


PROGRESS NOTE

RE: Glenda Williams
DOB: 02/21/1953
DOS: 07/21/2022

HarborChase AL
CC: Quarterly note and requirement to be seen for controlled substance renewal.
HPI: A 69-year-old with reflex sympathetic dystrophy, right foot drop, and a history of drug and alcohol abuse is seen today. Oxycodone is due for renewal. The patient is currently on 10 mg q.4h. does not appear to compromise her cognitively or from alertness standpoint. The patient is observed to be out at meal. She has a group of female residents her age or slightly older that she has her meals with and today she had gone out with the group from the facility for a luncheon at a specific steakhouse. I spoke to her brother/POA Dr. Louie Wall and he has noticed an improvement in her and just a change overall. She crochets and she wanted to start a crochet class where she teaches others how to do it and that is encouraged. She wanted to talk to me about her right foot, she had pair of slip-in tennis shoes that seem to hold her foot in a position better than without it and it was not uncomfortable. She feels she can weight bear on that foot more comfortably. She has had some lower extremity edema part of that is explained as she is not ambulatory and her legs are always in a dependent position we did talk about compression stockings. Overall, she is sleeping good. Her appetite is good and when I have observed her personal hygiene is always quite good.

DIAGNOSES: Right foot drop, reflex sympathetic dystrophy, history of substance abuse, depression, and insomnia.

ALLERGIES: NKDA.

MEDICATIONS: Oxycodone IR 10 mg q.4h., citalopram 20 mg q.d., Docusate t.i.d., gabapentin 300 mg t.i.d., lidocaine patch two pack q.d., meloxicam 15 mg q.d., omeprazole 40 mg q.d., MiraLax q.d., Risperdal 0.5 mg b.i.d., Flomax h.s., MVI q.d., trazodone 150 mg h.s. Effexor XR 75 mg q.d., thiamine 100 mg q.d., Ambien 10 mg h.s. p.r.n., and Tylenol 325 mg one q.4h.
DIET: Regular.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: Well groomed and alert female.
VITAL SIGNS: Blood pressure 156/87, pulse 73, temperature 96.6, respirations 16, O2.and weight 168.6 pounds.
RESPIRATORY: Normal effort symmetric excursion. Clear lung fields. No cough.

CARDIAC: Regular rhythm without MRG.

NEURO: She makes eye contact. Speech is clear. She gives information understands given information and asked appropriate questions.

MUSCULOSKELETAL: She is in a wheelchair that she propels readily. Her lower extremities, she has +1 edema the dorsum of her feet into ankle and then just trace at the distal pretibial. She moves limbs within fairly normal range of motion with limitation on her right foot.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:

1. Right foot drop. I am writing for AFO brace to be measured and then ordered it is needed for keeping her right foot within a fairly normal position. She has had multiple goes of physical therapy, which has improved the strength and now with certain shoes that she wears because of helping to hold her foot position and AFO would be a benefit for throughout the day.
2. Lower extremity edema. It makes sense and the fact that she is not using her limbs to walk and there are always in dependent position, compression socks or hoes can be ordered. The trial of diuretic, she is going to start on Lasix 40 mg q.d. x5 days then transition to 20 mg q.d.
3. Social. I spoke with her brother/POA Dr. Wall and he is excited about these changes for her and he sees an improvement and is glad that I see it as well and told him we would encourage continuing what she is doing.
CPT 99338
Linda Lucio, M.D.
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