


PROGRESS NOTE

RE: Helen Jo Dimick
DOB: 05/28/1930
DOS: 03/15/2022
Jefferson’s Garden
CC: 60-day followup.
HPI: A 91-year-old was seen in room after lunch. She had requested to see me. Overall, she gets up and goes to meals. At times, she will go to an activity, but generally her hearing deficits limit that. Labs are also reviewed and the patient is fully capable of comprehending information given. 
DIAGNOSES: HTN, atrial fibrillation, HLD, DM II, anxiety, allergic rhinitis, and LEE. 
MEDICATIONS: Amiodarone 100 mg q.d., Bumex 2 mg b.i.d., CBD oil 2 mL b.i.d., Zyrtec 10 mg q.d., cranberry cap b.i.d., Lexapro 20 mg q.d., FeSO4 b.i.d., Flonase q.d., gabapentin 400 mg b.i.d. h.s. and gummy b.i.d., levothyroxine 88 mcg q.d., metoprolol 250 mg one-half tablet q.d., MVI q.d., Nature Tears q.i.d., omeprazole 20 mg q.d., KCl 20 mEq t.i.d., Lyrica 75 mg q.d., primidone 300 mg q.a.m. and 150 mg 4 p.m., spironolactone 12.5 mg q.d., tizanidine 4 mg h.s., Topamax 100 mg b.i.d., B12 1000 mcg q.d., D3 2000 IUs q.d., sulfasalazine 1000 mg b.i.d., and leflunomide 10 mg q.d. MWF.

ALLERGIES: CODEINE and NAPROSYN.

CODE STATUS: DNR.

DIET: NAS and chopped meat.

PHYSICAL EXAMINATION:

GENERAL: Pleasant female seen in room.

VITAL SIGNS: Blood pressure 143/79, pulse 68, temperature 97.3, respirations 20, O2 sat 97%, and weight 156.2 pounds.
RESPIRATORY: Lung fields clear with symmetric excursion and normal rate. No cough.

CARDIAC: She has an irregularly irregular rhythm with SCM throughout the precordium. 

ABDOMEN: Protuberant and nontender. Bowel sounds present.
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MUSCULOSKELETAL: Observed her coming back from dining room. She has an erect position seated in wheelchair. She uses a walker for shorter distance. No lower extremity edema. Exam of wrists, hands, knees and ankle showed no joint effusion, warmth or tenderness.

NEURO: She is alert and oriented x 2. She can reference for date and time. Speech clear. Affect congruent with what she is saying. She understands given information. She is HOH so that can be a limiting factor in communication.
ASSESSMENT & PLAN:
1. Ongoing joint pain per the patient. I have scheduled Tylenol in addition to what she is receiving to be given routine at a.m. and 5 p.m. 650 mg. Reminded her she has this medication routine and can ask for it as needed. Advised against waiting until she was in pain. If this proves ineffective, overall then can look to something a bit stronger, i.e., tramadol or Norco.
2. Diarrhea. The patient had episodes of this earlier this week. She states it has cleared up over the past few days with return to normal BMs the last two to three days. She is not on a stool softener. 
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