


PROGRESS NOTE

RE: Edith Schuler
DOB: 11/09/1934
DOS: 01/11/2022
Jefferson’s Garden

CC: 60-day note.

HPI: An 87-year-old seen in room. She is COVID negative tested. When asked how she was doing, she started to review multiple problems which have been addressed before. She sees several subspecialists and was referred to questions that she had in specific areas to those subspecialists. Her pain is manageable. Her sleep is fair and appetite is good. Today, she had two watery stools that when she was getting up to go to the bathroom, she is generally continent. She was not able to hold and wetting her pants which was distressing to her. She is not on a stool softener. She was requesting Imodium which she has p.r.n. I told her we could do a one-time dose of two capsules right now and see if that is effective because we do not want her to develop constipation and it may be that her body needs to get rid of something. She was amenable to that.
DIAGNOSES: RA with multi-joint involvement, chronic atrial fibrillation with new pacemaker, chronic systolic CHF, COPD, depression, HTN, HLD, obesity, and chronic pain management.

MEDICATIONS: Probiotic q.d., allopurinol 100 mg q.d., Coreg 3.125 mg b.i.d., B12 1000 mcg IM q. month, diclofenac gel bilateral shoulders b.i.d., D-mannose 1000 mg a.m. and h.s., Cymbalta 60 mg q.d., Eliquis 2.5 mg b.i.d., Entresto b.i.d., Omega-3 q.d., gabapentin 100 mg q.a.m. and 200 mg q.p.m., Norco 7.5 mg h.s., hydroxychloroquine 200 mg q.d., levothyroxine 75 mcg q.d., melatonin 5 mg at 7 p.m., metolazone 2.5 mg b.i.d. Monday and Thursday, KCl 10 mEq q.d., torsemide 20 mg Sunday, Tuesday, Thursday, and Saturday and 40 mg the remaining days three days, and trazodone 50 mg h.s.

ALLERGIES: NKDA.

DIET: Regular.
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CODE STATUS: AD with no heroic measures; needs DNR.

PHYSICAL EXAMINATION:

GENERAL: Obese female, seated comfortably. 
VITAL SIGNS: Blood pressure 115/67, pulse 71, temperature 97.0, respirations 18, O2 sat 99%, and weight 180 pounds.

CARDIAC: Irregularly irregular rhythm without M, R, or G.

ABDOMEN: Obese and nontender. Bowel sounds present.

MUSCULOSKELETAL: She ambulates using a walker. She can reposition and self transfer. She has chronic lower extremity edema which appears improved from last visit.

NEURO: Alert and oriented x 3. Speech clear. She voices her needs. She understands information.

SKIN: Intact. There is no weeping. It is nonpitting at about +2.

ASSESSMENT & PLAN: 
1. Watery stools. Imodium 2 mg capsules two given x 1 and then we will see how she is doing tomorrow. 
2. CKD. December lab shows BUN and creatinine of 73 and 2.23 which is about her baseline. Potassium was 3.3. We will increase her potassium to 20 mEq MWF and do a followup BMP in two weeks.
3. Hypothyroid. TSH WNL at 2.21. No change in dosing. 
CPT 99338
Linda Lucio, M.D.
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