


PROGRESS NOTE
RE: Kathryn Ingram
DOB: 10/12/1942
DOS: 03/24/2025
Radiance AL
CC: Lab review and spoke with daughter/POA Roseland Dawkins.
HPI: The patient is an 82-year-old female who is very hard of hearing and wheelchair-bound is seen today we went into the activities room and were able to get a quieter space so hopefully she could hear. The patient is self-conscious of asking for things to be repeated. I have encouraged her to let me know if I need to speak louder or even write things down for her. The patient states that she is doing okay that there has been nothing bothering her recently and staff tell me that she comes out for all meals she likes to do activities and currently she is sitting playing bingo. The patient is able to voice her need and if she can hear what is said to her she comprehends the information. The patient is pleasant. She seems to get along with other residents her daughter/POA Rosalind Dawkins is also in touch with her frequently reassuring her that all is well. The patient annual labs are drawn and reviewed with her today.
DIAGNOSES: DM II on insulin and oral hypoglycemic, hyperlipidemia, HTN, room air hypoxia on O2 per nasal cannula at 2 L continuous, glaucoma and gait instability is in electric wheelchair.
MEDICATIONS: Norvasc 10 mg q.d., Lipitor 20 mg q.d., docusate one cap at 5 p.m., Flonase nasal spray two sprays per nostril q.d., Latanoprost eye drops one drop OU h.s., MVI q.d., PEG solution q.d., B12 1,000 mcg q.d., and metformin 500 mg tab one tab b.i.d. a.c..
ALLERGIES: PCN.
DIET: Low-carb.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: Thin elderly female who is pleasant and interactive.
VITAL SIGNS: Blood pressure 128/75, pulse 95, temperature 97.2, respiratory rate 18, O2 94% on 2 liters. The patient’s height is 5’4” and weight 113 pounds. BMI 19.4.
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HEENT: She has short cropped hair. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. She is hard of hearing things have to be repeated loudly.

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

RESPIRATORY: Normal effort and rate. She has decreased bibasilar breath sounds secondary to effort. No cough. Symmetric excursion and breathing does not appear taxing for the patient.

MUSCULOSKELETAL: Generalized decreased muscle mass or motor strength. She moves limbs. She is good grip strength and can hold onto utensils with upper extremities. She is weight-bearing as needed for transfers. No lower extremity edema.

SKIN: Thin, dry and intact with fair turgor.
ASSESSMENT & PLAN:
1. CMP review. Hemoglobin and hematocrit are WNL at 42.12 and 12.91. Platelet count 237,000 and WBC count 10.2 all within normal nothing further needed.

2. CMP review. Her serum glucose was 146 so slightly elevated, however, if it was draw that was within two hours of meal already PO intake up to two hours at 200 is WNL and the draw was at 10 a.m. so just after breakfast. LFTs, electrolytes and T protein and ALB all WNL.

3. A1c, well-controlled at 6.3. No change in medication and screening TSH is WNL. This was reviewed with the patient as well as her daughter/POA Rosalind Dawkins. Answered questions that Roslyn had as well and told her that she could call facility any time I am here on Fridays and if she has a question or concern I will address it and get back to her.
CPT 99350 and direct POA contact 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

