


PROGRESS NOTE

RE: Glenda Williams
DOB: 02/21/1953
DOS: 11/13/2024
The Harrison AL
CC: Lab review.

HPI: A 71-year-old female seen today for lab review.

DIAGNOSES: Chronic pain management, depression, peripheral neuropathy and GERD.

MEDICATIONS: Gabapentin 300 mg t.i.d., oxycodone 20 mg q.4h. routine, omeprazole 40 mg q.d., Lasix 20 mg MWF, docusate t.i.d., Celexa 20 mg q.d., MVI q.d., MiraLax q.d., Risperdal 0.5 mg b.i.d., Flomax q.d., trazodone 150 mg h.s., and Effexor 75 mg q.d.
ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Mildly obese female seen in dining room. She was pleasant and cooperative.

VITAL SIGNS: Blood pressure 147/84, pulse 97, temperature 97.4, respirations 16, and weight 226 pounds.

MUSCULOSKELETAL: She gets around in manual wheelchair that she can propel, but will often solicit friends to transport her and she has trace edema at the ankle and distal pretibial area. She moves arms in a normal range of motion, self-transfers.

NEURO: She is alert and oriented x3. Clear coherent speech, understands given information, will ask questions if needed.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. CBC review WNL. No intervention required.

2. CMP review. The only abnormality is low calcium at 8.1. Tums 500 mg q.d. will be adequate and I have ordered that going forward.
CPT 99350
Linda Lucio, M.D.
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