


PROGRESS NOTE

RE: Carla Hayden

DOB: 08/03/1934

DOS: 02/05/2025
The Harrison AL

CC: Swollen ankle, puffy eyelid, and discolored urine.

HPI: A 90-year-old female seen in room she sitting comfortably on her couch watching TV knew who I was, pleasant and able to give information. I asked patient how she had been feeling and she stated that her eyes had been bothering her. She denied any itching, burning, or change in vision but stated that they felt kind of sore. She has had some tearing and states that she does have some gunk around her eyes in the morning. She does not wear contact lenses or eye makeup either. As to the urine I asked her how much water she drinks a day and she was sheepishly stated that she does not drink much water at all and after she thought about it that was probably the reason why her urine was dark. She denied any burning, pelvic pain, or blood in urine. It had just been going on in a few days.

DIAGNOSES: Dementia unspecified stable but advanced DM II, HTN, CHF, and HLD.

MEDICATIONS: Lasix 40 mg q.d., Lantus 27 units q.a.m., Lipitor 20 mg MWF, Eliquis 2.5 mg q.12, levothyroxine 75 mcg q.d., Toprol 50 mg q.d., MVI q.d., Ozempic 0.75 mL q.7 days, abdominal Protonix 40 mg q.d.

ALLERGIES: PCN, KEFLEX, CODEINE, DEMEROL, OXYCODONE, and CIPRO.

DIET: Low carb.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Pleasant older female seated on couch she knew who I was smiling and cooperative.
VITAL SIGNS: Blood pressure 111/59, pulse 79, temperature 97.0, respirations 16, and weight 144 pounds.

HEENT: Bilateral conjunctiva injected right eye greater than left in the medial aspect. The rims of the upper and lower lids on each eye are red and there is puffiness on the again right eye left just red. Nares patent. She has no nasal twang. Oropharynx normal color. No LAD.
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RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

CARDIAC: Regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced.

NEURO: She makes eye contact. Soft spoken just a few words at a time. Speech clear. She makes small talk occasionally ask questions and she appears to understand given information. She is appreciative thanking me for taking care of her. Affect congruent with situation and she tends to be easy going interacting easily with others.

MUSCULOSKELETAL: She is lean but adequate motor strength to ambulate independently. She does have a walker that she uses occasionally. Moves arms in a normal range of motion in bilateral lower extremities. She does have puffiness of the dorsum of her feet is trace but ankles are easily +1. There is no tenderness to palpation.

SKIN: Warm, dry, and intact with normal color. No redness or tenderness. No evidence of bruising.

ASSESSMENT & PLAN:

1. Bilateral conjunctivitis. Tobrex ointment 0.3% thin ribbon to both eyes t.i.d. x3 days then b.i.d. x5 days. Also clean eyes in the morning removing any matting.

2. Edema bilateral lids most likely secondary to conjunctivitis but there is some pinkness of both lids so having a thin film applied to each eyelid a.m. and h.s. x1 week.

3. Bilateral ankle puffiness some soft tissue but there is a +1 pitting edema of both ankles right greater than left. She will continue on her Lasix 40 mg q.a.m. I am checking to make sure that she is receiving that and then adding a 20 mg Lasix at 1 p.m. for two weeks and then I will followup and also adding KCl 10 mEq q.d.

4. General care. She is due for quarterly A1c so that is ordered along with a CMP.

CPT 99350

Linda Lucio, M.D.
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