


PROGRESS NOTE
RE: Claudia Couch

DOB: 01/01/1923

DOS: 01/25/2024

Harbor Chase AL

CC: Fall followup.

HPI: A 101-year-old female seen in room. She was seated comfortably in her living room chair. She was alert and quite engaging. The patient had a fall in her room on 01/21/24 and was sent to Norman Regional ER.  While there she complained of left hip and knee pain as that was the side that she landed on and states that fentanyl generally has decreased her pain while moving exacerbates the symptoms. She denied LOC, nausea, SOB or other factors. Physical exam at that time was unremarkable and she was alert and oriented x3. X-ray of left leg showed no acute fracture or bony abnormality and that would include view of both hip and knee. Today in room the patient is able to give information. She told me that just feels a little bit unsteady when she gets up to walk using her walker. I asked her if she was interested in physical therapy just to help her get little bit stronger and get her bearings and she was actually quite excited about that and stated that she would like to try it.

DIAGNOSES: Gait instability with history of falls, HTN, CAD, paroxysmal atrial fibrillation, CKD, HLD, hypothyroid and depression.

ALLERGIES: Multiple, see chart.

DIET: Regular with p.r.n protein drink.

CODE STATUS: DNR.

MEDICATIONS: Magnesium h.s., Tylenol 650 mg t.i.d., Norvasc 5 mg q.a.m, Coreg 12.5 mg b.i.d., Plavix q.d., Lexapro 10 mg q.d., levothyroxine 100 mcg q.d., losartan 50 mg b.i.d., Ranexa 500 mg b.i.d., Refresh tears OU can self administer, torsemide 20 mg MWF, and Norco 7.5/325 mg one half tab q.6 p.r.n.
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PHYSICAL EXAMINATION:
GENERAL: Pleasant and engaging 100-year-old female who does not appear stated age.

VITAL SIGNS: Blood pressure 99/53, pulse 85, temperature 97.2, respirations 18, and O2 sat 101%.

CARDIAC: She has an irregular rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. Lungs fields clear without cough and symmetric excursion.

MUSCULOSKELETAL: She moves her limbs. She has trace edema at ankles and just pretibial area. She can get herself up, but was a little bit unsteady going from sit to stand despite using the walker.

NEUROLOGIC: She is alert and oriented x3. Her speech is clear. She can give information. Affect is appropriate to situation.
ASSESSMENT & PLAN:
1. Fall followup. A little bit of I believe muscle and soft tissue strain but no fracture or dislocation per imaging.

2. Unsteady gait. PT and OT through Select Home Health is ordered.

3. Hypotension. The patient is on five different blood pressure medications, which I think is excessive for her. I am going to have morning losartan held with BP checked twice daily for 10 days and will go from there.

4. Social. I spoke with her POA/grandson Joe Cooper giving him the above information for which he was appreciative.

CPT 99350

Linda Lucio, M.D.
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