


PROGRESS NOTE

RE: Carol Gremillion
DOB: 02/18/1940
DOS: 12/09/2024
Jefferson’s Garden AL
CC: Pain issue.
HPI: An 84-year-old female seen in room. She was sitting in her manual wheelchair that she propels with her feet, she uses it primarily in her room, a walker is used for ambulation outside of her room and she has had no falls to date. She tells me that she is having right ankle pain and had received her morning 50 mg of tramadol with no decrease in the pain. She denies falls or any other trauma to the area. She has increased the walking that she is doing with walker and thinks that may be part of it. She continues to sleep through the night. Appetite is good. Compliant with care. Her daughter who is a nurse was here earlier visiting bringing her things (the daughter tends to want to help to medicate her mother).
DIAGNOSES: MCI with clear progression and no behavioral issues, peripheral neuropathy, hypothyroid, HTN, HLD, polyarthritis, gait _______ uses walker outside of room and wheelchair in room.
MEDICATIONS: Unchanged from 11/12 note.
ALLERGIES: Multiple, see chart.
DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert in room and cooperative to being seen.
VITAL SIGNS: Blood pressure 134/83, pulse 67, temperature 98.3, respirations 17, O2 saturation 97% and BMI 26.

NEURO: She makes eye contact. She is soft-spoken, speaks slowly. Her speech can be clear; it is almost in a childlike voice. She can make her needs known. She understands given information and at times just seems reluctant to do the work of feeling better. Her affect is generally a bit timid.
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MUSCULOSKELETAL: She propels her manual wheelchair in room, uses a walker outside of room. She is steady and upright. She has no lower extremity edema. She does have thickness of both calves the right greater than the left, nontender to palpation. No redness or warmth. She has had no falls for some time now. Moves arms in a normal range of motion.

SKIN: Warm, dry and intact with good turgor. No bruising or breakdown noted.

CARDIAC: She has a regular rate and rhythm without murmur, rub or gallop.

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

ASSESSMENT & PLAN:
1. Pain management. Tramadol 50 mg t.i.d. is adjusted to 100 mg q.a.m. and we will see how she does than with the 50 and 50 afternoon and bedtime. I explained to her that the maximal amount of tramadol for her age is six 50 mg tablets or 300 mg daily.
2. Insomnia. Trazodone was increased to 100 mg h.s. 11/12 and she has been sleeping better with the increased dose and denied feeling drowsy the next day.
3. Hyperlipidemia. She is on Lipitor 40 mg h.s. I ordered a lipid profile in the hopes that we could then either decrease or discontinue the statin. The lab is not in her chart, so I am rewriting the order.
CPT 99350 and direct POA contact her daughter was here and had wanted to tell me what she thought was going on with her mother and that was 15 minutes.
Linda Lucio, M.D.
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