


PROGRESS NOTE

RE: Sharhonda Johnson
DOB: 10/03/1978
DOS: 08/08/2025
Tuscany Village
CC: Assume care.
HPI: A 46-year-old female seen in room. She was lying in her hospital bed. She was alert and very engaging. The patient was able to give information telling me that she is bed-bound because “they broke her leg” and she points to her right leg tells me that it was her shinbone that was broken when they were trying to transfer her. And it was also notable that up against a wall across from her bed. There was a bookcase that had every kind of snack food and junk food available. The patient was talked a lot about her family that she was married and has children they come to visit her and how she ended up here because she needed more help than could be given at home.
DIAGNOSES: Depression/anxiety disorder, ASCVD, history of TIA without residual deficit, HTN, chronic systolic and diastolic heart failure, morbid obesity and fatty liver, right foot drop, GERD, unspecified fracture of upper end of right tibia, ADHD and morbid obesity with BMI 60-69%.
MEDICATIONS: Strattera 60 mg one p.o. q.d., Lipitor 80 mg h.s., baclofen 10 mg b.i.d., Zyrtec 10 mg q.d., clonidine 0.1 mg q.d. with parameters, FeSO4 one tab q.d., Prozac 10 mg q.d., Inspra 25 mg one tab q.d., Lasix 40 mg q.d., Lupron 3.75 mg IM one injection q. month, Toprol 50 mg q.d., oxycodone 5 mg q.6 routine, MiraLax q.d., sacubitril/valsartan 49/51 mg one p.o. q.d. and TUMS 750 mg q.d.
ALLERGIES: NKDA.

DIET: Regular diet with thin liquid.
CODE STATUS: Full code.

PHYSICAL EXAMINATION:
GENERAL: Morbidly obese female who was well groomed lying in her hospital bed.
VITAL SIGNS: Blood pressure 141/76, pulse 80, temperature 97.5, respiration 18 and O2 saturation 96%.
HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa. She had her hair pulled back in a scarf with lipstick.
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CARDIAC: She has distant heart sounds with regular rate and rhythm.

ABDOMEN: Obese. It was difficult to auscultate for bowel sounds. No masses or tenderness.

RESPIRATORY: Anterolateral lung fields clear. No cough. Symmetric excursion.

EXTREMITIES: Intact radial pulses. No lower extremity edema.

NEURO: CN II through XII grossly intact. She is alert and oriented x2. She had to reference for date and time. Speech is clear. She understands given information and she asked questions that were appropriate. Her affect was very cheerful and she seemed to have no recognition or at least deferred any recognition of her body habitus and her inability to do things independently.

ASSESSMENT & PLAN:
1. Hypocalcemia. Calcium is 7.7. TUMS 750 mg one q.d. is ordered.
2. Hypokalemia. Potassium is 3.4. Potassium 10 mEq q.d. for one week and then q. MWF.
3. Anxiety/depression disorder. The patient is followed by psych plus and is being treated for those two issues medically and through therapy.
4. Morbid obesity. This has been decades’ long issue for the patient and there is really no attempt to change her eating pattern or increase her physical activity. I did bring this up with her.
5. Acute on chronic heart failure. No evidence of same and states that she is not had issues with that for some time.

6. Anemia. H & H are 10.8 and 34.2 with normal MCV and MCH. WBC count is slightly low at 3.8 and platelet count WNL.
CPT 99310
Linda Lucio, M.D.
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