


PROGRESS NOTE

RE: *__________*
DOB:
DOS: 02/27/2023

HarborChase AL

CC: A 60-day note.
HPI: A 50-year-old who when last seen had a dressing on her right wrist. She had sustained a laceration due to window blind falling down on it and causing a small fracture to the ulna that was splinted she wore it for about 90 days and it has since been removed and she is happy to have some normalcy in her movement of her hand and very limited pain. The patient is doing well. Overall, she does bring up something she has mentioned in previous visits that this sudden onset of nausea does not result in emesis or dry heaves but just discomfort she cannot related to medication, food or time of day. She continues to live in an apartment in IL after displacement from her initial apartment due to burst pipes and water damage. She enjoys where she is living now. She denies falls or acute medical events. She had been given trazodone after complaints of difficulty sleeping. She did not need to take it routinely and in fact got into a pattern of good sleep hygiene and the medication will be discontinued due to lack of use. She states if she does awaken in the middle of the night it is to use the bathroom and if she still awake will then read for a little bit and false asleep.

DIAGNOSES: Rheumatoid arthritis, ataxia, depression, iron deficiency anemia, and alcoholism in remission.

MEDICATIONS: ASA 81 mg q.d., MVI q.d., Cymbalta 60 mg q.d., IBU 200 mg one p.o. b.i.d., Slow Fe 160 mg SA tablet, sulfasalazine 500 mg one p.o. q.d., B-complex 1300 mg q.d., and D3 200 IU q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert, pleasant, and very engaging.

VITAL SIGNS: Blood pressure 126/72, pulse 69, temperature 97.6, respirations 19, and O2 saturation 94%.

NEURO: She makes eye contact. Speech is clear. She asked appropriate questions and gives coherent answers to questions appears to understand information given and she is able to voice her needs. Affect congruent with what she is saying.

MUSCULOSKELETAL: She ambulates independently. She has a mildly ataxic gait. No LEE. Moves arms in a normal range of motion. Fairly good muscle mass and motor strength.

CARDIAC: Regular rate and rhythm. No M, R or G. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

ASSESSMENT & PLAN:
1. Intermittent nausea, etiology unclear. Zofran 4 mg ODT one tablet p.o. q.d. p.r.n. and she is capable of asking for this.

2. Right wrist laceration with fracture is healed appropriately, appears to have fairly normal range of motion. She reports that continues to improve weekly and she is right-hand dominant.

3. General care. CMP, CBC, and TSH with lipid profile were ordered at the end of December. They are not yet in chart and was also around that time that there was all the scurry due to a burst pipe and relocation of apartment. We will rewrite order for same labs.
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This report has been transcribed but not proofread to expedite communication

