


PROGRESS NOTE

RE: _______ Muegge
DOB: 06/09/1969
DOS: 12/31/2024
The Harrison AL

CC: Lab review.
HPI: A 55-year-old female in residence since 12/20, I saw her last week for the initial visit and today we are reviewing her baseline labs. She has a significant history of seizure disorder with multiple seizures in the past resulting in injury; she has knocked out teeth, broken a leg, fractured a clavicle and hurt her back among some other things and anxiety disorder, which appears to be stable, mild cognitive impairment. She is no longer having a sitter with her daily, which she is very happy about, but states that her kids have been in and out since I saw her last week spending several hours at a time with her just making sure that she is okay and adjusting. She tells me she feels like she is doing well here. She still spends much of her time alone in room to include for meals and I told her there will come a point that it will be good for her to get out and see what activities there are. I did ask her if she is afraid of having a seizure in front of people that do not know her and may form an impression that she does not want them to and that is somewhat of a concern, she states. Overall, she is sleeping good, she has no pain, her appetite is good and remains seizure-free.
MEDICATIONS: Lipitor 40 mg h.s., BuSpar 10 mg at 8 a.m. and 8 p.m., carbamazepine 200 mg three tablets at 9 a.m., one tablet at noon and three tablets at 9 p.m., clonazepam 1 mg 8 a.m. and 8 p.m., Ativan gel 1 mg/0.5 mL of cream and applies 0.5 mL to rest every evening, B12 500 mcg SL tablet that will be discontinued, Lamictal 150 mg tablets two tablets at 9 a.m. and 2½ tablets at 9 p.m., Keppra 1000 mg one tablet at 9 a.m. and 9 p.m., levothyroxine 50 mcg at 6 a.m., Remeron 30 mg h.s., MVI q.d., Zoloft 100 mg at 8 a.m. and then B12 again 2500 mcg SL at noon and zonisamide 100 mg capsule four capsules at h.s.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient is seated comfortably in her apartment. She knew who I was when I saw her and was cooperative to lab review.
VITAL SIGNS: Blood pressure 143/93, pulse 89, temperature 97.0 and respirations 16.
NEURO: She is oriented x3. Her speech is clear. She can give information, understands given information. Her affect was animated with some of the lab results.

MUSCULOSKELETAL: She ambulates independently in her apartment. No lower extremity edema and moves arms in a normal range of motion.

SKIN: Warm, dry and intact. No bruising or other skin issues noted.

ASSESSMENT & PLAN:

1. CBC review. WBC count 3.3 slightly low, but otherwise CBC was WNL with an H&H of 12.4 and 37.2 and platelet count of 237. No intervention required.
2. Elevated alkaline phosphatase is 126 with the cutoff of 104. She has had a recent right clavicle fracture, which is most likely the source of the elevated alkaline phosphatase. No intervention required.
3. Hypocalcemia, mild; it is at 8.4. Told her to take a TUMS; she has the 500 mg and just take one daily for a week and then she can decrease it to four days weekly and it will be adequate in bringing her number to WNL.
4. Creatinine, it is mildly decreased at 0.58 with a cutoff of 0.6. I told her it is nothing to be concerned about. Her BUN to creatinine ratio is slightly increased, so I told her it indicates just a need to increase her water intake.

5. Lipid profile, all values are WNL and she is on Lipitor at 40 mg h.s., to continue.

6. Hypothyroid. She is on levothyroxine 50 mcg q.d. and TSH is WNL at 1.91.

7. History of B12 deficiency, but not ever verified by lab, so her B12 level returns at 1439, which is 500 points higher than the high end of normal, so I am discontinuing her B12 p.o. 500 mcg and the 2500 mcg will be decreased to Tuesday and Thursday only. Otherwise, she is doing well.
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