


READMIT NOTE

RE: Jill Muegge

DOB: 06/19/1969

DOS: 05/07/2025

The Harrison AL

CC: Readmit from ER.
HPI: A 55-year-old female with a history of seizure disorder, had a series of cluster seizures and was sent to OUMC ER on 05/05 where her neurologist, Dr. Fahd Sultan, is in the neurology department. The patient had lab work done to include a UA and the lab work was WNL. UA was initially thought to be positive for UTI and it appears that in the ER she was given a dose of Cipro. The patient returned to the facility to resume the medications that have been ordered and are monitored by her neurologist. The patient has a complicated seizure history, has a neural implant as well as has a monitor on her wristwatch that she can use to swipe her skull essentially if she starts having seizures and it activates the implant to take control and interfere with continued seizures.

MEDICATIONS: The patient was seen by another physician not myself here in the facility and that physician stopped her long-standing clonazepam order. I am told that in its place Ativan was started. However, there is no evident order in her chart under Dr. Krablin’s name. So, I told the patient I would review her MAR and that her medications would return to those that she has been on under Dr. Sultan’s care and that will be carbamazepine 200 mg one tablet at 2 p.m. and two tablets at 8 a.m. and 8 p.m., BuSpar 20 mg b.i.d., Lamictal 150 mg two tablets at 8 a.m., Keppra 1000 mg 8 a.m. and 8 p.m., levothyroxine 50 mcg q.a.m., lorazepam 1 mg 8 p.m., melatonin 3 mg two tablets at 8 p.m., MVI q.d., women’s MVI q.d., Zoloft 150 mg q.d., vitamin E 400 units q.d., zonisamide 100 mg 8 p.m., Ativan gel 1 mg/mL with 1 mL h.s. if unable to sleep after her sleep aid, and oxycodone IR 5 mg one tablet q.4h. p.r.n.

ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: Full code.

Jill Muegge
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert. She was pleasant and kind of quiet initially and then seemed to relax.

VITAL SIGNS: Blood pressure 159/81, pulse 83, temperature 97.2, respirations 20, and weight not available.

HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa.

MUSCULOSKELETAL: She moves her arms in a normal range of motion. She is independently ambulatory. No lower extremity edema.

SKIN: Warm, dry, and intact with good turgor.

PSYCHIATRIC: She appears a little anxious, but is able to tell me why and it is not unrealistic that should be concerned about some of the things she voiced. She also asked about seeing a therapist, she wanted recommendation as she is not sure where to start and so I told her that based on what her insurance coverages we can look and see who is within her coverage.

ASSESSMENT & PLAN: General care. I am the patient’s physician of note and that has been addressed in speaking with her mother who stated she nor her husband had ever asked to have Jill’s physician change, so she appreciated my calling her and clarifying that and I reassured her that there were no medication changes made and that the changes that had been made would be rectified.

CPT 99350 and direct POA contact 10 minutes.

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

