


PROGRESS NOTE

RE: Mildred Conroy
DOB: _______
DOS: 04/15/2024
Jefferson’s Garden

CC: Followup on lower extremity edema.

HPI: A 93-year-old female in room, she was in her wheelchair going in the direction of her bed and she was able to turn her wheelchair around and come back into the living room, so that we could talk. She was in good spirits. She recalled seeing me before, but did not know who I was or what I did for her. She was pleasantly surprised when she found out I was her physician. She told me that she feels good. She is sleeping at night. She denied any pain and, as we were finishing up our visit, her granddaughter came by with her large dog and I had met them both before when I saw the patient the first time. Later after I had moved onto another patient, I saw the granddaughter walking with her grandmother, the patient was holding onto the wall rail and had gone a decent distance from her room down to the other hallway with her granddaughter having her arm around her for support. I saw the patient after her granddaughter left and I asked her about the walking, she said she was so surprised that she could do it and she felt really happy about it. She has had no falls or acute medical events this month.

DIAGNOSES: Hypertension, hyperlipidemia, hypothyroid, peripheral neuropathy, gait instability; uses wheelchair, depression, and cognitive impairment.

MEDICATIONS: Tylenol 650 mg ER t.i.d., gabapentin 100 mg t.i.d. with Tylenol, Norvasc 10 mg q.d., Coreg 6.25 mg b.i.d., Lipitor 40 mg h.s., CoQ10 q.d., Lexapro 5 mg q.d., estradiol 2 mg q.d., MVI q.d., Osteo Bi-Flex q.d., PEG solution q.d., torsemide 40 mg q.d., B12 3000 mcg q.d., and Viactiv chew one b.i.d.

ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly female in manual wheelchair that she could propel.
VITAL SIGNS: Blood pressure 122/75, pulse 80, temperature 97.4, respirations 18, O2 saturation 95%, and weight 101.4 pounds.

CARDIAC: The patient has regular rate and rhythm. No murmur, rub, or gallop.

RESPIRATORY: She has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Scaphoid, nontender, and bowel sounds present.

NEURO: She makes eye contact. She is soft-spoken. Speech is clear. It took her a while to gather herself and then be able to speak clearly and convey a point. Her orientation is x2. She could give basic information. Clear short and long-term memory deficits. Affect congruent with what she is saying.

MUSCULOSKELETAL: The patient is weightbearing. She can ambulate with assist as provided by granddaughter walking with her. She has decreased generalized muscle mass and motor strength and balance is fair. She has lower extremity edema; right leg trace on the dorsum and then trace to +1 at the ankle, left leg without edema and used both her arms and her feet to propel herself along in her wheelchair and she self-transfers.

SKIN: Warm, dry, and intact with good turgor. No breakdown or bruising noted.

ASSESSMENT & PLAN:

1. Bilateral lower extremity edema has decreased, negative on the left and trace to +1 at the distal right lower extremity. She is able to use both feet and weightbears without favoring either leg.

2. Cognitive impairment. Her MMSE on admit 01/24 was 29, but in talking to her it seems that it would be less than that, she gets a little bit frazzled and then has to gather herself, but hopefully with time she feels more relaxed and can do what she needs to without becoming stressed.

3. Social. We will speak with daughter/POA Terri Stadler regarding mother.

CPT 99350 and direct POA contact 10 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

