


PROGRESS NOTE

RE: Sharron Roach

DOB: 03/28/1953

DOS: 08/19/2025
Tuscany Village LTC

CC: Initial contact.

HPI: This patient is a 72-year-old female in facility resident since 07/30/2025 who I am seeing for the first time. She was in route to go outside to smoke and was willing reluctantly to spend some time visiting with me. About two hours after the initial contact with her, I looked outdoors and she was still sitting out smoking. The patient seem to relax with time, was pleasant and cooperative to exam and gave what information she could recall.

DIAGNOSES: Type II diabetes mellitus, hypertensive heart disease with heart failure, hyperlipidemia, major depressive disorder, polyarthritis, opiate dependence uncomplicated, overactive bladder, dry eye syndrome, nicotine dependence uncomplicated, chronic pain management, and hypertension.

PAST SURGICAL HISTORY: Anal fistulotomy, appendectomy, breast biopsy, breast implant, lumbar epidural steroid injections, and thyroid biopsy.

ALLERGIES: INDERAL and INDOCIN
CODE STATUS: Full code.

DIET: Regular with thin liquid.

MEDICATIONS: Lipitor 40 mg h.s., Breo Ellipta one puff q.d., buprenorphine 8 mg one tablet q.8h., Prozac 50 mg q.d., gabapentin 600 mg 9 a.m., 1 p.m., and 6 p.m., metformin 500 mg p.o. with breakfast, nystatin powder topical to feet t.i.d., oxybutynin 5 mg 9 a.m., 1 p.m., and 6 p.m., and Protonix 40 mg q.a.m.

SOCIAL HISTORY: The patient is single. She has a 40 pack year smoking history and a history of ETOH use. POA is Sean Roach.

FAMILY HISTORY: Sister with breast cancer. Maternal aunt with ovarian cancer. Brother who died of an MI at 70. History of DM II, HTN, and heart failure in siblings.
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LAST HOSPITALIZATION: On 07/28/25, the patient presenting with abdominal pain was positive for a UTI treated with ceftriaxone. CMP was WNL, CBC elevated white count of 14.4 otherwise labs values were WNL. EKG showed no acute ischemic changes. 

PHYSICAL EXAMINATION:

GENERAL: The patient seated in her manual wheelchair. She was transported as she had difficulty transporting self. Focus was on getting outside to smoke. She made eye contact but was quiet. The patient seated in manual wheelchair. She was verbal but difficult to understand.
VITAL SIGNS: Blood pressure 120/72, temperature 97.2, respirations 17, O2 saturation 94%, and weight 184.3 pounds.

HEENT: She has long uncombed hair. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa edentulous.

NECK: Supple with clear carotid. No LAD.

CARDIOVASCULAR: She had regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breast sounds and few scattered wheezes. No cough and symmetric excursion.

ABDOMEN: Protuberant, nontender, and hypoactive bowel sounds were present. No distention or tenderness.

MUSCULOSKELETAL: The patient has a fairly good neck and truncal stability while seated in a manual wheelchair. She does not propel herself. She has some capacity to but would rather be transported. She moves arms. She has adequate grip strength to hold utensils or cup. He is right-hand dominant. She has weight bearing for transfers. She is not weightbearing for any distance. She has no lower extremity edema.

SKIN: Warm, dry, and intact with fair turgor.

NEURO: CN II through XII are grossly intact. She makes eye contact intermittently while speaking. Affect is initially guarded then seems to relax and smiles. Voice her need and appears to understand the basics of what is said to her. She is alert and orientation x2. She has to reference for date and time.

PSYCHIATRIC: Focus when I saw her was smoking and when she got to do that she seemed much happier and was cooperative.

ASSESSMENT & PLAN:

1. Initial patient visit. The patient just slowly warmed up and was cooperative is limited in information she can give and affect initially guarded and seem to relax as the interview went on.
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2. Pain management. The patient states that she has muscle pain all over and that previously she was given ibuprofen, which she stated worked good for her and she is not sure what happened but she is not receiving that anymore and would like to have it back. She cited both knees as the source of most pain. Most painful part of her joints. The patient request ibuprofen so ordering 800 mg one tablet p.o. b.i.d. p.r.n. The patient has GI protection with Protonix 40 mg q.d.

3. Hypertension review. Blood pressures show good control on current medications.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

