


PROGRESS NOTE

RE: Eva Griffin
DOB: 08/01/1939
DOS: 11/21/2024
Featherstone AL

CC: Edema with weight gain.

HPI: An 85-year-old female seen in the room. She was eager to be seen. Her niece/POA Darla was present and left shortly after I came into the room. The patient was well groomed. She looked very pretty, seated in her recliner and starts telling me about all the fluid retention and subsequent weight gain that she has. She tells me that she contacted her cardiologist’s office and he told her to increase her Lasix. The patient tells me since she has increased her water pill and he also added spironolactone, that she has lost a fair amount of weight. 
DIAGNOSES: CAD, asthma, urinary frequency, chronic fatigue, HTN, anxiety disorder, osteoarthritis, and peripheral neuropathy.

MEDICATIONS: Azelastine nasal spray b.i.d., Voltaren gel to bilateral knees, ankles and right shoulder, B12 1000 mcg q.d., trazodone 150 mg h.s., Advair 100/50 mcg one puff q.d., lidocaine patch to affected area, docusate b.i.d., gabapentin 200 mg t.i.d., Imdur 60 mg q.d., losartan 50 mg q.d., MVI q.d., melatonin 5 mg h.s., Visine eye drops OU q.i.d., Cymbalta 60 mg q.d., Norco 7.5/325 mg one p.o. t.i.d., Claritin 10 mg q.a.m., ASA 81 mg q.d., and Os-Cal q.d. 

ALLERGIES: NKDA.

DIET: Regular, NAS.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished female, well groomed and pleasant.

HEENT: Hair is groomed. Sclerae are clear. Nares patent. Moist oral mucosa.
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RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.
CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

ABDOMEN: Protuberant, obese and nontender with bowel sounds present.

MUSCULOSKELETAL: She moves her limbs in a normal range of motion. I observed her walking to and from the dining room. She had no difficulty. She has no lower extremity edema.

NEURO: She makes eye contact. Speech is clear. She starts talking about the things that have been of concern and then pleased with losing water weight, wants to know how long it will take. I told her that she needed to monitor her diet and start walking more. She is independently ambulatory. She is alert and oriented x 2 to 3. She can voice her needs. She understands given information. 

ASSESSMENT & PLAN:
1. Fluid retention. The patient has felt that this is the cause of her weight gain. She is on Lasix 40 mg q.d. and checking labs to assess renal function and electrolyte balance and we will address that when labs available.

2. Sleep difficulty. She states that she is having difficulty getting to sleep and if she does, she tends to wake up and then having difficulty going back to sleep. She takes 5 mg of melatonin h.s. After discussion, she wants to increase that and see if that is effective. So, melatonin 5 mg x 2 tablets to be given at 7 p.m.

3. History of prediabetes. At the patient’s request, checking an A1c and from there, I think that if semaglutide is something she would qualify for, that is something she would be interested in. 
CPT 99350
Linda Lucio, M.D.
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