


PROGRESS NOTE
RE: Lea Anne Colvin
DOB: 10/25/1942
DOS: 12/19/2025
Windsor Hills
CC: Quarterly note.
HPI: An 83-year-old female seen in room, she was resting, but agreeable to being seen, she is verbal and able to give information. The patient talked about celiac disease and that she looks forward to an appointment in January 2026, with a GI doctor as she has not had any followup in some time. The patient is social, she gets out and does activities, is out for all meals, is social with other residents male and female, states that she usually sleeps pretty good, in some pain here and there, but it is taken care of, sleeps through the night and denies any untreated pain.
PAST MEDICAL HISTORY: COPD, chronic pain syndrome, celiac disease, hypothyroid, unspecified anemia, HTN, HLD, depression, history of TIA and CVA without residual deficit and history of DVT with PE.
PAST SURGICAL HISTORY: Bilateral total knee replacement, lumbar fusion, and bilateral cataract extraction. The patient has ongoing ocular injections for wet macular degeneration. She has had a bladder suspension and colonoscopy with multiple polyps removed.

MEDICATIONS: Metoprolol 75 mg q.d., Eliquis 2.5 mg b.i.d., Premarin vaginal cream 0.625 mg vaginally q. MWF, Singulair one p.o. q.d., pravastatin 20 mg h.s., calcitriol 0.25 mcg one capsule q. MWF, vitamin D3 25  mcg one p.o. q.d., Tylenol ES 500 mg two tablets t.i.d., MVI q.d., torsemide 20 mg q.d., and levothyroxine 112 mcg one q.d.
ALLERGIES: PCN and TUBERCULIN PPD.
DIET: Liberalized NAS diet, regular texture, thin liquid.

CODE STATUS: Full code.
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SOCIAL HISTORY: The patient is divorced. She was living at home prior to coming here about two years ago. Her son lived with her to help in her care. The patient worked as a kitchen manager in grade schools; she did both paperwork as well as cooking. She was a smoker for about 10 years, rare social alcohol use. She has four children who live in Oklahoma City. Her son Isaac is her POA.

REVIEW OF SYSTEMS: The patient is incontinent of bowel and bladder, has wet macular degeneration with decreased vision not improved with glasses. She has full dentures. No difficulty chewing or swallowing. The patient has gait instability, uses a walker in her room only, wheelchair is used for out of room and the patient can propel it. The patient’s last fall by her estimation was about six months ago. She has celiac disease and occasionally will have loose stools with abdominal pain and has had black stools and she does not understand why as she stated she was not taking iron.

PHYSICAL EXAMINATION:

GENERAL: The patient was seen in room. She was alert, lying on her bed and very engaging.
VITAL SIGNS: Blood pressure 113/60, pulse 89, temperature 97.8, respiratory rate 17, O2 sat 92% and weight 233.4 pounds.
HEENT: EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. Full dentures that appear to fit well.

CARDIAC: She has regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.
RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion. No dyspnea with continual talking.
ABDOMEN: Slightly distended. Nontender. Bowel sounds present. No masses or HSM.

MUSCULOSKELETAL: Intact radial pulses. Moves limbs in a normal range of motion. She is weight-bearing, ambulates with a walker in room, I have observed her self-transferring and propelling her manual wheelchair without difficulty. She has no lower extremity edema. Moves limbs in a normal range of motion.
NEURO: CN II through XII grossly intact. She makes eye contact. Speech is clear, she tends to go on, gives a lot of information, is very verbal. Affect congruent to situation. She told me she appreciated my checking on her and spending time with her.

PSYCHIATRIC: She appears to be emotionally stable. She sees herself as responsible for assisting in her own care and is able to ask for information if she needs it.

SKIN: Warm, dry and intact with good turgor.
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ASSESSMENT & PLAN:

1. Hypothyroid. Review of labs that the patient has had since she has been here are very limited, primarily PT, INR and the patient is on Eliquis, which does not make sense, so will check a TSH and then any needed changes will be made.

2. Hyperlipidemia. Lipid profile will also be checked and any adjustments needed in her statin will be made.
3. General care. CMP and CBC will be ordered.

4. Complaints about ears. The patient made this as I was leaving the room and she stated that she was having some trouble hearing out of her left ear and she wondered if she could have her ears checked. I do have my otoscope with her, so will check and report back on that.
CPT 99310
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

