


PROGRESS NOTE

RE: Mary Lou Wyatt
DOB: 11/25/1942
DOS: 12/09/2024
Jefferson’s Garden
CC: ER followup.
HPI: An 82-year-old female seen in room. The patient had an ER visit to INTEGRIS on 11/24. She went because of increased cough and congestion and just generally not feeling well. Diagnostic workup included a chest CT and it found in her right upper lobe a cavitating lesion. From there, she has been set up for a followup appointment with INTEGRIS Oncology on Memorial and MacArthur, which is their Proton Therapy Center and I guess it will be discussion about what is suspected to be present in her lung and treatment options. She seems calm and collected, which I am glad for and I told her that she has a right to collect information and then she gets to make a decision she feels comfortable with. The patient is also being seen by the Neuropathy Clinic. She was referred there by Dr. Tim Puckett, orthopedist at OU who has followed the patient in the past. He has an appointment scheduled that she was seen previously and came back and stated that she was to have a Doppler study of both of her legs that was done and then when the results were ______ DVT and she went back, it was a Doppler ultrasound of her heart that they wanted and it was due to her lower extremity edema the left leg greater in the right leg. She then shows me her left leg, she had a fall that she stated was really bad; it was outside of the room, she landed on her left knee, there is a lot of bruising residual, remains like a dark purple color on the front of her knee as well as the posterior knee and lower thigh area. She stated that the pain has started to decrease.
DIAGNOSES: Right upper lobe cavitating lung mass, diabetic peripheral neuropathy, history of DM II, chronic seasonal allergies, HTN, atrial fibrillation, hyperlipidemia, chronic neck and low back pain and bilateral OA of knees.
MEDICATIONS: Unchanged from 11/11 note.
ALLERGIES: SULFA, TYLENOL and LATEX.
DIET: Regular.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed and active.
VITAL SIGNS: Blood pressure 145/75, pulse 69, temperature 97.1, respirations 16, O2 saturation 92% and weight 167.2 pounds.

HEENT: EOMI. PERLA. Anicteric sclerae. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: She has a regular rate and rhythm. No murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. Lung fields relatively clear. There is a wheezing noted right mid to upper lobe. No cough.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

NEURO: She is alert. Makes eye contact. Speech is clear. She is very active and kind of all over the place about trying to get me information. She does not seem upset, knows she has appointments and she basically can go to and find out what is going on and then do what she needs to be done, which I am glad that she is not focusing on the negative. Orientation is x3.

ASSESSMENT & PLAN:
1. Right upper lobe mass. Scheduled to see oncologist through INTEGRIS on 12/11.
2. Bilateral lower extremity peripheral neuropathy. She will decide on followup with the Neuropathy Clinic. They still want a cardiac echo done, so whether she does that through her cardiologist or wants me to set it up we did not really deal with that today.
3. General care. She denies any pain. Her appetite is good and she is sleeping through the night at this time, there is no change in her baseline needs.
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Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

