


PROGRESS NOTE
RE: Sharon Proby
DOB: 08/01/1953
DOS: 02/10/2026
Tuscany Village
CC: COVID positive and followup on pain.
HPI: A 72-year-old female who I was contacted about over the weekend of not feeling well, tested positive for COVID and I ordered Paxlovid. She today is on day #3. When I went in to see her, she was lying in bed watching television. She is in an isolation room, states that she is comfortable and does not mind it. When I asked her about fevers or chills, cough or congestion, she denied having either of those symptoms. She stated it is her appetite that is decreased for both food and fluid; she is having to make herself drink fluids and just has not really wanted to eat. I asked about urine output, she stated that she is urinating not as much as normal for her and has only had one bowel movement in the past now third day. We talked about “her pain” and she states that her left leg and arm hurt her and I took her back to the fact that she has had a right-sided CVA that has caused hemiparesis and hemiplegia in her left side. She fortunately is right-hand dominant, can still feed herself right and do some personal care without assist. She has only wanted narcotics for her pain management and I have limited how much she can get for that. I have talked to her about medications for neuropathy and today she is agreeable to trying gabapentin.
DIAGNOSES: COPD, diabetes mellitus type II, peripheral neuropathy, HTN, anemia, depression, vascular dementia; severity not assessed, HLD and insomnia.
MEDICATIONS: Unchanged from previous notes. Of note, the patient has Lyrica 150 mg t.i.d., meloxicam 15 mg q.d. and Norco 5/325 mg b.i.d.

ALLERGIES: AMBIEN, CONTRAST MEDIA, LATEX and LISINOPRIL.
DIET: Regular with thin liquid.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:
GENERAL: The patient was lying comfortably in bed. She was alert and interactive.
VITAL SIGNS: Blood pressure 143/81, pulse 76, temperature 97.9, respirations 18, O2 sat 93% and FSBS 219. The patient is 5’4” and weighs 138.1 pounds with a BMI of 23.7.
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HEENT: Conjunctiva clear. Nares patent. Moist oral mucosa.

NECK: Supple.

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

RESPIRATORY: Anterolateral lung fields clear. No cough. Symmetric excursion posteriorly also clear, but decreased bibasilar breath sounds secondary to effort.

ABDOMEN: Soft and nontender. Bowel sounds present.

MUSCULOSKELETAL: She was lying quietly in bed. No significant movement of limbs. She has no lower extremity edema. Intact radial pulses. Bilateral knees are without effusion, redness or warmth. Nontender to palpation and the patient’s left side upper and lower extremity affected by CVA; they are hemiparetic.

ASSESSMENT & PLAN:
1. COVID positive. The patient is on Paxlovid; when completed, we will give a day to two days to follow up on her and then return her to non-isolation status in her original room. She appears to be doing well from that perspective, she was just a little tired and decreased appetite and hopefully that will resolve with time.
2. Left side limb pain. The patient has last week filed a complaint that she had left knee pain and nothing was being done for it. She had topical analgesics, oral analgesics and had refused a lidocaine patch to be placed on her knee. I did add meloxicam 15 mg q.d. and we will leave the hydrocodone 5/325 mg b.i.d. she was getting that at a more frequent rate and just seemed like she was in a dull place and today at a lower frequency she was brighter and interactive with no significant pain complaints. Talked to her about trying another nerve pain pill and I suggested gabapentin; she has not been on that, but she stated she has heard of it, so, I am going to taper her off of the Lyrica as I am introducing the gabapentin and she is okay with that. We will follow up with her in one to two weeks to see how she is doing with the change.
3. Diabetes mellitus type II. The patient is due for quarterly A1c, it is ordered; her last was on 11/11/25 with result of 7.0 and there have been no changes in her glycemic meds.
ADDENDUM: The patient had a UA done; it was collected on 02/05 and presumed that she had a UTI because she was not feeling well and did not seem like herself, it turns out negative for UTI, was not reflexed.
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