


PROGRESS NOTE

RE: Kara Milligan
DOB: 05/08/1944
DOS: 06/23/2026
Tuscany Village
CC: 90-day note.

HPI: An 82-year-old female seen in her room, she was lying in bed as per usual. The patient has a hospital bed and is bedbound. She does have a wheelchair. She is able to sit up in it, but rarely leaves her room. She was lying quietly, but was awake, was cooperative to exam and while she stated a few words, not able to give information.
DIAGNOSES: History of CVA with sequelae of left nondominant hemiplegia, hyperlipidemia, polyneuropathy, anxiety disorder, hypothyroid and age-related cataracts.

MEDICATIONS: Lipitor 40 mg h.s., Flonase nasal spray q.d., gabapentin 100 mg b.i.d., Remeron 7.5 mg one-half tablet h.s., oxycodone 5 mg one tablet q.6h. p.r.n., and Synthroid 50 mcg q.d.

ALLERGIES: NKDA.

DIET: Regular thin liquid, large portions, vegetarian preference. She gets TwoCal HN and she gets 90 mL q.d.
CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Thin elderly female lying in bed. She was napping, slightly opened her eyes, did not resist exam. She did make eye contact at one point.

VITAL SIGNS: Blood pressure 123/74, pulse 76, temperature 97.9, respirations 18, O2 sat 96%, height 5’3”, weight 113 pounds and BMI 21.4.

HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in poor repair. Teeth missing.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.
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CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Intact radial pulses. No lower extremity edema. I have not ever observed the patient sitting up in a wheelchair, much less propelling herself.

NEURO: She is quiet, makes brief eye contact, a slight smile, a couple of yes/no answers to basic questions, did not offer information, and did not resist exam.

PSYCHIATRIC: She appears comfortable and cooperative.

SKIN: Warm, dry and intact with fair turgor. No breakdown noted.

ASSESSMENT & PLAN:
1. Wound care. The patient is followed by Wound Care for left great toe with eschar, appears to just be trauma wound. This is cleaned with iodine applied and covered to prevent any trauma from turning or hitting that with the other foot. No evidence of significant infection and no nail damage and this will be followed periodically by Dr. Murphree from Wound Care. When I asked the patient if she was having pain, she stated no.
2. History of CVA with left hemiplegia. The patient requires assist with 6/6 ADL. She maintains verbal capacity, but speaks infrequently. When she wants, she can voice her need.

3. Dementia, vascular in nature secondary to CVA. No BPSD noted.

4. General care. There is no lab available in the patient’s records. She is known to refuse things frequently, but I will go ahead and try to get a CMP and a CBC, so that is ordered. We will follow up with labs and review them with the patient, make any needed changes, and hopefully she will cooperate. She continues to be followed by Mental Health Services and Wound Care.
CPT 99310
Linda Lucio, M.D.
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