


PROGRESS NOTE

RE: William Shoumaker
DOB: 10/05/1931
DOS: 04/09/2025
The Harrison AL

CC: Fall followup.

HPI: A 93-year-old gentleman who was walking in his apartment. He generally uses a walker and was using it at the time his fall occurred. He stated that somehow he just caught one foot in front of the other and tripped, falling forward and landing on his left side. He had pain in his left upper chest and his left lower back. He did not tell anyone right away. It was a couple of days before he said anything to the nurse who had noted that he was acting like he was uncomfortable which is unusual for the patient. That is when he then told her about the fall, landing on his left side and having left rib pain. X-ray was obtained with the impression of normal left ribs. No pneumothorax noted. This was reviewed with the patient and his son/POA Clarence present along with wife who had her eyes closed. The patient stated that he has been having pain. His son had gotten him Tylenol which helped, but the relief was short-lived. Talked to him about having something stronger in the event that he needs it. His son also encouraged it. He knows that his dad is stoic about pain, not wanting to complain about it and is generally reluctant to have it treated. I talked to him about the use of tramadol; we would start at a low dose and he is in agreement. Later, I observed him using a walker and he was walking a lap around the hallway of the entire first floor. I told him that that was really admirable on his part to be doing that and he just called it his exercise.
DIAGNOSES: Recent fall with soreness of left chest wall, ruled out rib fracture. Gait instability, uses a walker. Hypothyroid, hyperlipidemia, chronic constipation, BPH, aortic valve insufficiency, and current pain issues. 
MEDICATIONS: MOM 30 mL q. MWF, levothyroxine 75 mcg q.a.m., Ursodiol 250 mg one p.o. b.i.d., calcium 500 mg q.d., Crestor 10 mg q.d., and MiraLax q.d. p.r.n.
ALLERGIES: NKDA.

DIET: Regular, NAS.
William Shoumaker
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CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Pleasant older gentleman who was alert and spoke when asked questions.
VITAL SIGNS: Blood pressure 159/73, pulse 51, temperature 97.2, respirations 19.

MUSCULOSKELETAL: He moves his limbs in a normal range of motion. He is ambulatory. He uses his walker the majority of time. No lower extremity edema. He has tightness to the muscles around his shoulder and neck, primarily left side, and some soreness on the left chest wall, but no bruising or skin abrasion.
NEURO: The patient is alert, makes eye contact. He is soft-spoken, but can voice his needs. He asked appropriate questions. He is also not allowing himself to be shut down by his wife. Observing him walking with his walker, he is steady and upright, going at a slow but even pace.
PSYCHIATRIC: The patient appears calm, is pleasant and is speaking for himself more. 

ASSESSMENT & PLAN:
1. Status post fall, landing on left side ribs. X-ray rules out fracture or any other acute findings. He has some residual musculoskeletal pain for which Tylenol works temporarily. He acknowledges waking up in the morning stiff and sore.
2. Pain management. Tramadol 25 mg q.6h. p.r.n. and I told him that it should be here tomorrow, so when he has the need for pain medication, he can ask for it. If the 25 mg is not effective enough, then we can increase it to 50 mg.

CPT 99350
Linda Lucio, M.D.
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