


PROGRESS NOTE

RE: *__________*

DOB: 

DOS: 

*__________* DICTATION STARTS ABRUPTLY *__________*

The patient currently has weekly blood pressure checks and in review, the systolic has ranged from 112 to 175, diastolic 64 to 80 and she is not on BP medication. Pulse rate ranges from 64 to 91. The patient denied any chest pain or palpitations and was not aware that she had an elevated blood pressure. She gets around the facility. She has participates in activities, comes out for all meals and is always busying herself in the room reading or watching something. She tells me today about helping with planning of a granddaughter’s wedding.

DIAGNOSES: HTN, HOH, wheelchair bound, depression, sleep disorder, and chronic cough.

MEDICATIONS: Guaifenesin 300 mg b.i.d. and MVI q.d. 
CODE STATUS: DNR.

ALLERGIES: NKDA.

DIET: Regular bite-size food.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and pleasant, no distress.

VITAL SIGNS: Blood pressure 161/63, pulse 66, temperature 97.0, respirations 18, and weight 140.6 pounds.

MUSCULOSKELETAL: She is thin. No lower extremity edema. Intact radial pulses and propels her manual wheelchair around as well as self transfers.

*__________*
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NEURO: Orientation x 2 to 3, referencing for date and time. Her speech is clear. She can give information. Occasional short-term memory deficit. She is always pleasant.

SKIN: Warm, dry and intact. Good turgor. No edema.

ASSESSMENT & PLAN: BP review. She has had three or four elevated blood pressures with systolic being greater than 150 and one that was not included which would be for this month of 191/101. I am ordering clonidine 0.1 mg to be given and no more than once daily for systolic pressure greater than 150. We will start with daily BP checks x 2 weeks and then go to MWF. 

CPT 99337
Linda Lucio, M.D.
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