


PROGRESS NOTE

RE: Carren Maclemore
DOB: 03/06/1949
DOS: 08/05/2025
Tuscany Village Skilled Care
HPI: A 76-year-old female admitted to Tuscany Village on 08/01/25 for ongoing skilled care. The patient previously was hospitalized at OU for approximately two weeks with diagnosis of failure to thrive and prior to OU hospitalization was hospitalized at Baptist Hospital there six weeks and was treated for her diagnosis of multiple myeloma and underwent three rounds of chemotherapy. The patient states that she became weaker while at Baptist doing little activity. The patient states that overall she is feeling like she is starting to move in the right direction as far as doing activity and regaining strength. I did meet the patient’s husband/POA Dan Maclemore when I went in to see the patient. He states that she looks much better, her PO intake for both food and fluid has improved and she just seems much more motivated. When I went in to see the patient, she was very pleasant, made eye contact and asked me to close the blinds before I left as they were too bright.
DIAGNOSES: Wound care; the patient has a surgical incision, receiving wound care on her left leg, right arm and sacrum, essential hypertension, gout, unspecified hyperlipidemia, unspecified depression, unspecified dyspnea, type II diabetes mellitus with renal complication, history of TIA, hypothyroid, protein-calorie malnutrition, pain management and multiple myeloma status post three rounds of chemotherapy.
MEDICATIONS: Acyclovir 400 mg one tablet b.i.d., allopurinol 300 mg one tablet q.d., ASA 81 mg q.d., Lipitor 40 mg h.s., Biotin 1000 mcg one p.o. q.d., Effexor 37.5 mg one tablet q.d., Zetia 10 mg q.d., Flonase nasal spray b.i.d., Lasix 40 mg q.d. p.r.n., hydrocortisone 10 mg tablet one p.o. for a total of 21 days, will be completed on 08/22, levothyroxine 150 mcg q.d., methocarbamol 500 mg one tablet t.i.d. up to 08/14, Toprol 25 mg one p.o. q.d. with parameters of when to dose, Remeron 15 mg h.s., MVI one p.o. q.d., Percocet 5/325 mg one p.o. q.8h. p.r.n., Oysco 500 + D one tablet q.d., Senna Plus one p.o. b.i.d. p.r.n., thiamine 100 mg q.d., tramadol 50 mg q.6h. p.r.n. and it is the first choice for pain management and Percocet for breakthrough pain and trazodone 50 mg h.s. p.r.n.

ALLERGIES: LATEX, SULFA, BENZHYDROCODONE and MILK.
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CODE STATUS: Full code.

DIET: Regular.

PHYSICAL EXAMINATION:
GENERAL: Pleasant older female seated quietly in her room. She was alert and cooperative.
VITAL SIGNS: Blood pressure 132/87, pulse 78, temperature 97.2, respirations 18, O2 sat 97%, and weight 138 pounds.

HEENT: She has short gray hair. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids. Records state that she is hard of hearing, but she appeared to hear with my normal volume voice.

CARDIAC: She has an occasional regular rhythm at a regular rate. PMI is nondisplaced.

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

ABDOMEN: Soft. Bowel sounds hypoactive. No distention or tenderness. No masses.

MUSCULOSKELETAL: Intact radial pulses. She has +1-2 pitting edema dorsum of left foot, negative edema on the right foot and negative edema on the lower extremity pretibial areas or bilateral upper extremities to include dorsum of hands. She has generalized decreased muscle mass and motor strength. She is able to feed herself and she can weight bear with assist. The patient has been able to participate in PT, which to date has been slow and breaking her in so to speak.

NEURO: CN II through XII are grossly intact. She is alert and oriented x3. Her speech is clear, able to voice her needs. She understands given information. She acknowledges that she is eager to regain her strength back and will do whatever she has to do and she does have three different friends who have been visiting her and encouraging her who are also physical therapists, so she states that she has got people who will not let her take it easy.

SKIN: Warm, dry and intact with fair turgor. She has a small gauze dressing on her just left of midline of chest where she had a port removed recently, but states that she just wants to keep it covered for now. There has been no evidence of bleeding.

PSYCHIATRIC: She appears to be in good spirits. She is motivated to become stronger and more active. She states that she just wants to be able to do the things she did previously.

ASSESSMENT & PLAN:
1. Protein-calorie malnutrition. The patient is currently consuming a protein drink provided by her husband and we will order Carnation Breakfast Essentials high protein with fiber drink one carton daily.
2. Acute on chronic renal insufficiency. The patient has a nephrostomy that was placed after her diagnosis of multiple myeloma and difficulties with urination. She now has normal urine output due to the nephrostomy into a urine bag and I am writing an order that that is to be checked and emptied q. shift.
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3. DM II. A1c is ordered to assess where we are at in the treatment of that. I did not note the use of either insulin or oral hypoglycemics.
4. Generalized weakness. PT is to start this week and so we will follow up with her to see how that is going; she is eager to start.
5. Hypothyroid. TSH will be ordered.
6. Chronic pain management. She has both Percocet and tramadol; tramadol is the first choice and the patient to date has not really asked for pain medication, but is aware that she has it if needed.
7. Social. I spoke to the patient’s husband/POA Dan Maclemore regarding all of the above and he is in agreement with treatment and pleased that she is getting good care here.
CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
