


PROGRESS NOTE

RE: LeaAnne Colvin
DOB: 10/25/1942

DOS: 02/27/2026
Windsor Hills

CC: Cough with runny nose.

HPI: An 83-year-old female seen in room she complained of having cough and congestion. She denies fevers or chills. No chest pain. She tells me the symptoms have been going on for the past several days that she had asked for cough suppressant and had not been given to her.

DIAGNOSES: COPD, HTN, depression, history of TIA, generalized abdominal pain, chronic pain syndrome, and anemia.

MEDICATIONS: Biofreeze gel to right hip and lower back q.12h, metoprolol 75 mg b.i.d., Eliquis 2.5 mg q.12h., Premarin cream 0.625 mg insert vaginally q. MWF, Singulair one tablet q.d., pravastatin 20 mg h.s., Tylenol extra strength 500 mg two tablets t.i.d., MVI q.d., torsemide 20 mg q.d., and levothyroxine 112 mcg q.d.
ALLERGIES: PCN, PPD, and TUBERCULIN.

CODE STATUS: Full code.

DIET: Regular diet.

PHYSICAL EXAMINATION:
GENERAL: Well developed and nourished female seen in room. She was able to give information regarding her symptoms.
VITAL SIGNS: Blood pressure 118/62, pulse 66, temperature 97.4, respirations 16, O2 saturation 97%, and weight 230.2 pounds.

HEENT: Her eyes did not appear injected. There was no drainage. Nares were patent. No runny nose noted. Moist oral mucosa.

NECK: Supple.

RESPIRATORY: She had good respiratory effort without cough. There was just a very few wheezes right middle lobe and no lymphadenopathy.

MUSCULOSKELETAL: The patient remains ambulatory. No falls. Positive edema from being up all day at +1 the distal pretibial area.
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ASSESSMENT & PLAN: Cough with chest congestion. Robitussin-DM 10 mL q.6h. routine for the next three days not to awaken her from sleep and then p.r.n. for two weeks thereafter and the patient is able to ask for it if needed and a Z-PAK is ordered to start hopefully today.
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Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

