


PROGRESS NOTE

RE: Martha Jones
DOB: 08/14/1946
DOS: 07/23/2025
The Harrison AL
CC: Lab review.

HPI: A 78-year-old female seen in apartment that she shares with her husband John. They have two dogs who are out and about the apartment which is disheveled. There really is limited space that you can walk without bumping into something. When I went in to see them both at about noon, the patient was in bed, but did come out into the living area and curled up in a chair.

DIAGNOSES: Chronic pain management, depression, hypertension, allergic rhinitis, Parkinson’s disease, GERD, orthostatic hypotension, anxiety disorder, history of chronic migraines has not occurred since admission, lumbosacral plexus disorders, history of falls, lumbar DDD, and polyneuropathy.

MEDICATIONS: Klonopin 2 mg h.s., Linzess 72 mcg one q.24h. p.r.n., Klonopin 0.5 mg at 8 a.m., 1 p.m. and 5 p.m., Robaxin one tablet p.o. with Klonopin h.s., Rytary capsule ER 48.75/195 mg three capsules 6 a.m., 10 a.m., 2 p.m., 6 p.m., and 10 p.m., and tizanidine 4 mg with each dose of routine Klonopin.

ALLERGIES: PCN and STATINS.

DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is bit disheveled went from bed to lay in the living room recliner. She acknowledged me, but was quiet and was attentive when her labs were reviewed.
VITAL SIGNS: Blood pressure 138/80, pulse 75, temperature 97.0, respirations 18, height 5’6” and weight 162 pounds.

HEENT: Her hair is just long and scraggly not sure when she last washed it. Conjunctivae clear. Nares patent. Moist oral mucosa.
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NECK: Supple.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Slightly distended and nontender. Bowel sounds present.

MUSCULOSKELETAL: She ambulates independently in her apartment. She has a walker for distance. I have not seen her outside of the apartment since moving in. No lower extremity edema and good grip strength upper extremities.

NEURO: CN II through XII grossly intact. She makes eye contact. Speech is clear. She can give information. Asked appropriate questions and today listened and was not giving orders for what narcotics she wanted today. Affect throughout the visit was sullen. 
ASSESSMENT & PLAN:
1. Chronic pain management. The current medications that she has had at least this past week, no changes and no request to increase or add so that was a milestone so to speak. 
2. Depression/anxiety. The patient will be seeing the psychiatrist that her husband John is seen and he feels that the psychiatrist has been of benefit for him and encourages her in a positive outlook for their initial meeting.
3. Insomnia. She told me when she came out into the living room that last night was the best night sleep she has had in a long time, so there was no change in her medications and hopefully that pattern will continue night after night. 
4. Polyneuropathy with gait instability. She has had no falls thus far and is walking around in the apartment in part because there is no way to maneuver a wheelchair or walker and I have encouraged both of them to get outside of the room and to just walk the halls for a little bit to get some exercise.
5. General care. The point has been made that I will prescribe the medication and pattern of ordering what medication and in what dosage I am to give it to her, the almost unlimited Klonopin, 300 mg of Elavil at h.s. which I told her I was not going to do and she is no longer giving orders. 
6. CBC review. All values WNL. There are some mild abnormalities in the differential.
7. Hyponatremia. Sodium is 131. The patient states that she does not use salt in her food and I told her that I could do a sodium capsule 1 g daily to start. She would like to try to start adding some salt into her diet to see if a followup BMP in eight weeks shows a normal sodium level then we are okay there. 
8. Elevated alkaline phosphatase 125. The patient relates having a recent ankle fracture prior to moving in and thinks that may be a factor I am not sure about that, but we will follow for now. 
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9. CKD. BUN is 25.9. So, I told her that she needed to drink a little more free water and creatinine is 2.12. The patient does not recall what previous creatinine has been. There is no information in her chart about previous labs. So for now, we will follow and do a repeat BMP in eight weeks.
10. Lipid profile. TCHOL is 237.3 with LDL elevated at 168 and HDL in target range at 49 and triglycerides also in target range at 104. The patient does not tolerate statins and they are listed as an allergy. So it becomes diet and exercise to manage her lipids.
11. Diet controlled DM II. A1c was ordered and returns at 5.9, so in good control and in the nondiabetic range. 
CPT 99350 and direct POA contact (spouse) 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
