


READMIT NOTE
RE: Sharon Proby
DOB: 08/01/1953
DOS: 09/02/2025
Tuscany Village
CC: ER readmit note.
HPI: The patient is 72-year-old female who was sent to INTEGRIS ER on 09/01 and kept overnight for observation and returned today. The patient had been having chest pain, which is why she was sent and, while there, a chest x-ray showed atelectasis and possible pneumonia and she was diagnosed with chest pain as well as atelectasis. The patient had an EKG 12-lead that was NSR. She denies receiving any actual medication or antibiotic treatment while in the ER, but was sent with orders for a Z-PAK to take as directed and the way the order was written indicates that she had not received a dose there. Today, she shows her tongue earlier to the nurse who pointed out to me to look at it and there is significant edema of the right side of her tongue somewhat crossing midline, but primarily the length of the right side. She stated that it started while she was in the ER and has remained about the same. She is careful about eating and drinking for fear of not being able to swallow correctly. Denies any shortness of breath and no cough. The patient also denies any fevers or chills.
DIAGNOSES: COPD, DM II, diabetic neuropathy, hypertension, hemiplegia and hemiparesis following cerebral infarct, anemia, depression, unspecified dementia, hyperlipidemia, and insomnia.
MEDICATIONS: Albuterol MDI two puffs q.6h. p.r.n., Norvasc 10 mg q.d., ASA 81 mg q.d., Lipitor 40 mg h.s., clonidine 0.1 mg p.r.n. for systolic pressure greater than 160, Plavix q.d., B12 1000 mcg q.d., docusate 100 mg one capsule b.i.d., Aricept 10 mg h.s., Humalog for sliding scale, Lantus 10 units b.i.d., lisinopril 10 mg q.d., Lyrica 200 mg one capsule t.i.d. and oxybutynin 5 mg q.d.
ALLERGIES: AMBIEN, CONTRAST MEDIA, LATEX and LISINOPRIL.
DIET: Regular diabetic diet with thin liquid.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: The patient seated in her wheelchair. She was pleasant and cooperative.
VITAL SIGNS: Blood pressure 137/84, pulse 71, temperature 97.7, respirations 14 and O2 sat 96%. The patient is 5’4” and weight is 142 pounds.
NEURO: Makes eye contact. She listens to questions and she tries to give answers and she asks appropriate questions and seems to understand given information.

HEENT: Her conjunctivae are clear. Nares are patent. She has moist oral mucosa. Exam of her tongue; there is notable edema of the right side of her tongue slightly crossing midline, but the left side appears normal thickness and the edematous right side is pink. No breakdown.

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

RESPIRATORY: She has normal effort. Lung fields are clear. No cough and symmetric excursions.

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

MUSCULOSKELETAL: She has good neck and truncal stability in her manual wheelchair. She can propel it without difficulty. Bilateral Lower Extremities: She has some edema that she states is about her baseline.

ASSESSMENT & PLAN:
1. Pneumonia per ER diagnosis. A Z-PAK will be given; it is ordered and explained to her how it will be dosed.
2. Tongue swelling. It is a bit unique in that it is just part of her tongue, so unclear what she came in contact with, but she was given 50 mg of Benadryl and about four hours later I have checked on her and there is a decrease in the edema although some at a mild level continues and she denies any discomfort. She tells me that she was wanting to go to bed and, I told her whenever she went to bed, she is to sleep with her head propped up and will be given an additional dose of Benadryl at bedtime.
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Linda Lucio, M.D.
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