


READMIT NOTE
RE: Lawrence Jones
DOB: 09/30/1950
DOS: 01/16/2026
Windsor Hills
CC: Hospital readmit note.
HPI: A 75-year-old gentleman seen in his room today. He was admitted to INTEGRIS Hospital on 01/10/2026 and returned to facility on the evening of 01/15/2026. The patient’s hospital admit diagnosis was sepsis with hypotension as a symptom of the sepsis and GI distress. The patient required hydration and was started on midodrine, which he returns on. The patient’s GI distress resolved after constipation was alleviated. The patient was sitting up in his manual wheelchair in room. He was dressed and alert, states that he had had breakfast and eaten some of his lunch. He denied any new pain, stated that he slept without any problem last evening as well as in the hospital. The patient has a colostomy and stated that while there GI did check his colostomy stoma as well as the function of the stoma and no problem found with it.
DIAGNOSES: Generalized muscle weakness, gait abnormality, protein-calorie malnutrition, orthostatic hypotension, iron-deficiency anemia, constipation, chronic pain, anemia, BPH and GERD.

MEDICATIONS: New medication midodrine 10 mg one tablet q.a.m., at 12 noon and h.s. with parameters for which to check, albuterol MDI two puffs q.6h. p.r.n., ASA 81 mg q.d., Lipitor 20 mg h.s., Biofreeze to affected areas at h.s., CranCap b.i.d., FeSO4 one q.d., folic acid 1 mg q.d., gabapentin 300 mg two capsules b.i.d., Genteal eye drops t.i.d., Mag-Ox 400 mg q.d., Remeron 7.5 mg h.s., MVI q.d., oxycodone 5 mg t.i.d., Protonix 40 mg b.i.d., simethicone one capsule q. a.c. and h.s., Vesicare 10 mg q.d., sucralfate 1 g q.6h. and thiamine 100 mg q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: The patient was seated upright in his wheelchair. He was alert and engaging.

VITAL SIGNS: Blood pressure 93/60, pulse 70, temperature 97.8, respirations 17, O2 sat 96%, FSBS 116 and weight 149.8 pounds, which is a weight loss from 153.5 pounds pre-hospital admit.

NEURO: Makes eye contact. Speech clear, was able to give information, understands given information and he had candy in his room that had been given to him for Christmas and he asked that I take it out that he did not need it, so that was done. He appeared alert and oriented to person, place, knew the month and year, not sure of the day. He is soft spoken, but clear speech and asked appropriate questions.

MUSCULOSKELETAL: Seated upright with good neck and truncal stability in his wheelchair, propels it with his feet. He self-transfers. He had no lower extremity edema.

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

CARDIAC: He has an irregular rhythm with a soft systolic ejection murmur at the apex.

ABDOMEN: Soft. Bowel sounds present. Colostomy bag has stool in it, however, much of the stool appears to have chunks of poorly chewed food.

SKIN: Warm, dry and intact.

ASSESSMENT & PLAN:
1. Status post hospitalization for sepsis, etiology believed to be a UTI. He was adequately treated and returns with encouragement to increase fluid intake. Today’s BP was low with a recheck pending. The patient denies any dizziness.
2. Renal insufficiency. We will check a BMP on 01/22/2026.
3. Generalized weakness. I spoke to the patient about restorative physical therapy. He would like to have some as he feels that he is weaker than when he went into the hospital. He likes being independent, has been able to do transfers in the past and propel himself around without any difficulty. He states that he feels a little weak doing transfers now. Order is written for restorative PT.
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