


PROGRESS NOTE

RE: Marijane Newton
DOB: 05/05/1925
DOS: 01/10/2022
Council Road AL
CC: Constipation.

HPI: A 96-year-old seen sitting comfortably in her room. She began telling me about having had constipation recently. She generally goes every day or every other day and has had episodes where it has been every three to four days and it is uncomfortable. She reported this to the med aide who gave her MiraLax which was effective. The patient’s only concern thereafter was what if she should then have to have a bowel movement while she was in the dining room or out on in the facility and she questioned whether she could have something in the event she started getting loose stools. The patient spoke to her son, Scott who is a physician and he purchased MiraLax and Imodium for her which she has in the room. Cognitively, she is fairly intact and told her that she can keep both of these in her room to self-administer, but going forward any medications that she requests from family have to be given to the nurses to evaluate for self-administration. The patient as usual is very chatty going from one topic to the other and often repeating herself. The patient uses a walker with staff present. She is receiving PT and feels that she is getting stronger. She also has a wheelchair for distance transport. The patient also brings up the question of whether or not she has a UTI as she is experiencing dysuria. She denies any fevers or chills.
DIAGNOSES: CHF, HTN, peripheral neuropathy, hypothyroid, HLD, and OA.

MEDICATIONS: Tylenol 325 mg q.a.m., Norvasc 5 mg q.d., Lipitor 20 mg h.s., B1 250 mg at noon, Caltrate one at noon, Coreg 12.5 mg b.i.d., MVI q.d., gabapentin 300 mg h.s., Krill oil at noon, levothyroxine 75 mcg q.d., losartan 100 mg h.s., Osteo Bi-Flex at noon, PreserVision at noon, and D3 1000 units at noon.

ALLERGIES: MORPHINE and PCN.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and well groomed, in no distress.
VITAL SIGNS: Blood pressure 140/78, pulse 86, temperature 98.0, respirations 16, O2 sat 98%, and weight 136 pounds.

MUSCULOSKELETAL: Did not observe weightbearing, but she repositions in her chair. She has no lower extremity edema. Arms move in a normal range of motion.

SKIN: Warm, dry and intact. Good turgor. No bruising or breakdown noted.

NEURO: Alert and oriented x 2-3 depending on the day. Speech is clear, conveys her needs and is used to having a quick response to those.

ASSESSMENT & PLAN:
1. Constipation. Order for MiraLax and Imodium to be self-administered, repeated the use of both medications and Imodium to be used only if there is frank diarrhea.
2. HTN/CHF. The patient is on three BP medications. We will have BP and heart rate monitored at various times each day for the next two weeks and I will review on my next visit to see if we can decrease the frequency of her three BP medications.
3. Gait instability. Continue with PT and we will speak with them asking about goals and where the patient is in meeting them. I encouraged her to use the wheelchair for distance i.e. going to the dining room and practice walking in her room with the walker.
CPT 99337
Linda Lucio, M.D.
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