


PROGRESS NOTE

RE: Betty Pruitt
DOB: 09/29/1928
DOS: 03/15/2023
Rivendell, AL
CC: Followup post SNF and complaint of right side rib pain.

HPI: A 94-year-old who had a fall in room transferring from wheelchair to bed, landed on her left hip, sustaining a fracture and underwent ORIF. She then underwent rehab unknown where and she cannot give me that information and returned to facility on 03/03/2023. She was sitting in her wheelchair holding her telephone when I came in; initially, she was quiet, not talking into it and I told her that I was here to see her. She made eye contact, but continued to hold the phone, so I left for a little bit, came back and she was in the same position doing the same thing. Finally, she then hung up the phone and I asked her who she was talking to and she said “I don’t know, I don’t know who that was.” I just cautioned her about not giving people her personal information on the phone. Since her return, she is in her manual wheelchair that propels herself and then often people will try to help her and transport her back to her room. She acknowledges wanting to keep her arms strong, so she needs to continue to propel her chair. When asked about pain, she stated occasionally she has some, but nothing that interferes with sleep or activity and Tylenol generally takes it away. She is sleeping without problems. No constipation. She has noted that she is no longer able to get herself from wheelchair to bed etc., but has to have somebody to help her.
DIAGNOSES: Status post left hip fracture with ORIF, chronic pain which is stable, peripheral neuropathy, CKD IV, HTN, depression, hypothyroid, and HLD.

MEDICATIONS: Calcium 600 mg q.d., diclofenac gel to knees b.i.d., Cymbalta 30 mg q.d., Norco 7.5 mg a.m. and h.s., Krill Oil 500 mg b.i.d., levothyroxine 125 mcg q.d., lidocaine patch 5% q.d., magnesium q.d., pravastatin 20 mg h.s., Lyrica 75 mg b.i.d., torsemide 20 mg q.d., and vitamin C 500 mg q.d.
ALLERGIES: NKDA.

DIET: NAS.

CODE STATUS: Full code.

Betty Pruitt
Page 2

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female seated in wheelchair, appeared intermittently confused.

VITAL SIGNS: Blood pressure 126/67, pulse 70, temperature 97.2, respirations 14, and weight 138 pounds.
HEENT: Conjunctiva clear. Moist oral mucosa. Hair combed, it is kept short.
NECK: Supple.

CARDIAC: She has regular rate and rhythm. No MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds with symmetric excursion. No cough.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. No LEE.

ASSESSMENT & PLAN:
1. Status post left hip fracture with ORIF approximately one month ago. She has had therapy and is trying to do some things to maintain upper body strength. Denies pain and when it occurs, Tylenol addresses it. She is not receiving therapy at this time.

2. Polypharmacy. We will review and decrease the number of supplements the patient is taking in the next couple of weeks.

3. Code status. She has an advance directive indicating that she wanted tube feedings, IV fluids etc., but I am going to address that with her POA.
CPT 99350
Linda Lucio, M.D.
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