


PROGRESS NOTE

RE: Bernice King
DOB: 04/10/1941

DOS: 04/23/2025
The Harrison AL

CC: Unscheduled visit.

HPI: An 84-year-old female who requested to be seen secondary to shortness of breath and chest palpitations. She felt like she was in atrial fibrillation. When I saw the patient in room she was seated in her recliner she looked a bit anxious but looked as though she was a bit calmer, wanted me to examine her which I did and then we talked. The patient has been through a lot. She had a history of breast cancer. There was a node that was found in her right axilla so that was biopsied, fortunately it was not metastatic disease then by chest x-ray right lung there was a new small nodule and that was determined to be a new lung cancer. After evaluation, she was given options to do nothing or to do course of radiation therapy and that she is not a surgical candidate for excision or at this point chemotherapy. She opted for the radiation therapy and today she has had three cycles and states that she is exhausted just states that she feels like she cannot get enough rest and worn out in general. She brought up that she is scheduled to have a fourth round on Friday the 25th and then the final RTX on Monday the 28th. So she was just concerned about what now is going on especially the shortness of breath. So I examined her reassured her that I did not hear anything unusual and that her findings were WNL.

DIAGNOSES: New single nodule right lung, primary malignancy, history of cardiac arrhythmia has a pacemaker, HTN, HLD, trigeminal neuralgia, history of breast cancer, and has a common bile duct stent placed for choledocholithiasis.

ALLERGIES: SULFA, BETADINE, and LATEX.

DIET: Regular diabetic diet.

CODE STATUS: DNR.

MEDICATIONS: Tylenol 650 mg b.i.d., amiodarone 200 mg q.d., ASA 81 mg q.d., diltiazem 240 mg ER q.d., Benadryl 25 mg b.i.d., Eliquis 5 mg b.i.d., Lasix 40 mg q.d., levothyroxine 100 mcg q.d., and Zoloft 50 mg q.d. She is now on Toujeo 40 units b.i.d., carbamazepine 100 mg b.i.d., and MVI q.d.
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PHYSICAL EXAMINATION:
GENERAL: The patient initially anxious, seemed calmed and relaxed.
VITAL SIGNS: Blood pressure 134/74, pulse 76, and temperature 97.0.

HEENT: Conjunctiva clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.

CARDIAC: X2 different auscultations with same results that she has a regular rate and rhythm. There was no murmur, rub, or gallop. Pulse rate one check was 72, the second check was 74.

RESPIRATORY: She had a normal respiratory effort and rate. Lung fields were clear to bases. She had no cough. No expectoration.

NEURO: She was alert and oriented x3. Clear coherent speech. Gave a lot of information understood what was discussed.

MUSCULOSKELETAL: She has lymphedema both lower extremities. She had compression wraps and she does lymphedema treatments in the evenings generally.

ASSESSMENT & PLAN:

1. SOB. I think this was in part anxiety related. Given RTX to the right lung due to a finding of a new single node malignancy, I ordered a chest x-ray two views it was done while I was here and I was told I will be contacted with results but that has not happened so hopefully will have results tomorrow and they can be related to the patient.

2. Chest discomfort with palpitations. Again, this had been an elevated heart rate when she sensed it due to anxiety, but her pacemaker has kept her paste and her heart rates generally do not exceed the mid 70s. So we will just keep an eye on her and I will contact her tomorrow with the chest x-ray results.

3. Social. Her son/Tracy then came in and he questioned what was going on so was explained to him. He was concerned but trusted what was going on. I had spoken with him another time by phone. So he will be kept in the loop at his mother’s request once we have x-ray results available.

CPT 99350 and direct POA contact 20 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

