


PROGRESS NOTE

RE: Glenda Williams
DOB: 02/21/1953
DOS: 01/11/2024
HarborChase AL
CC: Pain management.

HPI: A 70-year-old female seen in room. She was resting on her bed, but awake. She has a history of chronic pain secondary to a back surgery resulting in right foot drop with neuropathic pain and chronic lumbar degenerative disc disease. There have been variations of Norco alone or oxycodone alone or Norco and oxycodone. Recently on 11/09/23, I adjusted her medications so that she would be on oxycodone 30 mg q.8h. that combination has provided benefit without sedation and today she tells me that while it has been effective, she feels like she needs an extra dose as it does not last as long. To date, it appears the patient has taken her medication responsibly. It is administered by staff. She gets around the facility, participates in activities, has a group of female friends that she interacts with and her personal care and care of her apartment are generally impeccable. She has also rebuilt a relationship with her brother who is a local physician and she had a brother who was here in MC who recently passed and she was grateful to be able to spend time with him before he passed. I was also told that while she has a manual wheelchair, she rarely propels herself around instead getting one of her friends to transport her. They do so all over the facility and most of them are much older than her and a few of them also have dementia. I talked to her today about that and told her she needed to build her body strength and propel herself more than she is doing now which is none.
DIAGNOSES: Chronic pain management, lumbar DDD, right foot drop with neuropathic pain, reflex sympathetic dystrophy, depression, insomnia, and history of drug and alcohol abuse.

MEDICATIONS: Celexa 20 mg q.d., Colace 100 mg t.i.d., Lasix 20 mg MWF, Neurontin 300 mg t.i.d., omeprazole 40 mg q.d., risperidone 0.5 mg b.i.d., Flomax q.p.m., MVI q.d., trazodone 150 mg h.s., Effexor 75 mg q.d., MiraLax p.r.n., and oxycodone 30 mg q.6h.
ALLERGIES: NKDA.
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DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed, and in good spirits.

VITAL SIGNS: Blood pressure 136/90, pulse 85, temperature 97.2, respirations 17, and weight 228.8 pounds. On 07/21/22, she weighed 168.8 pounds.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: She self transfers as a manual wheelchair that she gets around her apartment. She is capable of propelling it. So, I have encouraged her to do so more. She has no lower extremity edema.

NEURO: Orientation x3. Speech is clear. She can give information. Asked questions appropriately as part of her that still wants to make sure she gets what she wants within. She is also aware of the limits that I have said and respects those.

ASSESSMENT & PLAN:
1. Pain management. She will be on oxycodone 30 mg q.6h. routine.

2. Bowel care. MiraLax 17 g b.i.d. routine.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
