


PROGRESS NOTE

RE: Margie Henderson
DOB: 06/16/1938
DOS: 05/15/2023
Jefferson’s Garden 
CC: BP review.

HPI: An 84-year-old with a history of hypertension was having low end of normal BPs. So lisinopril held and BPs without medications are well within normal limits. She was seen in her room. She brought up how much her knees bother her. She has polyarthritis and in particular her knees are bothersome. She has IBU 800 mg given in the morning which is effective and would like to have a dose in the evening. On 05/06/23, the patient was having numbness and tingling in her lower extremities. She was sent to IBMC and hospitalized there until 05/09/2023 when she returned to the facility. Review of notes indicates evaluation by neurology with a change in her medications. Today in room, she denied having further recurrence of numbness or tingling in her feet. She stated that she felt okay and had noticed no change in right versus left side strength from her previous baseline. She is receiving PT twice weekly. Today was her first day and she seems excited about that. Looking at today’s weight versus 04/18/23, I pointed out to her that she has lost 5.3 pounds and she was very happy about that.
DIAGNOSES: HTN running low end of normal on BP medications, chronic lower extremity edema, gait instability uses a walker, seasonal allergies, hypothyroid, polyarthritis especially knees, GERD, depression, HLD, insomnia, and pain management.

MEDICATIONS: ASA 81 mg q.d., Breo Ellipta q.d., Flexeril 10 mg p.r.n., Eliquis 5 mg q.12h., FeSO4 q.d., levothyroxine 175 mcg q.d., Singulair q.d., Protonix 40 mg q.d., Zoloft 200 mg q.d., Zocor 40 mg q.p.m., sucralfate 1 g t.i.d., and temazepam 30 mg p.r.n. h.s.

ALLERGIES: Multiple see chart.

DIET: Regular.

CODE STATUS: DNR. HH Universal.
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PHYSICAL EXAMINATION:

GENERAL: Obese female seen in room. She was in good spirits.

VITAL SIGNS: Blood pressure 110/62, pulse 74, temperature 98.6, respirations 16, weight 168 pounds and BMI of 34.21.

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

CARDIAC: Regular rhythm at a regular rate. No rub or gallop noted.

MUSCULOSKELETAL: Ambulating with her walker. She has trace ankle and distal pretibial edema. She moves arms in a normal range of motion, goes from sit to stand using walker for support.

NEURO: Alert. She makes eye contact. Speech is clear. She voices her needs. She wants to go over her recent visit, her medications and express enjoying therapy. 
ASSESSMENT & PLAN:
1. Status post ER followup for left lower extremity numbness, it resolved. Imaging of head showed no acute changes evaluation by neuro with no clear recommendations other than PT and OT which is started.
2. Polypharmacy. Several medications were discontinued and I am in agreement and other medications had some adjustment in dosing time which I tried to do previously and the patient was resistant, but now in agreement. 
CPT 99350
Linda Lucio, M.D.
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