


PROGRESS NOTE

RE: Glenda Williams

DOB: 02/21/1953

DOS: 06/01/2023

Harbor Chase AL

CC: 90-day note.

HPI: A 70-year-old with history of chronic pain management, reflex sympathetic dystrophy, and right foot drop. She is on generous doses of narcotic medication, however, she is generally alert and about participates in activities, comes down for all meals and has a table of females that she socializes with and her personal care and hygiene are always good. Her apartment is well-maintained and she does herself. So despite the amount of medication she is taking it is not limiting her activity or ability to care for herself and provides pain management that allows her to be functional.

DIAGNOSES:  Chronic pain management, reflex sympathetic dystrophy right foot drop with neuropathic pain, chronic low back pain, insomnia, depression, and a history of drug and alcohol addiction in remission.

MEDICATIONS: Celexa 20 mg q.d., docusate t.i.d, Lasix 20 mg MWF, gabapentin 300 mg t.i.d, Prilosec 40 mg q.d., Flomax q p.m., Risperdal 0.5 mg b.i.d. MVI q.d., trazodone 150 mg h.s., Effexor XR 75 mg q.d, oxycodone IR 10 mg one tablet q.8 and Oxy IR 15 mg one tablet q.8h.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is resting in her bedroom, but she is awake listening to music. She is alert, well groomed, and cooperative to exam.

VITAL SIGNS: Blood pressure 149/82, pulse 74, temperature 97.9, respirations 18 and weight 184.3 pounds.

RESPIRATORY: Normal effort and rate. Lungs fields are clear. No cough or symmetric excursion.
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CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced.

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

MUSCULOSKELETAL: Intact radial pulses. No LEE. She is weightbearing and ambulatory. She does use a walker for distance and does not in her room. No fall in sometime.

NEURO: Makes eye contact. Speech is clear. Can give information shared that her brother had a recent medical event and just has frightened her and how important he is to her life. She was able to share that with him. She is oriented x3.

ASSESSMENT & PLAN:
1. Chronic pain management. The patient is stable on current medications without compromise to alertness or cognitive function. She is active and also knows when to rest. Continue with current meds.

2. Depression appears managed with current medications and no change.

3. Urinary retention that was an issue that she had prior to admission here and has not been a problem here. She continues on Flomax.

4. Code status. I talked to her about it and she wants her brothers input. So we will wait on that.
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Linda Lucio, M.D.
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