


PROGRESS NOTE

RE: Melba Cordell
DOB: 04/02/1925
DOS: 03/04/2024
Jefferson’s Garden AL
CC: Met with son and daughter.
HPI: Daughter had approached me earlier today over concerns of mother’s diarrhea that starts first thing in the morning. She is attributing it to her coffee intake though what is served here is to caffeinated coffee, the daughter stated she did a test where she had her coffee withheld one day this weekend and she did not have diarrhea then she got it the next day the diarrhea returned. It does not seem bothersome to the patient, but her daughter is concerned and then the son is in agreement. I discussed the patient’s mobility and I told him that I was made aware that she is able to use her walker to go to the dining room on occasion, he quickly stated that she does not walk at all so I m not sure if he is aware because its both from the aides as well as the DON that she can walk using her walker. She does intermittently use her wheelchair as well. The patient was quiet, but listened, was cooperative I gave her a direct information as to what the concerns were what we could do it and on her own she was able to voice agreement or disagreement which she did not.
DIAGNOSES: Status post hip fracture with ORIF on 01/05/2024, uses wheelchair and requires full transfer assist, atrial fibrillation, HTN, vascular dementia with progression and depression stable.
MEDICATIONS: Digoxin 0.125 mg q.d., diltiazem ER 120 mg q.d., Eliquis 2.5 mg b.i.d., Lasix 20 mg q.d., lidocaine patch to left knee q.12h., melatonin 6 mg h.s., KCl 10 mEq q.d., Zoloft 50 mg q.d., tramadol 50 mg h.s.
ALLERGIES: NKDA.
DIET: Regular with Ensure chocolate one MWF.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed and alert, she is set up right in the eye contact.
VITAL SIGNS: Blood pressure 138/84, pulse 94, temperature 98.0, respirations 18, O2 saturation 96% and weight 130 pounds.
CARDIAC: She has an irregular rhythm with a systolic ejection murmur. No rub or gallop noted.

RESPIRATORY: Normal effort and rate. She does have rhonchi at the left base to about less than halfway up her right lung clear.

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

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. She can weight bear once she is up right and with her walker and when she does use it someone follows her behind. She is a full transfer assist and in a manual wheelchair. She can propel it to the dining room. She has trace lower extremity edema and moves arms in a normal range of motion with intact radial pulses.
NEURO: She makes eye contact. She appears to be listening. Her speech is clear. She did ask some questions clarifying what was stated and she did disagree with something that was said by one of her children.
SKIN: Warm, dry, intact fair turgor.

ASSESSMENT & PLAN:
1. Coffee related diarrhea per family Imodium 2 mg tablets two tablets p.o. q.a.m. at least one half hour before breakfast and then one tablet with each subsequent loose stool NTE eight tablets q.d. and I will check on how frequently the patient is needing the Imodium.

2. MiraLAX use. MiraLax is now made p.r.n. only to be given if no bowel movement in greater than two days.
3. X-ray review from hip fracture 01/05/2024, the impression is no bony pathology with intact bilateral hip replacements and pubic body bilateral remote and healed fracture and mild degenerative change of the SI joints. All this was reviewed with family.

CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

