


PROGRESS NOTE

RE: Marybeth Filson
DOB: 10/26/1934
DOS: 06/05/2025
Radiance AL
CC: Ankle lesion.

HPI: The patient is a 90-year-old female who was seen in the activities room. She has a group of female residence that she spends time with and they are generally working on an art project individually or together. She also likes to play cards and today she was agreeable to being seen as her daughter/POA Leslie Cheatham was present. I saw the patient in room. She states that she is feeling good. She is sleeping through the night. Appetite is good. Pain is managed. She did have a fall in the bathroom where she was self transferring on her own. Her daughter has talked to her about asking for assistance first getting onto the toilet and then getting off. The patient has a stubborn streak and wants to be independent, but had a fall one of those times fortunately without any significant injury. The patient states she keeps herself busy. Denied any depression or anxiety and that had been an issue of when I first started taking care of her.
DIAGNOSES: Obesity, OAB, insomnia, hypothyroid, atrial fibrillation on anticoagulant, vascular dementia, HTN, GERD, and nonambulatory wheelchair dependent.

MEDICATIONS: Tylenol ES 500 mg one t.i.d., Lipitor 40 mg h.s., BuSpar 5 mg b.i.d., Zyrtec 5 mg daily on MWF, CranCap q.d., Lexapro 20 mg q.d., fenofibrate 45 mg q.d., FeSO4 one q.d., Flonase nasal spray q.d., Gemtesa 75 mg q.d., guaifenesin 400 mg b.i.d., Singulair 10 mg h.s., omeprazole 40 mg q.d., PreserVision two capsules b.i.d., Systane eye drops OU a.m. and 4 p.m., trazodone 200 mg h.s., Bactrim one tablet q.d. UTI prophylaxis, and Systane ophthalmic gel OU q.a.m. and 4 p.m.

ALLERGIES: CODEINE, PERCOCET, CIPRO and ROCEPHIN.

CODE STATUS: Full code.

DIET: Regular.
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PHYSICAL EXAMINATION:
GENERAL: Obese female fitting tightly into her manual wheelchair.

VITAL SIGNS: Blood pressure 136/73, pulse 83, temperature 97.9, respirations 18, and weight 199.5 pounds. Daughter brought up the patient’s weight and it was clear she was not happy with her weight. The patient had no comment.
HEENT: She has short well groomed hair, wearing corrective lenses. Bilateral conjunctivae clear. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.

RESPIRATORY: Decreased bibasilar breath sounds secondary to body habitus. Lung fields relatively clear. No cough. Symmetric excursion.

CARDIOVASCULAR: She has distant heart sounds with regular rate and rhythm. No M, R, or G noted.

ABDOMEN: Obese and nontender. Cannot appreciate bowel sounds.

MUSCULOSKELETAL: Intact radial pulses. She has +1 taught pretibial edema lower extremities. She is weightbearing for transfers, but requires assist.

ASSESSMENT & PLAN:
1. Obesity 01/17/25 weight was 192.5 pounds, it is currently 199.5 so weight gain of 7 pounds and BMI is 35.3 which puts her in the morbid obesity category. The patient is aware that her weight is not healthy for her, but she acknowledges enjoying eating. So she is living a good long life appearing comfortable in other respects so I have just left it alone.
2. Hyperlipidemia. The patient had a lipid profile done in September 2024. The values were relatively good. So continued with same doses of her medication and do an annual check.
3. Renal insufficiency. Creatinine is 1.51 with the GFR of 30.43. So she has stage III to IV renal insufficiency. We will also recheck annual lab time.

4. Hypertension, BPs adequately controlled. No concerns in that regard.

CPT 99350 and direct POA contact 30 minutes.

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