


PROGRESS NOTE

RE: Janice Hullet
DOB: 01/22/1947
DOS: 12/21/2023
HarborChase AL

CC: Multiple issues.

HPI: A 76-year-old female who I had spoken to last week about her migraine headaches. She had stated that the Imitrex that she had used she felt was less effective because of the duration of years used. So, a new migraine medication was ordered, she has had an opportunity to use that once and she stated that it really helped and she would like to continue with it; it is Ubrelvy 100 mg at onset of headache. The patient also complains of visual issues. She has a baseline of macular degeneration, has DM II and not had an eye exam in about three years and has noticed an acute change visually of left eye where things look gray and there is less sharpness to any shape that she looks at. So, she wants a referral to see a good ophthalmologist. I talked to her about DMEI and she is excited about going there. The patient has also had some nasal congestion with cough difficult to expectorate, she was taking Mucinex last week and it has been of benefit, now she is just concerned that she will have a sinus infection over the holidays and I told her we would just give something that would treat that and she is in agreement. Also, we talked about her medications and she glanced over at a shelf adjacent to her kitchen counter and there were two medicine cups both filled with medications, one had 11 as did the other. She states that the nurses just bring them in and leave them there for her because she sleeps until 11 o’clock and does not want to be disturbed and these are her morning and early afternoon medications. I looked at them with her and I said “do you know what they are and what they are for?” and she did not on either one of those. Stated that we would have to have those medications given directly versus being left for her to dispense as some were for hypertension, others for her diabetes and she would be taking them all, both diabetic medications at one time.

DIAGNOSES: Migraine headaches, DM II, HTN, chronic anxiety, depression, unspecified dementia, history of BPSD, which is not shown itself here, xerostomia, history of breast CA, OAB, peripheral neuropathy and restless legs syndrome.

MEDICATIONS: Unchanged from 12/14 note.
ALLERGIES: NKDA.
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DIET: Regular, NCS.
CODE STATUS: Full code.
PHYSICAL EXAMINATION:

GENERAL: The patient alert, quite talkative and reiterates that she is a nurse and her going to bed early in the morning and sleeping later into the day is based on her working as a night nurse.
VITAL SIGNS: Blood pressure 105/50, pulse 82, temperature 98.1, respirations 18, and weight 152.6 pounds.
CARDIAC: She has a regular rate and rhythm without murmur, rub or gallop.1
MUSCULOSKELETAL: She is ambulating independently in her room. No lower extremity edema. Moves arms in a normal range of motion.
ASSESSMENT & PLAN:
1. Sinusitis. A Z-PAK to start tomorrow with Mucinex 600 mg b.i.d. routine x1 week, then p.r.n. and the patient is able to ask for medication.

2. Visual change as well as DM II eye exam overdue. Referral to DMEI to establish care with diagnoses noted.
3. Medication administration, I have written an order that the patient is to be given her medications at the designated times on the order and that if she does not get up or does not want to take them if it is 8 o’clock in the morning, then she misses that opportunity and we go on, they are not to accumulate with her to take them whenever she gets around to it.

4. General care. We reviewed this with the patient and the reason why and things cannot be done in the manner that she chooses.
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Linda Lucio, M.D.
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