


PROGRESS NOTE
RE: Mary Beth Filson
DOB: 10/26/1934
DOS: 09/13/2024
Radiance AL
CC: Assume care.
HPI: An 89-year-old female in residence since 02/06/2023, is seen today in her room. She is alert, dressed in street cloths, but lying on bed reading. She was very cooperative with being seen. The patient was able to give fair amount of information and then after I had seen her, her daughter/POA Leslie Chatham came to facility so I was able to get further information from her. I also let her know what adjustments I had made in her medications dosing schedule and she was in agreement with everything that I had written for with the exception of discontinuation of Bactrim. It turns out that the patient has a history of UTIs is being seen by urogynecologist at Integris and he prescribed Bactrim DS on an initial visit a couple of months ago. Followup is scheduled within the next month so will keep that in place.
DIAGNOSES: The patient’s problem list disordered sleep pattern, hyperlipidemia, chronic seasonal allergies, anxiety disorder, depression, recurrent UTIs, asthma/allergy type symptoms, OAB and wet macular degeneration.
MEDICATIONS: Albuterol MDI two puffs q.4h. p.r.n. order to keep in room and self administer, Fosamax 70 mg q.a.m., artificial tears changed to OU b.i.d., Lipitor 40 mg q.d. and will discontinue order when current supply out, BuSpar 5 mg b.i.d., Zyrtec decreased to 5 mg q.d. CranCap 500 mg q.d., Fenofibric cap 45 mg q.d., FeSO4 q.d., Flonase nasal spray q.d., Juice Plus+ as directed, Singulair 10 mg h.s., Myrbetriq 25 mg q.d., omeprazole 40 mg q.d., PEG solution q.d. p.r.n. constipation, PreserVision one tab b.i.d., saline nasal spray per nostril b.i.d., and trazodone 200 mg h.s.
SURGICAL HISTORY: Tonsillectomy, mastectomy secondary to breast cancer and she received RTX and completed five years of tamoxifen, left knee replacement, and right rotator cuff repair.
ALLERGIES: ROCEPHIN and PERCOCET.
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SOCIAL HISTORY: The patient is widowed. She has two children daughter Leslie is her POA. The patient worked as a schoolteacher and then 31 years worked at Chance to Change. Nonsmoker, nondrinker, identifies as in recovery though daughter states that she never really had a drinking problem, but her husband did.

CODE STATUS: DNR.
DIET: Regular NCS.
REVIEW OF SYSTEMS:

CONSTITUTIONAL: She is at her baseline weight.
HEENT: She wears reading glasses. Does not have hearing aids. Native dentition in fair repair.
CARDIAC: No chest pain or palpitations. BP adequately controlled.
RESPIRATORY: Chronic seasonal allergies. Staff states that she presents with constant something at the back of her throat. Nasal drainage. Cannot expectorate. She did not bring any of that up today in conversation.

GI: Good appetite. No difficulty chewing or swallowing. States that she was continent of bowel and no history of constipation. Daughter alludes that there is a problem with continents not always able to get to the toilet on time.

GU: She has a history of UTIs. She is currently being followed by an urogynecologist at Integris who has prescribed Bactrim one tab daily so that will continue in place and she has followup with her daughter scheduled in the next six weeks or so.
MUSCULOSKELETAL: She has a walker that she uses for short distance primarily in room in a wheelchair that she can propel outside of room and she had a fall on 08/20/2024, without injury prior to that, she had a fall in January.

PSYCHIATRIC: The patient had been following the psychiatrist and was on Seroquel has been weaned off of that and daughter hopes that she does not have to restart it at any time.
PHYSICAL EXAMINATION:
GENERAL: The patient was alert and cooperative.
VITAL SIGNS: Blood pressure 139/71, pulse 82, temperature 97.1, respiratory rate 18, and 201 pounds.
HEENT: Short groomed hair. EOMI. PERLA. Anicteric sclera. Glasses in place. Nares patent. Moist oral mucosa. Native dentition in good repair.
NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub or gallop. PMI was nondisplaced.

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

ABDOMEN: Slightly protuberant. Nontender. Bowel sounds present. No masses or distention.
Mary Beth Filson

Page 3
SKIN: Warm, dry, and intact with good turgor.
MUSCULOSKELETAL: She has fair muscle mass and motor strength. She remained in a lying position while I was there. No lower extremity edema. Intact radial pulses. Moved her arms in a normal range of motion.

PSYCHIATRIC: She appeared in good spirits. Made eye contact and able to express what was going on with her.
NEURO: CN II through XII grossly intact. I contact oriented x2 has to reference for specific date. Speech clear. Sense of humor that did have noted short and long-term memory deficits intermittently seen and she is cooperative.
ASSESSMENT & PLAN:
1. Chronic seasonal allergies I am decreasing Zyrtec 5 mg q.d., the Albuterol MDI will be given to her keeping room and self administer as needed and she is familiar with how to do so and mucus relief is changed to one tab b.i.d. 400 mg q.d.
2. Insomnia. Holding trazodone and will start temazepam 15 mg h.s. around 9:30 p.m. and hydroxyzine 25 mg to be given between 8 to 9 to help relaxation start as the patient focuses on her fear that she would not be able to sleep and hydroxyzine will also be used for premed before showers as the patient has been resistant.
3. History of UTIs. We will continue with the Bactrim DS and I am told her followup visit to determine continued use.
CPT 99345 and direct POA contact 60 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

