


PROGRESS NOTE

RE: Wanda Helen

DOB: 04/20/1952

DOS: 09/24/2025
Tuscany Village

CC: Assume care.

HPI: A 73-year-old female who I am seeing for the first time. She is in motorized wheelchair and was in route to go smoke. She was though agreeable to being seen and information gathered from her and review of her chart follows. The patient is 73-year-old female who was buzzing by in her motorized wheelchair. She was in route to smoke, I was able to get her to stop and visit with me and she did so. The patient started right away focusing on pain stating that she just generally hurt all the time. When I asked her to be specific, she pointed to her right hip telling me that she has had 15 surgeries on it and then I asked about her left hip and she said that that bothered her as well but not as of much or as often telling me that occasionally the hip would come out of its socket. Asking basic questions she tells me that she sleeps through the night. Her appetite is good and she said too good pointing to her thigh pain. She had already mentioned that it is generally everywhere in spite of the current pain medication that she receives. The patient gets out on to the unit socializing and a big part of that is spent out on the patio over smoking takes place. She minimized the amount of smoking that she does.

DIAGNOSES: Hypertension, MS, atrial fibrillation, COPD, chronic pain primarily arthralgias, unspecified dementia, nicotine dependence, GERD, generalized osteoarthritis, generalized anxiety disorder, and Alzheimer’s dementia.
PAST SURGICAL HISTORY: Right hip ORIF that she states that she has had a total of 15 surgeries on the varying kinds. She has had a cholecystectomy.

ALLERGIES: TRICYCLIC ANTIDEPRESSANTS, BAYER ASA, and MOTRIN.

CODE STATUS: Full code.

DIET: Regular with thin liquid. Health shake daily and patient is followed by Psych Plus with most recent service on 09/04/2025.
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MEDICATIONS: Norvasc 10 mg q.d., Abilify 1 mg h.s., Lipitor 40 mg h.s., Benadryl 25 mg q.d., Coreg 6.25 mg q.d., docusate one capsule q.d., gabapentin 300 mg one tablet q.d., DuoNeb q.i.d., patient has nebulizer in room, MiraLax q.8h. p.r.n., oxycodone 10 mg one tablet q.4h., Zoloft 75 mg q.d., Trelegy Ellipta one puff q.d., Effexor 37.5 mg q.d., and Ambien 10 mg h.s.

SOCIAL HISTORY: The patient is divorced. She has two children a daughter who lives in Alaska and is her POA and then a son who lives in Charleston who she talks to occasionally. The patient had three sisters and states that they all died in this past month of February one of them had been her roommate here in the facility and other had lived also here in the facility and the other one lived at home. The patient worked at Tinker and components assembly and retired from there. She states that she has been a smoker since the age of 16 but tells me that she can make a pack of cigarettes last a week and here shield maybe just have one or two cigarettes a day. Other radical diagnoses if it added up there recent shingles. The patient pointed to her left arm to show me the residual scarring from a recent case of shingles.

FAMILY HISTORY: Her mother lived to 89. Her father lived to the age of 70. She is not sure what their medical issues were. In addition to a nebulizer, the patient has in room she also has BiPAP, which she is noncompliant with its use. She has been educated on the use and encouraged on the reasons why it should be used regularly.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient states that she is at her baseline weight but cannot not give me what that number is and not able to find it in her notes.

HEENT: She does not require corrective lenses states that her hearing is adequate. She is edentulous. Denies difficulty chewing or swallowing.

CARDIAC: She denies chest pain or palpitations.

RESPIRATORY: She has a chronic cough generally nonproductive, intermittent periods of shortness of breath usually related to smoking but not so with her ADLs and her CPAP and BiPAP she will use when reminded to.

GI: No difficulty chewing or swallowing. She is continent of bowel. She has occasional constipation but has p.r.n. medication that she asked for.

GU: She is continent of urine. She has had a UTI but in the remote past she states occasionally she may have some leakage but that is not routine.

MUSCULOSKELETAL: The patient is weightbearing. She can self transfer. She gets around on motorized scooter. Moves arms in a normal range of motion. She has good grip strength. She does not know when she had last fall.

PSYCHIATRIC: She tells me that she has had depression in the past but she is on some anxiety pills now and feels better.

Wanda Helen

Page 3
PHYSICAL EXAMINATION:

GENERAL: Chronically ill appearing female who appears stated age. She was in route to smoke but was agreeable to talking to me first. She was casually dressed.
VITAL SIGNS: Blood pressure 102/71, pulse 79, temperature 97.7, respirations 18, and O2 saturation 95%. The patient’s last noted weight was 09/11/2025 and she weighed 104.5 pounds.

HEENT: She has short cropped hair. EOMI. PERLA. Nares patent. Moist oral mucosa and edentulous.

NECK: Supple and clear carotids. No LAD.

CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub, or gallop. PMI was nondisplaced. Intact radial pulses. No peripheral edema, positive dorsalis pedis pulse.

ABDOMEN: Soft and bowel sounds present. No distention, tenderness, or masses.

MUSCULOSKELETAL: Moves arms in a normal range of motion. Did not observe weightbearing but she has no lower extremity edema. Tenderness to palpation of her right hip as well as then her left hip and was in a seated position.

NEURO: The patient is alert and oriented x2. She has to reference for the date. Speech is clear. She makes eye contact when been spoken to her speaking. Affect is congruent to situation. She was pleasant, agreeable, and cooperative in giving information as she could.

ASSESSMENT & PLAN:

1. COPD. The patient has O2 that she can use at 2 liters per nasal cannula and a nebulizer that she knows how to use and will let staff know when she needs to and she knows her limits as to when she needs to rest from her respiratory status.

2. Nicotine dependence. Discussed with patient the use of nicotine patches or nicotine gum. She states she is try the gum did not like it and is it ready to use the nicotine patches when I asked if she wanted to stop she said not really so I told her that if she was ever been want to use the nicotine patches or gum she needed to understand that she could not also smoke while using them and she said then she was not going to use them.

3. Chronic pain. The patient is on a generous amount of pain medication at this time. We will continue with oxycodone 10 mg q.4h. routine, which she has been on for some time and I spoke last week to the patient about increasing the gabapentin to evening and see whether she feels it is beneficial without any negative side effect.

4. Constipation. The patient states that she is occasionally constipated, she does have MiraLax routine but I did not find any p.r.n. medication so we will write for MOM 30 mL p.o. q.d. p.r.n. constipation.

5. General care. Unable to find labs on patient so I am ordering a CMP, CBC, and TSH.
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CPT 99310

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

