pericardial effusion in the hospital.

6. He has peripheral arterial disease.

7. He has hypertension. The focus now is comfort and he comes solely on the hospice meds and hospice will follow.

Randolph Schumacher, M.D.
Dictated by:

Dd: 12/06/22

DT: 12/06/22

Transcribed by: www.aaamt.com
