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Date Printed: 01/14/13

Name: Bradley Paluck
ID: 
SEX: 
AGE: 
Mr. Paluck returns today. Here today with some concerning symptoms. States that yesterday, he developed the acute onset of facial numbness. Associated with he has had some ___ fatigue and headaches. The patient states that he had been under significant amount of stress, and recently had to deal with the death of his mother, as well as the wedding of his daughter. He states both these issues were quite stressful, and he feels as though the stress my have “caught up with him”. Does have some remote family history of stroke, as well as coronary and cerebral disease. As a result, he is here today in light of the fact that he is concerned about the symptoms of the acute onset of fascial numbness. The patient’s past history, previous chart notes, laboratories, and risk profile reviewed as part of today’s visit.

ROS:
General: Denies weight change, fever, chills, or fatigue.
HEENT: Denies headache, visual changes, tinnitus, epistaxis, nasal discharge, or throat pain.
Cardiovascular: Denies chest pain, palpitations, dyspnea, paroxysmal nocturnal dyspnea, orthopnea, or edema.
Lungs: Denies cough, sputum production, hemoptysis, or shortness of breath.
Gastrointestinal: Denies dysphagia, odynophagia, melena, hematochezia, abdominal pain, or change in bowel habits.
Genitourinary: Denies dysuria, hematuria, pyuria, flank pain, or abnormal discharge.
Endocrine: Denies polyuria, polydipsia, or heat or cold intolerance.
Musculoskeletal: Denies joint pain, swelling, stiffness, or weakness.
Psych: Denies anxiety, depression, or suicidal ideation.
Skin: Denies bruising, rash, petechiae, abnormal lumps, or abnormal pigmented lesions.
Neurologic: Denies any dizziness, syncope, seizure, or loss of consciousness.

O:

VITAL SIGNS: Reviewed – see above.

GEN: Alert, NAD. Appearance appropriate for situation.

HEENT: TMs clear. EOC patent. EOMI, PERRLA. Funduscopic exam normal. Nasal mucosa normal. Oropharynx normal, with normal appearing mucosa.

NECK: Supple, no adenopathy. No masses. Thyroid exam normal.

CV: Regular rate and rhythm. No murmurs, rubs, or clicks. PMI non-displaced.

LUNGS: Clear.

ABD: Soft, nontender, nondistended, BS+, no organomegaly. No guarding/rigidity.

EXT/VASCULAR: No C/C/E. Brisk peripheral pulses.

SKIN: Warm, dry. No ecchymosis or petechiae.
Neuro: Examination of the face today does reveal some slight irregularity with the muscles of mastication and facial expression on the left, with some subjective numbness to tactile stimulation and discrimination of ____.

No other focal neurologic deficits identified.

ASSESSMENT:

.OP: Left facial weakness.

.OP: Left facial paresthesia.

.OP: Rule out – CVA versus TIA.

PLAN: Mr. Paluck presents today with concerning neurologic symptoms. He is accompanied today by a personal friend. The patient has had a significant escalation of symptoms, and is here today for evaluation. Given the acute onset, and specifics on exam today, I am concerned of possibility of stroke. Spent nearly one hour in coordination of care for Mr. Paluck today. CBC, CMP and lipid panel, TSH and PSA will all be obtained for initial evaluation for intrinsic causes for stroke and or facial weakness and paralysis.

Finger stick glucose today 103.

Arrange for carotid ultrasound and MRI scan of the cranium immediately for further assessment and review.

This visit constitutes a comprehensive evaluation and management, given the acute severity of the symptoms, findings on physical exam, need for coordination of care and immediate medical imaging and diagnostic laboratories.
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