


PROGRESS NOTE

RE: Linda Muller
DOB: 09/16/1941
DOS: 02/13/2024
Town Village AL

CC: Complaints of urinary difficulties and request B12 injections.
HPI: An 82-year-old female with evident dementia, seen in her room. She was pleasant. She remembered meeting me, but did not know my name; she knew that I was a doctor though. She stated that she had things that she wanted to talk to me about and started with her urinary difficulties. She states that she has been having the sensation that she has to urinate and when she goes nothing comes out. She has tried at times to push out to see if anything will come out and sometimes only a little. She also states that there is burning in that area even when she is not peeing. I asked the patient about her fluid intake, she stated that she thinks she drinks a lot of water. I talked to staff and they stated they have to always encourage her at meals to drink the fluids associated. She could not tell me the last time that she had a UTI, but stated that she has had them and she is afraid this is another one. Then, she asked me about B12 injections. There is on the previous MARs here evident that she received B12 1000 mcg subQ on the first of each month and just looking at her chart it is hard to tell when she had her last injection. She stated that the previous nurse SA would give it to her and she has not had it since then which would probably be at least two months. I told her I would order it and then we would see who here could give it.
DIAGNOSES: Cognitive impairment, CAD, HTN, CKD, and Crohn’s disease.
MEDICATIONS: Tylenol 325 mg q.6h. p.r.n., Alphagan ophthalmic drops one drop OU 8 a.m. and 8 p.m., atenolol 50 mg at 8 a.m., Eliquis 5 mg b.i.d., Pepcid 20 mg q.d., vitamin D 25 mcg q.d., Zoloft 50 mg q.d., Imdur ER 30 mg q.d., metolazone 5 mg q.d.
ALLERGIES: BUTORPHANOL, CODEINE, MORPHINE, PRADAXA, and DABIGATRAN.
DIET: Regular with thin liquids.

CODE STATUS: DNR.
Linda Muller
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, very talkative. She kind of roams around the living room, very animated.
VITAL SIGNS: Blood pressure 140/77, pulse 57, temperature 97.2, and respirations 18.
CARDIAC: She has an irregular rhythm without murmur, rub or gallop. PMI is non-displaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: She is thin, was ambulating independently in her room; she does have a walker, but not using it. She had no lower extremity edema. Moves her arms in a normal range of motion, goes from sit to stand and vice versa without assist.
NEURO: She makes eye contact. She will pick the topic that she needed me to listen to and that was about her urination, gave elaborate information and when I tried to tell her that we were going to do something about it by getting urine, she did not seem to grasp that and kept asking me about what could be done, but finally toward the end got her to settle down a little bit and told her that we would take care of it and she denied currently having any burning.
SKIN: Thin, dry and intact. No bruising or skin tears noted.

ASSESSMENT & PLAN:
1. Urinary issues. I have ordered a UA with C&S and told her that she needs to start drinking water so that we can get an adequate sample.

2. B12 injection requested. I told her I would write for the injection, but there are times that it is not covered by insurance, so we will wait and see and she had no comment.

3. General care. B12, CMP and CBC ordered.

CPT 99350
Linda Lucio, M.D.
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