


PROGRESS NOTE

RE: Glenda Williams

DOB: 02/21/1953

DOS: 02/20/2025
The Harrison AL

CC: 90-day note.

HPI: A 72-year-old female with chronic pain issues and long-standing opioid use to include prior to admission here. She was sitting up on her bed watching television. She was alert and engaging. The patient states that she feels good. She gets out for every meal and goes to some activities. She gets herself ready in the morning for the day and then gets herself ready at night for bed. She denies any falls. She states that she sleeps good at night. When asked about bowel movements, she stated that she had one daily and there was no constipation. She has a couple of women who are in her hallway that she has meals with and when I was speaking with her one of the neighbors that she states she kind of helps to take care of just wandered into her room and she clearly has moderate to advanced dementia and just was able to be redirected by the patient to go back to her room and that she would talk to her later, but that had to be repeated a few times.

DIAGNOSES: Chronic pain syndrome, depression, peripheral neuropathy, GERD, insomnia, and underlying anxiety/agitation.

MEDICATIONS: MiraLax b.i.d., Risperdal 0.5 mg b.i.d., Flomax q.p.m., trazodone 150 mg h.s., Tums chews 750 mg one q.d., Effexor 75 mg q.d., MVI q.d., Celexa 20 mg q.d., docusate one tablet t.i.d., Lasix 20 mg MWF, gabapentin 300 mg t.i.d., Prilosec 40 mg q.d., and oxycodone IR 20 mg one tablet q.4h. routine.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient was sitting up in bed watching television. She was alert and able to give information.
VITAL SIGNS: Blood pressure 136/80, pulse 90, temperature 98.5, respirations 20, weight 239 pounds, which is a 15.9-pound weight gain in six months with a BMI of 41.2.
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HEENT: EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple.

CARDIAC: She has regular rate and rhythm without murmur, rub, or gallop.

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

ABDOMEN: Protuberant and firm. Bowel sounds present. No masses.

SKIN: Warm, dry, and intact with good turgor.

NEURO: She is alert and oriented x2-3. Speech is clear. She can give information. She will ask questions that are appropriate and is pleasant.

ASSESSMENT & PLAN:

1. Chronic pain management. She states her pain is well-managed on her current oxycodone 10 mg IR at q.4h. routine. There have been no reports of change in her baseline cognition or decline in her alertness level and she is active, she participates in activities and is out on the unit for all meals and her personal care is good, so we will continue with her pain management as is.

2. Bowel program with routine docusate and MiraLax. She has no problems with constipation, so good there.

3. Weight gain. The patient is now in the obesity category after a 15.9-pound weight gain in six months, so I brought this up to her and encouraged her to just be mindful of her diet, what she eats and when she is eating and trying to be more active. She is in a manual wheelchair that she can propel, but will let others transport her the majority of time.

4. Insomnia resolved with trazodone 150 mg h.s. and denies next morning lethargy.

5. Depression appears stabilized with Effexor and Celexa, we will continue both.

6. General care. The patient had full labs done 11/08/24 and for the most part all was WNL, so no need to recheck at this time.

CPT 99350 _______ working for her in addition.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

