


PROGRESS NOTE

RE: Mari Jane Newton

DOB: 05/05/1925

DOS: 05/18/2022

Council Road AL

CC: Several issues.

HPI: A 96-year-old sitting quietly in her room looking through papers. She is always engaging. She has got something to talk about. She started with questions about Premarin cream which she had taken previously as she had a full tube that she had come upon in personal belongings dated 2017 and she wondered whether she needed to restart it and whether it was beneficial to her heart to do so. She denies any vaginal dryness or irritation. She does not have a history of UTIs. She tells me she walks before every meal so that she gets some exercise of course she takes her walker out. She has no fall history. She states that yes she does have joint and muscle pain but that is an everyday all day issues and points out that she soon will be turning 97. The patient is seen by Dr. Scherlag, cardiology at OHH. CMP done and I reviewed that. She then within a few minutes complains that on her most recent visit with him, he did not do her lab work however that was the February visit where I was looking at her labs and I explained to her that in fact he did, but it did not seem to register with her. She also has been on B12 that was discontinued, as she did not feel there was a good explanation and wondered if she needed to restart it. There is no CBC in her chart. So I will do that and explained to her that based on what different things in that test showed would determine whether she needed B12. Her sons stayed in touch with her in particular Scott who is an internist and she proudly tells me that he keeps a little file on her.

DIAGNOSES: CHF, HTN, insomnia, peripheral neuropathy, hypothyroid, and OA.

MEDICATIONS: Tylenol 325 mg q.a.m., Norvasc 5 mg q.d., Os-Cal at noon, Coreg 12.5 mg b.i.d., gabapentin 300 mg h.s., Krill oil at noon, levothyroxine 75 mcg q.d., losartan 100 mg h.s., Osteo Bi-Flex at noon, PreserVision at noon, and D3 1000 units at noon.

CODE STATUS: DNR.

ALLERGIES: MORPHINE and PCN.

DIET: Regular.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and pleasant quite conversant.

VITAL SIGNS: Blood pressure 139/56, pulse 62, temperature 97.4, respirations 16, and O2 sat 95%, and 137.2 pounds.

HEENT: Her hair is groomed. Conjunctivae clear. Corrective lenses in place. She point out that she did not have fresh lipstick on and I told her that she looked fine without it.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Irregular rhythm without MRG. PMI nondisplaced. 

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

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. Weight bears and ambulates with her walker.

ASSESSMENT & PLAN:
1. Clarified medication issues. Premarin cream has not been used in five years. I told her that it is unlikely there’s a need to restart it unless she is having issues with dryness in the vaginal labial area. She is not so we will not initiate that medication. 

2. Labs. CMP, CBC, and a B12 level will be drawn to rule out B12 deficiency and we will review those with her when available.

3. Difficulty sleeping. The problem is sleep initiation. Melatonin 5 mg h.s. ordered and will follow up next month.
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Linda Lucio, M.D.
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