


PROGRESS NOTE

RE: Mary Lou Wyatt
DOB: 11/25/1942

DOS: 07/09/2024
Jefferson’s Garden

CC: Followup on neck and back pain.

HPI: An 81-year-old seen an apartment she shares with her husband. She sounded nasally and congested once I came into the apartment. I asked her how she was feeling and she said that she was fine and then just that it is the same congestion that she has. She denies fevers or chills. No SOB. She remains active. I have seen her going about the facility all day yesterday and then thus far today. She also walks their dogs a couple of times a day and her husband gets the other two times. The patient had bilateral knee injections secondary to severe OA of both knees. She states that it has only been a week but she thinks that it has helped. She is getting around at her brisk pace but does not seem in pain. She also has a history of cervical stenosis was to have been set up with pain management physician for injection of her C-spine that has not occurred but the patient would like it to take place given her discomfort. She is followed by Dr. Tim Puckett OUMC for ortho in general and she would like him to make the referral.

DIAGNOSES: HTN, Afib, HLD, chronic neck pain, low back pain, status post ESI, and bilateral OA of knees.

MEDICATIONS: ASA 81 mg q.d., Lipitor 40 mg q.d., Azelastine nasal spray 9 a.m. and 9 p.m., Os-Cal q.d., diltiazem ER 120 mg q.d., Eliquis 5 mg b.i.d., Pepcid 20 mg a.m. and h.s., losartan 50 mg q.d., PreserVision one tablet q.d., tizanidine 4 mg one tablet b.i.d., vitamin C 1000 mg q.d., and zinc q.d.

ALLERGIES: SULFA, TYLENOL, and LATEX.
CODE STATUS: DNR.

DIET: NAS regular diet.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert and able to give information.
VITAL SIGNS: Blood pressure 147/74, pulse 75, temperature 97.6, respirations 16, and weight 146 pounds.

HEENT: She has short hair that is styled. Both eyes she has mild injection without any runniness. Nares are patent, but she sounds congested when she speaks. She has slightly dry oral mucosa.

NECK: Supple and clear carotids.

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

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

SKIN: Warm, dry, and intact with good turgor.

NEURO: Alert and oriented x2-3. Speech is clear, can give information and ask appropriate questions. At times, husband will criticize her and instead of recoiling she now stands up for herself in a very reasonable manner.

ASSESSMENT & PLAN:
1. C-spine degenerative disease. She is going to follow up with Dr. Tim Puckett to get the pain management physician for ESI to her neck.

2. Status post injection of lower back. The patient believes that it has helped so she continues to do some of the exercises she was given.

3. History of DM II. The patient has not been on diabetic medication for greater than six months. Her last A1c was on 04/19/2024 at 6.4, which is normal limits. We will not do further testing.

CPT 99350 and direct POA contact her husband questions and adding to what she would say 20 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

