PROGRESS NOTE

PATIENT NAME: Palmer, Rice Lue

DATE OF BIRTH: 11/27/1936
DATE OF SERVICE: 10/13/2023

PLACE OF SERVICE: FutureCare Charles Village

The patient is seen today for comprehensive evaluation.
SUBJECTIVE: This is an 86-year-old female with history of hypertension and dementia. She was reported to be at home lethargic not getting out of the bed and laying on the urine. The patient has a change in mental status. The patient has been said the patient was previously doing well but all of a sudden she was noted to be weak, tired, lethargic, and decreased appetite. The patient was evaluated in the emergency room and subsequently admitted with altered mental status. The patient has a leukocytosis noted to be UTI. The patient started on antibiotics. She also had hypomagnesemia, hypophosphatemia supplemented, and thrombocytosis. She is asymptomatic bradycardia stage II and sacral wound noted. After stabilization, PT/OT done and patient was recommended for subacute rehab. The patient was transferred here. Today when I saw the patient, she is lying in the bed. She is confused, disoriented, and not very good historian. She is not able to offer all the questions.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain but not able to answer any detail questions. She is not cooperative following the commands.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert, forgetful and disoriented.

Vital Signs: Blood pressure 110/70, pulse 98, temperature 97.5, respiration 20, and pulse ox 97%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

Neuro: She is awake, alert, oriented x1, forgetful, and disoriented.
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LABS: WBC 9.5, hemoglobin 10, hematocrit 29.4, platelet count 438, sodium 137, potassium 4.6, chloride 104, glucose 96, BUN 13, creatinine 0.6, AST 16, ALT 19, albumin level 2.6, iron level 15, and ferritin 685.

ASSESSMENT:

1. The patient was admitted with change in mental status.

2. Ambulatory dysfunction.

3. Recent UTI.

4. Hypertension.

5. Generalized weakness with deconditioning.

6. Iron deficiency anemia.

PLAN: The patient will be continued on her current medications. She has taken amlodipine 5 mg daily, aspirin 81 mg daily, Tylenol extra strength two tablets q.6h p.r.n. for pain aches, local skin for sacral ulcer. Wound team to follow the patient and they will start iron supplement ferrous sulfate 325 mg b.i.d., and also they gave her Colace 100 mg b.i.d. because of iron causing the constipation.
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