


PROGRESS NOTE
RE: Mildred Conroy
DOB: 07/10/1930
DOS: 06/04/2024
Jefferson’s Garden
CC: Followup on PT.
HPI: A 93-year-old female seen in room, she was dressed and awake, but resting on top of her bed. I asked her about physical therapy, she said that she has it twice a week and today was one of those days and that is why she was resting. She tells me that she walks with the therapist the full loop within the building and then they go outside and walk around the pond, which she likes the best. She notes that her tolerance and her strength are improving and I told her that doing what she is doing will help keep that. We talked about her family, her granddaughter comes to visit her and was the one who got her grandmother to start walking holding onto the guardrail around the facility and then she would be on the other side of her with her arm around her supporting her and now she is able to walk holding onto the guardrail without any extra support. Family remain involved in her care, coming to visit her in the evenings and on weekends and bringing her what she needs. She states she feels good, has no pain, sleeps through the night and her appetite is good.
DIAGNOSES: Gait instability; is using her walker primarily, has a wheelchair, which she does not want to have to use, chronic lower extremity edema right greater than left with Unna boot placement on the right, peripheral neuropathy, depression, hypothyroid, hypertension and MCI.
MEDICATIONS: Tylenol 650 mg ER 9 a.m., 3 p.m. and 9 p.m., Norvasc 10 mg q.d., Lipitor 40 mg h.s., Coreg 6.25 mg q.12h., CoQ10 one q.d., Lexapro 5 mg q.d., estradiol 2 mg one p.o. q.d., gabapentin 100 mg t.i.d. with Tylenol, MVI q.d., Osteo Bi-Flex q.d., PEG powder q.d., torsemide 40 mg q.d., Viactiv chew b.i.d. and B12 1000 mcg tablet three tablets q.d.

ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Petite elderly female pleasant and interactive.
VITAL SIGNS: Blood pressure 132/63, pulse 65, temperature 97.0. Respiratory rate 18. Weight 101 pounds.

HEENT: Sclerae clear. Nares patent. Moist oral mucosa.

NECK: Supple.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

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

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

MUSCULOSKELETAL: She was seated on the edge of her bed, moves arms in a normal range of motion, has good neck and truncal stability. Bilateral lower extremities, she has trace edema on the left and Unna boot wrapping on the right and it would appear that the edema is resolved.
NEURO: She is oriented x 2, has to reference for date and time. She has some word-finding difficulties, so it takes her a bit when she wants to talk to gather her thoughts and then put it out, but content is coherent. Her affect is congruent to the situation. The patient has determination in the way she expresses wanting to continue walking with a walker and has the wheelchair set aside.
ASSESSMENT & PLAN:
1. Gait instability. Receives physical therapy x 2 weekly and is doing quite well. Her primary mode of getting around now is walker use and up until starting therapy it was wheelchair use, so she has made a lot of stride and told her that she is really doing well and to continue with therapy.
2. Hypertension. Review of BPs indicates good control and heart rate WNL as well. No change in medications.
3. Lower extremity edema. This is on the right side that she receives Unna boots and they are changed q.3 days, which she is aware of.
4. Gait instability. This is much improved with PT, which she continues to do and enjoys and primary mode of transport is now the walker; when she got here and prior to PT, it was a wheelchair.
CPT 99350
Linda Lucio, M.D.
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