PROGRESS NOTE

PATIENT NAME: Sipple, Mary Louise

DATE OF BIRTH: 
DATE OF SERVICE: 10/08/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

SUBJECTIVE: The patient is seen today for followup and was reported by the nursing staff that patient is having dysuria and burning on urination. I came to see the patient she is lying on the bed. She is complaining of discomfort during urination and significant burning for the last few days but today was getting worse. The patient thinks, she may have a UTI. She denies any fever or chills. No nausea. No vomiting.

PAST MEDICAL HISTORY: She has a chronic atrial fibrillation, hyperlipidemia, chronic leg edema, diverticulitis, leg cellulitis, history of ulcerative colitis, history of fall at home resulting right arm trauma with right proximal humeral fracture and was seen by orthopedic and they recommended conservative management.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Chronic edema in the leg and dermatitis in the right lower extremity.

Neuro: No syncope.

Genitourinary: Complaining of dysuria and burning urination.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and cooperative.

Vital Signs: Blood pressure 110/67, pulse 68, temperature 98.2, and respiration 18.

Neck: Supple. No JVD.

Chest: Nontender. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Right extremity, she used to have a sling but that has been taken off and she is doing some therapy work. She has limited range of motion on the right arm in both lower extremities. She has chronic edema and dermatitis changes more prominent in the right than the left.

Neuro: She is awake and alert.
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ASSESSMENT:

1. Dysuria.

2. Suspected UTI.

3. Chronic atrial fibrillation.

4. Chronic leg edema.

5. History of ulcerative colitis.

6. Status post recent right arm proximal humeral fracture.

7. History of chronic diarrhea. She has been on Lomotil p.r.n. and Imodium p.r.n. and currently no more diarrhea.

8. Hypertension.

9. Ambulatory dysfunction.

10. Generalized weakness.

PLAN: I have ordered the urinalysis stat today. Also, we will get CBC and CMP tomorrow. I have reviewed all the medications. Care plan discussed with the patient and also I have discussed the care plan with the patient daughter she called me and I have discussed with her detailed plan. If the dysuria persist, I have discussed with the nursing staff we will start patient on cefdinir 300 mg b.i.d. to complete seven days course. In the meantime, we will follow the urine culture report also.

Liaqat Ali, M.D., P.A.

