


PROGRESS NOTE
RE: Lavon Raymond
DOB: 02/12/1929
DOS: 04/22/2024
Rivermont AL
CC: 3+ bilateral lower extremity edema and right hip pain.
HPI: A 95-year-old female seen in the room. She had been toileting herself when I knocked and she was able to do what was needed in a safe and quick manner and so I was shortly able to see her. The patient is in a manual wheelchair that she propels using her arms and feet and I noted both of her legs being extremely edematous. She stated that they had gotten that way over a week ago. I asked if she elevates her leg and she states when she gets into bed, but otherwise she does not have a way to. She stated that it did not start out the way they look now, but has progressed to the point that the tightness is uncomfortable. She also tells me about some right hip pain that is relatively new and has progressed. She points to the lateral hip, stated that that has been hurting over the last couple of days. She denies any falls or change in her sleep or sitting pattern. She spends most of her day sitting up in her manual wheelchair and she fits tightly into her wheelchair as well. There is not much room to turn side to side. The patient has Norco 5 mg that she takes at h.s. only. In fact, she has requested being weaned off pain medication to the h.s. only at a p.r.n. schedule.
DIAGNOSES: New bilateral lower extremity edema +3 and new right hip pain, hypertension, insomnia, depression/anxiety, GERD, hypothyroid, HLD, and wheelchair bound.
MEDICATIONS: Align cap 4 mg q.d., Norvasc 5 mg q.d., ASA 81 mg q.d., Lipitor 20 mg h.s., OsCal one tab q.d., CoQ10 one cab q.d., Omega-3 two caps q.d., Norco 5/325 one h.s. p.r.n., levothyroxine 125 mcg q.a.m., melatonin 3 mg h.s., Toprol 100 mg q.d., Remeron 30 mg h.s., KCl 10 mEq q.d., and torsemide 40 mg q.a.m.
ALLERGIES: CLINDAMYCIN, ENALAPRIL and CELEBREX.
DIET: NAS with thin liquids.
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CODE STATUS: Full code.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert and well groomed, cooperative.
VITAL SIGNS: Blood pressure 129/69, pulse 74, temperature 97.7, respiratory rate 20, oxygen saturation 96%, and weight 157 pounds.

HEENT: She wears her hair always up in a turban. She wears corrective lenses. Sclerae clear. Nares patent. Moist oral mucosa.

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

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: Bilateral lower extremities 3+ edema from the dorsum up to the knees. The patient has right foot eversion permanent fixation. There is right lateral hip pain within the surrounding soft tissue as well as direct pressure to the hip elicits pain.

SKIN: Skin on her legs is tight, thin and shiny. She has a small area on the right pretibial area of abrasion, but there is eschar formation.
ASSESSMENT & PLAN:
1. Bilateral lower extremity edema 3+. I am increasing her torsemide to add 20 mg in the afternoon along with 10 mEq of KCl and I am requesting Unna boots to bilateral legs and I explained to her what that was for and how they would help. I also encouraged her to elevate her legs when she was in her room. She does have a small stepstool that she can put them on.

2. Right hip pain. X-ray AP and lateral views to assess arthritis versus dislocation.

3. Social: Spoke to her son/POA Douglas Raymond. He appreciated the call as to what was being done. He was aware of the issues that she is having and I also then took the opportunity to talk to him about code status as he is her POA and she remains full code. He said “no” that she did not want to have anything done nor did they want to have that done to her, so he gives consent for DNR status. Form is filled and placed in the chart.
CPT 99350, direct POA contact 15 minutes, and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

