


PROGRESS NOTE
RE: Marilyn Herring
DOB: 11/11/1943
DOS: 08/14/2024
Rivendell AL
CC: Post hospitalization readmit note.
HPI: An 80-year-old female hospitalized at Integris SW MC 07/27/2024 to 07/31/2024 with COVID. Since readmission to the facility, she has been quiet and a bit low key. She will stay in her room on occasion for meals and if she is to leave her room, she now requires transport as she is not strong enough to propel her manual wheelchair. She is also requiring more assist for general ADLs. The patient is able to use her call light when assist is needed. When I saw her tonight, she is generally very verbal and wants to interact and chitchat. I had to kind of gently get her back on focus so that we could finish our visit. She states that she is sleeping okay. Her lower extremity edema has remained improved since hospitalization. She thinks being in bed for that many days with her legs elevated was a good thing. So she is trying to elevate them as well as just keeping support socks on. She has continued to have a cough. She states that she just feels like she has got a bunch of thick stuff at the back of her throat and she is able to bring it up and she states that it is thick, white or clear and the coughing spells will just come on randomly. I told her that we could try a course of steroids to help decrease it and that it would not be a prolonged course which she was concerned about and she is agreeable to trying it. We also looked at her diuretic and/or adjusting what med is to be given. During the hospitalization, they had problems with the patient being hyponatremic and hypokalemic.
DIAGNOSES: Atrial fibrillation, CHF, bilateral knee pain secondary to severe OA, hypothyroid, chronic seasonal allergies, GERD, electrolyte abnormalities and persistent cough with congestion.
MEDICATIONS: Tylenol 650 mg ER h.s. and q.8h. p.r.n., allopurinol 100 mg q.d., amiodarone 200 mg q.d., Plavix q.d., digoxin 125 mcg q.d., probiotic q.d., levothyroxine 88 mcg q.d., melatonin 10 mg h.s., methocarbamol 500 mg one tab b.i.d., MVI q.d., Protonix 40 mg q.d., MiraLax p.r.n., KCl 10 mEq q.d., spironolactone 50 mg q.d., torsemide 20 mg t.i.d., and tramadol 50 mg b.i.d.
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ALLERGIES: SPIRONOLACTONE.
CODE STATUS: Full code.
DIET: NAS.
PHYSICAL EXAMINATION:
GENERAL: Frail, chronically ill appearing female who was alert and interactive.
VITAL SIGNS: Blood pressure 118/80, pulse 70, temperature 97.1, respiratory rate 18, O2 sat 99%, and weight 142.6 pounds.
RESPIRATORY: Bilateral lung fields are clear. No cough. Symmetric excursion at a normal respiratory rate, but she did have intermittent cough with expectorant of a viscous clear sputum. No nasal drainage.
CARDIAC: Irregular rhythm at a regular rate. No rub or gallop noted.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Trace ankle edema, but legs have been in a dependent position all day.
NEUROLOGIC: Orientation x 2 to 3. Speech clear. Makes her needs known. Can give information and understands given information.
SKIN: She has purpura bilateral forearms just from bumping or pressure. She is on Eliquis.
ASSESSMENT & PLAN:
1. Electrolyte abnormalities in checking a CMP.

2. Prior anemia. CBC is ordered.

3. Lower extremity edema. Torsemide 20 mg is increased to 40 mg at 1 p.m. for three days and then one tablet at 1 p.m. ongoing.

4. Congestion with productive viscous sputum. Prednisone taper starting at 40 mg daily for three days and then over the course of 10 days will be done and I am also going to hold the dextromethorphan/guaifenesin.
CPT 99350
Linda Lucio, M.D.
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