


PROGRESS NOTE

RE: Jerry Snow
DOB: 08/22/1941
DOS: 08/15/2025
Rivermont AL
CC: Complains of pain and generally not feeling well.

HPI: An 84-year-old female seen in her apartment. She was seated on her bed. She was cooperative to exam and just spontaneously stated that she just did not feel well and related it to as being fatigued and just generalized muscle pain. Denies any falls. No change in her activity and is generally sleeping through the night.
DIAGNOSES: DM II, GERD, CAD, HLD, asthma, iron deficiency anemia, depression, and history of recurrent cough.

MEDICATIONS: Going forward ASA 81 mg q.d., Lipitor 40 mg h.s., Plavix q.d., MVI q.d. and Basaglar Kwikpen 15 units q.d., Aricept 5 mg h.s., Cymbalta 60 mg tablet q.d. with a 30 mg tablet q.d., Lasix 20 mg q.d., Imdur 30 mg ER h.s., Toprol 25 mg q.d., Tussionex 5 mL q.12h. routine and methyl scopolamine tablet 2.5 mg one tablet q.d., Myrbetriq 25 mg h.s., Singulair h.s., omeprazole 20 mg q.a.m., KCl 20 mEq q.d., PreserVision two capsules q.d., ProFe 180 mg one capsule q.d., sodium bicarb 650 mg one tablet b.i.d., temazepam 15 mg h.s., trazodone 50 mg one-half tablet h.s., and vitamin D3 1000 units q.d. 
ALLERGIES: CODEINE and MUSHROOM EXTRACT.

CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished female in good spirits, cooperative to exam.

VITAL SIGNS: Blood pressure 136/70, pulse 80, temperature 97.7, respirations 18, O2 sat 97%, and weight 153 pounds which is a weight gain of 12 pounds.

HEENT: She has a short groomed hair. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. She does occasional throat clearing. No expectoration or nasal drainage.
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RESPIRATORY: She has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. No evident SOB with speech or activity.

CARDIAC: Irregular rhythm at a regular rate without M, R, or G. PMI nondisplaced.

MUSCULOSKELETAL: Ambulates with a walker. She also self transfers. She is a bit slow today stating that she feels tired and her legs are bothering her. She has had no recent falls and no lower extremity edema. She moves arms in a normal range of motion.

NEURO: CN II through XII grossly intact. She is alert and oriented x2. She has to reference for date and time. Speech is clear. She can voice her needs and understands basic information.

SKIN: Warm, dry and intact with fair turgor. No bruising or abrasions noted.

ASSESSMENT & PLAN:
1. Pain management. She states that she generally hurts all the time. She is not on routine pain medication to include Tylenol; so, we will start Norco 7.5/325 mg one-half tablet q.6h. routine and b.i.d. p.r.n. I reviewed this with the patient and the category this medication falls in. She is agreeable to it and hopes that is effective and will get dose hopefully by this evening. 
2. Hyperlipidemia. Review of medications. The patient is on both colestipol and 80 mg of Lipitor which has been given q.a.m. I am discontinuing the colestipol when out and then decrease Lipitor to 40 mg at h.s. and we will do a lipid profile two months after the above changes. 
3. Intermittent cough. The patient has been on Tussionex 5 mL a.m. and h.s. We will decrease to a.m. only and see how she does with that if needed. We will return to a.m. and h.s. schedule.

4. History of iron deficiency anemia. The patient has been on ProFe since 03/06/2025. A CBC from 04/12/25 shows MCV and MCH at the high end of normal. We used remaining ProFe then discontinue order when out.
5. Gait instability. She requires a walker and has difficulty with transfers; so PT is ordered to work with the patient on both of the above issues and scheduled to start next week.
6. CKD stage IV. GFR is 15. The patient is receiving KCl 20 mEq q.d. given her creatinine of 3.66. We will decrease the frequency of KCl to MWF only.
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Linda Lucio, M.D.
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