PROGRESS NOTE
Patient Name: Paskel, Ethel

Date of Birth: 03/01/1945

Date of Initial Evaluation: 09/14/2022

Date of Followup Evaluation: 08/03/2023

CHIEF COMPLAINT: A 78-year-old African American female seen for preoperative clearance.

HPI: The patient is a 78-year-old female with history of myocardial infarction x 2 dating to 2018 and 2021. She further has history of a cardiac cyst, which was removed in approximately 2012. She has history of COPD and reporting shortness of breath secondary to COPD. She has dyspnea worsened by exertion or walking several blocks. She further has chronic productive cough. The patient had been seen in the office. She reports history of chronic pain involving the knee bilaterally. Pain is associated with crepitus. She had requested followup from Dr. Adrian James. However, she apparently had no scheduled followup appointment. She had requested pain medication refill.

PAST MEDICAL HISTORY:

1. Hypertension.

2. COPD.

3. Congestive heart failure.

4. Sleep apnea.

PAST SURGICAL HISTORY: Cyst removal

MEDICATIONS:

1. Nitroglycerin p.r.n.

2. Norco 10/325 mg q.12h. p.r.n.

3. Clonidine 0.3 mg one b.i.d.

4. Trelegy one inhalation daily.

5. Albuterol one to two puffs p.r.n.

6. Fluticasone nasal spray one each to nostril daily.

7. Diazepam p.r.n.

8. Amlodipine 5 mg one daily.

9. Prednisone 10 mg daily.

10. Ventolin 90 mcg p.r.n.

ALLERGIES:

1. LEVAQUIN results in shortness of breath.

2. AZITHROMYCIN shortness of breath.

3. CODEINE shortness of breath.

4. FLAGYL results in rash.
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FAMILY HISTORY: Brother had prostate cancer. Mother died of natural causes. Father died of ulcer in knee.

SOCIAL HISTORY: She notes alcohol use, but denies drug use.

REVIEW OF SYSTEMS:
Constitutional: She has had weight gain.

Skin: She has moles.

Eyes: She wears glasses.

Nose: She has sinus problems.

Respiratory: She has COPD, cough and sputum.

Cardiovascular: She has lower extremity swelling.

Gastrointestinal: She has history of hemorrhoid.

Psychiatric: She has history of depression, psychiatric care and previously took medications.

Hematologic: She has easy bruising.

PHYSICAL EXAMINATION:
General: She is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 130/71, pulse 78, respiratory rate 20, height 65” and weight 191 pounds.

LAB WORK: Dated 09/17/2022, cholesterol 210, LDL 122, HDL 68, triglycerides 96, creatinine 1.61, hemoglobin A1c 5.9.

EKG: Sinus rhythm 67 beats per minute, nonspecific _______ -wave abnormality.

IMPRESSION:

1. Chronic kidney disease.

2. Prediabetes.

3. COPD.

4. Hypertension controlled.

5. History of osteoarthritis.

PLAN: I had initially offered her tramadol for her pain. She declined tramadol. The patient subsequently advised to follow up with primary care for her pain management. I will refill prednisone. She otherwise is clinically stable. I will see her in 4-6 months.

Rollington Ferguson, M.D.
