


PROGRESS NOTE
RE: Mary Francis
DOB: 06/10/1942
DOS: 09/11/2025
Rivermont AL
CC: Hospital and skilled care readmit note.
HPI: An 83-year-old female, readmitted to facility on 09/04/2025 after hospitalization at Norman Regional Hospital then transferred for Skilled Care to Noble SNF. The patient was admitted for hypertension with syncope and hyponatremia. The patient has also had chronic dislocation of her right shoulder and fluid in her right knee.
DIAGNOSES: The patient has a history of multiple myeloma and CMP showed sodium of 132, potassium WNL 4.9, calcium is low at 8.3, and T-protein and ALB low at 5.4 and 3.3, TSH elevated at 5.77.

ALLERGIES: NKDA.
MEDICATIONS: Oxycodone 5 mg q.6h. p.r.n., lidocaine patch to affected area shoulder on in morning and off at h.s., Synthroid 50 mcg p.o. q.d., NaCl tabs 1000 mg 1 g b.i.d., Senna one tab b.i.d., calcium gluconate 99 mg one tab b.i.d., vitamin D3 400 units two tabs q.d., tizanidine 2 mg one tab q.8h. p.r.n., gabapentin 300 mg one capsule h.s., calcium citrate plus tab one tab q. day, imbruvica 140 mg capsule three capsules at h.s., and acyclovir 400 mg one tab b.i.d.
FAMILY HISTORY: Father passed of a CVA. Mother passed with valvular heart disease and has siblings with seizure disorder.
The patient’s labs on 08/12/2025 showed WBC count of 3.2, H&H of 11.3 and 34.5, with normal MCV and MCH, platelet count of 162.
PHYSICAL EXAMINATION:
GENERAL: The patient seated up in her recliner. She was alert and interactive.
VITAL SIGNS: Blood pressure 112/66, pulse 68, temperature 97.6. Respiratory rate 14, and O2 sat 93%.
HEENT: NCAT. EOMI. PERRLA. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.
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RESPIRATORY: Normal effort and rate. Clear lung fields. No cough and symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

EXTREMITIES: Moves arms she was able to weight bear for about 30 seconds so that we could check her periarea skin.
SKIN: She had some redness with chafing on the right inner thigh more so than on the left, which was a lighter pink, but skin was intact. No bruising or breakdown noted elsewhere.
NEURO: CN II through XII grossly intact. She is alert and oriented x2. She has to reference for date and time. Speech is clear. Can give basic information.
ASSESSMENT & PLAN:
1. Electrolyte abnormalities. We will check a CMP and to include magnesium and make sure that everything is continued within a normal range of motion.
2. Chronic lymphocytic leukemia. The patient is followed at OU Stevenson Cancer Center will look into when she has a possible followup appointment and go from there.
3. Hypertension. Daily BP checks. She had previously hypotensive readings and they have now normalized.
4. Peripheral neuropathy. Continue with gabapentin at h.s.

5. Chronic pain. We will use Tylenol for pain management at this point in time.
6. Cutaneous candida. Diflucan 200 mg on arrival tonight or tomorrow and then repeat in 72 Hours. We will place nystatin powder in the groin areas of both sides and then at h.s. We will do the thin film of antifungal cream to both periareas and recommend that we leave the brief opened for aeration until it starts to improve.
CPT 99345
Linda Lucio, M.D.
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