


PROGRESS NOTE
RE: LaRue Ingram
DOB: 07/02/1932
DOS: 11/06/2024
The Harrison AL
CC: Not feeling well.
HPI: A 92-year-old female seen in room. She is in the same chair she usually sits in with an *__________* and she is surrounded by OTC medications on side tables and on a TV tray. When I asked the patient what had gone on with her this morning, she states that everything was normal except that she woke up just feeling a little nauseated and she could not make herself eat anything because of that. She denied throwing up had a little bit of a headache and stomachache so she just said that she napped when I asked her if she lay down she said no she is always sitting up. The patient states she drinks plenty of water and staff verified that she does request water frequently normal urine output. She has had a bowel movement over the last 2 to 3 days, which is her normal pattern. There has been no change in her medications or diet. After staff came in to check she had inadvertently turned on her call light she brought up pain as an issue and they tell me that she got her tramadol routinely. The patient takes tramadol 100 mg q.6h., which is 100 mg in excess of what is recommended for her age and that has been something I have discussed with her previously, but she is insistent on continuing with the 400 mg daily. When asked if she wanted something to eat and she had eaten very minimal at dinner and had deferred lunch. She said no that she has had enough. She is someone who food restricts frequently.
DIAGNOSES: Chronic pain syndrome, myalgias, polyarthritis, unspecified dementia, chronic hyponatremia, and refuses NaCl supplement.
MEDICATIONS: Levothyroxine 25 mcg q.d., tramadol 100 mg q.6h., Biotin mouth spray q.4h. p.r.n. self administers, Systane eyedrops OU q.6h. p.r.n.
ALLERGIES: PCN, KEFLEX, CODEINE, DEMEROL, OXYCODONE, and CIPRO.
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CODE STATUS: DNR.
DIET: Regular.

PHYSICAL EXAMINATION:
GENERAL: Frail chronically ill appearing female who was in good spirits.
VITAL SIGNS: Blood pressure 132/76, pulse 82, temperature 97.4, respiratory rate 16, and refuses weight.
CARDIAC: She has regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Decreased bibasilar breath sounds secondary to effort. Lung fields clear. No cough. Symmetric excursion.

ABDOMEN: Flat, Nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: She has generalized decreased muscle mass. Adequate motor strength to reposition herself, but does not move around much in her apartment. No lower extremity edema. She has adequate grip strength to hold utensil. She does not hold glasses. She uses straw and lean forward to drinking to them stating that they are heavy.

NEURO: She makes eye contact. Her speech was clear. She was friendlier and more engaging than she has ever been with me and reassured me that she was feeling much better and before I said anything tell me that she was going to keep taking her tramadol q.6h. and I asked her if she was having pain and if it was effective for her yes to both. She is quite sly at getting what she wants.
ASSESSMENT & PLAN:
1. Not feeling well today. It resolved this evening unclear what may have been etiology, afebrile though and now drinking fluid, encouraged her to have something to eat no matter how small.
2. Hyponatremia. Last sodium was 126 on April 2024. She refuses NaCl. I am not going to redraw lab.
3. Hypoproteinemia. T-protein and ALB were 5.8 and 3.2 given her sporadic PO intake unlikely that is improved. We will just wait until annual labs are due.
CPT 99350
Linda Lucio, M.D.
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