


PROGRESS NOTE

RE: Loretto Logan-Sauce
DOB: 04/30/1950
DOS: 11/15/2023
Rivendell AL

CC: Dysuria and followup with recent cardiology and neurology appointments.
HPI: A 73-year-old with current complaints of dysuria. She has a history of UTIs as well as a history of dysuria not always correlating with the UTI. She tells me she knows she has got a urinary tract infection and I did not ask how she knew. I told her we would address it by checking first. In looking at her chart on 11/14, she was seen by her cardiologist Dr. Anwar who increased her nitro paste to 1 inch and b.i.d. I asked her if she was having increased angina as I had not been made aware of that, she stated that she just told him how she was feeling and that he thought there might be some angina or it could help her blood pressure to be normalized. Today, she tells me she has not received the nitro paste then checking under her breast where the med aide who entered the room stated it is where it is generally put, she has it in place, but there is a Band-Aid over it she does not like them to put the tape over it, but just rather a Band-Aid. I told her that the amount placed exceeds the size of a Band-Aid, so she loses the nitro paste to clothing. Then she also was seen by Dr. Kay, her neurologist, two days ago and there is an increase in her Sinemet to three tablets at 6 a.m., three tablets 10 a.m., three tablets 2 p.m. and three tablets 6 p.m. and today is her first day of her new dosing schedule.
DIAGNOSES: Parkinson’s disease with Parkinson’s related cognitive impairment, HTN, GERD, insomnia, anxiety disorder, depression, and intermittent angina.
MEDICATIONS: The remainder of her medications remains unchanged from her 11/01 note.
ALLERGIES: Multiple see chart.
CODE STATUS: Full code.

DIET: Regular.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert. She wants to just keep me in the room and tell me everything that is wrong and resolve everything and only then can I leave.
VITAL SIGNS: Blood pressure 152/85, pulse 80, respirations 16, weight 130 pounds.

CARDIAC: Regular rate and rhythm without murmur, rub or gallop.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Today she had a more pronounced tremor that was intentional in appearance that just was amplified when I was with her, however when she then later came to talk to me while I was in another the patient’s room in their door was opened she walked in and was holding something for me to look at and did not have the tremor at that time. She was ambulating independently in her room and in her hallway, for distance, she uses a walker, she has a wheelchair that she uses off facility, no lower extremity edema.
NEURO: She is oriented x2 to 3. Speech is clear, but it can be erratic at times and she goes on has to be told to stop and then go on to something else. She understands that given information if she stops to listen otherwise will follow up and want to have things repeated.
ASSESSMENT & PLAN:
1. Parkinson’s disease, a change in her Sinemet on 25/100 mg tablet three tablets 6 a.m. three tablets, 10 a.m. three tablets, and two at 6 p.m. Hopefully that will have a good benefit for her.
2. HTN/HLD nitro paste increased to 1 inch b.i.d. per recent visit with cardiologist Dr. Anwar. We will see benefits to her blood pressure and I have not had her talk about chest pain previously.
3. Dysuria, UA with C&S and Pyridium 100 mg one tablet p.o. t.i.d. x2 days.
CPT 99350
Linda Lucio, M.D.
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