


PROGRESS NOTE
RE: Janice Sullivan
DOB: 10/14/1939
DOS: 11/13/2025
Rivermont AL
CC: Routine followup.
HPI: An 86-year-old female seen in bed. She was in her hospital bed head elevated. She was alert, saw me and said hello Linda and she remembered that I was her doctor. She then reminded me that the last time we saw each other I come in and sat at her bedside to get her history and then we just talked and shared history, so she was very pleasant then and again today when seen. She has trouble keeping track of things could not remember where her remote control for her TV was and after helping the nurse look for it we decided that maintenance would have to come and look for it because we could not find it. The patient has had no falls. States that she is eating when I asked she eats lunch and dinner does so in her room states that she has always slept in in the morning and is not a breakfast person. I asked her about constipation. She denied having any and she did acknowledge that she is incontinent of both bowel and bladder and we will alert the nurses as to when she has to be changed. Her appetite is good. She sleeps well through the night. Her pain is managed.
DIAGNOSES: Systolic and diastolic CHF, type II DM, gait instability with fall history, chronic peripheral insufficiency, ulcerative left foot, hypothyroid, depression, hypertensive heart disease, renal insufficiency evaluated by Dr. Bereket Alemu.
MEDICATIONS: Unchanged from previous note.
ALLERGIES: PCN and DEMEROL.
DIET: Regular with thin liquid.
CODE STATUS: DNR home health is Complete HH.
PHYSICAL EXAMINATION:
GENERAL: The patient is an older woman appears chronically ill, but alert looking around.
VITAL SIGNS: Blood pressure 119/71, pulse 76, temperature 97, respiratory rate 18, oxygen saturation 98% and weight 163 pounds.
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HEENT: Her eyes are big blurry, but EOMI and PERLA. Nares patent. Moist oral mucosa. Has upper plate and edentulous bottom. The patient wears hearing aids and appeared to hear adequately.

CARDIAC: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Anterolateral lung fields are clear. Posterior lung fields. She had symmetric excursion with decreased bibasilar breath sounds most likely secondary to positioning. No cough or conversational dyspnea.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She can hold things with her hands. She is not weight-bearing without full assist. She can sit up in a manual wheelchair, but not able to propel herself for any significant distance and has no lower extremity edema, but she does have bilateral wraps around her legs Unna boots.

ASSESSMENT & PLAN:
1. Chronic lower extremity wounds. She receives wound care via complete home health. She tells me that the current wraps are left on a week at a time and I told her that they needed to be changed more frequently and I will speak with home health.
2. Nighttime pain. The patient takes Norco 5/325 mg at 8 a.m., 2 p.m. and 8 p.m. and states that overnight her neck will bother her. She has cervical spine disease and her neck has limited range of motion and has just propped up in her hospital bed, so I am adding a nighttime dose of Norco to be given overnight p.r.n. at her request that she can then ask for it as needed.
3. Intermittent constipation. The patient states that MiraLax has been effective for her when she has a problem and she had some just at bedside that she took, so I am writing in order for MiraLax to be given q.d. p.r.n.

4. General care. CMP, CBC, TSH, and A1c ordered for baseline lab.
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