


PROGRESS NOTE
RE: John Richardson
DOB: 04/22/1956
DOS: 11/21/2025
Windsor Hills
CC: The patient has been in residence, but had a CVA which took him out of the facility for hospitalization and PT there and he has now returned back.
HPI: A 69-year-old gentleman seen in his room. He was alert, pleasant and able to give information. His room was actually well organized. The patient was conversant, telling me that he had worked in healthcare for 30 years and he worked in some other nursing homes as well as assisted living facilities that he gave the names of. Since he got here, the patient has been engaged in restorative therapy with PT and notes reflect that he has used all the time allotted – 45 minutes – to work with good participation. 
DIAGNOSES: GERD, hypertension, constipation, chronic pain syndrome, depression, insomnia, lumbar radiculopathy, post fusion of the lumbar spine, right lower extremity and left upper extremity hemiplegia, left facial droop and VP shunt.

MEDICATIONS: Hiprex 1 g q.d., erythromycin ophthalmic ointment to left eye b.i.d., Lexapro 5 mg q.d., Norvasc 5 mg q.d., MVI q.d., zinc one capsule q.d., HCTZ 25 mg q.d., Eliquis 2.5 mg b.i.d., methocarbamol 500 mg two tablets q.8h. p.r.n., trazodone 50 mg h.s., Nystatin powder to peri area twice daily, Keppra 500 mg two tablets b.i.d., and Pepcid 20 mg b.i.d.

ALLERGIES: NKDA.

CODE STATUS: Full code.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and engaging.

VITAL SIGNS: Blood pressure 138/85, pulse 83, temperature 97.6, respirations 18, and weight 212 pounds.
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HEENT: Noted left facial droop, somewhat minimized with full growth of mustache and beard. Drooping of the left lower lid with mild injection of the sclera and there is no gaping at the left corner of his mouth. He has clear carotids.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness. He does have a VP shunt emptying into his peritoneal cavity.

MUSCULOSKELETAL: Noted weakness of his right lower extremity and left arm. He is right-hand dominant. He is able to propel his manual wheelchair and can weight bear on his left leg for transfers.

NEURO: The patient is alert and oriented x 3. Clear speech. He can give information. He understands given information. Affect is congruent with situation.

SKIN: Warm, dry and intact. Good turgor.

ASSESSMENT & PLAN:
1. Status post CVA with sequelae of left facial drooping, left arm hemiplegia, and right leg hemiplegia. He is doing restorative therapy and per PT, he is maximizing the use of his time to get stronger and doing quite well.

2. History of anemia. H&H at the beginning of the year were 12.2 and 36.6 with an increased MCV though slightly increased and a normal MCH. For now, we will monitor. CMP is essentially WNL.
3. Hyperlipidemia. The only abnormal values were an HDL of 33 with the goal greater than 40 and LDL of 101 with the target being 100 or less. 
4. PSA value is 11.67, target less than 4. This could be affected by age and will check with the patient if he has any awareness of an elevated PSA in the past. For right now, follow.

CPT 99310
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
