


PROGRESS NOTE
RE: *__________*
DOB: 

DOS: 

__________ DICTATION STARTS AT THIS POINT OF A FEMALE PATIENT WITH NO MENTION OF PATIENT NAME OR OTHER DETAILS __________
An additional order is O2 at 2 L per nasal cannula p.r.n. for shortness of breath.
DIET: Regular.

CODE STATUS: DNR.

SOCIAL HISTORY: The patient is divorced many years. She has one child Ron lived in Blanchard with Doyle and he is allowed to visit her here. She has a 60+ pack year smoking history, has not smoked in approximately six weeks. Family stated that when she was hospitalized prior to that was her last cigarette. Nondrinker. Has been retired many years.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: She is at her baseline weight.
HEENT: She wears reading glasses. Does not require hearing aids, has good hearing. Native dentition in fair repair.
RESPIRATORY: Intermittent cough, but is noted to be much less per family without expectoration, no conversational SOB and denies acute shortness of breath, has not used O2 per NC since admit.
CARDIAC: She denies chest pain or palpitations.

GI: No difficulty chewing or swallowing. Occasional constipation, is continent of bowel, with last BM today.

GU: She has urinary leakage and, apart from the most recent UTI, does not recall ever having had a UTI. Some constipation, but it is not a chronic issue.
MUSCULOSKELETAL: She is at her baseline state of pain and ambulatory with use of walker.
NEURO: No history of seizure, syncope, or vertigo.
PHYSICAL EXAMINATION:
GENERAL: Older female, seated quietly in her recliner. She was cooperative, would try to answer what she could and seemed kind of caught between her son and her boyfriend so to speak.
VITAL SIGNS: Blood pressure 105/73, pulse 94, temperature 97.7, respiratory rate 18, and 127.8 pounds.
HEENT: She has got thin, but long hair dyed black. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in fairly good repair.
NECK: Supple. Clear carotids. No LAD.

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

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

ABDOMEN: Flat. Nontender. Bowel sounds hypoactive, but present. No masses.
MUSCULOSKELETAL: She has good neck and truncal stability in a seated position. She is able to get herself up with a bit of effort and using the chair arms for support until she could get herself up. She then decided to stay seated, so I did not observe ambulation.
NEURO: CN II through XII grossly intact. She makes eye contact. Affect is generally blunted, can give some information, but acknowledges when she does not remember. Orientation x 2.
SKIN: Very thin and dry. She has a lot of wrinkling facially, neck and arms. Skin is intact and a few scattered bruises on her arms and legs.
EXTREMITIES: I examined her feet and she has toenails that she wants clipped and so I told her we would put her on the podiatry schedule for next visit.
ASSESSMENT & PLAN:
1. Dorsalgia. This is a chronic issue that with current management appears to be adequately controlled. She will continue on gabapentin 300 mg q.a.m. and afternoon and 600 mg h.s., muscle relaxant 500 mg b.i.d. and Biofreeze spray to her back b.i.d. and Tylenol No.3 one tablet q.6h. routine. PT is deferred at this time.
2. COPD. Continue with Breo Ellipta and roflumilast MDI and O2 at 2 L per nasal cannula p.r.n.
3. GI issues. I am writing a p.r.n. order for MOM 30 mL q.d. in the event of constipation.

4. Dementia unspecified. Continue with Aricept and Namenda. We will follow and there may be indication to discontinue Aricept given the duration of her dementia symptoms.
5. Hypertension appears to be adequately controlled. She does border on low-end of normal, so I am having her blood pressure checked b.i.d. for the next two weeks and, based on that information, we will decide whether she needs to continue on lisinopril.
6. Anxiety/depression appears to be addressed effectively with the SSRI and BuSpar, no change.
7. Social. All of the above was reviewed and discussed with her son and his wife and Doyle were present. Son requests a letter of incapacity, so that will be provided next week.
CPT 99345 and direct POA contact 65 minutes and advance care planning 83.17; son requests a DNR be signed, so form is completed with order written and placed in chart.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

