


PROGRESS NOTE

RE: Carol Gremillion
DOB: 02/18/1940
DOS: 09/09/2024
Jefferson’s Garden
CC: Routine followup.

HPI: An 84-year-old female who was awake sitting on her bed. She was engaging when I asked if I could speak with her. Overall, she denies any falls or acute medical events this past 30 days. She is sleeping through the night. Her appetite in her words is too good and pain is managed. She tells me that her youngest son passed away little over a week ago and she was quite sad about that. She did not become tearful, but spent some time talking about him. She last saw him in October when he came here from Ohio. He had a rapidly progressive colon cancer. So, she was not able to go to the funeral. We discussed the patient’s medications. She has almost two pages of medicines. She acknowledges that she is tired of taking so many pills and I suggest that we review them and get rid of some nonessential medications which she is in agreement with.

DIAGNOSES: MCI, peripheral neuropathy, hypothyroid, HTN, HLD, and BPSD resolved.

MEDICATIONS: Going forward. ASA 81 mg q.d., biotin 5000 mcg q.d., Plavix q.d., gabapentin 300 mg h.s., levothyroxine 37.5 mg q.d., Toprol 25 mg q.a.m., losartan 25 mg 6 p.m., Namenda 10 mg b.i.d., melatonin 10 mg at 7 p.m., MOM 30 cc q.d., Osteo Bi-Flex two tablets q.d., KCl 20 mEq once daily, torsemide 20 mg q.d., tramadol 50 mg b.i.d., and trazodone 50 mg h.s.
ALLERGIES: Multiple, see chart.

CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished female, no distress.
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VITAL SIGNS: Blood pressure 144/79, pulse 80, temperature 98.8, respirations 18, and weight 160.3 pounds.

HEENT: Hair is combed. Conjunctivae are clear. Moist oral mucosa. Native dentition in good repair.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion. Decreased bibasilar breath sounds secondary to effort.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Slightly protuberant and nontender. Bowel sounds present.

NEURO: Alert and oriented x 2 to 3. Speech is clear, soft spoken. She can give information. Now it takes her a while to be gathered. She asked questions and able to express her needs.

ASSESSMENT & PLAN:
1. Medication review. The patient has complained about the number of medications/supplements that she takes daily. I told her we could review it and eliminate what is not necessary. She was very happy about that and managed to discontinue nonessential medications and decrease the frequency of dosing two different medications to once daily and we will monitor for benefit and review next month how she is doing with the changes.

2. Anxiety. This is by history, she has been on oxazepam 15 mg b.i.d. decrease that to just once in the evening and see how she does.

3. HTN. BP review shows good readings.

4. Social. Her daughter who is an RN was in the room and I just made it very clear that we are going to review medications and discontinue nonessential medications as she is always trying to interject herself in the patient’s medications and other issues. So, she stated that she thought that was good idea and did not try to interfere with it. 
CPT 99350 and direct family contact 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
