


PROGRESS NOTE

RE: Betty Tilghman
DOB: 08/26/1943
DOS: 11/08/2023
Town Village AL

CC: Lab review.

HPI: An 80-year-old. Annual labs were drawn and reviewed with her today. She was resting in her room, but awake and stated that she wanted to go ahead and hear about her lab work and afterwards asked if she had any questions. The patient has been on FeSO4 325 mg b.i.d. since 04/20/23. Yet, no diagnosis of iron deficiency anemia. 
DIAGNOSES: Parkinson’s disease, left hip osteonecrosis, major depressive disorder, restless legs syndrome, OAB, HTN, pain management, insomnia, and a history of psychiatric issues.

ALLERGIES: KEFLEX and CLINDAMYCIN.

DIET: Regular.

CODE STATUS: DNR.

MEDICATIONS: Unchanged from 11/01/23.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female, resting comfortably, cooperative.

VITAL SIGNS: Blood pressure 139/80, pulse 75, temperature 97.2, respirations 14, and weight 107 pounds.

MUSCULOSKELETAL: The patient gets around in a manual wheelchair that she propels without difficulty. She self transfers. She has had no falls. No lower extremity edema. She does have some generalized weakness and some strengthening needed with her transfers. 
NEURO: Orientation x 2, has to reference for date and time. She is generally quiet. She will ask questions and understands more than she is credited for at first glance as she is to be quiet and somewhat withdrawn.
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ASSESSMENT & PLAN:
1. CMP review: it is WNL. However, her BUN to creatinine ratio is elevated at 35. So I told her it indicates she needs to drink more water which she acknowledges she does not drink much of it. 
2. Screening TSH is WNL at 1.55. No treatment indicated.

3. CBC: all values to include indices are WNL.

4. Iron and ferritin level: both are WNL with iron 109 and ferritin 67.4, while a normal range, are not midway. We will decrease iron to one tablet q.d.

5. Medication review: The patient was admitted on several medications for behavioral issues and would like to see how she does with a decrease in dose. We will begin with decreasing Depakote to receive 125 mg q.a.m. only and I am holding Seroquel 25 mg which she also receives q.a.m. and assess whether she actually needs this medication at this time. She will continue with Lexapro 10 mg q.a.m. and then for the p.m. Haldol 0.5 mg h.s., Remeron 15 mg at 2 and 7 p.m., Mirapex 0.125 mg. 
6. Pain management. The patient receives Norco 10/325 mg 8 a.m., 2 p.m. and 8 p.m. and tramadol 50 mg at the same times. I am going to start with discontinuing the 2 p.m. tramadol and then work on further decreasing it to the Norco only.
CPT 99350 
Linda Lucio, M.D.
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