


PROGRESS NOTE

RE: Julia Lawson
DOB: 02/18/1931
DOS: 12/07/2022
Rivendell AL
CC: Quarterly review.

HPI: A 91-year-old in room, pleasant, able to give information and interactive. She was in her nice fluffy robe, stated that she felt good. She was in her wheelchair which she uses to propel herself around the room, but uses a walker outside of the room. She states that she feels good. Pain is managed. She sleeps good. Appetite is good. When asked about pain, she stated she really does not have any and then she referenced being told in March 2022 that my CXR from her pulmonologist’s office, Dr. Nazir that she had a lung cancer. At that time, she and her daughter who was present deferred any workup which would start with bronchoscopy for biopsy. The patient states that she does not know how he could make the diagnosis without a biopsy. I explained to her that it may appear to be that, but given that that was nine months ago and she is doing well, so we will go with that and not be concerned about his diagnosis. The patient is optimistic. She is going to just keep living as she has and not worry. The patient has had no falls or acute medical events this quarter. She had LFTs in July per Dr. Abbas.

DIAGNOSES: HTN, CAD, urinary incontinence and left lung carcinoma per Dr. Nazir.

MEDICATIONS: Tylenol 650 mg at 2 p.m., IBU 600 mg a.m. and h.s., Norvasc 10 mg h.s., Coreg 25 mg b.i.d., Zocor 40 mg h.s., Probiotic q.d., omeprazole 20 mg q.d., Detrol 10 mg b.i.d., MVI q.d., melatonin 10 mg h.s., Claritin 10 mg q.d., and hydralazine 50 mg t.i.d.

ALLERGIES: IODINE.
CODE STATUS: DNR.

DIET: Regular.
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PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished, alert and in good spirits.

VITAL SIGNS: Blood pressure 152/80, pulse 74, temperature 98.0, respirations 18, and O2 sat 94%.

RESPIRATORY: Normal effort in rate. Lung fields relatively clear. No cough. Symmetric excursion. Question of small rhonchi mid left lung field.

CARDIAC: Regular rate and rhythm without M, R. or G.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Good neck and truncal stability in wheelchair which she propels around her room. No LEE. She self transfers and is ambulatory with her walker outside of room.
NEURO: She makes eye contact. Speech clear. She is able to make her needs known and voiced issue regarding March diagnosis and cites that she is not going to be concerned about it. She is able to ask for help when needed.

ASSESSMENT & PLAN:
1. Medication review. The patient stated that she is on too any medications and would like to get rid of some of them. We went through them and she said okay to only two, remains on 12 medications. Simvastatin and calcium carbonate discontinued.

2. Mole removal. She had a mole on her chest that was removed today by dermatologist. She will be contacted when path results are available. Her son accompanied her to appointment.
3. Left lung lesion. She is not concerned about it and apparently does not think about it much which I encouraged her not to, to just go about her life as usual. No shortness of breath, cough or pleuritic pain. Jan suggested that mother take a whole pill at bedtime. She was reluctant to do that. So I suggested half a tablet in the morning and at h.s. and she was open to that. The patient is wheelchair bound, but she has occasional hip pain generally bilateral.
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