


PROGRESS NOTE

RE: Marilyn Herring
DOB: 11/11/1943
DOS: 05/01/2024
Rivendell AL
CC: Readmit from hospital.

HPI: An 80-year-old female seen in room. She was in her recliner with legs elevated. She was in her bedroll. She looked fatigued, but was alert and stated that she was staying up until I came to see her. So, the patient is hospitalized at INTEGRIS SWMC from 04/27/24 to 05/01/24 returning this afternoon. The patient stated that she had bad groin pain on the right side. She had recently had cardiac catheterization and her concern was that something had gone wrong down there. So, she was taken to the hospital by family and admitted through the ER. She describes though she does not have the correct terminology for it that they did that thing where they look up through the groin and then they did an ultrasound of the area and did not find anything. She was given pain medication which helped and she stated there was more that went on, but I would have to talk to her youngest son as he was present at the hospital every day with her. I did call, but was not able to contact him. So, we will try again next week. Right now, she stated that she feels good. She is tired. She wants to get some rest. She is going to eat dinner and then asked to be put to bed. She also tells me that she was told to be on a fluid restriction and remember it was 1500, she said milligrams and I told her it was milliliters and it was not a part of her discharge instructions, but I told her if it made her feel better then it is something that she can follow here. She has a large hospital insulated cup which is 800 cc and I told her that she is allowed just under two full cups and she said that that is how it was measured in the hospital. So, she knows how to do it for herself. She also tells me that they have to watch out for certain fruits could they have water too. 
DIAGNOSES: Right groin pain evaluated in hospital, atrial fibrillation no longer on Eliquis, recent GI bleed, polyarthritis, GERD, chronic seasonal allergies, pain management, hypothyroid, and chronic lower extremity edema.

MEDICATIONS: Allopurinol 100 mg q.d., amiodarone 200 mg q.d., Plavix q.d., digoxin 125 mcg q.d., probiotic q.d., levothyroxine 88 mcg q.d., melatonin 10 mg h.s., methocarbamol 500 mg b.i.d., MVI q.d., Protonix 40 mg q.d., MiraLax p.r.n., KCl 10 mEq at 1 p.m., spironolactone 50 mg q.d., torsemide 40 mg q.d., and tramadol 50 mg b.i.d.
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ALLERGIES: NKDA.

DIET: NAS.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, but appeared fatigued and was slower in her speech, but had questions and wanted to make sure that I knew what she had been through.

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

CARDIAC: Regular rate and rhythm. No murmur, rub, or gallop.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She has no lower extremity edema. Intact radial pulses. She is weightbearing and requires some assist with getting out of the recliner and back into it.

ASSESSMENT & PLAN:
1. Readmit from hospital. No medication changes and we will contact her son at next visit here for further information on what actually went on during the hospital and what was found. She appears comfortable. She had good p.o. intake at the one meal I saw her and later when I went to check on her, she was sound asleep.

2. Issue of fluid restriction that does not appear to be something that has to be done at this point in time, but I told her that she can do it on her own if she needs and again it was not a part of her hospital discharge orders.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
