


PROGRESS NOTE

RE: Marilyn Hartman

DOB: 11/14/1941

DOS: 04/30/2025
The Harrison AL

CC: Fall followup.

HPI: An 83-year-old female who had a fall reportedly on Monday 04/28, she was in her recliner and her husband was either trying to help her stand up or trying to transfer her in any event she fell forward and hit the left side of her face resulting in bruising around her left eye and in looking at her it is also notable that she has a resolving bruise on the left side of her forehead into the temporal area. When I went in today the patient was lying in her hospital bed she was awake. Her husband was at her bedside leaning forward toward her face and he was talking to her in a hush tone. The patient made eye contact with me and seemed to relax. I was able to examine her, she is not able to give any information secondary to the sequelae of a significant cerebral infarct. The patient’s a total care at this point in time spends time between her hospital bed and her recliner.

DIAGNOSES: Status post CVA with sequelae of non-weightbearing and nonambulatory, dysarthria, dysphagia, incontinence of bowel and bladder, unable to voice her need, generalized muscle weakness, arthralgias, GERD, seizure disorder, hypothyroid, insomnia, and hypertension.

MEDICATIONS: Metoprolol 25 mg b.i.d., melatonin 3 mg h.s., Eliquis 2.5 mg b.i.d., Pepcid 20 mg q.d., Vimpat 50 mg q.d., Keppra 1000 mg b.i.d., levothyroxine 175 mcg q.d., D3 1000 units q.d. and NACL tablet 1 g b.i.d.

ALLERGIES: SULFA, NAPROXEN, TRIMETHAPHAN, and BEXTRA.
DIET: Regular texture thin consistency. Ensure Plus two to four times daily p.r.n.

CODE STATUS: DNR.

HOSPICE: Traditions.
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PHYSICAL EXAMINATION:

GENERAL: Chronically ill-appearing female who appeared anxious but was cooperative to exam.
VITAL SIGNS: Blood pressure 105/65, pulse 103, temperature 98.2, respirations 18, and weight 137.8 pounds.

HEENT: On her left eye there is periorbital bruising. Conjunctiva is clear and then she has resolving yellow-green bruising on the left side of her forehead extending onto the temple area.

SKIN: Warm, dry, and intact.

CARDIAC: She has an irregular rhythm at a regular rate with systolic ejection murmur.

ABDOMEN: Soft, slightly protuberant, and nontender. Bowel sounds present.

RESPIRATORY: She is unable to cooperate with deep inspiration but general auscultation her lung fields are relatively clear. She had no cough. Symmetric excursion. Decreased bibasilar breath sounds secondary to effort.

NEURO: She makes eye contact and facial expression of when she is afraid or anxious versus when she is okay but not able to communicate that otherwise.

ASSESSMENT & PLAN:
1. Status post CVA with significant sequelae. She is a total care followed by Traditions Hospice. Husband does attempt to assist in her care, but at this point I talked to him that it is best that anything he thinks she needs to have done for her he should call staff.

2. Hypertension. She is running low end of normal so I am decreasing her metoprolol to 25 mg q.d. with daily BP checks and will see next week how that is panned out whether we can continue with that.

3. Insomnia this is by history, treated effectively with melatonin. Staff reports that she sleeps though at the drop of the head and frequently does not need the melatonin as she is already asleep so I am changing to make it 3 mg p.o. h.s. p.r.n.

CPT 99357 and direct family contact 20 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

