


PROGRESS NOTE

RE: Paula Gabrish

DOB: 11/06/1960

DOS: 02/29/2024

Harbor Chase AL

CC: Lab review.
HPI: A 63-year-old female encountered as she was propelling herself in her wheelchair down the hall. She was amenable to stepping aside so that we could review her lab work. The patient was well groomed today and just seemed relaxed and less fidgety. The patient brought up that her two nieces are blowing up her phone as they are going to be her POAs and they have questions. I told her that I had spoken with them introducing myself since they were going to be her new POAs. When I spoke with her nieces, they also requested a letter of incapacity on the patient’s part and requested that I not discuss it with her. She also saw her cardiologist Dr. __________. She saw him on 02/26/24 and told her that from a cardiac perspective she was stable. Her lower extremity edema has decreased and he was pleased with that. She has been more physically active and propelling herself around and I pointed that out to her as she has done this for herself.

DIAGNOSES: Severe OA bilateral knees, gait instability requires wheelchair, morbid obesity, RLS, peripheral neuropathy, cardiac arrhythmia, HLD, HTN, hypothyroid, and peripheral vascular disease.

MEDICATIONS: Tylenol 650 mg b.i.d., Norvasc 5 mg q.d., ASA 81 mg q.d., Lipitor 40 mg q.d., Eliquis 5 mg b.i.d., Iron Plus one tab q.d., levothyroxine 50 mcg q.d, metoprolol 100 mg b.i.d., and Requip 12 mg b.i.d.

ALLERGIES: CORTISONE, MORPHINE, and PCN.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and well groomed and cooperative to being seen.

VITAL SIGNS: Blood pressure 153/81, pulse 67, temperature 98.2, respirations 18, and weight 228.6 pounds.
RESPIRATORY: Normal effort and rate. Lungs fields clear. No cough and symmetric excursion.

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

MUSCULOSKELETAL: Propels her manual wheelchair without difficulty and self-transfers and to date no falls. Her lower extremities, she has firm edema of both calves with the left greater than the right. There is no redness, warmth or tenderness.

NEUROLOGIC: She makes eye contact. Speech is clear. She understands information for the most part and she voices her needs and ask questions.

ASSESSMENT & PLAN:
1. CBC review. Hgb WNL at 11.5, HCT mildly low at 33.3, platelet count 134K, and indices WNL.

2. Hypoproteinemia. T-protein and albumin are 5.5 and 3.1, both low. I spoke to the patient about eating does not mean that is good nutrition and if she can drink a protein drink at least three days a week that will help build up her reserves and pointed out that she has had problems with skin breakdown and improvement in these two values would improve skin integrity.

3. Volume contraction. BUN is 41.1. Pointed out to her that that is quite high, indicating that she is dry and needs to increase water intake. She is not on a diuretic.

4. Hyperlipidemia. The patient is on Lipitor 40 mg q.d. All values are well below target range, which is good. TCHOL is 143. HDL and LDL are 58/66. No change in medication.
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