


PROGRESS NOTE

RE: Blanche Colorado
DOB: 07/02/1944
DOS: 02/03/2025
Jefferson’s Garden AL

CC: ER followup.

HPI: An 84-year-old female who went to Mercy ER on 01/31/25 feeling lethargic and weak, diagnosed with low blood pressure and a bladder infection. The patient was also sent back with Keflex 500 mg one p.o. q.8h. daily for seven days. The patient was lying on the couch in her room when seen. She said all she can do is lie around and I encouraged her to do just that. She states that she had just been feeling really worn out and just could not do much and that is what led up going to the emergency room and before she left her, they checked her blood pressure and it was low. I am not aware of what that reading was. She states that in the ER she was given IV fluids. So, I encouraged her to drink fluids here. She does not drink much at all and her p.o. intake is limited as well. 
DIAGNOSES: Recent UTI diagnosed on 01/31/25 – on day #3 of Keflex, hypotension resolved, depression, generalized anxiety disorder, RLS, atrial fibrillation, insomnia, HTN, GERD, osteoporosis, and recently diagnosed psychotic mood disorder.

MEDICATIONS: Tylenol 650 mg b.i.d., antacid 1000 mg chew b.i.d., ASA 81 mg q.d., Lipitor 40 mg q.d., diclofenac gel 1% apply to hands q.a.m. and p.m., folic acid 800 mcg q.d., Boniva 150 mg q. 30 days, Mag-Ox q.d., methocarbamol 500 mg one p.o. b.i.d., Toprol ER 25 mg q.d., Remeron 15 mg h.s., omeprazole 20 mg q.d., PEG solution q. MWF, Seroquel 50 mg h.s., ranolazine 500 mg ER b.i.d., Zoloft 50 mg q.d., and simethicone drops 0.5 mL b.i.d.

ALLERGIES: FENTANYL.

CODE STATUS: DNR.

DIET: Regular. No pork and gluten-free.
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PHYSICAL EXAMINATION:

GENERAL: The patient is lying on her couch. She was alert and interactive.

VITAL SIGNS: Blood pressure 116/62, pulse 64, temperature 97.5, respirations 16, O2 sat 96%, and weight 124.8 pounds.

RESPIRATORY: Anterolateral and posterior lung fields are clear. She has a normal effort and rate. No cough. Symmetric excursion.

CARDIAC: She has a regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Scaphoid. Hypoactive bowel sounds. No distention or tenderness.

NEURO: She is oriented x 2. She has to reference for date, but knows it is Monday. Her speech is clear. She can give information. She asked questions and she has a dry sense of humor and can be challenging intentionally.
SKIN: Warm, dry and intact. Fair turgor.

ASSESSMENT & PLAN:
1. UTI. The patient is on Keflex 500 mg q.6h. x 7 days per assessment in ER at Mercy. We are attempting to get records from that visit. 
2. Medication review. I am changing Lipitor to h.s. and decreasing quetiapine to MWF x 2 weeks, then MF only x 1 week, then discontinue.

3. Pain management. The patient has been receiving Tylenol b.i.d. routine and has a p.r.n. q.6h. order. She states that she does not think it does anything for her, but takes it because they bring it. So, I am discontinuing that medication and then we can see whether she actually has pain that was being relieved and does not realize it.

4. General medications: Discontinued folic acid, Mylicon Gas Relief and hyoscyamine and we will see how she is doing.

CPT 99350
Linda Lucio, M.D.
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