


PROGRESS NOTE

RE: Billie Cockrell
DOB: 01/13/1932
DOS: 06/18/2026
Summerset AL
CC: General care followup.

HPI: A 94-year-old female seated in her rocker. Her son Kevin was present. He states that his sister comes around more than he does and that she may have some questions. He asked for a business card which I gave him. The patient has had no falls or other acute medical issues. She has a Rollator and has completed working with PT so that she is able to use it safely. She states that she likes it. She does spend a lot of time in her room however. We reviewed her medication. She is on a quite a few, talked about those that are not essential that maybe we can get rid of one of them being a statin. She is good with decreasing how many pills she takes. 
DIAGNOSES: Atrial fibrillation has a pacemaker, CHF history, HLD, history of angina, asthma, and dry eye syndrome.

MEDICATIONS: Cran capsule one q.d., Eliquis 2.5 mg b.i.d., levothyroxine 88 mcg q.d., MVI q.d., nitroglycerin patch apply at h.s., and remove in a.m., Protonix 40 mg q.d., KCl ER 20 mEq q.d., pravastatin 40 mg h.s., torsemide 20 mg q.d., B12 1000 mcg q.d., D3 2000 IUs q.d., and Breztri Aerosphere two puffs b.i.d.

ALLERGIES: CODEINE.

CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed, seated in her recliner. She has a smile. She appears to be happy.
VITAL SIGNS: Blood pressure 120/68, pulse 75, temperature 97.5, respirations 17, O2 and weight 136.6 pounds.
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HEENT: She has full thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

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

CARDIOVASCULAR: She has in a regular rhythm at a regular rate without murmur, rub, or gallop. 
ABDOMEN: Slightly protuberant and nontender. Hypoactive bowel sounds. No masses or tenderness to palpation.

NEURO: She is oriented to person and Oklahoma. She is aware of the year, but not the day or date. She is soft spoken, smiles, makes eye contact, and overall just appeared to be in good spirits. 
SKIN: Warm, dry and intact. Fair turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Cardiac health. She has had no angina. She does not feel palpitations and no shortness of breath. 
2. Dry eye syndrome, Systane has really helped that is p.r.n. She is okay with keeping it that way. 
3. Hypothyroid. 02/2026 TSH was suppressed. At that time dose of 88 mcg levothyroxine the dose was decreased to 50 mcg and she has been on it now, adequate time to recheck a TSH and assess whether the decrease is appropriate. So, order for TSH written. 
4. Social. I spoke with her son about how she is doing overall. He feels like she looks good. She seems energetic. He is glad that she has learned how to use the walker before she feels safe and is able to get out of her room and he encourages to get about and be more active.
CPT 99350 and direct co-POA contact 15 minutes and business card was given to him for his sister
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
