


READMIT NOTE

RE: Barbara Hataway

DOB: 10/28/1946

DOS: 10/05/2022

Rivendell AL

CC: Readmit note.

HPI: A 75-year-old who actually returned to the unit on 09/28/22, but she is seen today for the first time. She was in her room, pleasant, able to give information, and there is an after-visit summary from Mercy. The patient was admitted to Mercy Hospital where she was in place for 10 days with urosepsis. From there, she went to Epworth Villa SNF where she was also about three weeks and then again returned one week ago today. The patient gets around in a manual wheelchair that she can propel. She is weightbearing in her room, self-transfers though she adds that she has been asked to call for help. She expressed concern about these UTIs which have become more frequent. Her grandson stated that he sees a decline in her even she is in a recovery phase that she looks frail. Her memory has declined further and that all scares her. She has an appointment with urology that she is trying to get established either this Friday or the following week and she is in agreement with prophylactic treatment. I suggested either nitrofurantoin at h.s. and/or D’Mannose and she stated that she had recalled that name as being suggested by the same urologist before. Her pain is adequately managed. She is sleeping good. Her appetite is good, but she was somewhat taken aback by her weight, stating she has not weighed 116 pounds in many years.

DIAGNOSES: Generalized weakness improving, using wheelchair for transport, cognitive impairment – mild decline but stable, recurrent UTIs, anxiety, hypothyroid, HLD, and COPD.

MEDICATIONS: Allopurinol 100 mg q.d., Lipitor 40 mg q.d., diltiazem 60 mg q.12h., Eliquis 5 mg q.d., FeSO4 q.d., Breo Ellipta q.d., Advair Diskus 500/50 mcg q.d., Flonase nasal spray q.d., folic acid 1 mg q.d., Norco 5/325 mg one half tablet q.6h p.r.n., losartan 25 mg q.d., Robaxin 500 mg t.i.d., Protonix q.d., Paxil 40 mg q.d., KCl 20 mEq q.d., ropinirole 2 mg t.i.d., Spiriva two sprays q.d., Carafate 1 g q.i.d., and Flomax q.d.

CODE STATUS: Full code.
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DIET: Regular.

ALLERGIES: AMOXICILLIN, KEFLEX, CODEINE, DEMEROL, MORPHINE, TETANUS, and OXACILLIN.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, cooperative and in good spirit.

VITAL SIGNS: Blood pressure 134/74, pulse 69, temperature 98.7, respirations 18, O2 saturation 93%, and weight 116 pounds. She is 5’1” and BMI 21.92.

MUSCULOSKELETAL: Observed her propelling her manual wheelchair without difficulty. No lower extremity edema. She transfers independently, but would be more stable with assist.

RESPIRATORY: Normal effort and rate. Clear lung fields. Symmetric excursion without cough.

CARDIAC: She has a regular rate and rhythm without MRG. Heart sounds distant, but no rub or gallop noted.

NEURO: Makes eye contact. Speech is clear. She has some short-term memory deficits and expresses desire to take less medication and is open to any medication that can be discontinued.

ASSESSMENT & PLAN:

1. Recurrent UTIs. She will see her urologist that she is trying to get an appointment with. If not done by next week, then will go ahead and start prophylactic therapy with h.s. ABX and/or D’Mannose both of which she is agreeable to.

2. Urosepsis post hospitalization. UA with C&S to assure clearance of infection.

3. COPD with chronic allergies. Nucala injection at be given subQ q.4. weeks. Medication is on the cart, but she did not receive it before she left or since she has returned so that is to be started.

4. Med review: We have been able to discontinue two nonessential medications and putting one on hold, i.e., Flomax to assess ability to void on own.

5. General care. We will need to discuss code status at some point with her and will visit with her when labs CMP, CBC, lipid profile, and TSH return.

CPT 99338

Linda Lucio, M.D.
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