


PROGRESS NOTE

RE: Livingston White

DOB: 11/29/1968

DOS: 02/19/2026
Tuscany Village 

HPI: A 57-year-old gentleman admitted to Tuscany Village Skilled Care on 02/05/2026 from INTEGRIS Hospital where he was admitted on 02/03/2026. Prior to INTEGRIS, the patient went to a smaller clinic as he was having some numbness and weakness on his right side. They administered TPA, but his symptoms continued; thus they transferred to INTEGRIS. The patient was evaluated by neurology with findings of residual right side deficits. Here in the facility the patient worked with physical therapy and prior to the discharge was ambulating the hallways with the use of a walker. The patient had deferred a wheelchair, stating he did not want to have to need a wheelchair and was going to make himself walk. While he was here, also the patient had a fall in his room landing on his right hip area with subsequent pain. X-ray was obtained of that area. He has a history of right hip replacement with chronic pain thereafter, but pain after the fall was increased. The imaging ruled out fracture, dislocation, or displacement of prosthetic hardware. The patient’s family has been supportive, his wife in particular almost to the point that she is going to watch over him so that nothing further happens.

DIAGNOSES: Acute arterial ischemic stroke with right side hemiparesis, atherosclerotic cerebrovascular disease, chronic right hip pain post hip replacement, HLD, HTN, renal insufficiency, and prediabetic.
CODE STATUS: Full code.

DIET: Regular diet.

MEDICATIONS: Unchanged from admit note.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished gentlemen, motivated to regain his baseline state.
VITAL SIGNS: Blood pressure 109/66, pulse 80, temperature 97.5, respirations 18, and O2 saturation 98%. The patient is 6’4” and weighs 317 pounds with a BMI of 37.6.

HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa.
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NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: He had a regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. No shortness of breath with speech or after walking.

ABDOMEN: Protuberant but firm, nontender. Hypoactive bowel sounds present.

MUSCULOSKELETAL: He has good muscle mass and fair motor strength, limitation being on the right, but he is maneuvering utensils at this point, not able to hold a full glass using only his right hand. He does move both limbs in a general range of motion and palpation to his right hip does elicit discomfort.

ASSESSMENT & PLAN: Chronic right hip pain, which increased after a fall. X-ray of the right hip shows no acute fracture or dislocation. Intact THA hardware and there is moderate osteoarthritic change. The patient does have Norco 5/325 mg that he can take home with him. His medications will continue with ASA 81 mg q.d., Lipitor 40 mg h.s., docusate one b.i.d., Pepcid 20 mg b.i.d., HCTZ 12.5 mg q.d., lidocaine patch over right hip area, lisinopril 40 mg q.d., Tylenol 650 mg t.i.d., and Norco 5/325 mg one tablet q.6h p.r.n. The patient is discharged to home on 02/19/2026. His wife has come to the facility being dropped off by their son and the two of them plan to Uber home together and again any remaining medications on his cart will be sent home with him. He does have a scheduled appointment with cardiology.
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