


PROGRESS NOTE

RE: Lavon Liebert
DOB: 02/03/1936
DOS: 02/25/2022
Rivermont AL
CC: Post COVID check and hospital followup.
HPI: An 86-year-old with multiple medical issues hospitalized at Norman Regional from 02/07/2022, to 02/29/2022 diagnosed with UTI, obstructive sleep apnea and COVID-19. The patient returned completed PO antibiotics and was maintained on COVID protocol until she tested negative and was recommended to use O2 or a CPAP. The patient was using the O2 up until the day after her return has not used it since. When we went in the room she was resting comfortably in her recliner. It was a surprise to a staff member that she did not have her O2 in place and she stated that she had not been wearing it. A check at that time of her O2 sat on RA was 94%. The patient states she is sleeping good. Her pain is managed and really just has no complaints when seen.
DIAGNOSES: Left lower extremity DVT on anticoagulant, DM II, HTN, CKD III, HLD, atrial fibrillation, chronic pain management, obesity, depression, seasonal allergies and obstructive sleep apnea.
ALLERGIES: NKDA.
MEDICATIONS: Unchanged from 01/04/2022 note.
DIET: NAS.
CODE STATUS: Full code.
PHYSICAL EXAMINATION:
GENERAL: Obese female lying on recliner, in no discomfort.
VITAL SIGNS: Blood pressure 128/70, pulse 74, temperature 98.2, respirations 16, and weight 200 pounds.

RESPIRATORY: Anterolateral lung fields clear with normal effort, symmetric excursion and no cough.
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CARDIAC: Irregularly irregular rhythm, SEM at the cardiac apex. No rub or gallop.

ABDOMEN: Obese and nontender. Bowel sounds present.

MUSCULOSKELETAL: She can slightly reposition herself in the recliner, is a full 2 to 3 person transfer assist, is weightbearing. There is no evidence of edema at this time.

NEURO: She makes eye contact. Her speech is clear. She conveys her needs and clearly expressed that. She had not used the O2 from which she left Norman Regional since leaving there because she did not feel she needed it and then will we verified that she had an O2 sat of 94%. She understands given information.

SKIN: Warm, dry, intact with good turgor. No bruising or breakdown noted.
ASSESSMENT & PLAN:
1. OSA. There has not been a CPAP that has been obtained, but she does have O2 and has not been using it. O2 sat on RA WNL.
2. Chronic pain management. She is stable at this time with Norco 7.5/325 mg q.6h. routine and q.8h. p.r.n. She also receives Tylenol Arthritis 650 mg t.i.d. Acetaminophen intake at that time is 30 to 50 mg with 3 g the limit. We will adjust medications at next visit to keep Tylenol intake below that.
3. DM II. Quarterly A1c ordered.
CPT 99338
Linda Lucio, M.D.
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