


PROGRESS NOTE

RE: Mildred Conroy
DOB: 07/10/1930

DOS: 03/04/2024
Jefferson's Garden AL

CC: Lab review and spoke with the patient’s daughter/POA.

HPI: A 93-year-old female seated in her wheelchair in her living room talking with her daughter and POA Terri Stadler. The last time I saw the patient, we had talked about antidepressant; she was tearful and talking about all the change that she has recently undergone. I discussed something with her to kind of help her feel a little bit better and she was in agreement, so Lexapro 10 mg at that time was ordered and apparently the patient’s daughter-in-law decided that they did not want her on that; I do not know who they were, but it was stopped here in the facility and then she does not have POA responsibility, so Terri having it decided along with me and her mother saying that “you know she just felt sad” and after I explained how it worked and the fact that it is not addictive, can be stopped as she wants and it is not a forever medication as she views things. So, she is willing to give it a try and see if it is of benefit and I told her if at any point if she feels funny on it or whatever, we can just stop it. She has been coming out for meals, she has got a table with three other women that she talks to and she says she has got her little friend group and that is very pleasing to the daughter. Her apartment is also enough more fixed up like home and she says it feels good to just have some of her own stuff around. She has had no falls or other acute medical issues in the past 60 days.

DIAGNOSES: Hypertension, hyperlipidemia, hypothyroid, peripheral neuropathy, gait instability uses a wheelchair, and depression.

MEDICATIONS: Unchanged from 02/06 note with the addition of Lexapro 5 mg q.d.

ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, seated comfortably in her wheelchair visiting with daughter.
VITAL SIGNS: Blood pressure 130/70, pulse 85, temperature 97.4, respirations 18, O2 saturation 94%, and weight 100 pounds.

NEURO: She makes eye contact. She took a minute to remember who I was, but knew that she recognized me. She is soft-spoken, but speech is clear. She asked appropriate questions and appeared to understand answers.

MUSCULOSKELETAL: She can propel her manual wheelchair and she self-transfers. She states that she elevates her feet up on pillows while in bed and has +2 pitting edema of the dorsum ankle and distal pretibial area of both legs. Denies any leg pain.

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

ASSESSMENT & PLAN:

1. Bilateral lower extremity edema. Continue on torsemide with KCl as needed.

2. Hypoproteinemia. T-protein and albumin are 5.8/3.3. Encouraged the patient to continue with PO intake, coming out for each meal as she had been and we will recheck in three months and it will likely be improved.

3. Hypothyroid. The patient is on levothyroxine 100 mcg q.d. Her TSH is suppressed at 0.05 and I explained to her that we needed to decrease the levothyroxine dose that she was on and Terri was also present and understands. We will start by holding levothyroxine x1 week and then restart at 75 mcg q.d.

4. Anemia. It is mild. H&H is 11.3 and 34.6 with normal indices. No intervention required. A UA was also done at the time these labs were obtained and was positive for B-strep UTI and treated.

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

This report has been transcribed but not proofread to expedite communication

