


PROGRESS NOTE

RE: Susan Freeman
DOB: 11/28/1956
DOS: 03/16/2026
Tuscany Village
CC: Followup.

HPI: A 69-year-old female who is in skilled care. Discharge is planned for tomorrow 03/17/26. She will be returning to live in the apartment that she has shared with her daughter who has moved to Texas and her son-in-law who remains in the apartment; she has a good relationship with him and will return to living there for the time being. The patient overall looks rested. The black eye that she has under her left eye is fading away. Her skin appears hydrated and overall she states she feels better. She has been sleeping though she states the bed is uncomfortable that she has which is understandable. She currently has a PEG tube which was placed during hospitalization due to her poor p.o. intake. Here, she has started eating, has regained her appetite, good p.o. intake. She had a swallow study this morning and the dysphagia seen in the hospital has resolved and so she is cleared to go to a regular diet with thin liquid. Overall, she states her pain has really subsided since the soreness from some broken ribs and a broken distal clavicle have resolved; all those things occurred in a fall while she was going to empty the trash per her report.
DIAGNOSES: Nontraumatic subarachnoid hemorrhage, multiple fractures of right side ribs with resulting subcutaneous emphysema, a resolving right hemothorax, displaced fracture of the right clavicle, liver laceration, oropharyngeal dysphagia resolved, generalized muscle atrophy improving, underweight, HTN, HLD, hypothyroid, osteoarthritis of right hip, anxiety disorder, OAB and COPD.

MEDICATIONS: BuSpar 5 mg b.i.d., Flexeril 5 mg t.i.d. p.r.n., enalapril 20 mg q.d., levothyroxine 25 mcg q.d., lidocaine patch to affected area on in a.m. and off at h.s., Claritin 10 mg q.d., oxybutynin 5 mg b.i.d., oxycodone 10 mg q.6h. p.r.n.; the patient is no longer taking those, pravastatin 10 mg h.s., Senna Plus one tablet b.i.d., and Voltaren gel q.i.d. to affected areas.

ALLERGIES: FENTANYL and MORPHINE.

DIET: Regular.
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CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Petite female appearing older than stated age.

VITAL SIGNS: Blood pressure 120/68, pulse 86, temperature 97.2, respirations 18, O2 sat 98%, height 5’, weight 79.2 pounds, and BMI 15.5.

HEENT: She has thinning hair shoulder length. EOMI. PERLA. Black eye under her left eye is resolving. Nares patent. Poor dentition with missing teeth and others in poor repair. Clear carotids.

RESPIRATORY: She has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIOVASCULAR: She has a regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Scaphoid. Hypoactive bowel sounds. No distention or tenderness.

NEURO: Alert and oriented x 3. Clear coherent speech. Affect can be exaggerated to situation. She understands given information, asks appropriate questions, and affect congruent to situation.

SKIN: Thin, dry. Some resolving bruises lower extremities and her arms.

ASSESSMENT & PLAN:
1. Status post hospitalization and skilled care after a fall that resulted in a subdural hematoma, multiple right rib fractures with a hemothorax right side and subcutaneous emphysema. All of those things resolved prior to admission to SNF. The patient also had anemia during hospitalization with an H&H of 9.1 and 28.0 and that was after transfusion of two units of PRBCs. The patient’s CMP showed hyponatremia for which she was given 1 g of NaCl with normalization. She also had elevation of AST and ALT 81 and 47. The patient denied drinking; however, it is documented in her H&P. Information given by son was that she could have up to 70 alcoholic containing drinks in a week. When I asked the patient about that, she denied that fact. The patient was seen today in her room. She was in good spirits and engaging. She tells me that she has been walking around on her own not requiring any assistance. Her p.o. intake, she states she tries to eat and then brings up the fact that in the hospital, she weighed 85 pounds and now she is down to 79.2. The patient has received Jevity per PEG, but that has been decreased starting today given her p.o. intake.
Right rib fractures with hemothorax and emphysema and nondisplaced distal right clavicle fracture; all those things are much improved. No breathing issues related by the patient.

2. Nicotine dependence. She has smoked while she is here though she stated that it has just been a couple of cigarettes per day which is a significant decrease from what she does at home and she has deferred nicotine cessation aids.
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3. Pain management. She is not taking anything apart from Tylenol and topical OTC analgesics which are of help and it is all that she wants to use.
4. Gait instability. She is back to her baseline. Her gait by observation is steady and upright without use of assistive device.
5. Social. She will be going home tomorrow. Her son-in-law will pick her up and she will be going to live in the apartment that she had previously shared with him and her daughter, his wife who has left the marriage and the patient states that she will decide whether she wants to move to Texas to be near her daughter. Overall, she appears to have had a very quick healing from the amount of injury that she sustained.
CPT 99350
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
