


PROGRESS NOTE

RE: Tommie Sharry
DOB: 08/27/1936
DOS: 11/01/2023
Rivendell AL
CC: Fall followup.

HPI: An 87-year-old who had a fall in her apartment on 10/27/23. She was being assisted to transfer from bed to her wheelchair by a staff member who apparently was doing it inappropriately. The patient ended up falling and hit her left knee and pulled back her right thumb all causing pain. X-rays were not ordered at that time. The patient states that she does still have some discomfort, but I was able to examine as well. The patient was having some cough and letting me know she had congestion. Her daughter brought up asking me if I was aware of that she had a possible sinus infection something to that wording and I told her that I was not, but I was listening to her. The patient denied any fevers or chills. She stated that she has had a headache because of the congestion, not able to blow anything out or expectorate. Her daughter then brings up the fact that she has got hives. Again, I did not know that and she had her show them to me and there were areas on her abdomen and her lower back that were still pink with mild papular texture. No vesicles and nontender to palpation. It was presumed to occur due to the stress of the fall. I then after getting that history then wanted to review her baseline lab work. So, we were able to do that.
DIAGNOSES: DM-II, recent fracture of her right lower leg currently in a lake boot, HTN, seizure disorder, aphasia/dysphasia following a nontraumatic intracranial hemorrhage i.e. CVA, atrial fibrillation, urinary retention which has improved with bethanechol, and chronic seasonal allergies.

MEDICATIONS: Unchanged from note one week ago.

ALLERGIES: IODINE CONTRAST, AMIODARONE, and STATINS.

DIET: NCS.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient has intermittent cough with congestion sounds in her recliner.

VITAL SIGNS: Blood pressure 150/75, pulse 69, respirations 16, temperature 98.4, and weight 173 pounds.

HEENT: Sclerae are clear. No drainage. Nares patent. Slightly dry oral mucosa. No runny nose and not expectorating anything while I was there.

RESPIRATORY: Anterolateral and posterior lung fields are clear. Intermittent cough nonproductive and no SOB with speech.

CARDIAC: She has in a regular rhythm. No murmur, rub, or gallop.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Her right thumb still is sore at the base, but she is able to move it. There is no bruising, redness, or swelling of the joint. She is left hand dominant. Her left knee, there is yellow stain of the bruise that occurred, but with no edema or effusion of the joint.

ASSESSMENT & PLAN:
1. Cough with congestion. Mucinex DM one p.o. q.12h. routine x3 days and p.r.n., a Z‑PAK is also ordered erring on the side of safety given her multiple medical issues and a Medrol Dosepak given the level of congestion.

2. Constipation. MiraLax routine four days weekly, Zoloft 50 mg q.d., and Ativan 0.5 mg h.s. and 0.25 mg q.a.m.
3. Renal insufficiency. The patient has a creatinine of 1.65 which is consistent with her diagnosis of CKD III. Her BUN is WNL at 25.
4. Hypoproteinemia. T-protein is low at 5.7 with albumin at 3.5 which is the border of normal to abnormal. I have recommended a protein drink q.d. We have a discussion that I do not know there is something that they enjoy, but we will do if needed.
5. CBC, completely WNL.

6. Screening TSH WNL at 0.81.

7. A1c is 6.6. At her age, the target is 7.5 to 8. So, she is actually doing quite well. No need to adjust her medications.
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Linda Lucio, M.D.
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