


PROGRESS NOTE

RE: Tommie Sharry
DOB: 08/27/1936
DOS: 10/25/2023

Rivendell AL
CC: The patient requests medication DC, complaints of urinary frequency and followup on BP monitoring.
HPI: An 87-year-old who was in bed. When I want to speak with her she said that she has had both PT and OT today so she has worn out and needs to rest when I was in the other room seen her husband before her to questions that I asked she would from the bedroom answer for him or correct his answers. We talked about her medications and she wants to discontinue Claritin and potassium and she had told her daughter about this who tried to question her as to why, but she wants to do it so we will go with that. She has also had urinary frequency stating that she does not have any burning with dysuria or pelvic pain, but will just get the sensation that she has to go and there is no time to make it to the bathroom. With questioning she had mild symptoms of this that were infrequent and not like she is experiencing now. Her blood pressure was monitored daily for a week and her blood pressure control is within normal limits. The highest systolic pressure was 152. Her diastolics were between 68 and 75. The patient brought up constipation at her last visit that was also an issue and MOM 30 mL p.o. p.r.n. was added. She was not on any stool softeners on admission. Her last bowel movement was two days ago and does not feel like she has to go yet. She states that she has been eating normally. She also comments that the medication for sleep arrived yesterday so she was able to use it last night and for the first time in several nights had a solid night sleep and so she was very appreciative of this medication.
DIAGNOSES Urinary retention with urgency, chronic pain, hypokalemia, chronic seasonal allergies, HTN, chronic constipation, GERD, atrial fibrillation on Coumadin and recent fracture of her right lower leg, wears a walking boot.
MEDICATIONS: Unchanged from admission note.
ALLERGIES: Unchanged from admission note.
DIET: NCS.
CODE STATUS: Now DNR.
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HOME HEALTH: SSM Home Health.

PHYSICAL EXAMINATION:
GENERAL: The patient was resting comfortably in bed. She was talkative and gave me a list of things that were bothering her. She was in good spirits and as usual. I say usual because it was present the first time and she stated this is the way it is and it is not going to change speaking for him and correcting her husband.
VITAL SIGNS: Blood pressure 149/78, pulse 62, respirations 18, and weight 174 pounds.

ABDOMEN: Soft. Bowel sounds are present. No distention or tenderness.
MUSCULOSKELETAL: Can reposition herself in bed. Moves arms in a normal range of motion and denies any leg cramps.
NEUROLOGIC: She is alert. Makes eye contact. Speech is clear. Oriented x2, has to reference for date and time.
ASSESSMENT & PLAN:
1. Constipation. She is to take MOM 30 mL p.o. q.d. routine. I am writing for Senna-S two tablets to be taken routinely q.a.m. and will monitor how that does for her.
2. Urinary incontinence. She states that it suddenly feels like when she has got to go she has got a go and cannot wait. Bethanechol 10 mg b.i.d. to start and will see how this does for what she describes is OAB.
3. We will do labs and will see how she is doing without the potassium that she wants discontinued.
CPT 99350
Linda Lucio, M.D.
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