


PROGRESS NOTE

RE: Jackie Cheatham

DOB: 03/01/1929

DOS: 08/17/2023

HarborChase AL

CC: A 94-year-old female seen in room. She has been in residence since 08/14.
HPI: The patient is a 94-year-old female in residence since 08/14. The patient was recently hospitalized at Integris SWMC from 08/24 x1 week for infectious colitis with abdominal pain. The patient received IV antibiotic for the primary part of her stay, was on a clear liquid diet advancing to soft foods. She was also found to have left basilar infiltrate and pleural effusion with bilateral findings of course interstitial chronic change. There is also a 5-mm right mid lung nodule for which workup has been deferred.

PAST MEDICAL HISTORY: Status post treatment for colitis with variable constipation to diarrheal stools, HTN, HLD, glaucoma, insomnia, intermittent vertigo, and glaucoma.

PAST SURGICAL HISTORY: TAH.
MEDICATIONS: Meclizine 12.5 mg t.i.d. p.r.n., Senna plus q.d., MiraLax q.d., latanoprost OU h.s., melatonin 5 mg h.s. p.r.n., and DuoNeb p.r.n.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.

SOCIAL HISTORY: The patient lived at home with her daughter, widowed 32 years. She has two daughters her co-POAs. She was a homemaker and worked in retail. Nonsmoker and nondrinker.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: Her base weight is 119 pounds.

HEENT: She wears corrective lenses and hard of hearing with bilateral HAs. She has native dentition. She has a history of dysphagia to food and pills.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: No cough, expectoration or SOB.

GI: She has urinary incontinence and incontinent of bowel for the most part.

MUSCULOSKELETAL: She ambulates with a cane. She does have a walker for distance. Her last fall was in January 2023. No injury.
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NEURO: She is oriented x2. She has to reference for date and time. She is verbal and able to communicate her needs at times can be difficult to understand. She has some intermittent sleep difficulties.

PHYSICAL EXAMINATION:
GENERAL: Frail elderly female.

VITAL SIGNS: Blood pressure 137/61, pulse 68, temperature 98.0, respirations 18, and weight 110.4 pounds. The patient is 5’7” and BMI is 17.4.

HEENT: She has thinning hair. She wears corrective lenses. Her nares are patent. She has moist oropharynx with native dentition in fair repair.

CARDIAC: She has regular rate and rhythm. No murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Lung fields are relatively clear and decreased basal breath sounds on right side. No cough or expectoration.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. Intact radial pulses. No lower extremity edema. She does have her cane adjacent to her.

SKIN: Thin and dry but intact. No bruising.

NEURO: CN II through XII grossly intact. She makes eye contact. Oriented x2. She has to reference for date and time. Affect appropriate to situation.

PSYCHIATRIC: At times she was quiet, acknowledged when she was not able to give information, but her comments were appropriate to what was being discussed.

ASSESSMENT & PLAN:
1. Generalized weakness. She is status post hospitalization for infectious colitis and attempt to care for self at home was found to be more than she can do with a compromised baseline so she is able to make her needs known and will see how she does.

2. Gait instability. The patient defers PT at this time. We will see how she does what she has settled in.

3. Medication review. The patient states that she does not use the DuoNebs or the melatonin so they are discontinued.

4. General care. CMP, CBC, and TSH are ordered and will review with her next week when available.

5. History of hypertension. BP and heart rate will be measured daily and will follow up in a couple of weeks.

6. Social. This was also reviewed with family.

CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

