


PROGRESS NOTE

RE: Peggy Taylor
DOB: 07/08/1933
DOS: 08/02/2023
Town Village AL
CC: Followup on wound care and medication review.
HPI: An 90-year-old female seen in room. She is well groomed walking about in her room without walker, appears steady and upright. When we then talked, she is clear in what she wants to say understands given information and she did focus on her left lower extremity wound. The patient has been seen by Previse Wound Care and she states that today someone just showed up unexpected and wrapped her dressing, rewrapped it, and she felt that they wrapped it not high enough and it was tight. So when she unwrapped it with me present, there is a clear line of demarcation of excessive tightness. She has a small amount of serosanguineous drainage on the gauze. Overall, her wound actually looks quite good. There is evident angiogenesis and the perimeter of the wound looks like healthy tissue. The patient states she sleeps well. Her pain is managed. She comes out for meals and participates in other activities. She has few female residents that she has befriended, but she is also comfortable in her room with her own company.
DIAGNOSES: Chronic wound of the left anterior shin. The length is 4.8, the width is 2.8, and the depth is 0.3, severe OA of both knees managed with pain medication, chronic back pain stable, HTN, GERD, hypothyroid, atrial fibrillation, constipation, and dry eye syndrome.

MEDICATIONS: Os-Cal b.i.d., Coreg 12.5 mg q.d., diclofenac gel p.r.n. to knees, Eliquis 5 mg b.i.d., Pepcid 20 mg q.d., Lasix 40 mg q.d., gabapentin 300 mg h.s., Norco 10/325 mg one tablet q.4h., iVIZIA dry eye drops one drop OU b.i.d., melatonin 10 mg h.s., OCuSOFT lid scrub pads q.a.m., MiraLax q.d., KCl 10 mEq b.i.d., PreserVision p.o. b.i.d., Refresh Tears OU q.a.m., Senexon-S one tablet q.d., trazodone 50 mg h.s., vitamin C 500 mg q.a.m. and zinc 220 mg q.a.m.
ALLERGIES: NKDA.

CODE STATUS: DNR.
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DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed and alert standing in the kitchen making dessert after lunch. We sat and talked and she is noted to be a well-groomed, pleasant, and interactive,

VITAL SIGNS: Blood pressure 118/66, pulse 67, temperature 97.4, respirations 17, O2 sat 97%, and weight 160 pounds.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No tenderness.

MUSCULOSKELETAL: She has an erect posture and ambulates independently in her room, steady, outside of her room observed using her walker. She has no lower extremity edema on the right, on the left and rest of the wound is noted to have good granulation tissue with scant serosanguineous drainage on dressing. There is no odor and there is hemostasis and nontender to palpation around the area. She has noted line of demarcation of where the wrap was and where it stopped. So, it is quite compressive.

NEURO: She is alert and oriented x3. Clear coherent speech. She asked questions that are appropriate. She understands given information and makes her needs known.

ASSESSMENT & PLAN:
1. Left lower extremity wound followed by Previse. The patient states also that she was told that they want to come in tomorrow and do something i.e. graft that wound. She is not happy with things being done without talking with her about them. So I told her I would certainly call the Previse people and that will change. 
2. Medication review. The patient requests discontinue of Systane eyedrops that she is already receiving two others per her ophthalmologist and that MiraLax be daily routine as appose to p.r.n. that order is also written.
CPT 99350
Linda Lucio, M.D.
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