


PROGRESS NOTE

RE: Helen Jo Dimmick
DOB: 05/28/1930
DOS: 07/12/2022

Jefferson’s Garden
CC: Lab review.
HPI: A 92-year-old seen in room, she was resting in her recliner. We reviewed labs. She is alert, comprehends of what information is given. These are labs that were ordered by her cardiologist who she sees later this month. The patient ambulates with a walker, she self-transfers occasionally, calls for staff assist. On 05/28/2022 and 06/26/2022, she had falls in her room getting out of her recliner and attempting to go back into her bedroom. Both lead to visits at Mercy Hospital. On 05/.28/2022, discharge diagnosis was closed head injury and cervical neck strain. On 05/26/2022, discharge diagnosis contusion of hip and thigh on left side, which at times bothers her today, but there was imaging that ruled out dislocation or fracture. She continues to ambulate and there is no evidence of a limp. She comes out for all meals, able to voice her needs.
DIAGNOSES: Gait instability with falls, atrial fibrillation, HTN, HLD, anxiety, allergic rhinitis, LEE and DM II.
MEDICATIONS: Tylenol 650 mg 9 p.m., amiodarone 100 mg q.d., Bumex 2 mg b.i.d., CBD oil 2 mL p.o. 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 MWF, levothyroxine 88 mcg q.d., MVI q.d., Nature's Tears OU q.i.d., omeprazole 20 mg q.d., KCl 20 mEq q.d., Lyrica 75 mg q.d., primidone 300 mg q.a.m. and 150 mg 4 p.m., spironolactone 12.5 mg q.d., sulfasalazine 1000 mg b.i.d., tizanidine 4 mg h.s., Topamax 100 mg b.i.d. and D3 2000 units q.d.
ALLERGIES: CODEINE and NEOSPORIN.
DIET: NAS, chopped meat.

CODE STATUS: DNR.
Helen Jo Dimmick
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female, sitting comfortably in room, no distress.
VITAL SIGNS: Blood pressure 130/74, pulse 80, temperature 97.9, respirations 20, O2 sat 98% and weight 149.6 pounds.
CARDIAC: Distant heart sounds and a regular rhythm with a soft SEM.

RESPIRATORY: Normal effort and rate. Lung fields clear. Decreased bibasilar breath sounds. No cough.
MUSCULOSKELETAL: Self-transfers. Ambulates with a walker. She appears steady. No lower extremity edema. Moves limbs in a normal range of motion. Palpation to left hip, there is no pain or discomfort. No evidence of swelling.
NEUROLOGIC: Makes eye contact. Speech clear. She is soft-spoken, can communicate her needs. Orientation x 2-3. She acknowledges short-term memory deficits, continues to read in her room, she does have magnifying equipment to do so and busies herself with different things on the unit.
ASSESSMENT & PLAN:
1. Fall followup. Continues with some soft tissue soreness. Reminded she has p.r.n. Tylenol if needed, currently defers it.
2. A1c review. It is 4.1, not on any DM II meds. There is a remote history of DM, will now be discontinued from her problem list.
3. FLP review. The patient not on statin. T-cholesterol 234, HLD 56, LDL 144, and triglycerides 198; the latter all elevated.

4. CMP. BUN and creatinine elevated at 27 and 1.27. She is on Bumex 2 mg b.i.d. and 12.5 mg of spironolactone. These numbers are stable.

5. Hyponatremia. Sodium is 132. Diuretic related. NaCl 1 g q.d. will be started.

6. Hypoproteinemia. T-protein is 5.7, was 6.1, low end of normal .She has good appetite, suggested Ensure or Boost, which she does have access to one can q.d.
7. TSH review. She has a history of hypothyroidism, is currently on 88 mcg q.d. of levothyroxine. TSH is low at 0.14, we will decrease levothyroxine to 50 mcg q.d.
CPT 99338
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

