


PROGRESS NOTE

RE: Mary Jo Wyatt
DOB: 11/25/1942
DOS: 09/09/2024
Jefferson’s Garden
CC: Chronic cough.

HPI: An 81-year-old female seen in apartment that she shares with her husband, alert and very gregarious. The patient had intermittent cough nonproductive and states that she just cannot get rid of this cough. She denies any fevers or chills. No sore throat. No change in her baseline respiration. The patient has been through the gamut of antibiotic, steroids, inhalers and different allergy medication and decongestants. She states her throat is somewhat raspy, but husband states that that is how she is always sounded. She is sleeping good, active, getting around the facility and good appetite. No significant pain. She has had no falls or other acute medical issues.

DIAGNOSES: Chronic seasonal allergies, chronic sinus congestion with chronic cough nonproductive, HTN, atrial fibrillation, HLD, chronic neck and low back pain, and bilateral OA of knees.

MEDICATIONS: ASA 81 mg q.d., Lipitor 40 mg h.s., azelastine nasal spray q.h.s., Os‑Cal q.d., diltiazem ER 120 mg q.d., Eliquis 5 mg b.i.d., Pepcid 20 mg a.m. and h.s., losartan 50 mg q.d., PreserVision one tablet q.d., tizanidine 4 mg b.i.d., vitamin C 1000 mg q.d., and zinc q.d.

ALLERGIES: SULFA, TYLENOL, and LATEX.

CODE STATUS: DNR.

DIET: NAS regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and well groomed moving about the apartment.

VITAL SIGNS: Blood pressure 146/84, pulse 82, temperature 98.6, respirations 16, O2 sat 97%, and weight 136 pounds, recheck done and she weighs 165.8 pounds.
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HEENT: Sclerae are clear. Nares patent. Oral mucosa moist. Oropharynx pink, no exudate and no LAD.

RESPIRATORY: Normal effort and rate. Lung fields are clear. Intermittent cough during time I was in there, nonproductive. No conversational dyspnea or DOE.

MUSCULOSKELETAL: She ambulates independently. She moves limbs in a normal range of motion. No lower extremity edema. Good muscle mass and motor strength. No difficulty going from sit to stand and vice versa independently.

NEURO: She makes eye contact. Speech is clear. She can be a little bit frazzled at times and going from one topic to the other, but is able to voice her needs. She understands given information. Orientation is x 3. Affect congruent with situation.

SKIN: Warm, dry and intact with good turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Chronic cough, etiology unclear. The gamut has been tried to see if it makes a difference and it has not. So, x-ray AP and lateral with diagonal views and we will address findings when available. The patient is referred to Kevin O’Neal, D.O. pulmonology at INTEGRIS for evaluation of chronic cough.

2. Intermittent lower extremity edema. The patient does sit during the day often with her legs in a dependent position. She actually did have trace edema. So, Lasix 40 mg q.d. x 5 days routine then 20 mg q.d. p.r.n. and she is capable of asking for medication.
CPT 99350 and direct family contact 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
