


PROGRESS NOTE
RE: Randal Morris
DOB: 06/29/1969
DOS: 09/02/2025
Tuscany Village
CC: Lab review.
HPI: The patient is a 56-year-old male wheelchair-bound secondary to paraplegia via accident. The patient has a history of a sacral wound that was at one point much larger and he has been receiving treatment routinely for the last couple of months. He states that he is aware that it has gotten smaller that it continues to improve. There was a period when I first met him that he was refusing wound care because it was at an inconvenient time where he would rather smoke than have wound care. I talked to him about the importance of the wound care and the fact that he spends more time now in a wheelchair that was brought to him from home and that area is having pressure on it rather than alleviating the pressure, so he is trying to take a break from the continued use of the wheelchair.
DIAGNOSES: Iron-deficiency anemia, hypertension, major depressive disorder recurrent, central pain syndrome, unspecified constipation, unspecified depression, GERD, pressure ulcer of sacrum stage IV, pressure ulcer of right buttock stage IV and pressure ulcer of left buttock stage IV.
MEDICATIONS: Vitamin C 500 mg b.i.d., Coreg 3.125 mg b.i.d. with parameters of when to hold, FeSO4 one tablet q.d., gabapentin 100 mg t.i.d., Norco 5/325 mg one tablet b.i.d., hydroxyzine 25 mg q.6h. p.r.n., lisinopril 5 mg q.d. with parameters, methadone 10 mg two tablets t.i.d., MVI q.d., Protonix 40 mg q.d., MiraLAX q.d., Pro-Stat 30 mL b.i.d., Zoloft 25 mg b.i.d. and B12 1000 mcg q.d.
ALLERGIES: BUSPAR, PIPERACILLIN, SULFAMETHOXAZOLE and TAZOBACTAM.
DIET: Regular with thin liquid. He receives large portions.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Thin, frail-appearing male seen in room. He was cooperative.

VITAL SIGNS: Blood pressure 151/89, pulse 72, temperature 97.8, respirations 17 and O2 sat 96%.
HEENT: Makes good eye contact. Nares patent. Moist oral mucosa. Full-thickness hair.

MUSCULOSKELETAL: He is thin with good motor strength though generalized decreased muscle mass and contractures of both hands and of his left foot. He is able to propel his manual wheelchair and he self-transfers.

CARDIAC: He has a regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough and symmetric excursion.
ASSESSMENT & PLAN:
1. Anemia. H&H are 8.9 and 28.7 with a low MCV and MCH at 78.4 and 24.2. He is already receiving FeSO4 one tablet q.d., we will increase to b.i.d. a.c.
2. Hypoproteinemia. T-protein and ALB are low at 6.5 and 2.8. He currently receives a house shake twice daily and I am increasing that to t.i.d. and he also receives Pro-Stat 30 mL b.i.d. and we will increase that to t.i.d. I also saw notes where when the patient was offered his Pro-Stat, he has been refusing it, so I am going to talk to him about the importance of taking it.
3. Hypocalcemia. His calcium 7.6. I am ordering TUMS 750 mg one p.o. b.i.d.
4. Review of C-reactive protein and sed rate. His C-reactive protein was very high greater than 80 when it should be less than 5.0. Sed rate was also elevated at 36 and it should be less than 30. I explained to him that both of those reflect the inflammation going on most likely related to his sacral wound and thus the importance of cooperation with wound care. He states that he is cooperating, they are doing wound care routinely and I told him it is in his best interest; otherwise, a big gaping wound can become infected and at that point there is not much that can be done for him.

CPT 99310
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

