


PROGRESS NOTE

RE: Frederick Wellborn
DOB: 01/23/1933
DOS: 02/18/2026
Rivermont AL
CC: Routine followup.

HPI: A 93-year-old gentleman seen in room. He was seated in his usual corner chair. He is alert and able to give information. The patient had a brace on his left knee and I asked him if it was bothering him, he stated that he was not having pain any longer as he saw an orthopedist last week and had a cortisone injection. So, it is not as painful. He wears a knee brace to support the knee as he feels that it has lacked its own support for some time. The patient does have a walker that he uses and, if he needs a wheelchair, he has one available. The patient has returned to being social, his wife accompanies him, they will play cards or other games, come out for Bingo etc.
DIAGNOSES: L1 compression fracture 08/12/25, atrial fibrillation, HTN, HLD, lumbar stenosis with chronic back pain, chronic left knee pain, BPH and hypothyroid.

MEDICATIONS: Unchanged from 01/20/26 note.

ALLERGIES: PCN and CODEINE.

DIET: Regular mechanical soft and thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: An older gentleman who is pleasant and always cooperative. The patient is alert. He is verbal and able to give information. He also contributes information to questions about his wife. The patient states he sleeps okay with the exception of nocturia. His appetite is good.
VITAL SIGNS: Blood pressure 111/62, pulse 72, temperature 97.2, respirations 17, O2 sat 96%, and weight 175 pounds.

HEENT: Male pattern baldness. He wears corrective lenses.
NECK: Supple. Clear carotids.
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CARDIOVASCULAR: He has an irregular rhythm at a regular rate without murmur, rub, or gallop. PMI is nondisplaced.

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

MUSCULOSKELETAL: The patient ambulates independently in his apartment; outside of it, he uses a walker and moves arms in a normal range of motion. He has a back brace to support the L1 fracture though that has been some time and has a knee brace on his left knee. He has no lower extremity edema.

NEURO: Orientation is x3. Clear coherent speech. He is pleasant and he is very considerate of his wife as well.
ASSESSMENT & PLAN:
1. Nocturia. I am starting Flomax 0.4 mg and increasing it to two tablets at h.s.

2. Pain management. The patient receives Tylenol 500 mg two tablets at 8 a.m. and 1 p.m. I am discontinuing the p.r.n. Tylenol. He has Salonpas patches which he applies to his left knee on in the morning and off at h.s. and has routine tramadol 50 mg at 8 a.m., 2 p.m., 8 p.m. and 2 a.m. and he states that that takes care of his pain.
3. Hypertension, HLD and CAD. The patient saw his cardiologist in January and he has a six-month followup thereafter. There were no changes in his medications and no testing was done at this last visit.
4. Lab review. BMP was done, all values are WNL.

5. Hypothyroid. The patient takes levothyroxine 175 mcg q.d. and check shows a TSH of 3.79 WNL.
CPT 99350
Linda Lucio, M.D.
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