


PROGRESS NOTE

RE: __242_____
DOB: 01/05/1936
DOS: 03/26/2024
Rivermont AL
CC: 30-day note.
HPI: An 88-year-old female seen in room that she shares with husband. She is well groomed as usual seated quietly. He does the talking and she smiles, but when asked basic questions, she will give an answer. When asked how she was doing when it came to pain, she was quiet and then husband states that she has had a lot of pain in her right knee. He states that he thinks it is swollen and she has got some fluid on it. Prior to moving to Oklahoma City, she had an orthopedist that she saw about every six months for steroid injections and she is past due for injection. They have not established care for her with the nearby orthopedist so that is an issue I told him. I can bring up to their son and he was appreciative of that. The patient smiled. She does not complaint about the pain. When I asked if she takes anything for it, she looked to her husband for an answer. The patient has p.r.n. Tylenol 650 mg. She does not remember to ask and I told him that she probably need something stronger and I looked at her and I said there is narcotic medication that is low dose, but it is effective for pain and my thinking I said is to give her a pill in the morning and a pill at night so that she starts her day with no pain if possible and goes to sleep at night with her pain being stopped and she said okay that sounds good, so that was more than I have heard her say in one sentence, so I think pain relief is something she is very interested in. Overall, she feels good. Otherwise, she has no complaints, has had no falls, comes out for meals, and sleeps through the night.

DIAGNOSES: Severe OA of right knee, left OA status post TKA several years ago, moderate dementia, chronic allergic rhinitis, hypothyroid, hypertension, osteopenia, history of UTIs and acute PE in 2020.

MEDICATIONS: Unchanged from 02/27/24 note.

ALLERGIES: NITROFURANTOIN.

DIET: Regular with thin liquid.
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CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed, seated quietly, but attentive. She can speak and is clear when she does.

VITAL SIGNS: Blood pressure 104/67, pulse 65, temperature 97.7, respirations 17, O2 sat 97%, and weight 164 pounds.
RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

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

MUSCULOSKELETAL: She ambulates with the use of a walker. She has fallen only once and that was last month with no significant injury. She is mindful of using her walker. She moves arms in a normal range of motion. No lower extremity edema. Right knee is wider in appearance than left knee. There is no warmth, tenderness or redness, but there is evidence of small amount of fluid, significant crepitus to flexion and extension. She can weight bear. She ambulates with walker. No lower extremity edema. She has only fallen one time over a month ago since admit. The right knee is visually larger than the left knee. There is no warmth or tenderness. No redness. There is a small amount of ballotable fluid and a lot significant crepitus with flexion and extension.

NEURO: Orientation x1 to 2. She is pleasant, quiet and reserved, but will speak when needs to.

ASSESSMENT & PLAN: Right knee pain most likely secondary to progression of OA and the absence of not getting her routine knee injection. The patient and husband are interested in establishing her care with the local orthopedist. I am calling their son Barton to see if he can find someone within the norm in HealthPlex that they can get an appointment with. I called their son/POA Barton Hanna. I told him about the above situation and he will ask a physician friend who he recommends as an orthopedist for his mother’s situation and that will get set up. 
CPT 99350 and direct POA contact 10 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
