


PROGRESS NOTE

RE: Peggy Taylor

DOB: 

DOS: 

HPI: She feels good, has no complaints.

DIAGNOSES: Chronic wound of left anterior shin improved, severe OA of both knees stable with pain medication, HTN, GERD, hypothyroid, atrial fibrillation, dry eye syndrome and constipation.

MEDICATIONS: Unchanged from 11/07/23.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and able to give information.

VITAL SIGNS: Blood pressure 153/77, pulse 99, temperature 98.6, respirations 16, and weight 160 pounds.

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

RESPIRATORY: Normal effort and rate. Lungs fields clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: She ambulates with her walker in her apartment and moves arms in a normal range of motion. She has no lower extremity edema.

SKIN: The wound, there was old dried blood small amount on the dressing that was removed. There is angiogenesis evident on the small bed of the wound. There is pinkness, but no redness, warmth or tenderness. No odor.

NEUROLOGIC: Alert and oriented x 3. Clear coherent speech, is focussed and can give information.
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ASSESSMENT & PLAN:
1. Left shin wound. It does look much better and in the healing process. We will continue with wound care by LPN William Nation from Providence Home Health who follow the patient.

2. Lower extremity edema. This is decreased. Her skin is dry now and encouraged her to continue with a certain cream recommended by the wound care person.
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