


PROGRESS NOTE

RE: Tommie Sharry
DOB: 08/27/1936
DOS: 11/08/2023
Rivendell AL

CC: Several requests.
HPI: An 87-year-old seen in room, propped up in her recliner, with she and her husband watching television. She was alert and in good spirits. The patient requests a wheelchair. Currently, she has actually a transfer chair that has been loaned to her that is being used, but it is not very comfortable as it is not intended for long-term use. In asking, she denies having a wheelchair previously provided by Medicare in the last five years. The patient is followed by SSM Home Health and is receiving PT and OT through them and feels that her strength is being increased. Her husband states that he sees that. She did not have a lot to say about that. She also refused the Z-PAK pack that had been ordered when she had complained of upper respiratory symptoms on 11/01/23. She stated by the time the Z-PAK arrived that her symptoms were better. The patient also requests there be a division in her medications. She feels like she receives a handful of them at night and ends up nauseated at night. When I asked if she was actually vomiting every night, she stated no, but that it was hard swallowing that many medications. I told her I would look at what could be divided and do so. She also wants to discontinue her a.m. Ativan, stating that it makes her sleepy. She has gotten over the anxiety of moving here and whatever else may come, she seems to have adjusted well. So, I would agree with the discontinuation of that. Her daughter who is POA requests that the patient have a diagnosis of stroke and atrial fibrillation. I pointed out to the patient that her admitting diagnoses which are on her initial order sheet state non-traumatic intracranial hemorrhage, CVA and atrial fibrillation. They are both there, so both already exist. 
DIAGNOSES: DM II, HTN, history of CVA with residual deficits of aphasia and dysphasia, atrial fibrillation, chronic seasonal allergies, history of urinary retention, right lower leg in leg boot secondary to fracture.

MEDICATIONS: Unchanged from 11/01/23 note.
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ALLERGIES: IODINE CONTRAST, AMIODARONE and STATINS.

DIET: NCS.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Pleasant alert female, seated comfortably in her recliner.

VITAL SIGNS: Blood pressure 151/75, pulse 68, temperature 97.2, respirations 16, and weight 145 pounds.

MUSCULOSKELETAL: She repositions self without difficulty. No lower extremity edema. Leg boot is in place.

NEURO: She makes eye contact. Her speech is clear. She asks questions, appears to understand given information.

ASSESSMENT & PLAN:
1. Wheelchair request. The patient is 5’2” and weighs 145 pounds and has not had a wheelchair provided by Medicare in the previous five years. Request a wheelchair through my office and we will address with the patient when it is expected to be delivered.

2. Medication refusal. The patient refused Z-PAK when it arrived, stating her symptoms had improved, so discontinuation of Z-PAK written.

3. Ativan use. The patient has had benefit from the use of Ativan at h.s. and she is now sleeping quite soundly. However, the same effect occurs with the a.m. dose so that is requested to be discontinued and order written.

4. Medication adjustments. The patient states that she has several medications given at bedtime and it nauseates her. She claims that she has thrown up. So, review of her medications so that at 8 p.m., she receives 25 mg of metoprolol and 0.5 mg of Ativan. The patient was informed of this when I reviewed medication adjustments with her and she was agreeable to all of them.
CPT 99350
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
