


PROGRESS NOTE

RE: Claudia Couch

DOB: 01/01/1923

DOS: 03/07/2024

Harbor Chase AL

CC: 90-day note.

HPI: A 101-year-old female seen today. She is seated in her favorite chair in living room. Her apartment is always well appointed and she is dressed. She expressed that she was very glad to see me. She had been told that she had a new doctor and it was apparently upsetting to her and her POA took care of that and requested that I continue to follow her so that today was our first visit. She tells me that she feels good. She sleeps great at night. She has no pain. She will go down to the dining room frequently. There are days that she just wants to eat in her room so that occurs. She is cooperative with care. She will ask the staff for assistance though she tries to maintain independence as able. Her grandson Joe Cooper is involved in her care. He is also her POA. I did call Joe today and related my visit with Claudia and my overall assessment. He was very pleased that I am once again her physician and with how our visit went today. He told me that she has basically urinary incontinence and that will limit at times her interaction with others by not going out to the dining room for meals or to activities as she had previously. He has a purchase depends on what she has to use and she does not like staff knowing that she uses them. So I will talk to the staff who help with dressing her. 

DIAGNOSES: Paroxysmal atrial fibrillation, hypertension, CAD, hyperlipidemia hypothyroid, depression, and mild vascular cognitive impairment.

ALLERGIES: Multiple. See chart.

MEDICATIONS:  Norvasc 5 mg q.d., Coreg 12.5 mg b.i.d., Plavix q.d., levothyroxine 100 mcg q.d., Ranexa 500 mg b.i.d, magnesium q.d., torsemide 20 mg MWF, MVI q.d, CoQ10 q.d,.
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DIET: Regular with p.r.n protein drink.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petit elderly female pleasant, alert and very engaging.

VITAL SIGNS: Blood pressure 113/54, pulse 98, temperature 98.1, respirations 18, and weight 101 pounds.

CARDIAC: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. Lungs fields are clear without cough and symmetric excursion.

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

SKIN: On her right arm from mid upper arm to forearm there had been a fluid filled subcutaneous area that finally burst after the patient picked what she thought was a scab on it and the fluid drained. So now there is just healthy new tissue and about coin like dime sized area of tissue that shows good granulation. No surrounding redness, warmth or tenderness. There is scant serous drainage.

NEUROLOGIC: Orientation x 2. She has to reference for date and time. Her speech is clear. She is able to voice her needs and brought me up to __ on how she has been doing recently as well as her grandson. She has had no falls or other acute medical events.

ASSESSMENT & PLAN:
1. Left upper arm lesion that is resolving. The area is cleaned and dressed with a dry dressing and we will do so until it appears more healed and then I did explain that the dressing is to keep it from being banged and starting to bleed.

2. Hypertension. Review of BPs show adequate control. We will continue to monitor and minimize the number of medications needed will be reviewed at next visit.

3. Hypothyroid. Continue with current dose of levothyroxine as TSH is WNL but has not been checked in and about a year and a half.  We will discuss whether she is okay with the blood draw again at next visit.

4. Social. I spoke with her grandson and reviewed the visit. He was very pleased and gave me some additional information i.e. the urinary incontinence to see if it is something she wants to address medically. Direct POA contact 30 minutes 

CPT 99350

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

