


PROGRESS NOTE

RE: Peggy Taylor
DOB: 07/08/1933

DOS: 07/05/2022

Town Village
CC: Followup on left lower extremity wound and new left eye redness and irritation.
HPI: An 88-year-old who has had outpatient wound care as well as In-Facility for left lower extremity wound that initially showed fat and muscle and INTEGRIS wound care saw her weekly and Select Home Health cared for her in facility. Currently, the wound or the area that remains is just a very small like 0.5 to 1 cm in length and much less than that in width. There is a clean healthy base. No redness, warmth, or tenderness. Recently, her left eye has begun to feel watery. She states that the surface feels scratchy particularly when she closes her lids back and forth. She has tried cleaning it with just water from the sink but there has been on relief. There has been no relief. It does not affect her vision. She is unable to give me a timeline of when it started. The last time that I was seeing we discussed isolation, the patient was not coming out of her room for any of her meals or activities. An order was written, she states that she comes out now most times for three meals and that she has enjoyed doing that. She was not in bed when seen she was actually sitting up getting ready to get herself out to the dining room. Overall, she states that she feels good. She is sleeping good. Appetite good. No constipation or unmanaged pain.
DIAGNOSES: Unspecified dementia with BPSD, left lower extremity wound near healed, degenerative OA bilateral knees improved, chronic pain management pain decreased with scheduled Norco and Aleve, GERD, hypothyroid, and afib.
MEDICATIONS: Coreg 12.5 mg q.d., Eliquis 5 mg b.i.d., Pepcid 20 mg q.d., levothyroxine 50 mcg q.d., MiraLax q.d., Tylenol 325 mg a.m. and noon, Voltaren gel 8 AM and 4 PM, Norco 5 mg q.a.m., and Aleve 220 mg h.s.
ALLERGIES: NKDA.
DIET: Regular
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL:  Pleasant elderly female who was groomed to include having her shoes on for going out to dinner.
VITAL SIGNS: Blood pressure 112/64, pulse 68, temperature 97.3, respirations 16, and O2 sat 94%.

HEENT: Both eyes are watery without tearing. There is some increased appearance of irritation to the left eye. Upper lids are clear and clean. Eyelashes upper and lower looked normal and periorbital palpation of both eyes no tenderness.
CARDIAC: Regular rhythm without MRG. PMI nondisplaced.

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

MUSCULOSKELETAL: There is dressing on her left leg. Trace edema bilaterally. She weight bears for transfer, but she requires assist and then is transported in her wheelchair.
NEUROLOGIC: She makes eye contact. She is verbal, less hesitant than previously able to get bits of information and acknowledges her memory deficits.
ASSESSMENT & PLAN:
1. Conjunctivitis. Erythromycin ophthalmic ointment 0.5% thin-film a.m. and h.s. x7 days. We will continue outside of that if needed.
2. Pain management. She has done really well with the scheduled Norco in the morning Aleve in the evening and then low-dose Tylenol b.i.d. no change.

3. Isolation. The patient is really come out more according to staff as well. She does spend her free time in her room and that will be the next goal to get her out a little bit more.
4. Wound care near healed. Continue with In-Facility wound care.

CPT 99338
Linda Lucio, M.D.
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