


PROGRESS NOTE
RE: Betty Birch
DOB: 08/18/1928
DOS: 07/07/2025
Rivermont AL
CC: Lab review.
HPI: A 96-year-old female; this is my second visit with her and we were reviewing baseline labs, which were ordered. The patient walks in to be seen using her walker. She was able to set it aside and then walk to the table without any difficulty. The patient is alert and pleasant. She was able to give information, had sense of humor and was able to voice her needs. The patient is undergoing physical therapy with Amedisys. She has two sessions per week. She was able to give me that information and states that it is too new to know how much of benefit it will be for her. She wants to be stronger in the use of her walker. When I asked the patient, if she was sleeping okay, she stated the only problem was the number of times that she had to get up to urinate. She is on Myrbetriq and I asked if that was of benefit, she stated that it used to be, but she has been on it so long that she thinks the benefit is worn off. I talked to her about trying another OAB medication and she is willing to do that. The patient is generally continent of bowel.
DIAGNOSES: Atrial fibrillation, chronic seasonal allergies, hypothyroid, GERD, OAB, depression, history of falls with injury and decrease in strength of gait stability.
MEDICATIONS: Unchanged from 06/06/2025 note and Amedisys for physical therapy times two weekly.
ALLERGIES: HYDROCODONE and NSAIDs.
DIET: Regular.
CODE STATUS: Advance directive indicating no heroic measures in chart. DNR form is completed to uphold those cited requests.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, pleasant and able to give information.
VITAL SIGNS: Blood pressure 116/71, pulse 78, temperature 98.2, respiratory rate 18, O2 sat 98% and weight 138.5 pounds; weight gain of 2.5 pounds in four weeks.
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HEENT: The patient has short gray hair that is combed. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple with clear carotids.
CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: She has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: The patient ambulates with a walker. She is steady and upright in a seated position. She has good neck and truncal stability. Moves arms in a normal range of motion and has +1 bilateral lower extremity edema right greater than left.

NEURO: Speech is clear. She can voice her needs. She is able to understand and answer most questions, will acknowledge when she does not recall something. Affect is congruent with situation. She makes eye contact when speaking.

SKIN: Warm, dry and intact with fair turgor. No bruising or abrasions noted.

ASSESSMENT & PLAN:

1. Bilateral lower extremity edema +1. Lasix 20 mg p.o. q.d. and given the low dose of diuretic KCl not indicated.
2. CBC review, values WNL.
3. Screening A1c. TSH is 5.9 indicating normal glycemic control.
4. Renal insufficiency. BUN and creatinine are 32 and 1.39. There are no baseline labs for comparison. I told her this indicates that she is not drinking enough water and that she needs to do so and stated that she would try to drink more water daily and I added the benefit may be not only normalization of BUN but also of creatinine.

5. Remaining CMP all values WNL.

6. Hypothyroid. Thyroid profile is reviewed. She is currently on levothyroxine 88 mcg q.d. with TSH suppressed at 0.06 and free T4 WNL at 1.04. I am changing levothyroxine dose to 50 mcg q.d. with TSH recheck in eight weeks.
7. Reviewed digoxin level. The patient is currently on 0.125 mg of digoxin q.d. with her level at 0.70, which is below 0.8, which is low end of normal target range. Review of the patient’s vitals for the past month indicates her heart rate is within normal range of 70 to 82. No needed change in dose.
CPT 99350 and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

