


PROGRESS NOTE
RE: Wanda Bright
DOB: 01/22/1935
DOS: 12/04/2024
The Harrison AL
CC: Fall followup.
HPI: An 89-year-old female who has a walker that she used to use for ambulation, recently has ambulated in her room without the walker and it results in falls. Her first fall was, she states, the beginning of last week and she landed on her right side and has had some discomfort/pain on the rib cage area. Then, she fell on 12/02 and she was in the bathroom getting up to go to her bedroom and fell landing again on the right side and injuring the same rib cage area. She states now that it hurts to take a deep breath or to cough and that she cannot lie on that side due to the discomfort. She denies any musculoskeletal pain apart from the right rib cage area. She is sleeping good. Her appetite is good. She does go to the dining room. She is now sharing her apartment with an old boyfriend who she dated prior to coming here and it has done with the consent of the patient’s son/POA. The patient stays in her room apart from the occasional going to the dining room. I talked to her about trying activities like bingo etc., and she just smiled. I told her that I was going to try to have staff come and remind her of different activities and she said “that would be okay.”
DIAGNOSES: Moderate unspecified dementia, COPD, dysphagia, anxiety disorder, depression, peripheral neuropathy, hypertension, polyarthritis and gait instability and recently resulting in falls.
MEDICATIONS: Tylenol No.3 one tablet q.6h. routine, Biofreeze apply topically to affected area b.i.d., Breztri Aerosphere two puffs b.i.d., BuSpar 7.5 mg b.i.d., citalopram 20 mg q.d., gabapentin 300 mg b.i.d. and 600 mg h.s., lidocaine patch to affected areas on 12 off 12, lisinopril 5 mg q.d., meloxicam 15 mg q.d., Namenda 5 mg q.d., Robaxin 500 mg b.i.d., MiraLAX q.d., and Daliresp 500 mcg one tablet q.d., Ativan 0.25 mg one tablet b.i.d. and Senna one tablet q.d.
ALLERGIES: PCN and TETANUS.
DIET: Regular with protein drink q.d.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly in her living room by herself. She was receptive when I came in.
VITAL SIGNS: Blood pressure 108/58, pulse 77, temperature 96.1, respirations 17 and weight not available.

NEURO: She makes eye contact. Her speech is clear. Affect somewhat blunted, but animated as appropriate during conversation. I had specific questions to get information regarding the falls, how she landed and where she was having pain. Her companion was not present during this time.

HEENT: EOMI. PERLA. Slightly dry oral mucosa.

NECK: Supple. Clear carotids.

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

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

MUSCULOSKELETAL: The patient was able to go from sit to stand for exam and palpation of the right rib cage area elicited pain by palpation of the intercostal muscles and by touching tops of different ribs. Otherwise, moved arms in a normal range of motion. Remains weight-bearing and ambulates, but with a walker and no lower extremity edema. Right side rib pain elicited with palpation of intercostal muscles as well as of the ribs.
ASSESSMENT & PLAN:
1. Right side rib pain, status post two falls within a week landing on the same side. Chest x-ray ordered to rule out fracture and I told her that it would give information, but most likely the pain will just take time to recover from.
2. Pain management. Reminded the patient she has Tylenol No.3 that she can get for pain as needed, it is available every six hours and she is able to ask for what she needs.
3. General care. We will follow up after x-ray results and contact her son as needed.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
