


PROGRESS NOTE

RE: Shayna Price
DOB: 04/07/1972
DOS: 11/07/2023
Town Village AL
CC: A 30-day note.

HPI: A 51-year-old female seen in her room, her apartment has stuff everywhere; different art projects, puzzles, plants and she seems very comfortable with it that way. She tells me that she has given up on doing puzzles, she is doing more painting and enjoys it, has a full battery of supplies for that. She is sleeping well, pain is managed, participates in activities and at dinner has people that she sits with routinely. She states that she goes outside periodically, but is avoiding the sun. She plans to spend Thanksgiving with some friends unless her kids tell her that they have other plans for her. She does not want to impose herself on them. We started trazodone last month 50 mg to see if that would help after melatonin was of no benefit. She states that she gets to sleep, but if she turns over, she wakes herself and cannot get back to sleep. She denies that she is smoking right before she goes to bed and no caffeine intake that she can recall. She is agreeable to trying an increased dose to see if she is finally able to get some sleep.

DIAGNOSES: Alcoholism in remission, memory deficits related to ETOH, ataxic gait, depression, rheumatoid arthritis, and iron-deficiency anemia.
MEDICATIONS: Going forward, trazodone 100 mg h.s., B complex, MVI q.d., Cymbalta 60 mg q.d., Slow Fe 160 mg one tablet q.d., sulfasalazine 500 mg one tablet q.d., D3 2000 IU q.d., IBU 200 mg one tablet b.i.d. and Eye-Vite 400 mcg q.d.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, very cheerful, and engaging.

VITAL SIGNS: Blood pressure 126/78, pulse 75, temperature 97.0, respirations 20, O2 saturation 99% and weight 130 pounds.
CARDIAC: She has a regular rate and rhythm without murmur, rub or gallop.
RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Flat and nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: She moves limbs in a normal range of motion. She is ambulatory with an ataxic gait. Legs are like spread out and she walks with her toes pointed upward. She keeps her balance, has had no falls, has no lower extremity edema.
SKIN: Warm, dry and intact with good turgor.
NEURO: Orientation x2-3 pending the day. Speech is clear. She can voice her needs. She is very engaging, talks about a variety of things. Affect is congruent with what she is saying. She is very considerate of others; I have noticed that helping them or checking in on them to see if they are doing okay.
ASSESSMENT & PLAN:
1. Rheumatoid arthritis. She was last seen at the Oklahoma Arthritis Center on 07/30/23. She had testing done that shows a stabilization of positive antigens and they were positive at low rates. Pain is managed with low-dose IBU.

2. Neurologic issues to include memory. She was also seen at the Oklahoma Neurology Center in July, I do not have exact date. No changes in medication, stable cognitively from their evaluation.
3. Iron-deficiency anemia. She is on supplement. Her last H&H were 12.4 and 35.9 that was in March. No need to further evaluate at this time.

CPT 99350

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

