PROGRESS NOTE READMISSION NOTE

PATIENT NAME: Jenkins, Rosie

DATE OF BIRTH: 02/01/1943
DATE OF SERVICE: 12/02/2023

PLACE OF SERVICE: FutureCare Charles Village.

The patient is seen re-hospitalization and for followup in the nursing rehab.

HISTORY OF PRESENT ILLNESS: This is an 80-year-old female well known to me with multiple medical problem previously multiple CVA, seizure disorder, depression, hypertension, and anemia. She was sent from the nursing rehab to the hospital because she has a breakthrough seizure. The patient was admitted to MedStar Hospital over there she was managed for acute on chronic encephalopathy and in the setting of UTI and break through seizure. The patient does have a history of absence seizure and recent admission at BWMC in September with increasing dose of Depakote. While in the hospital this admission she was treated for UTI. She was given ceftriaxone and upon discharge she was changed to cefdinir to complete five days course. She was also noted to have hypokalemia that was supplemented p.o. and IV, leukocytosis due to UTI and reactive from the seizure. After stabilization, the patient was sent to the nursing rehab. Today when I saw the patient, she is lying on the bed. She denies any headache, dizziness, cough, or congestion. She does have memory impairment. She is forgetful.

MEDICATIONS: Reviewed. Upon discharge, aspirin 81 mg daily, Lipitor 20 mg daily, Coreg 25 mg b.i.d., cefdinir 300 mg p.o. b.i.d. to complete five days course, Plavix 75 mg daily, Depakote 500 mg two tables twice a day, docusate Senna two tablets at night, ferrous sulfate 325 mg daily, Flovent Diskus one inhalation twice a day, Lacosamide 50 mg b.i.d., lorazepam 0.5 mg intramuscular q.6h p.r.n. for seizure if needed, nystatin topical powder twice a day for fungal rash, MiraLax 17 g daily, and potassium chloride 20 mEq daily.
REVIEW OF SYSTEMS:

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

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neuro: No seizure or memory impaired. She is forgetful.

PHYSICAL EXAMINATION:

General: She is awake, alert, and oriented x2.

Vital Signs: Blood pressure 129/80, pulse 82, temperature 97, respiration 18, and pulse ox 98%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.
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Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. No calf tenderness.

Neuro: She is awake, but forgetful and disoriented.

LABS: Reviewed by me. Recent WBC 10.3, hemoglobin 11, hematocrit 33, sodium 133, potassium 3.7, chloride 99, CO2 24, glucose 119, BUN 32, and creatinine 0.79.

ASSESSMENT:

1. The patient has readmitted with acute and chronic encephalopathy in the setting of UTI.

2. Previous multiple CVA.

3. Seizure disorder with breakthrough seizure.

4. Hypokalemia.

5. Leukocytosis due to UTI.

6. Acute kidney injury improved.

7. Hypoglycemic episode.

8. History of coronary artery disease.

9. Ambulatory dysfunction.

10. Memory impairment.

PLAN: At this point, I will continue all her current medications. Follow BMP on Monday. Care plan discussed with the nursing staff.

Liaqat Ali, M.D., P.A.

