


PROGRESS NOTE

RE: Norma Foreman
DOB: 07/07/1930
DOS: 10/17/2023
Rivermont AL

CC: The patient comes in, in her wheelchair, she has her O2 which is worn continuous per nasal cannula at 4 L.
HPI: The patient now has a condenser in her room and a portable unit and she has been doing well with that combo. Overall, these past 30 days have been stable; she is sleeping good, states that she does not have any pain, her appetite is stable and she gets around to do what she wants to do. The patient states that she has got a bump on the left side of her face and wants to have it checked out. She also has occasional left hip pain, does not have medication for pain. I asked if she would like to have Tylenol, which I thought is reasonable and she stated that made sense.
DIAGNOSES: Pulmonary fibrosis on continuous O2, osteoporosis, moderate vascular dementia, non-ambulatory and generalized senile frailty.
MEDICATIONS: Unchanged from 09/26 note.
ALLERGIES: NKDA.
DIET: Regular with thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female sitting upright in her wheelchair. She is alert and engaging.

VITAL SIGNS: Blood pressure 95/57, pulse 50, temperature 96.7, respirations 17, O2 saturation 95% and weight 111 pounds consistent with last month.
RESPIRATORY: Decreased bibasilar breath sounds. She has a prolonged inspiratory phase and decreased expiratory phase. No cough.

CARDIAC: She has regular rate and rhythm without murmur, rub or gallop.
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MUSCULOSKELETAL: The patient has good neck and truncal stability in her wheelchair. She has got left hip pain on occasion to palpation. She showed me the way I could identify the area that when she has the pain where it starts. I pointed out that as she sits in her wheelchair she tends to lean to the right and that changing that may decrease the hip pain.
SKIN: It was noted on the respiratory exam that she has skin sensitivity toward the left of midline, mid thoracic. She had shingles and states that that pain is a result of the shingles. Exam of the left temporal area, she has got round raised nodule, it has a brown darkish center skin with yellow crust at the base. With pressure, there was a scant amount of thick yellow drainage, nontender, no warmth. Exam of skin on her back, the skin is quite dry and flaky, it is intact with no lesions noted.

NEURO: Orientation x2. She has to reference for date and time. Her speech is clear. She understands given information or will ask to have things repeated and she voices her needs.
ASSESSMENT & PLAN:
1. Left temple area nodule. Previse Wound Care order to evaluate and treat the patient.

2. Dry skin with pruritus. CeraVe lotion ordered to be placed on her back a.m. and h.s. x2 weeks, then daily on back only.

3. Pulmonary fibrosis stable. She gets around with the oxygen at the 4 L as she has it and does not appear SOB with speech or movement.

4. General care. Baseline labs CBC, CMP and TSH ordered.

5. Pain management. Tylenol 650 mg ER one tablet p.o. b.i.d. routine ordered with q.6h. p.r.n. Notified the patient if she has breakthrough pain, she can just say she needs her pain pill.
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