


READMIT NOTE
RE: Donna Whitton
DOB: 09/05/1948
DOS: 12/26/2025
Rivermont AL
CC: Hospital readmit note.
HPI: A 77-year-old female who was sent to Norman Regional Hospital on 12/23/2025, with complaints of abdominal pain, diagnosed with biliary colic. Labs were drawn as well as CT of the abdomen. Labs showed elevated LFTs to be due to biliary obstruction and CT showed a dilated common bile duct. The patient was also diagnosed with Bell’s palsy, started on Valtrex and a Medrol Dosepak. The patient did not like how either the Valtrex or the steroid made her feel, so she discontinued taking those. The patient’s CBC on 12/24/2025, was 11.5 and 37.1 with normal white count and platelet count. BMP was also WNL. The patient’s hospital admit date was 12/22/2025 and discharge date 12/24/2025.
DIAGNOSES: Parkinson’s disease, atrial fibrillation on chronic anticoagulation, hypothyroid, depression disorder, anxiety disorder, insomnia and history of GERD with gastric ulcers.
PAST SURGICAL HISTORY: Appendectomy, cholecystectomy, and cardiac ablation.
MEDICATIONS: Unchanged from previous note. Sinemet 25/100 two tablets t.i.d. and one tablet at h.s., diclofenac gel to affected areas q.i.d., docusate one capsule b.i.d., Eliquis 5 mg one tablet b.i.d., Lexapro 20 mg one tablet q.d., levothyroxine 50 mcg q.d., omeprazole 40 mg one q.d., Miralax q.d. p.r.n., and temazepam 7.5 mg h.s.
ALLERGIES: NKDA.

DIET: Diet, since returned, has been as tolerated with reminder for hydration. NCS with thin liquid.
PHYSICAL EXAMINATION:

GENERAL: The patient was seated in room. She had a friend visiting who remained in place as we talked. She was alert and appeared comfortable sitting up.
HEENT: EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.
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NECK: Supple.
CARDIAC: An irregular rhythm at a regular rate without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: I was cautious as she seemed concerned that it would hurt to touch. She had normal active bowel sounds. No tenderness or rebound signs.

MUSCULOSKELETAL: Moved her arms. She had no lower extremity edema. Did not observe weight bearing.

NEURO: She was alert, made eye contact. Speech was clear, could give some information. She did appear little tired.
ASSESSMENT & PLAN:

1. Dyspepsia with discomfort. We will continue the patient’s Prilosec at 40 mg q.d. and we will add a 40 mg h.s., so 40 a.m. and h.s. for five days, then we will decrease it to 20 mg a.m. and h.s.

2. Bell’s palsy diagnosed in ER secondary to involuntary twitching of right eye and mild nasolabial fold flattening. The patient currently has her right eye covered, I was able to take a look at it, removed the dressing. The conjunctiva appears fairly clear. The upper lid is not able to fully close. There is mild drooping of the lower lid.
3. GERD with history of gastric ulcers. The patient has been having abdominal discomfort in part related to finding of biliary colic and this is viewed as a chronic problem as she is status post cholecystectomy many years ago. The patient currently received Prilosec 40 mg q.d., we will give 40 mg a.m. and h.s. for the next three days, then titrate it down to 20 mg a.m. and h.s. going forward.

4. ER diagnosis of Bell’s palsy right side. The patient did not tolerate taking the Medrol Dosepak or the Valtrex stating that they in combination nauseated her and she refused to take them. We will retry a Medrol Dosepak and see if the patient will tolerate it and I explained to her the benefit that it would give.
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