


PROGRESS NOTE
RE: Linda McCart
DOB: 02/15/1951
DOS: 04/03/2024
Rivendell AL
CC: General followup with the patient’s request.
HPI: A 73-year-old female seen in room. It had been about three weeks since she was last seen. The patient tells me that she is feeling rested and stronger than when she got here and her mobility has improved as has her generalized strength. On admission here, she was post CVA with residual deficits of decreased cognition, gait instability and mild expressive aphasia and mild dysphagia. With therapies, those things have significantly improved. She states that she wants to move back into her home that she had just recently purchased before the afore medical events. Her sister Betty is also her POA and she is aware that she will probably oppose it being concerned about the patient’s ability to live alone safely. She states she is much stronger than when she got here and that really is a goal for her. She has talked to her nephew about little things that he can help her with and he is on board with all of that. She has glaucoma, is on three different eye drops and would like to self-administer so that they are given on what she views as the correct times. Overall, she is sleeping good. Her appetite is good. She comes out for meals, has socialized with different people and just feels like she is kind of gotten back to where she wanted to be.
DIAGNOSES: Status post MCA CVA, anxiety disorder, major depressive disorder, neuropathic pain, insomnia, and glaucoma.
MEDICATIONS: Tylenol 650 mg ER one b.i.d. routine, Lipitor 40 mg h.s., BuSpar 5 mg two tablets b.i.d., Eliquis 5 mg q.12h., Lexapro 10 mg q.d., gabapentin 100 mg one capsule t.i.d., latanoprost OU h.s., dorzolamide/timolol one drop OU h.s., Rhopressa eye drops one drop OU at 9 p.m., omeprazole 40 mg q.d., D3 50,000 IU q. Monday, Voltaren gel to low back and hips q.i.d., and Ambien 5 mg h.s.
ALLERGIES: NKDA.
DIET: NAS.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: Petite female who was relaxed and engaging.
VITAL SIGNS: Blood pressure 132/74, pulse 71, respiratory rate 14, and 112 pounds.

CARDIAC: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Clear lung fields. Normal effort.

MUSCULOSKELETAL: She ambulates independently. She is thin, but has adequate muscle mass and motor strength. No lower extremity edema.

NEURO: Oriented times three. Clear speech. Voices her needs. She can be slow at times gathering her thoughts and is aware of that, but content is coherent. She appears to have thought out wanting to move home and is not jumping at it right now, but wants to have a plan to see if it is possible.
ASSESSMENT & PLAN:
1. Glaucoma. I have written for all three eye drops to be given to the patient to self-administer ongoing.

2. Anxiety. Hydroxyzine 25 mg one p.o. q.6h. p.r.n.
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