HISTORY & PHYSICAL

PATIENT NAME: Ray, Virginia

DATE OF BIRTH: 06/15/1931
DATE OF SERVICE: 08/22/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 92-year-old female who lives independently with multiple medical problems of hypertension, hyperlipidemia, and CAD. She presented to MedStar Franklin Care Hospital emergency room on 08/16/2023 with right-sided weakness and numbness as well as facial droop. She was reportedly having the symptoms and went to the bathroom she took a bath noted right upper extremity weakness and numbness. She was able to get out of the bathroom tub, however, her course progressed. She was unable to get up due to right leg weakness. EMS was called on arrival. The patient has a facial droop in the ED. She complained of right knee pain. An ED stroke team was activated and neurology consulted. The patient had a CT scan of the head as well as CT angio head and neck that did not show any evidence of LVO, but heavily occluded carotid stenosis bilaterally. The patient also has accelerated hypertension with systolic blood pressure of 200. UA suggested UTI. The patient was admitted for further evaluation for CVA versus TIA. The patient has MRI done was negative for any acute stroke. Neurology consult suggested she suffered a TIA given her presentation and stenosis of the carotid arteries bilateral. The neuro and vascular team was consulted for further recommendation. Ultrasound carotid Doppler prior to discharge and outpatient followup was advised. Unfortunately, the patient continues to show quite severe ambulatory deficiency and required evaluation by PT/OT they recommended discharge subacute rehab. The patient was subsequently transferred to rehab. While in the hospital, the patient was noted to have hospital delirium and panic attacks. She received dose of Xanax for anxiety. Subsequently, her mental status started to improve and patient was sent to subacute rehab.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Hyperlipidemia.

3. CKD.

4. Carotid stenosis.

5. History of anxiety disorder.
PAST SURGICAL HISTORY: Cataract surgery and history of left oophorectomy.

CURRENT MEDICATIONS: Upon discharge, aspirin 325 mg p.o. daily, Lipitor 40 mg daily, Keflex 500 mg p.o. q.8h. for three days, vitamin D 2000 units daily, Plavix 75 mg daily to be given for 19 days, diltiazem CD 180 mg daily, Colace 100 mg b.i.d., hydralazine 50 mg three time a day, HCTZ 12.5 mg daily, lisinopril 20 mg daily, and metoprolol 25 mg twice a day.
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SOCIAL HISTORY: No smoking. No alcohol. No drugs. The patient was living independently at home.
REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Pain and aches.
Genitourinary: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, lying on the bed and in no distress.

Vital Signs: Blood pressure is 150/77, pulse 60, temperature 97.6, respiration 17, and pulse ox 97% on room air.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat no exudate.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing 

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

Neuro: She is awake, alert, and lying on the bed. Gait not tested.

Psychiatry: Cooperative.

ASSESSMENT:

1. The patient has been admitted to subacute rehab for recent TIA.

2. Hypertension uncontrolled.

3. Hospital delirium.

4. History of hyperlipidemia.

5. Carotid stenosis.

6. History of thyroid nodule.

7. History of vitamin D deficiency.

8. History of right knee Baker’s cyst.

9. Urinary tract infection.

Ray, Virginia

Page 3

10. Anxiety and panic attack.

11. Ambulatory dysfunction.

12. AKI resolved.

13. Episode of TIA with facial droop and right lower extremity weakness.

PLAN: We will continue all her current medications. Extensive PT/OT rehab. Followup labs. Care plan was discussed with the patient and the nursing staff.

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

