


PROGRESS NOTE

RE: Janet Bare

DOB: 02/08/1942

DOS: 06/17/2026
Sommerset AL

CC: Fall and ER followup.

HPI: An 84-year-old female seen in her room seated in her recliner. She was alert and cooperative to being seen. The patient recently had a fall. She was in her recliner, had an exercise apparatus which is like a riding a bike and it can be slow or fast and she had been using it for the preceding week and she had it stored next to her recliner and she was getting out of the recliner not thinking about it being on the side where she was stepping and she got caught up in it, fell, hit the right side of her head on the wall and sustained a vertical laceration required 17 sutures. She also bruised the palms of both hands. She went to the emergency room, had everything cleaned up, returned and has had wound care of her right lower extremity by the RN. Today, when I was there, she wanted to have the dressing taken off as it was time to change, so I went ahead and unwrapped it and as soon as we got the dressing off, it started bleeding from a pinpoint site; fortunately, the RN was quick to come and took care of the wound and got the bleeding to stop. It was subsequently cleaned and rewrapped. The patient has a significant medical history primarily centered around cardiac issues. The patient wanted to talk about pain management stating that Tylenol is not addressing her pain, so we talked about different approaches; tramadol has not worked for her in the past. She has tried both hydrocodone and oxycodone stating the latter has worked best for her, so we will try that. She has good appetite; generally, eats in her room, sleeping good at h.s. and no problems with chewing or swallowing, occupies herself during the day and talks daily with her daughter.

DIAGNOSES: Gait instability with fall injuries, CHF, atrial fibrillation, HLD, HTN, DM II, depression, GERD, asthma, and stomach spasms.

MEDICATIONS: Unchanged from 05/13 note.

ALLERGIES: NKDA.

DIET: Regular NAS.

CODE STATUS: Full Code.
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PHYSICAL EXAMINATION:

GENERAL: Obese female seated comfortably in her recliner. She is alert and able to give information.
VITAL SIGNS: Blood pressure 132/63, pulse 64, temperature 97.1, respirations 18, and weight 196 pounds.

HEENT: Short groomed hair. EOMI. PERLA. She has notable bruising on the right forehead and temple. Nares patent. Moist oral mucosa. Native dentition in good repair.

CARDIAC: Regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Protuberant, nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. Her legs are elevated in her recliner. Right leg was wrapped and wrapping was removed. There was some bleeding in a very localized area that stopped with treatment by the RN. It was cleaned and redressed. There is no evidence of warmth, tenderness, or excess redness. She also has a dressing to her left forearm and bruising resolving on the palms of both hands.

SKIN: The patient’s bilateral lower extremities have evidence of severe peripheral artery disease. Skin is red. No warmth. It is shiny and hairless. She does have areas that she has just scratched gently and some skin has come off but no bleeding. On arms, the skin is intact, some mild bruising.

NEURO: She is alert and makes eye contact. Her speech is clear. She gives information. She understands what is said and she voices her need. Affect is appropriate to situation.

PSYCHIATRIC: The patient is actually pleasant, in good spirits, does not seem to let things get her down.

ASSESSMENT & PLAN:

1. Fall with injury. RN is addressing wound care to her right lower extremity and there are 17 sutures that will be taken out when the time is ready; I think the friability of her skin will lead to the sutures being left in longer. Reminded her to use the call light, it is within reach despite she says that she does not know where it is at, showed her that it is right to her left side and she does have a whistle that she can blow that will get staff attention as well.

2. CMP review. Hypokalemia; potassium is 3.1. The patient is on Bumex 1 mg b.i.d. and no potassium, so I am starting KCl 10 mEq p.o. q.d.

3. History of CKD. Her creatinine is WNL at 1.29 and GFR is low at 42, so we will keep an eye on her potassium.

4. Anemia. Hemoglobin mildly low at 11,3 and hematocrit WNL, so no intervention required.

5. DM II. A1c is 7.1, so in target range, no change in her diabetic treatment.
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6. Hyperlipidemia. Lipid profile shows triglycerides elevated at 172 and HDL slightly low at 43. The remainder of the lab is in target range. No change on her Lipitor 80 mg at h.s.

7. UA. On 06/01, UA obtained secondary to complaints of dysuria, it returns positive for Klebsiella oxytoca, and treated with Macrobid 100 mg b.i.d. x5 days and dysuria has resolved.

8. Pain management. Percocet 5/325 mg one p.o. q.a.m. and h.s. routine and an additional x2 p.r.n.

CPT 99350

Linda Lucio, M.D.
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