


PROGRESS NOTE

RE: Wanda Filmore

DOB: 03/07/1934

DOS: 08/16/2023

Rivendell AL

CC: Readmit note.
HPI: A 89-year-old female who was hospitalized at Integris SWMC for increasing SOB and chest discomfort. She was diagnosed with CHF there were medication adjustments, which seem to work for her. She was then sent to Jim Thorpe Rehab where she was from 08/01 through 08/11 when she returned the facility. The patient was seen earlier out on the unit and in her room she looks quite good her hair has gotten longer. She has lost some weight and she just seems more comfortable moving around. She states that she feels better overall.

DIAGNOSES: Congestive heart failure, HTN, DM II, peripheral neuropathy, gait instability uses a walker, chronic pain, allergic rhinitis, and dysphagia.

MEDICATIONS: Norvasc 10 mg q.d., Eliquis 2.5 mg q.12h, Coreg 25 mg b.i.d., clonidine 0.1 mg one tablet b.i.d. with parameters, Plavix q.d., Flonase two sprays per nostril q.d., glipizide 10 mg t.i.d. a.c., hydralazine 100 mg t.i.d., losartan 50 mg q.d., melatonin 5 mg h.s., pancrelipase t.i.d. a.c., torsemide 60 mg two tablets q.d., and Anoro Ellipta one puff q.d.

ALLERGIES: PCN, SULFA, AMITRIPTYLINE, and HYDROCODONE.

DIET: NCS/mechanical soft.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert. She looks quite spry, pleasant, and able to give information.

VITAL SIGNS: Blood pressure 169/55, pulse 77, respirations 14, temperature 97.2, and weight 124 pounds, which is a weight loss of 15 pounds from 07/05 note.
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MUSCULOSKELETAL: She is ambulating around her room independently. She appears to feel comfortable, steady, and upright otherwise observed her out on the unit using her walker safely. She has no lower extremity edema. She has fair muscle mass and motor strength.

CARDIOVASCULAR: She has regular rhythm with soft systolic SCM. No rub or gallop noted.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

NEURO: Alert and oriented x3. Clear coherent speech. She is able to give information and animated affect.

ASSESSMENT & PLAN:

1. Post hospitalization for CHF. Medications were adjusted. BP is elevated today will be checking it daily and any adjustments that need to be made will be done.

2. Deconditioning. The patient looks very good and is moving easily with her walker after a visit to Jim Thorpe.

3. Obstructive sleep apnea. The patient was sent back with BiPAP, which she has been using since returned. She states she sleeps good and feels more rested during the day so this will continue and staff are aware of how to set up and place it for her.

4. DM II. The patient had an A1c during her recent hospitalization of 6.5, which is excellent. No change at this time in her medications.

5. Medication issue. Her insurance does not cover the Anoro Ellipta so family will need to find a substitute. I have not contacted the pharmacy, we will have the DON here contact him tomorrow to see if there is a suitable substitute.

6. General care. BMP and CBC ordered for 08/20.
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