PROGRESS NOTE
Patient Name: Bullock, Erma
Date of Birth: 01/29/1942
Date of Evaluation: 05/11/2023
CHIEF COMPLAINT: Difficulty with eating.

HISTORY OF PRESENT ILLNESS: The patient is an 80-year-old female who was first evaluated in the office in approximately 2019. She is known to have history of diabetes, hypertension, and a past injury. She was seen on 02/28/2020 at which time she noted as she was waking up with sweat which she attributed it to medications. She was noted to have hypertensive urgency which was treated in the office with nitroglycerin. She was then started on losartan and amlodipine. She had then been referred for physical therapy and occupational therapy. During the pandemic, the patient was not seen in the office. She was seen one time for evaluation in June 2022 at which time she presented with frequent urination and indigestion. She has reported a three-month history of indigestion. She was noted to be taking Tums and baking soda with some response. She was further noted to have lower extremity swelling which was worsened by using *__________*. She noted at that time that she had not taken her blood pressure medication. She was noted to once again be hypertensive and amlodipine was increased to 10 mg while losartan was increased to 100 mg. The patient today reports that she is doing well except for ongoing difficulty with swallowing.
PAST MEDICAL HISTORY:
1. Diabetes type II.

2. Hypertension.

3. Chronic kidney disease.

4. Herniated cyst.

5. Back injury.

PAST SURGICAL HISTORY: Tonsillectomy.

MEDICATIONS:
1. Enteric coated aspirin 81 mg one daily.

2. Metformin 500 mg take two b.i.d.

3. Amlodipine 10 mg daily.

4. Losartan 100 mg daily.

5. Carvedilol 6.25 mg b.i.d.

ALLERGIES: No known drug allergies.
FAMILY HISTORY: Father died with heart disease.
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SOCIAL HISTORY: No cigarette smoking or drug use. She notes rare alcohol use.

REVIEW OF SYSTEMS:

Constitutional: She has had no weight gain or weight loss.

Skin: She notes lower extremity wounds which tend to open up.

Eyes: She wears glasses.
Genitourinary: She has frequency and urgency.

Gastrointestinal: She has constipation.

Neurologic: She has vertigo and dizziness.

Endocrine: She has cold intolerance.

Review of systems is otherwise unremarkable.

PHYSICAL EXAMINATION:
General: She is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 196/111, pulse 89, respiratory rate 20, and weight 170 pounds.

Lower extremity reveals multiple wounds consistent with stasis ulceration and various healing stages. She is noted to have 2 to 3+ pitting edema.
IMPRESSION:
1. Stasis ulceration right lower extremity.

2. Edema.

3. Stasis dermatitis.

4. Hypertension stage II.

5. Diabetes type II.

PLAN: Carvedilol 12.5 mg one p.o. b.i.d. #180, losartan 100 mg one p.o. daily #90, and amlodipine 10 mg one p.o. daily #90. Refer to Heelas for nursing and physical therapy. 
Rollington Ferguson, M.D.
