


PROGRESS NOTE

RE: Bernice King

DOB: 04/10/1941

DOS: 04/11/2024

HarborChase AL

CC: Lab review.
HPI: An 82-year-old female with annual labs reviewed with her in room today. The patient was seated in her chair, she appeared quite comfortable no complaints. She stated she was completing lymphedema treatment. She has equipment for and states that she sets it up for herself although she is also followed by the Mobile Rehab Group. Starting with patients CBC it was immediately noted that her H&H are 5.8 and 18.7 with indices are microcytic. The patient’s lab in January was H&H of 9.0 and 29.0 and differential was also abnormal. The patient is followed by Dr. Alasad, Oncology at Integris SWMC. She states she has an upcoming appointment with him on 04/18 and he requested copy of the labs that I have drawn be faxed to him prior to that appointment. I told her that the labs needed attention and I was going to take care of that and then we would continue with our visit. T-protein and ALB low at 3.2 and 6.1 and calcium low at 8.3. There is renal insufficiency would be when creatinine elevated at 44.0 and 1.34 and A1c 5.4 on Lantus 16 units b.i.d.

DIAGNOSES: History of breast cancer followed by Dr. Alasad with no recent chemotherapy or RTX, CKD, trigeminal neuralgia, hypothyroid, cardiac arrhythmia with pacemaker, obesity, and chronic lymphedema receiving therapy.

ALLERGIES: SULFA, BETADINE, and LATEX TAPE.

DIET: Regular.

CODE STATUS: DNR has been completed. She has had Mucinex DM one tablet q.12h for one week.

MEDICATIONS: Tylenol 650 mg b.i.d., amiodarone 200 mg q.d., ASA 81 mg q.d., diltiazem ER 240 mg q.d., Benadryl 25 mg h.s., Eliquis 5 mg b.i.d., Lasix 80 mg q.d., levothyroxine 50 mcg q.d., Salonpas patch to affected area q.12h, Zoloft 50 mg q.d., vitamin C 500 mg q.d., Lantus 16 units b.i.d., and carbamazepine 200 mg b.i.d.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and seated comfortably.

VITAL SIGNS: Blood pressure 106/55, pulse 74, temperature 97.4, respirations 18, and weight 317 pounds.

NEURO: She made eye contact. Speech was clear. She understood the issue of acute severe anemia and was not happy that she had to have an intervention of any kind.

MUSCULOSKELETAL: Bilateral lower extremities enlarged lymphedema evident however it is appears slightly better than initial viewing.

SKIN: Warm, dry, and intact with good turgor.

ASSESSMENT & PLAN:

1. Acute severe anemia. H&H of 5.8/18.7. I spoke with Dr. Alasad who practices at Integris SWMC and after discussion with him and lab review he agrees that she requires transfusion. He will contact the ER at his hospital let them know that she will be coming in and he will see her there and oversee the transfusion.

2. Social. The patient’s son/co-POA came in today, I do not recall his name but I spoke with him about the lab findings and showed them to him answered questions and he then understands the need for transfusion.

CPT 99350 and direct POA contact 15 minutes

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

