


PROGRESS NOTE

RE: Joyce Hopkins
DOB: 12/26/1939
DOS: 05/21/2025
The Harrison AL
CC: 90-day note.

HPI: An 85-year-old female seen in room, she was in the living room with her walker adjacent, in good spirits and interactive. The patient has had no falls or other acute medical issues in the past 90 days. I wanted to review her medications with her and in doing so found that the current list of four different medications she is not taking any of them and states that they were changed after a hospitalization over a year ago and her daughter gets the medications from a pharmacy, brings them and does her pill planner for her and she self-administers. When asked about her medications and the doses, she is not able to tell me what she takes, how frequently she takes it or the doses; she just simply takes all of her medication at once. Today, however, it was about 3 o’clock in the afternoon and her medication was sitting on the counter and she had not yet taken it. Overall, the patient seemed happy and relaxed. She is now going to the dining room for breakfast and dinner; she does not eat lunch and is ambulating with a walker. She has had no falls. She denied any significant arthralgias as well. The patient states that she is in contact with her daughter every day just letting her know that she is okay. Then, daughter and son-in-law visit weekly and she states he waters her plants that that is his job and she seemed to enjoy that. When asked, she states that she sleeps through the night and tells me that she does not take anything to help her sleep. Previously, trazodone 50 mg had been ordered, but she stated that did not work for her. She is not aware of taking any pain medication to include Tylenol. In her past, she has had bilateral lower extremity edema bordering on lymphedema and had been on diuretic, but unclear if that has continued. She denied any pain, stated that she usually felt in a good mood, denied any depression or anxiety.
DIAGNOSES: Obesity, hyperlipidemia, hypertension, depression, left eye wet macular degeneration, and COPD.

MEDICATIONS: Medications at this time unknown.

ALLERGIES: PCN.
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DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient was alert and interactive, seated in a chair with a walker in front of her.

VITAL SIGNS: Blood pressure 96/54, pulse 52, temperature 97.0, respirations 18, O2 sat 97%, and weight 254.3 pounds.

HEENT: Full-thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. Clear carotids.

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

CARDIOVASCULAR: She has a regular irregular rhythm at a normal rate. No murmur, rub, or gallop noted.

ABDOMEN: Soft, obese and nontender. Bowel sounds present.

MUSCULOSKELETAL: No edema noted in feet, ankles or distal pretibial area. She does have fatty tissue with no lymphedema evident. She moves arms in a normal range of motion. She walks with a walker short distance, has a wheelchair for distance and she can propel her chair. The patient also self-transfers.
NEURO: She is alert and oriented x 2 to 3. Speech is clear. She has a sense of humor. Affect appropriate to situation. She makes eye contact when speaking. There are memory deficits noted in particular as they relate to the medications that she takes not knowing what she is taking, how much or when. She is interactive and did not have any questions.

SKIN: Warm, dry and intact. On her lower extremities, there is noted wrinkling of the skin secondary to decreased underlying edema.

ASSESSMENT & PLAN:
1. 90-day note. No acute medical events, has been relatively stable and no complaints at this time.

2. Obesity. The patient’s current weight of 254.3 pounds from one year ago today. Her weight at that time was 302.8 pounds. So, she has lost 48.5 pounds over the past year. The patient has been better about her diet and she is more active than she used to be; she was just staying in bed the whole time to include for meals. Now, she is up and out of her room twice a day and propels herself. I congratulated her for something that is difficult to do.
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3. Hypertension. Review of her BPs indicates good control. Now, I will find out what she is taking and dose and frequency.
4. History of insomnia. The patient states she is sleeping now. She does not know if she is taking a sleep aid. We will find that out.

5. General care. A year ago are her last labs, so she is due; CMP, CBC and TSH ordered. I have contacted and left a voicemail with her daughter/POA Lisa Parks to see if I can get a list of her current medications.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
