


PROGRESS NOTE

RE: Katherine Thompson
DOB: 12/10/1947

DOS: 06/18/2025
The Harrison MC

CC: Medication review.

HPI: A 77-year-old female on multiple medications whose husband has requested that I review her medications with her and discontinue nonessential medications. The patient was admitted, she was on three to four pages of medications having been someone who went to multiple doctors with medications added, but no review of what was already being taken by the patient. So, she was in agreement with looking at her medications though I explained to her it was just going to be what was not necessary and I talked to her about what each medication was for. After we were done reviewing, I told her I would let her husband know and she was happy about that. She does have contact with her children in particular who at least one of them comes to visit weekly.

DIAGNOSES: Late-onset Alzheimer’s disease advanced, CAD, cardiomyopathy, DM II with insulin use, peripheral neuropathy, CKD stage III, GERD, restless legs syndrome, seasonal allergies, chronic anxiety disorder, and congestive heart failure.

ALLERGIES: IODINE, VICTOZA, MIRAPEX, and JANUVIA.
DIET: Low-carb DM II diet.

CODE STATUS: The patient has an advance directive indicating no heroic measures. A DNR form is completed today and placed in chart.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, oriented to self and occasionally Oklahoma. She tends to be quiet, but will respond when spoken to. She does have clear speech, states a few words at a time, can give basic information; clear memory deficits both short and long-term and generally affect congruent to situation, she will smile and she does make eye contact. The patient is social gets along well with other residents and is able to follow directions.
VITAL SIGNS: Blood pressure 104/48, pulse 73, temperature 97.8, and respirations 16.
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MUSCULOSKELETAL: She ambulates independently. She does have a walker that she uses for distance and short spaces, is independent in her ambulation. She has trace to +1 bilateral lower extremity edema; this is an improvement from when she was first admitted. Moves her arms in a normal range of motion.

SKIN: Warm, dry, and intact. She does have a few bruises on her legs where she has bumped her shins. The skin is intact.

RESPIRATORY: She has a normal effort and respiratory rate. Her lung fields are clear. She has no cough and symmetric excursion.

CARDIAC: She has regular rate and rhythm. No murmur, rub, or gallop noted.

PSYCHIATRIC: She is pleasant. She seems relaxed, tends to have a very kind of low-key manner and blends in quite well.

ASSESSMENT & PLAN:

1. DM II. Last A1c was 6.4. She is due for an A1c, so lab is ordered.

2. Hypothyroid. The patient is on levothyroxine 200 mcg q.d. and her current TSH is WNL at 1.03. No change in current levothyroxine.

CPT 99350 and advance care planning 83.17.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

