


PROGRESS NOTE
RE: Bonnie Bellmard
DOB: 06/27/1929
DOS: 12/06/2022
Rivermont AL
CC: Followup on UTI and URI.
HPI: A 93-year-old seen in room, she was resting comfortably, alert, and pleasant. The patient will remain in AL per family as they had planned to move her out by the end of the year and place her in an apartment where she was going to live on her own. They have become aware through staff talking with them that she is not capable of living independently. On admission here, she had an indwelling Foley that had been placed in the hospital and was maintained in skilled care. The patient requested it be removed as it was somewhat of a nuisance with the tubing in her attempts to ambulate or reposition self, but family wanted it to remain in. Since she is staying here now it was removed, urine was a foul odor and turbid so sent off for UA, which returned positive for Enterobacter cloacae and started on Macrobid 100 mg b.i.d. x7 days started on 12/05/2022. Prior to that, CXR was done secondary to cough. It showed right mid lung opacity maybe due to acute infection and was started on Levaquin 500 mg q.d. x1 week on 12/02/2022. The patient denies cough expectoration or SOB.
DIAGNOSES: HTN, depression, osteoporosis, GERD, and new panic attacks.
MEDICATIONS: Probiotic q.12h., Norvasc 5 mg q.d., B12 1000 mcg IM q. week, Pepcid 20 mg q.d., Toprol 25 mg q.d., raloxifene 60 mg q.d., Zoloft 100 mg q.d., and tramadol 50 mg q.12h.
ALLERGIES: SULFA.
CODE STATUS: DNR.
DIET: Mechanical soft and NCS.
PHYSICAL EXAMINATION:
GENERAL: Pleasant well-developed and nourished female resting comfortably in bed.
VITAL SIGNS: Blood pressure 148/78, pulse 70, temperature 97.9, respirations 18, and weight 155 pounds stable since October.
CARDIAC: Regular rate and rhythm. No MRG.
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ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

RESPIRATORY: Anterolateral lung fields are relatively clear. She has slight wheeze with inspiration right mid to lower lung field, but no cough.
SKIN: Warm, dry, intact good turgor. No breakdown or bruising noted.

NEUROLOGIC: She makes eye contact. Her speech is clear. She is able to give information and understands given information. It is able to voice needs.
PSYCHIATRIC: The patient described new onset panic attacks in the sense that she feels she is going to die and requests something to treat this.
MUSCULOSKELETAL: She has good muscle mass and fairly good motor strength upper extremities somewhat decreased lower extremity strength. No LEE. Intact radial pulses.
ASSESSMENT & PLAN:
1. Right side respiratory infection. We will finish Levaquin by end of week. Encouraged hydration.

2. UTI. Denies dysuria or low back or pelvic discomfort. Encouraged fluids and will complete ABX and again Foley is out.
3. Panic attacks. Alprazolam 0.25 mg b.i.d. p.r.n.
CPT 99338
Linda Lucio, M.D.
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