


PROGRESS NOTE

RE: David Jones

DOB: 05/20/1972

DOS: 03/20/2026
Windsor Hills

CC: Hospital readmit note.

HPI: A 53-year-old patient was contacted about earlier this week when staff noted a change in his facial appearance were his left side appeared flat in comparison to what it normally looked like. The patient had a history of CVA dating back some time but the staff is very familiar with him. I was contacted on 03/17 with description of facial change left side and given his background of CVA approximately a year ago requested that he be sent out. The patient was initially taken to Integris. CAT scan was done there and there was no hospital bed available so he was then transported to Southwest Medical Center where he had an MRI and was there until return to facility. The patient was admitted 03/17 and discharged on 03/18.

DIAGNOSES: Left-sided Bell’s palsy. Neurology was consulted and evaluated patient. The patient was evaluated by speech therapy and passed the speech evaluation. His swallow mechanism was intact and MRI was negative for an acute CVA. New diagnoses of left-sided Bell’s palsy, hemorrhagic stroke in 2025 with residual left-sided upper and lower extremity weakness, HTN, sleep apnea, GERD, BPH, and chronic pain

MEDICATIONS: Valacyclovir 500 mg two tablets q.12h x18 doses will be completed 03/26, prednisone 20 mg two tablets q.d. x5 days to be completed on 03/24, Systane ophthalmic ointment applied to left eye at h.s., artificial tears to both eyes two drops t.i.d., sucralfate 1 g q.i.d., lisinopril 40 mg q.d. Norvasc 5 mg q.d., Flomax q.d., MiraLax q.d., gabapentin 300 mg one capsule t.i.d., and Coreg 12.5 mg b.i.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Obese gentlemen resting comfortably in bed. He was alert and interactive.
VITAL SIGNS: Blood pressure 124/70, pulse 67, temperature 98.7, respirations 18, O2 saturation 95%, and weight 256 pounds.
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HEENT: He has full facial hair, mustache, beard, and some thinning of his hair. EOMI. PERLA. Left side of his face is smooth. His upper eyelid left side is not fully closed. Nasolabial fold is slack. Speech is affected due to lack of mobility of left side of his lips and does not have a smile on the left side.

CARDIAC: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Anterolateral lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Protuberant, nontender, and bowel sounds present without masses.

MUSCULOSKELETAL: He has muscle mass and decreased motor strength on left upper and lower extremity nondominant side. He is right-hand dominant able to do multiple things for himself. He is a full transfer assist with Hoyer lift used when needed is not able to weightbear on left leg.

SKIN: Warm, dry, and intact with fair turgor.

ASSESSMENT & PLAN:

1. New diagnosis of Bell’s palsy diagnosed on 03/18 at SWMC with neurology consult. Recommendation is for Valtrex, methylprednisolone, or prednisone. Eye lubricant at h.s. The patient did have a speech evaluation. He passed with normal swallow study so can resume his diet and he appears to be in good spirits.

2. Status post hemorrhagic CVA 2025 and that was noted on his MRI and explained to patient. He continues with hemiparesis of the left nondominant side upper and lower extremity.

3. Severe obesity. BMI is 36.0 to 36.9. His body habitus does affect mobility and the amount of assist that he requires it has been suggested to him to try to do some weight reduction via his diet and will reapproach that as little more time passes from the Bell’s palsy.

4. Hypertension. He is resumed his BP medications and we are watching his BP since his return from the hospital systolic has been 130 to 124 and diastolic from 70 to 80. No change in his BP medications. I will follow up with patient in one week.
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Linda Lucio, M.D.
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