


PROGRESS NOTE

RE: Lewis Elwood
DOB: 12/03/1933
DOS: 02/22/2024
Harbor Chase MC
CC: A 90-day followup.
HPI: A 90-year-old female seen in room, she was well-groomed and cooperative. The patient was in wheelchair in her living room. She can propel the chair and when I asked if she self transferred, she states that that she is able to get her bottom off the wheelchair and onto the bed the problem is she does not have the strength to lift her legs up onto the bed or whatever she is transferring onto. But in spite of that she has had no falls, she asked for help when she needs it and is as independent as she tries to be. She tells me that she has had some bladder pain and she has a history of interstitial cystitis and thinks that what she is experiencing is related to that, she states that she drinks plenty of water her urine is fairly clear and no foul odor. I talked about what we could do to help decrease that and talked about medications that prevent bladder spasm as well as topical analgesics within the bladder to decrease pain as she is interested in both of those. She comes down for meals as she is able to. She likes to she states that enjoy some of the activities. She finds out what they are she states that before she goes down.

DIAGNOSES: Severe OA of both knees, fibromyalgia, gait instability with lower leg weakness, GERD, HLD, HTN, anemia, chronic anxiety and senile debility with weakness.
MEDICATIONS: Elavil 25 mg h.s., ASA 81 mg q.d., BuSpar 15 mg b.i.d., Celebrex 200 mg b.i.d., probiotic q.d., Voltaren gel to both knees b.i.d., doxepin 10 mg one capsule q.d., levothyroxine 100 mcg q.d., losartan 50 mg q.d., omeprazole 40 mg q.d., MiraLax q.d., Zocor 20 mg q.d., and Detrol LA 2 mg ER q.d.
ALLERGIES: Multiple, see chart.
DIET: Regular with chopped meat and thin liquid.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert and well groomed and engaging.

VITAL SIGNS: Blood pressure 160/92, pulse 75, temperature 97.9, respirations 17 and weight 163.8 pounds.
CARDIAC: She has regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness, It is uncomfortable to palpation that she anticipates it will cause bladder pain.
NEURO: She makes eye contact. Speech is clear. She focuses on her history of anxiety and thinking she is overmedicated. She wanted to go over all of her medications, which we did at least three times until she realized that some of the medications she is reading on her med profile are p.r.n. that she has not been given all these medication she thinks are sedating her.
ASSESSMENT & PLAN: Anxiety. I have clarified that she is only getting Elavil at h.s. and doxepin in the morning otherwise she is not being overmedicated.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

