


PROGRESS NOTE

RE: Barbara Manning
DOB: 03/30/1928
DOS: 11/20/2023
Jefferson’s Garden AL
CC: Return from SNF at Baptist Village post hospitalization for COVID.

HPI: A 95-year-old female seen in room. She is seated on her rolling walker. She is able to propel it. She also does weightbearing, ambulate with it though short distances. The patient’s medications on return are different than what she was taking prior to hospitalization. There is no blood pressure medication listed. Daughter was not aware of that. Apparently, her blood pressures have normalized and she was having hypotension and that was also during the COVID period. Daughter wanted me to look at her left great toe. She was concerned that there was infection and concerned that her eyes are red and itchy. I have reviewed her medication profile. We adjusted medications to be consistent with the timing that she previously had which is her choice.

DIAGNOSES: Status post hospitalization for COVID with SNF for generalized weakness improved, CHF, CKD, chronic lower extremity edema improved, and gait instability uses rolling walker.

MEDICATIONS: Lidocaine patch at h.s. to right hip, Singulair changed to q.a.m., Eliquis 2.5 mg b.i.d., Flonase q.d., levothyroxine 88 mcg q.a.m., Claritin 10 mg q.d., Mirapex 0.125 mg h.s., spironolactone 50 mg q.d., and metoprolol 50 mg to be given if systolic BP equal to or greater than 140.

ALLERGIES: NITROFURANTOIN.

CODE STATUS: DNR.

DIET: NAS chopped meat.

PHYSICAL EXAMINATION:

GENERAL: The patient was seated on the chair of her rolling walker. She was alert, well groomed, and pleasant.
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VITAL SIGNS: Blood pressure 124/77, pulse 80, temperature 97.8, respirations 16, and weight 115.5 pounds.
HEENT: Sclerae are clear. Nares patent. No congestion noted.

RESPIRATORY: Normal respiratory effort and rate. Lung fields are clear. No cough. Symmetric excursion. No conversational SOB.

NEURO: She made eye contact. Her speech was clear. She asked some appropriate questions and seemed to understand given information. She also deferred to the daughter regarding medications and other issues that we covered.

SKIN: Left great toe: There is mycotic change of the toenail. The surrounding bed is red, edematous, tender to palpation, mild warmth, and no drainage.

ASSESSMENT & PLAN:
1. Paronychia left great toenail with infection. Bactrim DS one p.o. q.12h. x1 week. Area is to be cleaned with normal saline.

2. Medication review. I have written for lidocaine patch to right hip to be available p.r.n. and Singulair to be changed to q.a.m. and in the absence of routine scheduled blood pressure medications, BP is checked daily. If her systolic pressure is greater than or equal to 140, metoprolol 50 mg will be given.

3. Allergies. Visine A eye drops to both eyes one to two drops q.i.d. p.r.n. and the patient is capable of asking for that.

CPT 99350 and direct POA contact i.e. her daughter 20 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
