


PROGRESS NOTE

RE: Don Headrick
DOB: 12/22/1968
DOS: 07/26/2025
CNH
CC: General followup.
HPI: A 56-year-old female seen in room. She was lying on her bed, but awake and eventually cooperative to being seen. The patient is status post CVA about a year ago and it was her second traumatic brain injury. She has garbled speech and it is unclear how much she actually understands, but she does make eye contact and appears to try to communicate her need.
DIAGNOSES: History of CVA secondary to TBI, gait instability with loss of ambulation; transported in a Geri chair, cognitive impairment with vascular dementia, pseudobulbar affect, hyperlipidemia, depression, asthma and history of room air hypoxia with p.r.n. O2 per NC.
MEDICATIONS: Wellbutrin XL 300 mg q.d., Lipitor 40 mg h.s., Nuedexta one capsule q.12h., Singulair one tablet h.s., Flexeril 5 mg q.12h., Lasix 40 mg q.d., ASA 325 mg q.d., Norco 5/325 mg one p.o. q.12h., Protonix 20 mg b.i.d., Colace 200 mg b.i.d., Ativan 0.5 mg one tablet q.12h., Advair HFA 115/21 mcg one puff q.12h. and gabapentin 300 mg q.12h.
ALLERGIES: CODEINE SULFATE.
DIET: Regular with ground meat and nectar thick liquid, minced moist with gravy on side.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient was in her Geri chair, she was quiet, looked about and cooperative to exam. She did interact on a very friendly manner with the ADON.
VITAL SIGNS: Blood pressure 130/74, pulse 89, temperature 96.4, respirations 20 and O2 sat 99%.

HEENT: She has full-thickness dark hair. EOMI. PERLA. Anicteric sclera. Nares patent. She would smile and make like guttural sounds that were understood by the ADON.
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RESPIRATORY: I just listened to her without deep inspiration, which she did not understand. Lung fields were clear. No cough and symmetric excursion. She had O2 in place at 2 liters/nasal cannula.

CARDIAC: She had a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

SKIN: Warm, dry and intact with good turgor. There was some mild purpura scattered on her right forearm.

PSYCHIATRIC: She seems comfortable with the familiar faces and is interactive and hopefully that will also extend to me with another visit or so.

ASSESSMENT & PLAN:
1. Gait instability with loss of ambulation. She will continue with Hoyer lift for transfers and a Geri chair for transport and is a full assist in both of those areas.
2. Pain management appears adequate at this time without the side effects of increased confusion or sedation, so no change.
3. Pseudobulbar affect. It is well-managed with Nuedexta. There has not been any of the spontaneous crying outbursts I am told in several weeks.
4. Muscle spasms and the Flexeril at 5 mg q.12h. has helped decrease that without compromising her remaining ability to sit up or have neck or truncal stability.
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