


PROGRESS NOTE

RE: Janice Jenkins
DOB: 06/04/1931
DOS: 02/25/2022
Rivermont AL
CC: Post COVID check, lab and pain management followup.
HPI: A 90-year-old seen in room. The patient was COVID positive, but asymptomatic and since COVID negative. On 01/29/2022, the patient was seen in urgent care with complaint of left upper extremity, mid back, lower back, right knee and right lower leg pain since 01/23/22. This was related to a fall in room. Imaging of her right hip showed changes that could represent a nondisplaced fracture as well as an old fracture in the left ischium. She was noted to have degenerative disease as well. Left humerus no fracture. Thoracic spine imaging no fracture or avulsions. On 01/29/22, the patient returned to urgent care with complaints of back and hip pain. Imaging showed a compression fracture of T12 and L4 vertebrae with multilevel lumbar DDD, most severe L4-L5 and L5-S1 and compression fracture of T12 and L4 old in nature, so the outcome was a wedge compression fracture of thoracic vertebrae, a fracture of an unspecified area neck of right femur, and open wound on her right upper arm. On return, pain management was addressed. She had been sent back with an order for tramadol. Family did not want it filled by Boomer so they took it to somewhere locally. Tylenol was also used for pain. I was contacted, however, that it was inadequate and so Norco 5/325 mg q.6h. p.r.n. was started and the patient is capable of asking for meds.
DIAGNOSES: Alzheimer’s disease, hypothyroid, HTN, dry eye syndrome, OA, peripheral neuropathy, wedge compression fracture of unspecified thoracic vertebrae, fracture of unspecified part of neck of right femur.
ALLERGIES: SULFA.
MEDICATIONS: Unchanged from 01/04/2022 note.
DIET: Regular with thin liquid.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: Thin older female, expressing discomfort.
VITAL SIGNS: Blood pressure 132/78, pulse 68, temperature 98.1, respirations 18, and weight 125 pounds.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

CARDIAC: Regular rate and rhythm without M, R or G. PMI WNL.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. The right hip anterior and posterior areas are identified as areas of discomfort/pain though she is able to move around and reposition herself independently. No lower extremity edema. She is able to lie on back, but was lying on her left side when seen.
NEURO: Orientation x 2. She speaks a few words at a time conveying her need. She makes eye contact. Affect congruent with what she is saying.
SKIN: Thin, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Orthopedic injuries as above. Pain is managed with Norco p.r.n., which she is able to ask for. They were identified to further elaborate as a right inferior pubic rami fracture age indeterminate, chronic L4 compression fracture and acute L4 anterior superior vertebral body fracture. She is getting around close to baseline. She does use a walker in her room, but has a wheelchair for distance.
2. Right upper arm skin tear/abrasion that has received wound care and is healed, just a very superficial healing of the skin remains.
CPT 99338
Linda Lucio, M.D.
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