


PROGRESS NOTE

RE: Myrna Albright
DOB: 01/20/1937
DOS: 10/23/2023
Jefferson’s Garden AL
CC: 30-day note.

HPI: An 86-year-old female seated in the same chair she sits in all the time recliner that faces the television. She had her lunch tray there. She had eaten part of it. She was very bright eyed and talkative today. I asked how she was doing, she stated that she was doing good. She had a big smile on her face. She denied having any pain. She states that she eats what she wants to. She does not particularly cared for the food, but she did have an empty bottle of Ensure on top of the lunch tray that she had received. She states that she drinks at least one to two of those daily so that is at least good. She states she sleeps good. She does not have any pain. Her daughter calls her intermittently. When asked she denied that there was anything she needed at this time. I asked the patient about physical therapy that had been scheduled about a month and half ago. It was discontinued secondary to the patient’s legs being too weak to hold her up to participate and she adds that she knows that her legs are weak and wobbly and she was surprised that they are that much so and she is not able to walk anymore. When I asked if she could stand with assist, she stated she could, but they would have to hold on to her because the legs would get wobbly and she fall.

DIAGNOSES: Advanced endstage vascular dementia, atrial fibrillation, HTN, hypothyroid, depression, OAB, hard of hearing requires hearing aids and now loss of ambulation, and history of right lower lobe lung mass treatment deferred.

MEDICATIONS: Tylenol 650 mg ER one tablet q.a.m., Tums 500 mg b.i.d., Os-Cal q.d., D-Mannose 1300 mg two capsules q.a.m., Prozac 40 mg q.d., Boniva q. month, levothyroxine 50 mcg q.d., dry eye drops OU b.i.d., Protonix 40 mg q.d., PEG powder q.d., Senna Plus two tablets h.s., Topamax 25 mg b.i.d., B12 1000 mcg q.d., and Voltaren gel to the effected areas b.i.d.
ALLERGIES: See chart.
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CODE STATUS: DNR.

DIET: Regular chart.

PHYSICAL EXAMINATION:

GENERAL: The patient seated comfortably in her recliner. She was quite engaging and sharing.

VITAL SIGNS: Blood pressure 130/71, pulse 80, temperature 98.2, respirations 18, O2 sat 98%, and weight 119.3 pounds, a weight gain of 2.5 pounds.

RESPIRATORY: Normal effort and rate. Her lung fields are clear with no cough. Symmetric excursion.

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

MUSCULOSKELETAL: She can reposition in the chair, crosses her legs, uses her arms in a normal range of motion and has no lower extremity edema.

NEURO: Orientation x2. She makes eye contact. Speech is clear. She is really a very pretty woman and has a very nice smile. She appeared relaxed and not at all anxious.

ASSESSMENT & PLAN:
1. Decreased p.o. intake. The patient has been drinking Ensure daily which may account for the weight gain of 2.5 pounds over the past month. She had been on the trend of weight loss every month. So, this is a good move.
2. Polypharmacy. The patient questioned. She stated that she takes a lot of medicines and wants to know if she has to keep taking all of them and I told her I would review happily and get rid of nonessential medicines.
3. Medication review. I have discontinued four routine medications and four p.r.n. medications and we will monitor and hopefully be able to discontinue additional at next visit.

4. Loss of ambulation. She knows to ask for help when she wants to be transported. She is not strong enough to get herself into her manual wheelchair. So, she is kind of stuck in the chair that she sits in all day.
5. Right lower lobe lung mass. I am ordering AP and lateral just to see if this mass is still there and if so what size is it.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
