


READMIT NOTE
RE: Tommy Tosh
DOB: 05/05/1947
DOS: 09/26/2025
Carnegie Nursing Home
CC: Skilled care readmit note.

HPI: A 78-year-old gentleman who was hospitalized early August with stigmata suspect for CVA. The patient had slurred speech and facial droop, was found to have normal labs and an EKG that was NSR, some PVCs, and nonspecific ST-T changes. CXR WNL. CT of spine noted spondylosis. Echocardiogram showed an EF of 65%. MRI of brain showed an acute right pontine infarct without hemorrhage and an acute small subdural hematoma. At this point, the patient continues to have left hemiparesis and when I spoke to him, it was one of the first things that he stated to me and wanted me to know. The patient was admitted to skilled care on 08/13/2025 the Montevista Rehab SNF and was readmitted to CNH on 09/01/2025. The patient has been sleeping through the night. Pain is managed. He has a fairly good appetite. He did state that he had difficulty chewing and swallowing food. I asked him about meat and he stated that that was probably the hardest and in discussion, the patient is open to having a minced moist diet. Currently, the patient has had no falls, no significant behavioral issues, cooperative with taking medications and has assimilated back into the facility.
DIAGNOSES: CAD status post five-stent placement December 2024, atrial fibrillation, CVA with sequelae of left hemiparesis, memory deficits noted by the patient, DM type II, COPD, HTN, HLD, depressive disorder and BPH.

MEDICATIONS: Singulair h.s., Cozaar 100 mg q.d., Lipitor 40 mg h.s., Prozac 40 mg q.d., gabapentin 300 mg one capsule t.i.d., ASA 81 mg q.d., omeprazole 20 mg q.d., Flovent one spray q.d., baclofen 10 mg one t.i.d., Mag-Ox one q.12h., Lasix 40 mg q.d., metformin 1000 mg one p.o. q.d., Toprol 50 mg q.d., D3 1000 IU q.d., Flomax one q.d., Flonase one spray OU q.d., and melatonin 5 mg h.s.

ALLERGIES: NKDA.

DIET: Regular, minced moist and thin liquid.
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CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is seen both in the dining room and then later in his room. He was quiet, but pleasant and cooperative to exam, able to give some basic information.

VITAL SIGNS: Blood pressure 107/75, pulse 70, temperature 97.3, respirations 16, O2 sat 94%, and weight 194 pounds; stable from previous weight.

HEENT: He has male pattern hair loss. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. Decreased bibasilar breath sounds secondary to effort.

CARDIOVASCULAR: He had an irregular rhythm at a regular rate.

ABDOMEN: Distended and taut, nontender. No masses. Bowel sounds present.

MUSCULOSKELETAL: He tells me off the bat that his left side is paralyzed. He does have left hemiparesis. He is right-hand dominant. He requires transfer assist, is weightbearing only with assist for short period. Cognition appropriate to situation, but clear long and short-term memory deficits.

NEURO: Oriented to person and place, has to reference for date and time. Soft-spoken, clear speech, makes eye contact when speaking and affect was somewhat guarded.

ASSESSMENT & PLAN:
1. The patient is status post CVA with residual left-sided hemiparesis with dysphagia. The patient will have the minced moist order written which he is in agreement with and also to have sauce on the side. Medication crush order will be written.
2. Pain. The patient’s pain is primary neuropathic in origin and managed with the t.i.d. gabapentin and does not require additional pain medication.
3. DM II. A1c will be drawn in October and next month’s visit, we will assess whether there needs to be adjustments in his medications.
4. Cardiac issues. The patient denies any chest pain or palpitations. Heart rate and BP per review of his vital signs have been WNL and we will continue with Cozaar and metoprolol.
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