


PROGRESS NOTE

RE: Lavon Raymond
DOB: 02/12/1929
DOS: 04/15/2025
Rivermont AL
CC: Hospital and skilled care readmit note.

HPI: A 96-year-old female hospitalized at Norman Regional for slurred speech and rule out CVA which was eventually done. CT/MRI of the brain ruled out CVA. Carotids showed significant bilateral stenosis. No intervention recommended. During hospitalization she was also treated for AKI, thrombocytopenia and anemia, also acute hypernatremia. The patient received an echocardiogram which showed an LVEF of 40 to 45% and was treated for UTI. The patient was admitted to NRH on 02/25/25 and then transferred to Grace Skilled Care and readmitted to Rivermont. The patient states that she feels better. She is gaining her strength. She is receiving physical therapy and would like to take a break from that, but I told her it was important to continue with her strengthening and conditioning.
DIAGNOSES: Atrial fibrillation, hypertensive heart disease, general debility improved, hypothyroid, hyperlipidemia and the patient complains of new aphasia. Polyarthritis and there is a comment while at SNF that her kidney function had worsened. Her creatinine was 0.91 so fairly normal.
MEDICATIONS: Align capsule 4 mg q.d., Norvasc 5 mg q.d., ASA 81 mg q.d., Lipitor 20 mg h.s., Banophen 25 mg b.i.d., Os-Cal one tablet q.d., CoQ10 200 mg q.d., Eliquis 2.5 mg q.12h., Omega-3 1000 mg q.d., levothyroxine 125 mcg q.d., Claritin-D q.d., Ativan 1 mg h.s., melatonin 5 mg h.s., Toprol 100 mg q.d., Remeron 30 mg 8 p.m., PEG solution q.d., KCl 10 mEq q.12h., Senna Plus q.p.m., MVI q.d., and torsemide 40 mg q.d.
ALLERGIES: CLINDAMYCIN, ENALAPRIL and CELEBREX.

DIET: NAS with thin liquid.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert, comes in a caftan and her turban so she is back to herself.

VITAL SIGNS: Blood pressure 110/68, pulse 65, temperature 98.0, respirations 18, O2 sat 96%, and weight 156 pounds.

HEENT: She makes eye contact. Corrective lenses in place. EOMI. PERLA. Nares patent. Moist oral mucosa.

RESPIRATORY: Normal effort. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: She has in a regular rhythm at a regular rate. No murmur, rub or gallop noted.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. She has trace lower extremity edema. Propels her manual wheelchair, using both arms and feet and self transfers, but is nonambulatory.

NEURO: She is alert and oriented x2. She has to reference for date and time. Her speech is clear. She can voice her needs. She understood what I was speaking to her about and gave input.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Readmit hospital note/skilled care. The patient is feeling much better. Overall, her strength appears improved from what her previous baseline was and encouraged her to get herself out for meals and if she feels like at least observing in an activity, I did encouraged her to perhaps do some of the morning exercises, but right now with PT she defers that.
2. Question of CKD progression. We will order a BMP given also her electrolyte imbalances prior to my next visit.

3. Senile debility. She continues with PT. Encouraged her to take it seriously and hopefully she will have her strength and be back at her baseline if not better.
4. Hypertension. We will monitor her blood pressure and heart rate and make any adjustments as needed in her medication.

5. Pain management. The patient minimizes any pain that may occur. She is fairly stoic, but just let her know if she did have Tylenol list available.
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