


PROGRESS NOTE

RE: Shirley Champlin

DOB: 08/02/1938

DOS: 02/04/2026
Somerset AL

CC: Assume care

HPI: An 87-year-old female seen in her apartment, which was very neat and nicely decorated. The patient was well groomed as well. The patient’s ex-husband was present he comes to visit, brings her things that she needs and just helps out in the apartment if he needs things moved etc. Ms. Champlin was my patient for two years at another facility prior to moving here and I am familiar with her ex-husband as well who was always very kind and checking in on Shirley. They have a healthy friendship. Shirley was in good spirits. She knew who I was and wanted asked me how I was doing. She tells me that she likes it here. She feels good. She feels like her health is stable and has no complaints. She acknowledges that since leaving the other facility and coming here that she no longer feels depressed.

DIAGNOSES: Pulmonary fibrosis with continuous O2 use, chronic pain, GERD, depression, and anxiety disorder.

MEDICATIONS: Celexa 40 mg q.d., MOM 30 mL at 1 p.m., morphine ER 30 mg one tablet at 7 p.m. and morphine ER 15 mg one tablet at 4 a.m., Prilosec 40 mg q.d., MiraLax q.d., nystatin topical cream at h.s. to affected areas and powder to peri area, clonidine 0.1 mg one tablet q.8h. p.r.n. per parameters, and Ativan 0.5 mg one q.6h p.r.n.

ALLERGIES: STATIN, HYDROCODONE, ALEVE, and LATEX.
CODE STATUS: DNR.
DIET: Regular.

HOSPICE: Anthem.

REVIEW OF SYSTEM: The patient has a wheelchair that she propels around in a short distance otherwise she is transported. She has had no falls. She sleeps at night. She has to have a TV on and then she is able to relax and sleep and stays asleep through the night. She states her current weight is stable. She has some urinary incontinence and with bowel she generally is continent.
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PHYSICAL EXAMINATION:

GENERAL: Petite older female who is well groomed and very pleasant.
VITAL SIGNS: Blood pressure 128/62, pulse 88, temperature 97.4, respirations 20, and weight 128.6 pounds.

HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa. O2 in place for nasal cannula. O2 is set now at 4.5 liters.

RESPIRATORY: Inspiration is with effort and exhaling is prolonged. She has no cough or decreased bibasilar breast sounds. She does have some scattered rhonchi, and wheezing bilaterally.

CARDIAC: She has distant heart sounds at an increased rate. No murmur, rub, or gallop noted.

ABDOMEN: Scaphoid, nontender, and bowel sounds present.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She moves limbs, weightbears, and ambulates. She has a wheelchair that she propels herself around with.

SKIN: Thin but warm, dry, and intact. No bruising or abrasions noted.

NEURO: Her speech is clear. She understands given information and asked appropriate questions. Affect congruent to situation and she remembered who I was and my name.

PSYCHIATRIC: She appeared relaxed and more peaceful. The patient states again that she no longer feels depressed.

ASSESSMENT & PLAN:

1. Pulmonary fibrosis. O2 is now up at 4.5 liters. The patient looks comfortable gets enough air. She was able to speak without having to start due to shortness of breath. There was no cough noted.

2. Anxiety. Again, I think being in a healthier environment she is more relaxed. Her depression and anxiety have very much improved.

3. Chronic pain that is also being treated with morphine twice daily. She is doing quite well. She has no baseline lab so I am ordering a CMP and CBC.
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Linda Lucio, M.D.
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