HISTORY & PHYSICAL

PATIENT NAME: Williams, Belvin

DATE OF BIRTH: 04/20/1970
DATE OF SERVICE: 10/26/2023

PLACE OF SERVICE: FutureCare Charles Village

The patient is seen today by me at the nursing home and history and physical dictated.
HISTORY OF PRESENT ILLNESS: This is a 53-year-old male. He was admitted to Shock Trauma Hospital in September 2023 because of polytrauma after struck by a scooter as a pedestrian with loss of consciousness. The patient was unable to move right upper extremity and generalized upper extremity weakness. CT show fracture of the nasal bone septum, scalp laceration hematoma, and fracture of C3, C5, C7, T3, T4, L1, and L3 status post C2 to T2 posterior spinal fusion, C2-C7 laminectomy and facetectomy on September 26, 2023. The patient also status post two teeth extracted concern for central cord syndrome status post facial laceration repair by the plastic surgery done. The patient was managed at Shock Trauma Center. After stabilization, the patient was sent to the Bayview Rehab Center with multiple problems, impaired mobility, and activities of daily living impaired. The patient also has a central cord syndrome, traumatic brain injury, and polytrauma with multiple fractures. As per patient, problem has been listed as history of cervical stenosis, hypertension, and mass on pancreas. With all these medical problems, the patient was managed. He has incidental pancreatic mass identified on October 6th, GI consulted, CEA, and CA-99 lab negative. Core biopsy of the pancreas can be performed. The postop ileus resolved and finally they recommended outpatient followup GI workup for pancreatic mass. Opioid use in remission and continued on Suboxone and hypertension was managed. He has asymptomatic bradycardia and he was kept in captopril and they recommended cardiology followup outpatient, chronic wrist fracture, hypokalemia, and bowel regimen was advised. After stabilization in subacute rehab, the patient was subsequently sent to FutureCare Charles Village. Today, when I saw the patient, he denies any headache, dizziness, nausea, or vomiting. No fever. No chills. He is lying on the bed. No cough. No congestion. No fever. No chills.

PAST MEDICAL HISTORY: As I mentioned:
1. Trauma motor vehicle accident pedestrian stuck with cervical stenosis.

2. Spinal cord injury.

3. Central cord syndrome.

4. Hypertension.

5. Ileus.

6. History of pancreatic mass and outpatient workup was advised by them.

7. Traumatic brain injury.

8. Substance abuse.

9. History of chronic right wrist fracture.
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CURRENT MEDICATIONS: Upon discharge, Tylenol 500 mg two tablets every six hours, Tylenol, p.r.n., Baclofen 10 mg four times day for muscle spasm, bisacodyl rectal suppository daily p.r.n. if needed, buprenorphine/naloxone 4 mg twice a day for seven days, captopril 12.5 mg every eight hours, chlorhexidine oral swish and spit twice a day for 14 days, Colace 100 mg two capsule daily, Lovenox 40 mg subcutaneous daily, gabapentin 300 mg twice a day, lidocaine patch 4% daily for pain, melatonin 3 mg at night, naloxone spray in each nostril for drug overdoses, MiraLax 17 g daily, Senna 8.6 mg two tablets b.i.d.

REVIEW OF SYSTEMS:

HEENT: Today, no headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Pain and aches.
Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and oriented x3.

Vital Signs: Blood pressure is 145/68, pulse 59, temperature 98.4, respiration 18, and pulse ox 98%.

HEENT: Head – no hematoma and left cervical collar in place. Eyes anicteric. No ear or nasal discharge.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. No calf tenderness.

Neuro: The patient is awake, alert, and oriented x3. Gait not tested. The patient is lying on the bed, feeling weak, and generalized weakness.

ASSESSMENT:

1. The patient was admitted to subacute rehab for continuation of extensive physical therapy. The patient has multiple injury status post MCA. He has a fracture nasal bone in septum.

2. Scalp laceration.

3. Fracture of C3.

4. Fracture C5-C7, T3-T4, and L1-L3 status post C2-T2 posterior spinal fusion.
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5. Status post T2-T7 laminectomy and facetectomy status post extraction of teeth. The patient also concern for central cord syndrome. He also status post facial laceration repair by plastic surgery.

6. History of hypertension.

7. History of pancreatic mass. Outpatient GI followup has been advised.

8. History of asymptomatic bradycardia.

9. History of chronic right wrist fracture.

PLAN: We will continue all his current medications. Followup lab electrolytes. PT/OT and fall precautions. Care plan discussed with the patient and also discussed with the nursing staff.

Liaqat Ali, M.D., P.A.

