PROGRESS NOTE
PATIENT NAME: Griffin, Theresa

DATE OF BIRTH: 07/10/1960

DATE OF SERVICE: 11/05/2023
PLACE OF SERVICE: Future Care Sandtown

It is coverage for Dr. Choudhry

HISTORY OF PRESET ILLNESS: This is a 63-year-old female with known history of schizoaffective disorder, bipolar, COPD with hypertension, atherosclerotic cardiovascular disease, anemia, polyneuropathy, history of cervical disc disease, and diabetes mellitus. The patient was initially admitted to Future Care Cold Spring was subsequently transferred to this facility for continuation of care. Today, when I saw the patient she is complaining of neck stiffness. She has a known cervical disc disease. She wants collar for the neck. No fall. No trauma reported. No headache. No dizziness. No cough. No congestion.

PAST MEDICAL HISTORY:
1. Hypertension.
2. ASCVD.

3. GERD

4. COPD.

5. Cardiomyopathy.

6. Diabetes mellitus.

7. Polyneuropathy.

8. Schizoaffective disorder bipolar type.

9. Generalized weakness.

10. Ambulatory dysfunction.

ALLERGIES: The patient is allergic to LITHIUM, HALDOL, TOMATO PRODUCT and COGENTIN.

REVIEW OF SYSTEMS:

Constitutional: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting. No diarrhea.

Musculoskeletal: Complained of generalized weakness. Also complaining of neck pain.

Genitourinary: No hematuria.

Neurologic: No syncope.

PHYSICAL EXAMINATION:
General: The patient is awake, alert and oriented x 3.

Vital Signs: Blood pressure 130/74. Pulse 80. Temperature 98.6 F. Respirations 20. Pulse ox 97%. Blood sugar 159.
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HEENT: Normocephalic and atraumatic. Eyes – Anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi of the lower lungs. No wheezing.

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: No edema.

Neuro: She is awake, alert, and oriented x3. Generalized weakness and ambulatory dysfunction using wheelchair.

LABS: Recent labs done at the facility. BNP 23.9, sodium 129, potassium 4.0, chloride 92, CO2 26, glucose 236, BUN 13, creatinine 0.69, calcium 9.4.

ASSESSMENT: The patient has been admitted to the nursing facility with:
1. Deconditioning.

2. Generalized weakness.

3. Ambulatory dysfunction

4. COPD.

5. ASCVD.

6. Diabetes mellitus type II.

7. Schizoaffective disorder bipolar type.
8. Hyperlipidemia.

PLAN OF CARE: The patient has been continued the medication as recommended from the previous facility. She is getting vitamin D 1000 units daily, atorvastatin 40 mg daily. The patient is also on lurasidone 80 mg once a day, fenofibrate 48 mg daily, aspercreme, lidocaine external 4% daily for the pain local analgesia, lisinopril 40 mg daily, trihexyphenidyl one tablet daily. She is also on Admelog SoloSTAR injection 5 units with each meal for diabetes, diclofenac gel 1% apply daily, MiraLax 17 g daily, aspirin 81 mg daily, Lamictal 25 mg daily, Combivent aerosol inhaler one puff every six hours, Tiotropium two inhalation daily and Pepcid 40 mg daily, fluticasone nasal spray two sprays to each nostril daily, lactulose 45 mL three times a day, metoprolol 100 mg twice a day, loratadine 10 mg daily, Gabapentin 100 mg three capsules t.i.d., nifedipine XL 90 mg daily, Symbicort 160/4.5 mcg two puffs b.i.d. She is also on sodium chloride one tablet daily for hyponatremia, potassium chloride 20 mEq daily. At present, we will continue all her current medications. I have discussed with the nursing staff please get the discharge summary from the Cold Spring Facility the patient came from and they will try to get to during the weekdays. I have discussed with the patient, we will get the physical therapy to see her if they can advise soft collar for her neck.

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