


PROGRESS NOTE

RE: Claudia Couch
DOB: 01/01/1923
DOS: 12/20/2022
HarborChase, AL

CC: Beyond quarterly note visit.

HPI: A 99-year-old who is now not being seen in a little over five months and that held up medications being renewed. She has not been seen in over five months because the last time that I did go to see her at a quarterly visit, she was upset stating that she had gotten her bill and she felt that she was not seen the appropriate length of time and was not going to pay the bill and went on and on and slammed the door on me and the nurses face stating that she never wanted to see me again. This was related to her grandson/POA Joe Cooper who several days later while I was here in the facility apologized to me and asked me to continue her care. No follow up thereafter was scheduled by nursing staff. The patient is seen today. When I went to her room, the door was unlocked. She was seated in living room and she made eye contact and answered basic questions as I was approaching her. So, she was cooperative to the exam. She denied headache, chest pain, palpitation, or SOB. She stated her appetite was good. She slept fairly well. She has not had any falls and continues to ambulate with her walker.

DIAGNOSES: Paroxysmal atrial fibrillation, HTN, CAD, CKD, and hypothyroid.

MEDICATIONS: Tylenol 650 mg t.i.d., Lipitor 10 mg h.s., Coreg 12.5 mg b.i.d., Plavix q.d., Lexapro 10 mg q.d., levothyroxine 100 mcg q.d., losartan 50 mg b.i.d., Remeron 15 mg h.s., Refresh Tears OU b.i.d., and MVI q.d.
ALLERGIES: Multiple, see chart.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and well groomed, engaging.

VITAL SIGNS: Blood pressure 132/61, pulse 69, temperature 97.2, respirations 18, and O2 sat 95%.
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HEENT: Her hair is coiffed. Corrective lenses in place with clear conjunctivae and moist oral.

NECK: Supple.
RESPIRATORY: Normal effort and rate. Lung fields are clear. Symmetric excursion. No cough.

CARDIAC: Regular rhythm without MRG. PMI nondisplaced.

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

MUSCULOSKELETAL: Intact radial pulses. No LEE. She has good motor strength for age. She ambulates with the walker. She is able to go from sit to stand using the walker for support.
NEURO: She is alert and oriented x 2 to 3. She today was soft spoken with clear speech. She can voice her needs.

ASSESSMENT & PLAN:
1. HTN. BP medications with good control of both BP and heart rate. No change in dosing.

2. Atrial fibrillation. She is on antiplatelet therapy with Plavix continue.

3. Depression seems to be adequately managed on Lexapro continue. In addition, she has another SSRI Remeron at h.s. which is beneficial for sleep and appetite.
4. General care. She is due for annual labs of CMP, CBC and TSH ordered.
5. Social. Staff will notify POA that she was seen.
CPT 99338
Linda Lucio, M.D.
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