


PROGRESS NOTE

RE: Shirley Gallaher
DOB: 10/21/1934
DOS: 05/18/2023
HarborChase AL
CC: Cough and not feeling well.

HPI: An 88-year-old seen in her room. She was sitting in her living room, seemed a little bit frazzled and with discussion, she brought up that she had been having a manicure and lost bowel control and she has had a mess in the beauty shop and it has taken her some time to get herself together. We reviewed her medications. She is not on a stool softener and I asked her if she was taking anything OTC that she kept in her room and self-administered, she denied doing so. She has had no other GI symptoms such as nausea or vomiting. No change in diet or medications. She acknowledges that she has had episodes over the last few months of increasing leakage of stool. She has also had cough with congestion. She states the cough has finally gotten better, but feels congested. She was not able to get anything by blowing her nose or cough anything up and just feels like she needs something to decrease congestion. Denies fevers or chills. The patient had a fall on 05/12/23 in her room and has complained of tailbone pain from that fall. She ambulates with her walker. She was seated on a side chair and appeared comfortable. After additional talking when I went to leave, she did not bring up the question of tailbone pain. 
DIAGNOSES: Unspecified dementia, gait instability with falls, recent cough with congestion and residual nasal stuffiness, HTN, OA, HLD, aortic valve stenosis and GERD.

MEDICATIONS: Aricept 10 mg h.s., Lasix 40 mg q.d., KCl 20 mEq q.d., Crestor 20 mg h.s., Toprol 50 mg q.d., and lisinopril 10 mg q.d.

DIET: Regular.

CODE STATUS: DNR.

ALLERGIES: SULFA.

HOME HEALTH: Alara Caring.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, initially appeared preoccupied but then able to focus and give information.

VITAL SIGNS: Blood pressure 115/55, pulse 56, temperature 98.0, respirations 18, and weight 160.4 pounds which is a weight gain of 4.2 pounds.

HEENT: Her conjunctivae are clear. Her nares are patent. Moist oral mucosa. No LAD. When she speaks, there is a nasal twang and she does have what she calls pressure when I palpate her frontal and maxillary sinus.

RESPIRATORY: She has a normal effort and rate. She has bilateral upper airway few scattered rhonchi.

CARDIAC: She has a regular rate and rhythm, but a systolic ejection murmur throughout the precordium.

EXTREMITIES: She has no edema. She ambulates with a walker. She is slow, but steady and upright.

ASSESSMENT & PLAN:
1. Nasal congestion. Pseudoephedrine 10 mg q.d. x 1 week, then p.r.n. for 30 days. 
2. Baseline lab. Given the patient’s diuretic and KCl use as well as being on Crestor, labs will be ordered. They had been ordered when I saw her initially, but apparently were not done as they are not in chart. CMP, CPC and lipid profile along with TSH ordered. 
CPT 99350
Linda Lucio, M.D.
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