


PROGRESS NOTE

RE: Sharon Johnson
DOB: 10/31/1942
DOS: 04/11/2023
HarborChase AL

CC: X-ray followup and obstructive sleep apnea required CPAP.

HPI: An 80-year-old with a history of OSA for many years. She has used the CPAP in the past. The patient and her husband relocated to OKC from Oklahoma a year ago and her CPAP broke down and needed to be replaced. She got a prescription from her pulmonologist who did her sleep study and has it, but has not acted on where to go and get it, taken care of and I told her previously that it is something that she can engage family with. She does have family that lives here, but no one has followed up on it. I did make a few calls and I did find a DME Store that does supply CPAP and needed items so the patient will be referred to them. As to her recent respiratory status or earlier in a week, I was contacted that the patient said she had pneumonia because she could not breathe so lets start with an x-ray, which we did and I reviewed it with the patient and it reads that there is no infectious etiology, but something also we will take care of. The patient’s sleep is poor. Husband states that she snores horribly every night and that has made sleeping issue for both of them and she is anxious regarding obtaining the CPAP and I agree with that.

DIAGNOSES: OSA required CPAP, neurogenic bladder with self cath, recurrent UTIs, atrial fibrillation, HTN, RLS, neuropathic pain, and depression.

ALLERGIES: BACTRIM and ADHESIVE TAPE.

DIET: Regular.

CODE STATUS: Full code.

MEDICATIONS: Acyclovir 400 mg b.i.d., amiodarone 200 mg q.d., Lipitor 20 mg h.s., MVI q.d., clonidine 0.1 mg t.i.d., COQ10 three caps q.d., docusate 100 mg q.d., Cymbalta 16 mg q.d., Eliquis 2.5 mg b.i.d., FESO4 q.d., gabapentin 300 mg t.i.d., indapamide 2.5 mg q.d., levothyroxine 50 mcg q.d., nitrofurantoin 100 mg h.s., Benicar 5 mg q.d., oxybutynin 15 mg q.d., Protonix 40 mg q.d., KCl 10 mEq MWF and 20 mEq on the other days, Mirapex 1 mg b.i.d., ReQuip 20 mg b.i.d., trazodone 100 mg h.s., D3 2000 IUs q.d., hydralazine 50 mg t.i.d., and MiraLax q.d.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and well groomed. The patient makes eye contacts. Her speech is clear. Orientation x3 most days and occasionally x2. She can voice her needs. She perseverates on medical issues of which she has many. She at times just appears like she is giving up hope of getting much better, but then rebounds.

VITAL SIGNS: Blood pressure 179/76, pulse 58, temperature 98.4, respirations 18, and weight 168 pounds.
CARDIAC: Irregular rhythm at regular rate. No MRG appreciated.

RESPIRATORY: Normal effort and rate. She does have some wheezing bilateral with end expiration both posterior and anterolateral. No cough or expectorant.

MUSCULOSKELETAL: She generally ambulates with a walker. She has a flexion at her hip when she walks. She has no lower extremity edema today and in her apartment, she can get around holding on to things.

ASSESSMENT & PLAN:
1. Obstructive sleep apnea required CPAP. The patient is referred to Majors Medical phone number 405-840-5272 and address is 415 W. Wilshire, Suite A. Told her that she will need to take a copy of her sleep study along with the prescription given by that pulmonologist and I will rewrite a prescription that is the same and a copy of this note.

2. Cough and wheezing. CXR shows mild bronchial distention with peribronchial coughing and nonspecific perihilar inflammatory changes and emphysema. Prednisone to start at 40 mg q.d. x5 days, then 30 mg q.d. x5 days and then 20 mg q.d. I will follow up thereafter to decide what her maintenance dose needs to be.
CPT 99350
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

