


PROGRESS NOTE

RE: Carla Hayden
DOB: 08/03/1934

DOS: 05/02/2024
HarborChase AL

CC: Cough and congestion.

HPI: An 89-year-old female who asked to be seen secondary to cough and congestion. The patient states that it has been going on for a couple of days, the cough interrupts her sleep as well as occurring when eating. _______ is also part of a friend group that has all their meals together and they spend time doing activities together and currently another two out of the four are having the same issue for which I treated one of them. So, I explained to the patient of what we would do and she is agreeable. I also called her son/POA Gary Hayden regarding code status. On admission, it is written refused on the initial DNR form and when I spoke with him telling him that that is part of why I was calling him, he said that he just did not understand all the wording on the form and when he does not understand, he just says to hell with it and said we do not want it. _______ by phone what being DNR means and he stated very clearly that she does not want to be intubated. I explained it is in the event of clear loss of heartbeat and spontaneous breathing that we would respect that as having passed and no aggressive measures will be taken and he consents to that. He is also concerned about her DM II. He states that they went to some fair over the weekend and they did an A1c on her, it was 7.1 and I related that her A1c check here on 04/12 was 7.2. He is concerned about the evening Lantus 15 units that she receives and just afraid that her blood sugar will drop and because it is bedtime nobody is going to check to make sure that she is still breathing and I told him I understood that and that we can titrate the dosage down and he was comfortable with that.

DIAGNOSES: _______ DM II, HTN, CHF by history, HLD, _______.

ALLERGIES: _______.

DIET: Low carb.

CODE STATUS: Will now be DNR.
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MEDICATIONS: _______, levothyroxine 75 mcg q.d., MVI q.d., Protonix 40 mg q.d., Lantus 20 units q.a.m. and we will start 10 units q.p.m.

PHYSICAL EXAMINATION:

GENERAL: Well-groomed, pleasant, older female.
VITAL SIGNS: Blood pressure 115/60, pulse 69, temperature 98.6, respirations 17, and weight 134.6 pounds.

HEENT: Her eyes are mildly injected and teary. Her nares are congested. She is not able to breathe through her nose. Moist oral mucosa.

NECK: Supple. No LAD. Negative ear tug bilateral.

RESPIRATORY: Normal effort and rate. Intermittent cough. She is congested, but not able to expectorate.

CARDIAC: She has a regular rate and rhythm. No murmur, rub, or gallop.

MUSCULOSKELETAL: Ambulates independently. Moves limbs in a normal range of motion. No LEE.

NEURO: Makes eye contact. Speech is clear. Orientation x2. She has to reference for date and time. Affect congruent with what she is saying and she seemed to understand given information.

ASSESSMENT & PLAN:

1. URI. Medrol Dosepak for upper airway and sinus inflammation, Z-PAK take as directed, Robitussin-DM 10 mL t.i.d. routine x3 days, then p.r.n. x4 weeks, Lantus h.s. decreased to 10 units and document a.m. blood sugars and I will review next week, which will be a guide to further decrease in insulin.

2. Advance care planning. The patient is now DNR, form is signed and placed in chart per POA/son Gary’s consent.

CPT 99350, direct POA contact 30 minutes and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

