


PROGRESS NOTE

RE: Mary Lou Robertson
DOB: 07/27/1932
DOS: 08/22/2023
Rivermont AL
CC: Allergies with continued runny nose.

HPI: A 91-year-old female who for the past four months has had nasal drainage and congestion. She has taken OTC antihistamines with minimal benefit. We have done antibiotic and a low-dose steroid course with no benefit. She states that she can breathe at night and her daytime breathing is also improved. The patient is status post right forearm fracture with ORIF and plate placement. Her orthopedist followed up as appropriate then had a rheumatologist for McBride follow her. She has a history of lupus so the recent labs that were requested from rheumatology were reviewed with the patient. For the time that she sat with me during the visit, she did not have any cough nor was she having to blow her nose or dab at it as she had had to do previously.
DIAGNOSES: She complaints of chronic nasal drainage, vascular dementia stable, OA bilateral knees, CHF, CAD, asthma, insomnia, lupus and iron deficiency anemia resolved.

MEDICATIONS: ASA 81 mg q.d., Plavix q.d., probiotic q.d., folic acid 1 mg q.d., methotrexate 2.5 mg tablets six tablets q. Friday, metoprolol 37.5 mg q.d., Singulair q.d., MVI q.d.. Tylenol PM h.s., FeSO4 q.d., Flonase q.d., Norco 5/325 mg one p.o. q.a.m. and 5 p.m., melatonin 10 mg h.s., Sudogest PE 10 mg 8 a.m. and 3 p.m., trazodone 200 mg h.s., and Voltaren gel to bilateral knees q.i.d.

ALLERGIES: BONIVA and CRESTOR.
CODE STATUS: DNR.

DIET: Regular with thin liquids.

PHYSICAL EXAMINATION:
GENERAL: Well groomed and pleasant older female accompanied by son.

VITAL SIGNS: Blood pressure 138/69, pulse 67, temperature 97.6, respirations 18, O2 sat 97%, and weight not provided.
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HEENT: Her sclerae are clear. Nares patent. There is no redness or rash around to indicate continuous drainage. Moist oral mucosa.

NECK: Supple.

RESPIRATORY: Normal effort and rate. Lung fields clear without cough. Symmetric excursion. No wheezing, rales or rhonchi.

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

MUSCULOSKELETAL: She ambulates with a walker. She is steady and upright. She moves limbs in a normal range of motion. No lower extremity edema.

NEURO: She makes eye contact. Speech is clear. She makes her needs known. She understands some information given, I had to repeat some things.

ASSESSMENT & PLAN:
1. Nasal congestion throughout the day. She is able to breathe better and at h.s. can breathe. It appears that there has been some improvement, but not to her satisfaction so the Sudogest is increased to 30 mg p.o. b.i.d. and we will monitor benefit versus side effects. 
2. Iron deficiency anemia by history. H&H are 11.0 and 36.3 with a normal platelet count of 183K. Indices WNL. Continue with daily FeSO4.

3. Screening A1c. A1c is 5.6 non-diabetic and not in the prediabetic range.
4. Renal function and LFT check all are WNL and a CPR checked also WNL at less than 5.0. The patient unclear when she has a followup with rheumatology, but it is in the next couple of weeks. There have been no medications prescribed through that service.
CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
