


PROGRESS NOTE

RE: Sharon Johnson

DOB: 10/31/1942

DOS: 04/08/2022

HarborChase AL

CC: CPAP issues ongoing.

HPI: A 79-year-old seen in the dining room where she and her husband were both walking through. She was eager to talk. She continues needing a CPAP machine. The patient had a sleep study done in Texas prior to moving to Oklahoma City now four months ago. She has a prescription and my office is spoken with her and E-mailed her at her request DME companies that she could submit her prescription to. She does not know if she has received the E-mail. It just appears to be overwhelming for her. They called my office and in talking to our DME staff the patient was eager to accept the offer that they will pick out the DME company and I will have staff here E-mail her prescription to my office and they will handle getting it obtained and sent to the facility. Overall, the patient states that she is feeling as good as she can with the issues that she has. She has had no falls or acute medical events. Denies chest pain or palpitations. BP is generally well controlled. She and her husband have a wrist cuff and they check her blood pressures several times a day. I told her that checking it once a day is more than adequate and if there is a concern, to talk to staff and let them check it. When we started to speak, she had her POA on the phone so that any questions needed could be asked etc. 

DIAGNOSES: Atrial fibrillation, urinary incontinence, patient self-caths three times daily, HTN, chronic back pain, depression, RLS, HTN, rectal prolapse with occasional incontinence, neuropathic pain, and FeSO4 anemia.

ALLERGIES: BACTRIM and ADHESIVE TAPE.

MEDICATIONS: Amiodarone 200 mg q.d., Lipitor 20 mg h.s., MVI q.d., clonidine 0.1 mg t.i.d., CoQ10 q.d., docusate q.d., Cymbalta 60 mg q.d., Eliquis 2.5 mg b.i.d, FeSO4 q.d., gabapentin 300 mg t.i.d, indapamide 2.5 mg q.d., levothyroxine 50 mcg q.d., oxybutynin 5 mg q.d., Protonix 40 mg q.d., KCL 10 mEq q.d., Mirapex 1 mg b.i.d., probiotic q.d., and D3 2000 units q.d.
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DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient well groomed, alert, and able to express her needs.

MUSCULOSKELETAL: Ambulates independently. No LEE. Moves limbs in a normal range of motion.

NEUROLOGIC: Makes eye contact. Speech is clear. At times she is hesitant to voice her needs. There is evidence of confusion and memory deficits affecting what she conveys or comprehends. She does appear to get frustrated.
PSYCHIATRIC: She is pleasant and sticks with things when she gets frustrated.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. OSA with CPAP. My office will take care of getting her prescription sent to a DME company with forwarding it to the facility. We will address the proper use from the DME company, explaining it to patient and her husband.

2. Urinary incontinence with self-cath t.i.d. I told her that I have gotten more information from the catheter supply company and that they will continue to address with my office the ongoing refills needed.

3. RLS. We increased her Requip to b.i.d. and she has had benefit with that.

4. Social: I spoke with the co-POA who had no questions and was pleased that we got her issues resolved.
Prolonged contact with POA 20 minutes

CPT 99338

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

