


PROGRESS NOTE
RE: Bernice Keen
DOB: 04/10/1941
DOS: 11/06/2024
The Harrison AL
CC: 90-day note.
HPI: An 83-year-old female seen in room. She was seated comfortably in her recliner and I asked her how she was doing she said that she was fine. She denies any falls. She has had no other acute medical events or ER visits this past three months. She states her appetite is good. She comes out for meals before she was staying in her room. Occasionally, will come out for an activity, but first spend time in her room. She updates me on recent vaccinations she received COVID and influenza. When asked how she is sleeping, she reminds me that. She sleeps in her recliner as she gets better rest there. She does have a history of obstructive sleep apnea, but does not use a CPAP.
DIAGNOSES: Morbid obesity, lymphedema has deferred treatment, gait instability, nonambulatory, CKD III, trigeminal neuralgia, hypothyroid, cardiac arrhythmia with pacemaker and obstructive sleep apnea.
MEDICATIONS: Tylenol 650 mg b.i.d., amiodarone 200 mg q.d., ASA 81 mg q.d., Cardizem CD 240 mg q.d., Eliquis 5 mg b.i.d., Lasix 80 mg q.d., Benadryl 25 mg h.s., Duoneb b.i.d., Synthroid 50 mcg q.d., Mucinex 600 mg b.i.d., Zoloft 50 mg q.d., vitamin C 500 mg q.d., Tegretol 100 mg b.i.d., Lantus 50 units q.d. and Salonpas patch to affected areas.
ALLERGIES: SULFA, LATEX, and BETADINE.
CODE STATUS: DNR.
DIET: Regular diabetic diet.
PHYSICAL EXAMINATION:
General: Obese female seated comfortably in her recliner. She was pleasant and conversant.
VITAL SIGNS: Blood pressure 128/58, pulse 89, temperature 96.3, respiratory rate 20, and 316.4pounds.
CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.
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RESPIRATORY: She has a normal effort and rate. Her lung fields are clear, but decreased bibasilar breath sounds secondary to body habitus, No cough.

ABDOMEN: Obese. Nontender. Unable to auscultate bowel sounds.

MUSCULOSKELETAL: She moves her limbs did not observe any weight-bearing. Bilateral lower extremity edema appears stable with mild lymphedematous changes.

NEURO: She makes eye contact. Her speech is clear. Orientation x 3..

SKIN: Warm, dry, intact with good turgor.
ASSESSMENT & PLAN:
1. Cardiac history followed by Dr. Abbas at OHH. She was seen last on 09/17/2024, no change in her cardiac medications. Next appointment is 03/04/2025. Continue with medications as prescribed.

2. Trigeminal neuralgia. She is followed by Dr. Zubair, neurology at SSM and she states that he is the first neurologist to get adequate treatment for her TMM and so she sees him on 12/05/2024.

3. Breast cancer history. The patient scheduled inpatient at Integris SWMC. She will undergo mammogram and bilateral breast ultrasound that will be at the end of this month.

4. Obstructive sleep apnea. She has an appointment with pulmonologist at Oklahoma Breathe Easy Clinic and she is not aware of the doctor’s name it will be her initial appointment there.
5. DM II. A1c is due order placed.

6. Anemia. The patient was transfused in April 2024, and it has been sometimes that she has had a followup CBC so that is ordered.

7. Hypoproteinemia/chronic renal insufficiency. CMP is also ordered.
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