


PROGRESS NOTE
RE: Eva Griffin
DOB: 08/01/1939
DOS: 01/16/2025
Featherstone AL
CC: Chest pain.
HPI: An 85-year-old female seen in room after staff approached me with information the patient was having chest pain. The patient had actually recently been discharged from the hospital; she was inpatient for five days with pneumonia. She stated she was doing nothing unusual. No strain. She was actually lying in her recliner, which she generally does and then just began having this heaviness midsternal and then stated that her left arm felt like a rush going down it. She had no clamminess or nausea and was alert and able to give information. She was quite verbal going from one topic to the other and I let her continue to talk to see if she would have conversational dyspnea, which she did not.
DIAGNOSES: Polyneuropathy, HTN, anxiety disorder, insomnia, GERD, COPD and vitamin D deficiency.
MEDICATIONS: Diclofenac gel b.i.d. to knees and right shoulder, B12 1000 mcg two tablets q.d., trazodone 150 mg h.s., lidocaine patch placed in a.m. removed at h.s., docusate one capsule b.i.d., MVI q.d., melatonin 5 mg h.s., Visine eye drops one drop each eye q.i.d., Cymbalta 60 mg q.d., Claritin 10 mg q.d., ASA 81 mg q.d., tizanidine 2 mg b.i.d., Coreg 6.25 mg b.i.d. a.c., meloxicam 7.5 mg q.d., Flonase b.i.d., Os-Cal one tablet q.d., spironolactone 25 mg q.d., torsemide 100 mg q.d., Premarin 0.3 mg 25 days and hold 5 days, KCl 20 mEq q.d., Lasix 20 mg q.d. and Protonix 20 mg q.d.
ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient lying comfortably in her recliner. She was alert and verbal and able to give information.
VITAL SIGNS: Blood pressure 150/65, pulse rate 57, temperature 97.1, respirations 18, O2 sat 90% RA and afebrile.
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HEENT: Sclera clear. Nares patent. Moist oral mucosa. She had fair color in her cheeks.

CARDIAC: She had regular rate and rhythm with distant heart sounds. No rub or gallop. PMI nondisplaced.

RESPIRATORY: Good deep inspiration. Decreased bibasilar breath sounds and respiratory rate to my auscultation was 17. She was verbal the entire time that I was there and at no point did she appear short of breath or did she have to stop and cough or clear her throat.

MUSCULOSKELETAL: She can reposition herself. She has intact radial pulses, generalized decreased muscle mass and motor strength. No lower extremity edema. She has a wheelchair, which she uses outside of the room. She does require transfer assist.

NEURO: Orientation x2, has to reference for date and time. She can ramble on as she was doing today. She is redirectable. Affect, she appeared tired, but it was generally congruent with situation.

Vital signs were WNL. No symptoms of any cardiac distress and her symptoms dissipated with one SLNTG. I checked on the patient over an hour and half later, she was resting comfortably, she awoke when I came in, she did not feel like having dinner. I told them to offer her something later and bring fluids, she needs to be hydrated. An issue was also brought up to me by her niece/POA Darla Rutherford and that is that the patient has complained of musculoskeletal pain, she has Tylenol which has not been effective, she takes meloxicam and states there is no benefit from it, but continues to take it. The patient stated that she had p.r.n. tramadol, so I looked and she does have it at 50 mg q.8h. p.r.n.; I am writing an order to make that routine and I have told the patient to stay with it that it will get to a point where we can see whether it is able to alleviate her pain at least to some degree without excess sedation or confusion and she is in agreement.

Her POA related that the patient was in the hospital for pneumonia and will get records for us and that the patient has talked to her about just her generalized body pain and that she wishes she had something for it. She states in the past due to surgeries her aunt has used Norco and it has been effective for her. I told her that we would start with what she has available and see how that works.

ASSESSMENT & PLAN:
1. Chest pain resolved after one SLNTG. I am writing for BP and heart rate to be checked daily for the next 30 days and then document if SLNTG is used.
2. Musculoskeletal pain. Tramadol 50 mg t.i.d. is written and the patient made aware and is in agreement.
CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

