


PROGRESS NOTE
RE: Geraldine Pitts
DOB: 08/19/1933
DOS: 11/16/2022
Harbor Chase AL
CC: Lab review and diarrhea.
HPI: An 89-year-old seen for review of baseline labs seen after initial visit one week ago. The patient also had wound on his left lower extremity, he is followed by Select Home Health and he tells me that the wound care they are doing is working well and that his wound is almost healed and he states that he is very happy about that. He reports that he can now weight bear, so he is able to walk which she had not been doing because of pain due to the wound. The patient also wanted to talk about bowel issue, he had cardiology appointment earlier this week and stated before he could get into the doctor’s office he had to have a bowel movement and he states that it was an urgency that he got into the bathroom, but went all over himself and created a mess that he stated he needed help cleaning up and was not able to keep the doctor’s appointment. He is afraid of that happening again when asked if it has happened before he states that seven years ago he had a one-time episode reassured him that it is not an issue that will require daily treatment.

DIAGNOSES: ASCVD, CHF, HLD, HTN, eczema, depression, and history of prostate CA.
MEDICATIONS: Remain as on 11/04 note.

ALLERGIES: LAMISIL.

DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Thin older male who was alert and attentive.

VITAL SIGNS: Blood pressure 98/52, pulse 83, temperature 97.8, respirations 20, and O2 sat 95%.
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MUSCULOSKELETAL: Ambulated independently in a comfortable manner across room, bilateral lower extremities have Unna boots in place, evident decrease in girth of ankles and lower legs and he moves arms in a normal range of motion.

SKIN: He has few scattered scaly patches, skin appears normal flesh colored.

NEURO: Orientation x2 to 3. Speech is clear. Good eye contact. Voices his needs, understand given information, does appear anxious regarding bowel issues.

ASSESSMENT & PLAN:

1. Hypothyroid. TSH is 20.75 with normal FT4 and low FT3. We will increase currently levothyroxine of 75 mcg to 125 mcg with recheck of TSH in eight weeks and will go from there.

2. Renal insufficiency, BUN and creatinine are 34 and 1.28. The patient on Lasix 40 mg q.d., which could be factor. I am decreasing Lasix 40 mg to four days weekly and will monitor.

3. Hypoproteinemia T protein/ALB are 4.9 and 2.9 respectively. The patient is agreeable to protein drinks so Ensure one can q.d. to be provided by family.

4. Anemia. H&H are 11.9 and 33.8 with normal indices, for now will continue to monitor, no intervention in that regard required.

5. Thrombocytosis, platelet count is 655 no comparison lab and patient unaware of any history of this issue.

6. GI issues ammonium two tablets p.o. p.r.n. when going outside of the facility explained that it is diarrhea preventing and he is agreeable.

7. Constipation, the patient requested p.r.n. medication for when he is constipated here in the facility, he was this morning and has been once before since admit.

CPT 99338.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

