


PROGRESS NOTE

RE: Marilyn Denson
DOB: 08/21/1941
DOS: 07/26/2023
Rivendell AL
HPI: An 81-year-old who complained of diarrhea and vomiting on the evening of 07/20. She had no change in medications or diet, aide here in the facility reports vomiting 16 times and then it resolved. She has also had burning and frequency of urination, but that has resolved. She stated that there was burning and discomfort the skin in the perivaginal and perirectal area. She was given barrier cream, which has helped. The patient also had biopsy of a red raised lesion on her right upper arm. We had previously reviewed this the result of biopsy by Previse Wound Care, was positive for basal cell carcinoma. The recommendation is Stevenson Cancer Center, we had already discussed this, but the patient had not made a decision where she wanted to go and she now opts to go to the recommended facility, feeling that they will have whatever it is she may need. In the room we contacted her son/POA Randy Willingham and he is agreeable to taking her to the Stevenson. He had questions about who to ask for, etc,, and I told him simply to first call there tell him why he is calling to include the diagnosis and go with who they recommend and if a referral is needed for him to let me know the name and fax number and it will be sent. The patient was pleased to get everything taken care of as she is anxious to get whatever treatment may be necessary.
DIAGNOSES: Basal cell carcinoma of the right upper arm nodule and dementia, hypertensive CKD, insomnia, hypothyroid, HLD, anxiety/depression.

MEDICATIONS: Norvasc 5 mg q.d., Citracal one tablet q.d., Cran capsule 500 mg q.d., estradiol cream apply vaginally h.s. on Monday and Thursday, Pepcid 20 mg q.d., levothyroxine 112 mcg q.d., Claritin 10 mg q.d., losartan 100 mg q.d., melatonin 5 mg h.s., Seroquel 25 mg h.s., Raloxifene 60 mg q.d., Zoloft 100 mg q.d. and trimethoprim 100 mg q.d.
ALLERGIES: Multiple, see chart.

DIET: Regular.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert and engaging. She likes to go over every detail, requires redirection, is cooperative to examine.

VITAL SIGNS: Blood pressure 133/64, pulse 82, respirations 16, O2 saturation is 94%.
GU: Groin and perivaginal tissue appears normal and healthy. There are no lesions, no redness. Denies any tenderness to palpation.

MUSCULOSKELETAL: She ambulates independently in her room, uses a walker for distance, has no lower extremity edema.

SKIN: There was a dressing covering her right upper arm biopsy site dated 07/25 it was removed, the previous nodule is now flattened and there is brown discoloration with flaking brown material.

Intact, gluteal skin is normal in color intact and there is some post inflammatory discoloration. No tenderness to palpation.

ASSESSMENT & PLAN:
1. Basal cell carcinoma left upper arm. Son will call Stevenson Cancer Center and contact my office if a referral is needed.
2. Nausea with emesis on 07/20, resolved, appetite is back, eating her baseline diet.
3. Dysuria with urinary frequency. UA with C&S was ordered.
4. Skin check. Groin and gluteal skin is warm, dry, intact, normal in color, barrier protectant cream to be used a.m. and h.s.
CPT 99350 and direct POA contact about 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

