


PROGRESS NOTE

RE: Mildred Conroy
DOB: 07/10/1930
DOS: 02/13/2024
Jefferson’s Garden AL

CC: X-ray followup.

HPI: A 93-year-old female seen last week for the first time. She complained of unusual back pain that was about lower thoracic radiating across her left side of her back into her underarm. She stated that it would feel like a stinging discomfort. She gets Tylenol 650 mg at h.s. and gabapentin 100 mg h.s. and she states that that does help. The patient has maintained a fair amount of independence getting herself from bed onto the wheelchair and then propelling it. I am told that she comes out for meals and she has started to participate in activities. The patient was seen in her room, she was dressed, but lying on her bed, she was engaging. She stated “I remember you, but I don’t remember your name.” So, I gave her in writing who I am. Regarding sleeping, she tells me that she just has difficulty falling asleep. She does not recall having used a sleeping aid in the past and the culprit is that she has discomfort in her back. She is willing to give a trial of combination of Tylenol and gabapentin on a regular schedule and see if she is able to sleep better and, if not, she is open to being given something for sleep. I reviewed CXR from 02/07/24 and the standout factors are: she has a T12 vertebral body with chronic compression fracture and loss of height. There is no pleural effusion and cardiac silhouette WNL. She does bring up having the continued swelling of her right foot. She has been elevating it as she lies in bed and I told her it appeared to have improved some. She is able at least to get this foot into a shoe, which she was not able to last week.
DIAGNOSES: Left back pain secondary to T12 compression fracture chronic, hypertension, hyperlipidemia, neuropathic pain, hypothyroid, chronic constipation and non-ambulatory, propels a manual wheelchair.
ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and pleasant, well groomed.

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

RESPIRATORY: She has normal effort and rate. She has decreased bibasilar breath sounds. No cough.

MUSCULOSKELETAL: She repositions in bed. Moves arms in a normal range of motion. Her right foot has 2+ hard to pitting edema. There is a bit more laxity of the skin indicating decreased fluid. Her left foot has no lower extremity edema.
NEURO: She makes eye contact. Her speech is clear. She understands given information and asked further questions that are appropriate. She is able to answer the questions that were asked regarding sleep, etc. She makes her needs known.

SKIN: Intact, warm and dry though thin.

ASSESSMENT & PLAN:
1. T12 compression fracture chronic. I am giving gabapentin 100 mg with 650 mg of Tylenol at 8 a.m., 2 p.m. and 8 p.m. and she will have a p.r.n. of both medications available. We will evaluate when I return in two weeks.

2. Chronic right foot edema improved since she has been here and lying in bed with it elevated. Torsemide 40 mg q.d. We will have a BP check daily and, if systolic pressure is less than or equal to 110, we will hold Coreg 6.5 mg.
3. Chronic constipation. She states that it is improved some now that she is getting MiraLAX, but she would like to be able to have additional dose, so MiraLAX q.d. p.r.n. is written.

4. Social. All this is reviewed with family.

CPT 99350 and direct POA contact 15 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

