


PROGRESS NOTE

RE: Gayleen Bell
DOB: 04/16/1950

DOS: 03/20/2026
Windsor Hills

CC: Complains of back of throat and sternal pain.

HPI: A 75-year-old female who want to see me after she stated that she has had just like pain in her mouth and she could not tell me how long that it is going on. She states that sometimes she will feel like this burning or scratchiness and she is pointing to the upper part of her sternum. She denied any associated diaphoresis, nausea, or weakness. No shortness of breath. Her diet and her medications have remained the same. She denies any difficulty chewing or swallowing.

DIAGNOSES: COPD, major depressive disorder, unspecified dementia, GERD, anemia, DM II, generalized muscle weakness, anxiety disorder, insomnia, HLD, HTN, hypothyroid, and history of angina none recently.

MEDICATIONS: Trazodone 50 mg h.s., KCl ER 20 mEq q.d. there are two orders one is for the same dose daily and then the same dose two tablets q.d., we will address that, Tums 500 mg t.i.d., Lexapro 10 mg h.s., Flonase nasal spray q.d., Imdur 120 mg q.d., Lipitor 80 mg h.s., amitriptyline 25 mg h.s., Allegra one tablet q.d., Pepcid 20 mg q.d., vitamin C 500 mg q.d., Protonix one tablet q.d. 20 mg, gabapentin 300 mg one capsule t.i.d., BuSpar 10 mg t.i.d., clonazepam 0.5 mg one tablet t.i.d., Depakote 125 mg b.i.d., torsemide 10 mg q.d., levothyroxine 150 mcg q.d., FES04 one tablet q.d., and Naphcon eye drops one OU q.d. p.r.n.

ALLERGIES: ASA.

CODE STATUS: Full code.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Elderly female chronically ill and apparent seated in her wheelchair requesting to be seen.
VITAL SIGNS: Blood pressure 126/54, pulse 69, temperature 98.3, respirations 18, O2 saturation 98%, FSBS 125, and weight 202 pounds.
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HEENT: Full thickness hair. Hair is disheveled. She wears glasses. EOMI. PERLA. Nares patent. Oral mucosa moist. Exam of oropharynx is clear. No pinkness or exudate. The buccal mucosa on the left side looks like she had bitten the tissue it was heaped and pink but no evidence of broken skin or bleeding. Right buccal mucosa WNL. She had no LAD. Normal swallow mechanism.

CARDIAC: She had a regular rate and rhythm without MRG. PMI was nondisplaced. RESPIRATORY: Lung fields are clear with normal respiratory effort. No cough.

ABDOMEN: Protuberant, nontender, and bowel sounds present.

ASSESSMENT & PLAN:

1. Burning the back of her throat with sternal discomfort. She denied shortness of breath, chest pressure, or pain. I am increasing her Prilosec to 20 mg b.i.d. for the next 10 days and then will decrease it back to 20 mg q.d.

2. Medication review. I am discontinuing Pepcid as patient has Protonix 40 mg q.d.

3. Hyperlipidemia. Review of lipid profile all values are very nicely in target range. I am decreasing the Lipitor 80 mg when that supply is out we will decrease it to 40 mg giving her liver rest from those doses.

4. Allergies. The patient takes 180 mg of Allegra daily I am changing that to one tablet MWF and see how she does.

5. Anxiety/depression. The patient received both BuSpar and clonazepam t.i.d. doses. I am decreasing BuSpar to b.i.d. and clonazepam to a.m. and h.s. so decreasing x1 for each med.

6. FESO4. I looked at her recent CBC. The patient has normochromic normocytic anemia at 9.5 and 29.8 again indices are normal. I am discontinuing the iron.

7. Hypocalcemia it was 7.8 without any supplement. She was started on calcium 500 mg t.i.d. I am decreasing that to b.i.d.

8. Elevated creatinine at 1.85 I think it is because of the multiple diuretics that she had. She will now be on low dose torsemide. My physical exam she has no evidence of edema in fact is appears to be dry by looking at her skin. Her BUN is elevated at 36 another indicator of dryness. Overall, the patient is just taking exorbitant amount of medication prescribed by a previous provider and half the time she is confused or she will be sitting in her wheelchair sound asleep whether it is in the dining room or in her room so we will see if she does not start to be a little more clearheaded and energetic. Her cardiac medications remain in place. The patient is hypothyroid on levothyroxine and there has been no check of her TSH in the past year since she has been here so I am ordering thyroid profile.
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