


PROGRESS NOTE

RE: Linda Pettus
DOB: 05/27/1966
DOS: 09/26/2025
CNH
CC: Routine followup.

HPI: A 59-year-old female seen in the dining room, she was seated at table with other females. She was quiet. When it came time for her to be examined, she backed her chair away from the table and shook her head no; she was not cooperative to being seen at that time and then it was later when I was in another area of the building and she was just there watching TV, so I was able to get her to allow exam at that point. The patient has an unusual demeanor; she is on the offensive whenever someone else looks at her or speaks to her.
DIAGNOSES: Status post CVA with sequelae of dysarthria, dysphasia, loss of ambulation and vascular dementia, HTN, HLD, GERD and chronic constipation.

MEDICATIONS: Unchanged from 08/22/25 note.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Alert female sitting quietly at the dining room table and then later in another section of the day area, she was quiet, looking around and it was a bit of an effort, but she was cooperative to exam.
VITAL SIGNS: Blood pressure 127/80, pulse 74, temperature 97.4, respirations 17, O2 sat 96%, and weight 116 pounds which is a weight gain of 3 pounds in 30 days.

HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields clear. Decreased bibasilar breath sounds secondary to effort. No cough and symmetric excursion.
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CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Scaphoid and nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: The patient has generalized decreased muscle mass and motor strength. She is in a manual wheelchair that she can propel. She is able to self-transfer, occasionally requires minimal assist. She moves arms in a fairly normal range of motion. Denies any musculoskeletal pain.

NEURO: She is alert. She is oriented to self and Oklahoma. She does not give much more information. Affect is guarded and she makes limited eye contact. There are residents that she seems comfortable with however.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Weight gain. The patient’s current weight of 116 pounds is a progressive weight gain from her admit weight of 99 pounds to a couple of months ago 113 pounds and now 116 pounds. Her BMI is 19.9. The patient defers protein drinks at this time.
2. General care. The patient will be due for full labs in October and we will review CMP and CBC at that time.
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