


PROGRESS NOTE

RE: Catherine Rylands

DOB: 03/23/1965

DOS: 11/05/2025
Tuscany Village

CC: Lab review.

HPI: A 60-year-old female who had baseline labs drawn that were reviewed with her today. The patient was propelling herself around in her manual wheelchair. She was alert and engaging.

DIAGNOSES: Unchanged from initial note.

MEDICATIONS: Advair Diskus 115/21 mcg two puffs b.i.d., albuterol HFA two puffs q.4h. p.r.n., Biofreeze Gel apply to affected areas b.i.d., Zyrtec 10 mg q.d., Depakote 250 mg one tablet b.i.d., Lamictal 25 mg two tablets q.d., ketoconazole cream to affected areas of the feet twice daily, lubricating eye drops two drops OU b.i.d., meloxicam 7.5 mg q.d., olanzapine 5 mg one tablet h.s., oxybutynin 5 mg one tablet q.d., Pepcid 20 mg b.i.d., pindolol 5 mg q.d., MiraLax p.r.n., sodium chloride tablets 1 g two tablets t.i.d., tizanidine 2 mg one tablet t.i.d., Effexor 75 mg q.d., and Vraylar 4.5 mg q.d.

PHYSICAL EXAMINATION:

GENERAL: Obese female seated in her wheelchair that she propels around without difficulty.
VITAL SIGNS: Blood pressure 132/79, pulse 68, respirations 18, O2 saturation 96%, temperature 97.6, and weight 215.6 pounds.

HEENT: She has full-thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD. Upper partial and native dentition on the bottom.

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

RESPIRATORY: Normal effort and rate. Lung fields relatively clear. Decreased bibasilar breath sounds secondary to effort. No cough.

ABDOMEN: Obese, nontender. Bowel sounds present. No masses.
GU: The patient has urinary incontinence and states that she generally has redness in the peri-area.
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MUSCULOSKELETAL: Intact radial pulses. +2 lower extremity edema on the left and +2-3 on the right leg.

SKIN: Warm, dry, and intact with fair turgor. Exam of her pannus, there was a foul odor consistent with cutaneous candida. The area involved was small. Skin was pink and nontender to palpation. No excessive warmth.
ASSESSMENT & PLAN:

1. Anemia H&H are 9.6 and 31.7 with MCV and MCH low at 74.8 and 22.6 consistent with iron-deficiency anemia. I told the patient that we could start her on iron and she stated that she had been on iron before and was found it became toxic in her system that whatever the dose was, was too much and she could not tell me whatever that would be, but it was in pill form. We will look and see if I can find anything in any previous paperwork that we received from her, but today I have not, so we will just leave it as is.

2. Thrombocytosis. Platelet count is 542,000.

3. Elevated WBC count; it is 12.2. The patient denies that she takes any steroid, denies dysuria and no cough that is different from her norm.

4. Hypoproteinemia. T-protein is 5.8, albumin WNL at 3.7; we will order Pro-Stat 30 mL p.o. q.d. and remainder of CMP WNL.

5. Screening TSH WNL at 1.19.

6. A1c, which is 6.0, WNL. The patient is not now nor has she been on diabetic medication, but stated that she was diabetic and had it listed in her records; we requested to have that removed from her diagnoses that she is not diabetic.
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