


PROGRESS NOTE
RE: Helen Joe Dimmick
DOB: 05/28/1930
DOS: 05/10/2022
Jefferson’s Garden
CC: Medication review.
HPI: A 91-year-old with several medical issues and long list of medications which she is taking routinely; she wants to review and eliminate what is thought to be nonessential. Overall, she is feeling good, she gets around more using her walker, has started doing daily walk schedule and has lost approximately 30 pounds. She has also changed her diet, eating more fruits and vegetables and limiting how late and how much she eats. She states overall she feels much better. She has otherwise had a stable last couple of months. Actually, the patient had a fall on 04/02/2022, hit her head, was sent to Mercy, returned with diagnoses of closed head injury secondary to fall and cervical sprain..
DIAGNOSES: DM II, HTN, atrial fibrillation, HLD, allergic rhinitis, LEE and anxiety.
MEDICATIONS: Going forward, Tylenol 650 mg at 5 p.m., amiodarone 100 mg q.d., Bumex 2 mg b.i.d., CBD oil 2 mL b.i.d., Zyrtec 10 mg q.d., Lexapro 20 mg q.d., Flonase q.d., gabapentin 400 mg b.i.d., leflunomide 10 mg q.d. MWF, levothyroxine 88 mcg q.d., omeprazole 20 mg q.d., Lyrica 75 mg q.d., KCl decreased to 20 mEq q.d., MVI q.d. and Nature’s Eye Drops q.i.d., spironolactone 12.5 mg q.d., sulfasalazine 1000 mg b.i.d., tizanidine 4 mg h.s., Topamax 100 mg b.i.d., B12 1000 mcg q.d., D3 2000 units q.d. and primidone 300 mg q.a.m. and 150 mg at 4 p.m.
ALLERGIES: CODEINE and NEOSPORIN.
DIET: NAS with chopped meat.
CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed and noted weight loss.
VITAL SIGNS: Blood pressure 103/68, pulse 70, temperature 98.2, respirations 18, and weight 153.2 pounds.
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CARDIAC: She has an irregular rhythm with the systolic ejection murmur throughout the precordium.

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

MUSCULOSKELETAL: She ambulates using her walker. She appears more comfortable walking. No lower extremity edema.

NEURO: Alert and oriented x2-3. Speech clear, voices her needs, understands given information and initiated decrease in medications.
SKIN: Warm, dry, good turgor.
ASSESSMENT & PLAN:

1. Medication review. Discontinued five nonessential medications and then decreased some medications that remain to once daily.

2. HTN. We will do daily BP checks, holding metoprolol 12.5 mg q.d.; parameter to give med if systolic is greater than or equal to 150. We will review in two weeks and perhaps this medication can be eliminated.

3. Weight loss. Encourage the patient to continue with her walking regimen.

CPT: 99338
Linda Lucio, M.D.
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