PROGRESS NOTE

PATIENT NAME: *__________* 
DATE OF BIRTH: 10/31/1957
DATE OF SERVICE: 08/28/2023

PLACE OF SERVICE: FutureCare Sandtown

SUBJECTIVE: The patient has been readmitted to the Sandtown Nursing Home for continuation of care. The patient was hospitalized at St. Agnes Hospital because altered mental status and slurred speech. The patient was managed at St. Agnes Hospital. We did imaging study. He was noted to have urinary tract infection and UTI was treated. CT head did show small subacute versus chronic infarct in the brain and neurology was also consulted. They say the change in mental status is most likely due to UTI. After the treatment of the UTI, the patient symptoms started improve and he was sent back to the subacute rehab Sandtown. Today when I saw the patient, he has no headache. No dizziness. No nausea. No vomiting. No fever. No chills. The patient has a previous CVA with dysarthria and ambulatory dysfunction. At present, no nausea. No vomiting.

PAST MEDICAL HISTORY:
1. Hyperlipidemia.

2. Hypertension.

3. CVA with left-sided weakness.

4. Dysarthria.

5. History of gastric ulcer.

6. GERD.

CURRENT MEDICATIONS: Metoprolol XL 50 mg daily, aspirin 81 mg daily, baclofen 10 mg every eight hours, Maalox 30 mL q.6h p.r.n., atorvastatin 80 mg q.p.m., Pepcid 20 mg daily, Tylenol 650 mg q.6h p.r.n., Senokot for constipation, MiraLax 17 g daily for constipation, amlodipine 10 mg daily, scopolamine patch for increased secretions every three days, and fluticasone nasal spray for nasal allergy daily. He is on Mucinex 600 mg b.i.d. for the chest congestion, Zofran 4 mg q.6h. p.r.n. for nausea and vomiting, and milk of magnesia 30 mL every eight hours p.r.n. for severe constipation.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No nausea. No vomiting. No fever. No chills.

Pulmonary: No cough. No congestion.
Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neuro: He has left-sided weakness.
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PHYSICAL EXAMINATION:

General: The patient is awake, alert, and cooperative.

Vital Signs: Blood pressure 130/76, pulse 70, temperature 98.0, respiration 18, and pulse ox 98%.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No leg edema. No calf tenderness.

Neuro: He is awake, alert, and oriented x3. He has a dysarthria from the stroke. He also has left-sided weakness from the stroke.

LABS: Recent lab BUN 14, potassium 4.1, sodium 137, chloride 106, CO2 24, glucose 70, creatinine 1.1, and calcium level 9.2.

ASSESSMENT:

1. CVA with left-sided weakness.

2. Hypertension.

3. UTI treated recently with improvement in the symptoms.

4. Ambulatory dysfunction.

PLAN: We will continue all his current medications. The patient is doing well. No other issues reported today.
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