


PROGRESS NOTE

RE: Kary Ronk
DOB: 03/28/1954
DOS: 03/19/2024
Town Village AL
CC: Orders for three p.r.n. medications requested and the patient request discontinuing of prednisone as it makes her irritable and followup after suture removal from forehead laceration.
HPI: A 69-year-old female seen in room. Staff had brought in the wrapper for levalbuterol, which the patient uses for her nebulizer treatments and a request for Albuterol MDI rescue inhaler to be refilled. When I spoke with her, she stated she also realized she does not even have Tylenol if she needs it as she is requested it a couple times in the past week and told she needed an order. Her pain is just general headache or muscle ache with Tylenol being effective. She is on high dose of narcotic for chronic back pain. I talked to the patient about the tapering off of prednisone, she states that just emotionally it causes her to be agitated and abrupt with people and she does not like that so we would like to stop the medication states that the prednisone helps when she is sick in the moment, but she does not think she needs it out continuously so we will taper that off. The patient continues to be social coming out for meals and occasional activity. She has had no falls or ER visits this past month. The patient states that she is sleeping good. Her appetite is good. She monitors what she eats. When I asked about her cigarette smoking, she states that she is down to two and did not say anymore about that. We reviewed the frequency of her nebulizer treatments and the need for her rescue inhaler. I asked her if she was ready to do something to decrease her cigarette smoking to the point of stopping and she just not ready as she feels like just doing a couple of cigarettes a day is okay.
DIAGNOSES: COPD, bipolar disorder, depression, hypothyroid, hypertension, OAB, chronic back pain medically managed, gait instability, no falls in a month, history of DM II.
ALLERGIES: DILAUDID, KEFLEX, LISINOPRIL and PCN.
MEDICATIONS: Unchanged from 02/24 note.
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DIET: Regular.

CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert and cooperative when seen in room.
VITAL SIGNS: Blood pressure 124/67, pulse 70, temperature 98.0, respirations 16, O2 saturation 98% on 2 liters O2 per NC and weight 148 pounds.
HEENT: Her hair is styled and facial skin, forehead she has a diagonal laceration that was sutured, sutures have been out for approximately three weeks. The wound appears to be healing. No wound dehiscence. Nontender. No redness or warmth. Infraorbital small purple red bruises remain.

CARDIAC: She has regular rate and rhythm. No murmur, rub or gallop. PMI is non-displaced.

RESPIRATORY: She has normal effort and rate. Intermittent nonproductive cough. Prolonged expiratory phase. Decreased bibasilar breath sounds.

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

NEURO: The patient makes eye contact. Her speech is clear. She can convey her need, understands given information, its clear when she is in comfortable and does not want to talk about something such as her smoking that she becomes evasive and trace to bring up other things, so I avoid that with her as I know its uncomfortable for her.
ASSESSMENT & PLAN:
1. COPD. I have written for albuterol MDI two puffs q.6h. p.r.n. rescue inhaler may be kept at bedside.

2. Levalbuterol 0.63 – 1.25 mg nebulizer q.6h. p.r.n.
3. Prednisone taper. HPI, the patient requests to be taken off this medication as she understands it will be tapered, states that it makes her irritable and agitated and will snap at other people, just feeling like she loses control. So, currently prednisone 10 mg daily at 8 a.m. will go every other day for a week then q.3 three days a week MWF then Monday and Thursday the following week then once a week and then off. She has an issue, she will let me know.

CPT 99350
Linda Lucio, M.D.
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