


PROGRESS NOTE
RE: Sara Whiteley
DOB: 
DOS: 03/26/2025
The Harrison AL
CC: Edema.
HPI: The patient is an 81-year-old female who has had intermittent lower extremity edema, takes torsemide 20 mg q.d. The dose she receives is such that she does not want to have to get up to urinate too much, so she wanted a lower dose. The patient remains ambulatory, spends time in her apartment seated often with her legs in a dependent position and while she notes that she has swelling of her legs and feet that she also feels like she is swollen in general. I pointed out to the patient that she has actually had some weight loss. In 2024, she was weighing rather consistently 126 pounds and in January, there was a reflected weight loss that has remained stable of 116 pounds. The patient states she is able to get around per usual, she gets less fatigued, her appetite is good. The edema that she has she stated just seemed to creep up on her. The patient does have a moderate amount of alcohol intake; staff report that it is daily. Consuming wine, beer primarily and will drink hard liquor occasionally.
DIAGNOSES: Bilateral lower extremity edema, hypertension, iron-deficiency anemia, chronic seasonal allergies, hyponatremia, GERD, chronic pain issues and COPD.
MEDICATIONS: Tylenol 650 mg q.8h. routine NTE 3 g q.d., Norvasc 5 mg q.d., Celexa 20 mg q.d., Dulera MDI two puffs b.i.d., FeSO4 325 mg one tablet q.a.m. a.c., Claritin 10 mg q.d., Mag-Ox one tablet h.s., KCl ER 20 mEq b.i.d., AcipHex 20 mg q.d., sodium chloride tablets 1 g one tablet t.i.d., torsemide 20 mg q.d. and Norco 5/325 mg one-half tablet q.8h. p.r.n.
ALLERGIES: VALIUM.
DIET: Regular.

CODE STATUS: Advance directive and we will address DNR.
Sara Whiteley
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert and pleasant, able to give information.

VITAL SIGNS: Blood pressure 123/72, pulse 69, temperature 97.6, respiratory rate 18, and weight 116 pounds.
HEENT: Conjunctiva clear. Nares patent. Slightly dry oral mucosa.

CARDIAC: Regular rate and rhythm without MRG.

RESPIRATORY: She has good respiratory effort at a normal rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft. Slightly protuberant. Nontender. Bowel sounds present.

EXTREMITIES: Dorsum of feet and ankle are +1 to 2 and then distal pretibial are trace to +1 and the dorsum of both hands are also trace to +1.

NEURO: She is alert and oriented x 2 to self and Oklahoma and has to reference for month and date and generally remembers that thereafter. Affect congruent with situation. She is pleasant to interact with.

MUSCULOSKELETAL: Independent ambulation, but she does have a walker that she is encouraged to use for distance.
ASSESSMENT & PLAN:
1. Generalized edema. We will increase torsemide, she will have 40 mg q.a.m. and then 10 mg at 1 p.m. and that will go for a week, then we will decrease to 20 mg in the morning and 20 mg at 1 p.m. for another week and by that time we should be able to go back to just 20 mg in the morning. She has adequate KCl supplement and we will monitor electrolytes with a BMP on 04/14/2025.
2. Hypertension. The patient will have her BP check daily; if systolic is greater than or equal to 150, a dose of metoprolol succinate 25 mg q.d. will be given and I will review that in two weeks.
CPT 99350
Linda Lucio, M.D.
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