


READMIT NOTE

RE: Bernice King
DOB: 04/10/1941

DOS: 04/25/2024
HarborChase AL

CC: Followup on ER visit for anemia. Readmit from hospital.
HPI: An 83-year-old female with a history of breast cancer, followed by oncologist, Dr. Alasad. The patient was seen on 04/17/24 for lab review due to previously noted anemia, so current H&H were 5.8 and 18.7 from 9.0 and 29 on 01/27/24. Platelet count low at 71,000 from previous level of 68. The patient was clearly short of breath and she stated that it was worse than it has been previously. She acknowledges her weight is a factor, but that something is different. I told her most likely the anemia that is found is the factor. I contacted Dr. Alasad and reviewed the above with him. He stated that she would need transfusion which is why I called him and asked him to make arrangements through SWMC where he offices and he did so and requested that we send the patient to the ER and he will have it done through there. The patient’s son was contacted by the LPN and he came to facility and requested to speak with me as to what was going on, I did so and he had been agitated after speaking with the LPN, but seemed to calm down and understood what was going on and that she would return to the facility. The patient was seen on return 04/25/24 and she was seated comfortably in her recliner. She was alert, able to give information. She states that she was transfused 2 units of PRBCs initially and then later that evening she received another 2 units. She does not recall of what her blood work was thereafter. She also will have followup with Dr. Alasad in three weeks and we will do blood work prior to that. The patient states she feels good and less short of breath.
DIAGNOSES: History of breast cancer status post limited surgery and chemotherapy, morbid obesity, lymphedema bilateral lower extremities, CKD, trigeminal neuralgia, hypothyroid, and cardiac arrhythmia with pacemaker.

MEDICATIONS: Tylenol 650 mg b.i.d., amiodarone 200 mg q.d., ASA 81 mg q.d., diltiazem 240 mg q.d., Benadryl 25 mg h.s., Eliquis 5 mg b.i.d., Lasix 80 mg q.d., levothyroxine 50 mcg q.d., Salonpas patch to knees, Zoloft 50 mg q.d., vitamin C 500 mg q.d., Lantus 50 units q.a.m., and Tegretol 100 mg b.i.d.

ALLERGIES: SULFA, BETADINE, and LATEX.
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DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Obese female seated in a chair with her feet up.
VITAL SIGNS: Blood pressure 160/85, pulse 85, temperature 98.0, respirations 17, and weight 275 pounds.

RESPIRATORY: Decreased bibasilar breath sounds secondary to body habitus. She has a normal effort and rate. Lung fields relatively clear. No cough.

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

NEURO: She makes eye contact. Speech is clear. She can give information. Orientation is generally x2-3, can give information and some short-term memory deficits noted.

MUSCULOSKELETAL: Obesity with noted bilateral lower extremity lymphedema changes, does not appear to be improved from last visit.

SKIN: Warm, dry and intact. There are a few old bruises from needle sticks.

ASSESSMENT & PLAN:

1. Anemia. There will be a followup CBC in two weeks and unclear when the patient has followup with Dr. Alasad; she will check and let me know.

2. Lymphedema. She has a lymphedema therapist Ryan who follows her. She can be noncompliant with doing compression wraps in room, which he has provided; ideally, they would be daily, I think she does it maybe twice a week and I just reiterated to her it will not get better unless she starts being a part of the treatment plan.

3. DM II. A1c on 04/09/24 was 5.4. Lantus was decreased to 16 units b.i.d. If it continued low at next check, we will further decrease.

CPT 99345 and direct POA contact 15 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

