


PROGRESS NOTE
RE: Mariann Russell
DOB: 02/28/1936
DOS: 03/03/2025
Jefferson’s Garden AL
CC: Urgent care followup.
HPI: An 89-year-old female who was taken to urgent care on 02/28 by family over concerns of a bad cough. The patient’s daughter/POA Pam was present and said she had a very bad cough and fever so I took her to urgent care where variety of tests were done that I reviewed them today. The patient was given guaifenesin and albuterol MDI and she was started on Z-PAK. She is now on day three. At the urgent care the patient was tested for influenza A and B both negative. Tested for strep A negative and was COVID negative. Vital signs there were blood pressure 128/72, pulse 72, temperature 99.4, respiration 16, O2 sat 96% on RA. Then the following testing as above and discharged with Z-PAK, which has been taken as directed. Mucinex for congestion and albuterol MDI p.r.n. use.
DIAGNOSES: Possible viral syndrome not detected by common testing with symptoms reportedly decreased per the patient, Alzheimer’s disease advanced, expressive aphasia of year and half, CKD stage III, HTN, CAD, Afib, hypothyroid and polyarthritis.
MEDICATIONS: Unchanged from 02/04 note.
ALLERGIES: CODEINE.
DIET: Regular.
CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient seated calmly. She looked comfortable and denied being in pain or coughing a lot at this time.
VITAL SIGNS: Blood pressure 128/72, pulse 72, temperature 97.9, respiration 18, O2 sat 96% and weight 143 pounds.
HEENT: NCAT. EOMI. PERLA. Anicteric sclerae. No drainage. Nares patent. Moist oral mucosal.

NECK: Supple. No LAD.

CARDIAC: She has regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.
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RESPIRATORY: She has a normal effort and rate, bit like a wheeze on the right mid upper field it was anterolateral. Did not change with cough. Speech was not affected by cough or SOB.

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

NEURO: She is alert and oriented to self and Oklahoma. She just looks around a little confused and I would overwhelm but observing what is going on around her. She does not have anything to say when daughter asked and she does make eye contact and smiles when I look at her and then later she was up in about using her walker to go to the dining room. Moves her arms in a normal range of motion. No lower extremity edema.

SKIN: Warm and dry intact with good turgor. No bruising noted.

PSYCHIATRIC: She appears to be in good spirits. Does not seem really phased or concerned about the discussion regarding the urgent care.

ASSESSMENT & PLAN:
1. Viral syndrome, etiology unclear as several test negative to include influenza A, B and COVID, but will be completing today or tomorrow. She has no evidence of congestion now and denies feeling like she has anymore.
2. Lipid profile review. All values are actually quite good and below are at the desired ranges. Continue with Pravachol 40 mg h.s.
3. Mild renal insufficiency. Creatinine is 1.02 and she actually stated as having CKD so we will monitor.
4. Hypoproteinemia. T-protein is 5.9. Protein drinks can be brought in if needed.  We will monitor what her current meal intake is.
5. Hypokalemia. Potassium is 3.4 and will increase her KCl to 20 mEq MWF with 10 mEq to be given today, tomorrow and then of course on Wednesday and she takes Lasix 40 mg q.d.
6. Anemia. H&H are 10.6 and 34.2 with microcytic indices though minor, but will start on 325 mg ferrous sulfate.
7. UA review. It was nitrite positive and 2+ leukocyte esterase with 6 to 10 WBCs and unclear what the patient was given. Daughter states that she thought she was given antibiotic in the ER. I will clarify that with the DON and if not we will give her something.
CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
