


PROGRESS NOTE

RE: Glenda Williams

DOB: 02/21/1953

DOS: 08/01/2024
The Harrison AL

CC: A 90-day note.

HPI: A 71-year-old female with chronic pain issues for which she takes routine opioids. The patient is observed out on the unit she is in the dining room with a group of women that she has become friends with here in the facility they have all meals together. She does activities and is in touch with her family her brother Dr. Louie Wall is her POA who comes and he checks on her brings her things and he is pleased with how she is doing. She was in her room in her street close watching television with her comforter very cozy in her room down to the low 60s it was freezing. She states that she sleeps good. Her appetite is too good. He is very social. She has occasional urinary leakage but for the most part is continent of both bowel and bladder. She has had no falls in room. She self transfers. She uses a wheelchair to get around and outside of her room her friends will transport her and I encourage her try doing some of it herself just to maintain some strength and conditioning.

DIAGNOSES: Chronic pain syndrome, depression, peripheral neuropathy, and GERD.

MEDICATIONS: MVI q.d., Celexa 20 mg q.d., docusate one t.i.d., gabapentin 300 mg t.i.d., omeprazole 40 mg q.d., MiraLax q.d., Flomax q.d., Risperdal 0.5 mg b.i.d., trazodone 150 mg h.s., Effexor 75 mg q.d., and oxycodone 20 mg q.4h routine.

ALLERGIES: NKDA.

CODE STATUS: Full code.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and makes eye contact. Speech is clear can give information. She can be very coy and sly about things that she wants to avoid by being very friendly. I have called her on that and she does not try with me. He has become more forthright in most of her interactions.
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VITAL SIGNS: Blood pressure 149/84, pulse 80, temperature 97.7, respirations 18, and weight 224 pounds, which is weight loss of 10 pounds since 05/02/2024.

MUSCULOSKELETAL: She is generally a self-transfer. She occasionally needs assistance and will call for it or has a friend with her who will assist. She has good neck and truncal stability in the manual wheelchair. Friends transport her around in it. I have encouraged her to start doing it more for herself for the physical activity, strength, and conditioning. She does have trace distal pretibial and ankle edema.

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

ABDOMEN: Slightly obese, nontender, and bowel sounds present.

RESPIRATORY: Clear lung fields. Normal effort. No cough and symmetric excursion.

ASSESSMENT & PLAN:

1. 90-day note. No significant events this past 90-days. Medical diagnoses or no medications have changed. Continues to be very social and her family are involved in her care but in the means of calling her and checking on her.

2. Chronic pain syndrome. I talked to her about sedation and constipation etc. She denies any sedation. She gets up in the morning gets herself dressed and gets about the day and when I am here she is about and active. Constipation is usually managed with MiraLax q.a.m. and t.i.d. docusate.

3. General care. The patient’s labs were 11/20/2023 and only an abnormality was platelet count higher than the 369 cut off it was 401K. She is not aware whether that has ever been an issue, which is followed.
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