


PROGRESS NOTE
RE: Claudia Couch
DOB: 

DOS: 06/20/2024
HarborChase AL
CC: ER followup.
HPI: A 101-year-old female seen in room today. The patient was seen at Norman Regional ER on 06/20/2024, for a fall and hitting her head. The patient was in her bedroom seated on bedside chair and she was bending over to put her shoes on, became lightheaded, fainted and hit the bedroom floor, which is also carpeted. The patient’s POA requested the ER visit as well as the fact that facility was going to send her due to use of Plavix and age. After evaluation in the ER, she was discharged back to facility with discharge diagnosis of closed head injury. No change in medications and recommendation to follow up with PCP who is me. The patient was seated quietly. She was alert, remembered who I was and in asking her about her fall, was able to give me information. She denied headache, change in vision and just states that the fall happened because she did not have the walker close enough to her and was too stubborn to call staff for assist. Her grandson/POA Joe Cooper entered the room as I was coming in and he had issues unrelated to the fall and ER visit that he wanted addressed. He asked about when my last full assessment of the patient was and I asked him specifically what he wanted to know and it relates to the fact that there has been an increase in her level of care charges and he does not agree with that. I told him that that was not my arena and he needed to address that with the executive director. He states that he tried to, but it did not go successfully, specifically there was no reduction in the charge. POA continued to want to make my visit about the financial issues and for me to dictate a note on the patient’s behalf citing that there has been no change in her level of care and thus should not have increased charges reflecting an increase in her level of care. I told him that she does require more assist with mobility i.e. assist going from sit to stand and often now going from standing to sitting. The fall that she had is a reflection of increased need and the patient also acknowledges that. After listening to him go on for about 15 minutes, I told him I needed to finish the purpose in my visit with her and his concerns need to be addressed elsewhere that that was not my responsibility. He was not happy with that and I just needed to refocus on the patient.
DIAGNOSES: Increased gait instability requires a walker, paroxysmal atrial fibrillation, HTN, CAD, HLD, hypothyroid, depression and MCI specifically vascular cognitive impairment.
Claudia Couch

Page 2

MEDICATIONS: Tylenol 325 mg two tablets q.8h. routine, Norvasc 5 mg q. 7 p.m., Coreg 12.5 mg 11 a.m. and 7 p.m., Plavix q.d., CoQ10 q.d., Lexapro 10 mg q.d., levothyroxine 100 mcg q.d., losartan 50 mg 11 a.m. and 9 p.m., Mag-Ox q.h.s., Ranexa 500 mg b.i.d., Refresh Tears OU b.i.d., torsemide 20 mg MWF, MVI q.d., and D3 400 units q.d.
ALLERGIES: Multiple, see chart.
DIET: Regular.

CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient is seated on her couch. She is alert, pleasant and engaging in visit with her.
VITAL SIGNS: Blood pressure 114/70, pulse 82, temperature 98.0, respiratory rate 17, and weight not available.
HEENT: Her hair is short and groomed. Glasses in place. Sclera clear. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

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

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: She has decreased muscle mass and motor strength going from sit to stand and vice versa requires the use of her walker for support and at times has required staff assist as well; once she is able to ambulate safely using her walker, she goes at a slow, but a steady pace. Moves arms in a normal range of motion. She has generalized decrease in overall muscle mass and motor strength.
SKIN: Warm, dry, and intact with good turgor. No abrasions noted.
ASSESSMENT & PLAN:
1. Fall with injury and ER visit, returned after evaluation. No changes in medications are recommended. Activity, the patient again encouraged to use her call light for assist rather than trying to get up or sit back down on her own, which has become an increasing problem that the patient acknowledges.
2. Paroxysmal AFib/HTN. BP and heart rate are monitored and are low end of normal, but still within a normal range. No change in current medications. The patient was recently seen by her cardiologist Dr. Villano who has followed her for many years and is the prescriber of her cardiac medications, they were reviewed per the patient and he has made no changes and so they will continue as above.
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3. General care. The patient is due for annual labs, so CMP, CBC and TSH are ordered and will be reviewed with the patient when available.
4. Social. I listened to her grandson at length go on about the increase in her care based on what is staff perceived as increase in her care needs, which he does not agree with and was petitioning me on the patient’s behalf to downgrade her level of care need and thus the charges would be downgraded. I told him that was not going to be done that her level of care need is assessed and not by me, but by other staff and based on that, charges are adjusted accordingly and that I have nothing to do with that. He continued to take issue with that and with me for not siding with him and finally I just ended the visit.
CPT 99345 and direct POA contact 45 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

