


PROGRESS NOTE

RE: Paula Gabrish
DOB: 11/06/1960

DOS: 04/25/2024
HarborChase AL

CC: Patient advocate.

HPI: A 63-year-old female who was seen in her room she was in her wheelchair just doing something in her room. When we went in the nurse rounding with me brought up having seen the patient’s advocate and talk to her as she was approached by the advocate. The PA asked the nurse whether the patient was on an antidepressant, she told her that she could not give her that information but she stated if she is and I think that she would benefit from being on one and said that she wanted her on Prozac. I asked the patient if she thought that there was some low-grade depression that she dealt with and whether she was willing to try an antidepressant. I reassured her that they are all relatively safe if she had any adverse side effects that we can stop the medication and she was in agreement. Overall, she is doing at her baseline stable.

DIAGNOSES: Severe OA of bilateral knees, gait instability requires a walker, obesity, RLS, peripheral neuropathy, cardiac arrhythmia, HLD, HTN, hypothyroid, and peripheral vascular disease.
MEDICATIONS: Unchanged from 03/29 note.

ALLERGIES: CORTISONE, MORPHINE, and PCN.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Obese female somewhat unkempt, seated comfortably in her wheelchair.
VITAL SIGNS: Blood pressure 155/81, pulse 67, temperature 98.0, respiration 18, and weight 229.8 pounds, which is stable for the patient.

HEENT: The patient’s eyes are a little bit red and watery. Nares patent. Moist oral mucosa.

RESPIRATORY: She was intermittently coughing. She sounded congested, was unable to bring anything up and a little short of breath with mobility.

MUSCULOSKELETAL: She propels her wheelchair without difficulty and she self transfers. She has bilateral lower extremity edema and trace.

Paula Gabrish

Page 2

SKIN: Dry and generally intact. She has a few bumps here and there but nothing of concern.

NEURO: She is alert and oriented x2-3 referencing for date and time. She is able to voice her needs. She understands given information. She has increased her interaction and activity how she came about the patient’s advocate I did not ask but at some point that might be interesting to find out and she did not appear at all bothered that. The advocate said she should be on an antidepressant.

ASSESSMENT & PLAN:
1. Depression. Prozac 20 mg q.d. The patient has previously been on this medication and stated it was of benefit.

2. RLS. The patient is on the max dose of ReQuip 12 mg b.i.d. I told her that we could try a non-sedating skeletal muscle relaxant and she also brought up that she read magnesium was good for muscle cramps so I told her that we would start that so I am adding tizanidine 2 mg b.i.d. and magnesium 400 mg b.i.d.

3. URI symptoms. Medrol Dosepak, Delsym 5 mL b.i.d., and Z-PAK as directed. The patient was pleased to have all of that.

CPT 99350.
Linda Lucio, M.D.
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