


PROGRESS NOTE

RE: Jerry Snow

DOB: 08/22/1941

DOS: 09/11/2025

Rivermont AL

CC: Hospital readmit note.
HPI: The patient is an 84-year-old female who was hospitalized at Norman Regional Hospital on 07/31/2025. She was found to be hypotensive with hyponatremia and hyperkalemia. The patient was also treated for chronic dislocation of her right shoulder and fluid in her right knee joint. She also had some episodes of syncope, which resolved with appropriate hydration and correction of electrolyte abnormalities. When seen in her room today the patient was lying on her recliner leaning to the left side and told me that she wanted to be a little walk again and apparently is no longer weightbearing but is determined to be able to both weight bear and walk again. She did request PT and told her that that is in the works.

DIAGNOSES: Include DM II, GERD, CAD, HLD, asthma, iron deficiency anemia, depression, and history of recurrent cough. Prior to return CMP dated 09/05 shows a creatinine of 4.52, calcium of 8.7, LFTs WNL, T-protein and ALB are 6.7 and 3.6 and CBC shows H&H of 12.9 and 38%. Ultrasound of kidneys was obtained that showed no acute findings and the patient was treated for an ESBL E. coli and ESBL Klebsiella UTI.

MEDICATIONS: ASA 81 mg q.d., Lipitor 40 mg h.s., Plavix q.d., MVI q.d., Basaglar KwikPen 15 units q.d., Aricept 5 mg h.s., Cymbalta 60 mg q.d. with 30 mg tablet q.d., Lasix 20 mg q.d., Imdur 30 mg ER h.s., Toprol 25 mg q.d., Myrbetriq 25 mg h.s., Singulair h.s., omeprazole 20 mg q.a.m., KCl 20 mEq q.d., PreserVision two capsules q.d., Pro Fe 180 mg one capsule q.d., sodium bicarb 650 mg b.i.d., temazepam 15 mg h.s., trazodone 50 mg h.s., and vitamin D 1000 IUs q.d.

ALLERGIES: CODEINE and MUSHROOM EXTRACT.

CODE STATUS: DNR.

DIET: Regular.

Jerry Snow
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PHYSICAL EXAMINATION:

GENERAL: The patient reclining in her room she was awake but looked fatigued.

HEENT: Short hair. EOMI. PERLA. Conjunctivae clear. She did have slightly dark circles under her eyes. Nares patent. Slightly dry oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.

CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. The patient is well developed and nourished.

SKIN: Slightly dry but intact. No bruising or abrasions noted.

NEURO: She made eye contact. She spoke and added what she felt she needed to, appear to understand given information.

ASSESSMENT & PLAN:
1. Status post hospitalization for electrolyte abnormalities and hypotension though things have resolved. We will order daily BP checks and monitor. We will check a BMP along with magnesium in two weeks.

2. DM II. A1c is also doing that is added to lab work.

3. Senile debility with loss of weightbearing and ambulation. PT and OT are requested and order for the patient.
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