


PROGRESS NOTE

RE: Una (Maxine) McGarry

DOB: 06/15/1932

DOS: 06/17/2026
Sommerset AL
CC: Lower extremity burning and reflux.

HPI: A 94-year-old female seen in her room, she was seated comfortably and very engaging. The patient was able to give information and let me know what it was that she was needing from me. When I saw her last on 04/07, the patient had pain-related issues, so we started her on Tylenol ER 650 mg at 9 a.m., 4 p.m., and then at bedtime. She received a 5/325 mg Percocet and she stated that it has worked out nicely for her, she is able to sleep with no pain. Now, she has got some reflux and wanted to know if she could have the sucralfate, which she already takes twice a day, but would like to have it with each meal, so three times a day; I told her I did not see any problem with that, so I would write an order for that. She then tells me that she has had burning pain in both of her legs, her activity has not changed nor has her shoes or the compression socks that she wears. I talked to her about trying something like Lyrica or Cymbalta and explained what they were for and she is willing to try something to help. We also then talked about her compression socks; she has a problem getting them on and off and I told her I can write an order for staff to assist her, she was very surprised and happy to hear that and an order was written for same.

DIAGNOSES: HTN, HLD, GERD, OAB, chronic seasonal allergies, and asthma.

MEDICATIONS: Unchanged from 04/07 note.

ALLERGIES: PCN.
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, seated comfortably in her apartment, and very pleasant.
VITAL SIGNS: Blood pressure 132/68, pulse 61, temperature 97.6, respirations 16, and weight 178.8 pounds.
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HEENT: EOMI. PERLA. She wears corrective lenses. Nares patent. Moist oral mucosa. Hair is combed.

CARDIAC: She has a soft systolic ejection murmur heard throughout the precordium. No rub or gallop noted.

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

ABDOMEN: Soft, slightly protuberant, nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: Intact radial pulses. Ambulates independently in her apartment; outside of it, uses a walker, has had no falls.

SKIN: Warm, dry, and intact. There is no redness of her lower extremities. Light touch does not hurt, but she states it is uncomfortable. The burning pain comes on independent of activity or time of day. She states that it seems to have increased in frequency as well.

NEURO: She makes eye contact. Her speech is clear. She is alert , oriented to person, and place and was not sure of the date or day and did not seem to be upset about that, but she listens and appears to understand given information and asked questions when needed.

ASSESSMENT & PLAN:

1. GERD. Sucralfate 1 g is to be given t.i.d., a.c. at her request and we will follow up after one month.

2. Bilateral lower extremity, she has compression socks, so I am writing for staff to place the compression socks on her in the morning and take them off at bedtime.

3. Lower extremity ”burning pain”. Lyrica 75 mg b.i.d. and we will follow up at next visit.

4. CMP review. All values are WNL to include a normal creatinine and GFR and that was looked at prior to writing for the Lyrica, so no dosage adjustment was needed for that.

5. CBC review. All values are W NL.
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Linda Lucio, M.D.
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