


PROGRESS NOTE
RE: Dawn Headrick
DOB: 12/22/1968
DOS: 08/22/2025
CNH
CC: Routine followup.
HPI: The patient is a 56-year-old female who was seen in the TV area reclined in her high-back chair. She was alert and very verbal. She speaks with a high-pitched voice and comments are repetitive. She was finally able to be settled down when she was seated in front of the television. The patient had dinner in the dining room; she requires a full feed assist. The patient has had no acute medical events since seen 30 days ago.
DIAGNOSES: History of CVA secondary to traumatic brain injury, gait instability with loss of ambulation; is transported in a Geri chair, cognitive impairment secondary to vascular dementia, pseudobulbar affect, hyperlipidemia, depression, asthma, and room air hypoxia with p.r.n. O2 per NC.
MEDICATIONS: Wellbutrin XL 300 mg q.d., Lipitor 40 mg h.s., Nuedexta one capsule q.12h., Singulair 10 mg h.s., Flexeril 5 mg q.d., Lasix 40 mg q.d., ASA 325 mg q.d., Norco 5/325 mg one q.12h., Protonix 20 mg b.i.d., Colace two capsules b.i.d., Ativan 0.5 mg q.12h., Advair HFA 115/21 mcg one puff q.12h., and gabapentin 300 mg q.12h.
ALLERGIES: CODEINE.
DIET: Regular with ground meat, nectar thick liquid and some minced moist with gravy on the side.
CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient seated in her reclining Geri chair, she was excited as she was being moved from the dining room into the TV room and was quite loud, but did settle down.
HEENT: She has full-thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa. She was talkative the whole time, but not using O2 and did not seem SOB.
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RESPIRATORY: She does not understand deep inspiration. Lung fields anterolaterally as well as posterior are relatively clear. She had no cough and symmetric excursion.

CARDIAC: She has regular rate and rhythm without murmur, rub or gallop.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She waves her arms when she is excited. She is non-weightbearing, is a full-transfer assist and the patient requires full assist with 6/6 ADLs.
NEURO: Orientation x 1. She is alert, verbal but contents are random and unable to voice her need, unclear how much she understands of what is stated to her.
SKIN: Warm, dry and intact. No bruising or breakdown noted.
ASSESSMENT & PLAN:

1. Pain management. The patient actually seems to be doing well on Tylenol; Norco is used if it appears that she has breakthrough pain and she is having less confusion or negative side effect from the narcotic use.
2. Pseudobulbar affect. It is well managed with Nuedexta. She only becomes highly excitable when other residents or primarily staff get her worked up and then she is difficult to get her to relax again and I have pointed that out to staff. No negative side effect noted.

3. History of major depressive disorder, appears to be adequately treated with Wellbutrin and we will continue.
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