GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

PROGRESS NOTE

Name: Barbara Haw

Mrn: 

PLACE: Argentine Care Center

Date: 04/20/23

ATTENDING Physician: Randolph Schumacher, M.D.

CHIEF COMPLAINT: Ms. Haw was seen regarding stroke history, history of congestive heart failure, diabetes mellitus type II, history of anxiety and depression, and debility.

HISTORY: Ms. Haw was baseline with respect to left hemiplegia was very severe and she is nonambulatory. She has poverty of speech and evidence of dementia. She was not oriented. She denied any pain or dyspnea and blood sugars have not really been checked lately, but there are no hyperglycemic symptoms. She denies any dyspnea. There is no evidence of shortness of breath or pain or discomfort when seen.

REVIEW OF SYSTEMS: Unremarkable.

PHYSICAL EXAMINATION: General: She is debilitated and not distressed. Vital Signs: Blood pressure 108/51, pulse 67, respiratory rate 17, temperature 97.5, and O2 saturation 94%. Head & Neck: Oral mucosa normal. Otherwise unremarkable. Lungs: Poor effort to breath. No wheezes or crackles on auscultation. No accessory muscle use for breathing. Cardiovascular: Normal S1 and S2. No gallop. No murmur. Abdomen: Soft and nontender. 

Assessment/plan:
1. Ms. Haw has history of stroke with left hemiplegia and severe debility.

2. I will continue aspirin 81 mg daily plus Plavix 75 mg daily.

3. She has hypertension controlled with lisinopril 40 mg daily and carvedilol 6.25 mg twice a day.

4. She has congestive heart failure also and is on lisinopril and carvedilol.

5. She has history of seizures stable with Trileptal 600 mg twice a day.

6. She has history of depression and anxiety and I will continue Lexapro 10 mg daily.

7. Overall, I will continue the current plan.

Randolph Schumacher, M.D.
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