


PROGRESS NOTE
RE: Linda Pettus
DOB: 05/27/1966
DOS: 08/22/2025
CNH
CC: General care followup.
HPI: A 59-year-old female seen in the dining area, she was seated in her manual wheelchair that she is able to propel. The patient is status post CVA with significant sequelae of dysarthria, dysphagia, nonambulatory and advanced vascular dementia. The patient did not resist physical exam. She made eye contact, stated a few words that were coherent and within context of question or situation. When I asked if she had any pain or anything that was currently bothering her, she shook her head no and staff stated that she seems to be stable at this point in time.
DIAGNOSES: Status post CVA with sequelae as noted, dysarthria, dysphagia, loss of ambulation and vascular dementia, hypertension, hyperlipidemia, GERD, and chronic constipation.
MEDICATIONS: ASA 81 mg q.d., Lipitor 40 mg h.s., Protonix 40 mg q.d., vitamin D 5000 units q.d., lactulose 30 mL b.i.d. and Norvasc 10 mg q.d.
ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: Full code.
PHYSICAL EXAMINATION:

GENERAL: Petite female sitting up in her manual wheelchair. She was quiet, looking around, cooperated with exam.
VITAL SIGNS: Blood pressure 102/77, pulse 76, temperature 97.8, respiratory rate 17, O2 sat 98% and weight 113 pounds, which is stable.

HEENT: She has short, but full-thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa. The patient would look around and was quiet for the most part.
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CARDIAC: She has a regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: She had a normal respiratory effort. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Soft and flat. Nontender. Bowel sounds present without masses.

MUSCULOSKELETAL: She has generalized decreased muscle mass, adequate motor strength to propel her manual wheelchair. She is weight-bearing for transfers. She has no lower extremity edema. She has upper extremity grip strength adequate to feed self, can hold utensils and a cup.
NEURO: She makes eye contact. She has aphasia, so does not convey information and it is unclear how much of what is stated is understood by the patient. She appears a bit shy, but cooperative and would nod her head yes or no to questions asked.

SKIN: Warm and dry. There is no breakdown or abrasions noted. She has tattoos on her forearms and, when I asked her what they were about, she had a blank expression on her face.
ASSESSMENT & PLAN:

1. Review of CMP. Values are WNL. Potassium is 3.5, so just on the cusp of normal to low and we will continue to monitor that. She is not on potassium supplement at this time.
2. Review of CMP. T-protein and ALB are well within normal at 8.7 and 3.9. Continue with diet as is.
3. LFTs all WNL and calcium also WNL at 9.1. No changes needed.
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