


PROGRESS NOTE

RE: Barbara Russell
DOB: 02/13/1956
DOS: 12/19/2025
Windsor Hills
CC: Hospital readmit note.
HPI: A 69-year-old female who was admitted to Integris Baptist Medical Center on 12/10/25 and returns back to facility on 12/16/25. When the patient was sent to the hospital she had been followed by hospice. Her sister/POA requested she be sent to the hospital. Hospice was revoked and sister requested it not be restarted. The patient has a history of DM II. A1c was checked during hospitalization and it returns at 6.9 which is elevated. 
DIAGNOSES: DM II, primary progressive MS, chronic pain syndrome, hyperlipidemia, GERD, depression, anemia, OAB, unspecified dementia with unknown severity, no BPSD, and HTN.

MEDICATIONS: The patient’s medications are MiraLax q.d., FeSO4 one tablet b.i.d., omeprazole 20 mg q.d., Norco 5/325 mg one tablet q.8h., Beneprotein powder 1 g b.i.d., calcium carbonate 500 mg one b.i.d., Keppra 500 mg b.i.d., D3 1000 units b.i.d., KCl 20 mEq q.d., vitamin C 100 mg b.i.d., metformin 500 mg b.i.d. a.c., Paxil 20 mg one tablet h.s., B12 1000 mcg one tablet q.d., MVI q.d., Lipitor 20 mg h.s., Namenda 5 mg b.i.d., D3 2000 IUs q.d., Remeron 15 mg one-half tablet h.s., and gabapentin 100 mg q.i.d.

ALLERGIES: IBUPROFEN.
CODE STATUS: Full code.

DIET: Regular chopped meat bite-sized with thin liquid.

PHYSICAL EXAMINATION:
GENERAL: The patient was propped up in her bed. She was alert, smiled and looked very rested.

VITAL SIGNS: Blood pressure 134/76, pulse 60, temperature 97.9, respirations 16, O2 sat 96%, FSBS 170 and weight 122.1 pounds.

HEENT: Conjunctivae clear. Corrective lenses in place. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

Barbara Russell

Page 2

CARDIOVASCULAR: Regular rate and rhythm with a soft systolic ejection murmur. No rub or gallop noted.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. She moves her limbs. She has good grip strength for holding a cup or utensils. She can weight bear for transfers.

SKIN: The patient continues to have a wound on her coccyx. It continues to have a wound VAC placed and will be placed at bedtime and she has bilateral heal wounds. Her left heel has skin prep applied morning and bedtime and her right heel has a dressing placed and changed at h.s.
ASSESSMENT & PLAN:
1. Readmit post hospitalization. The patient was not eating or drinking prior to and leading up to her hospitalization at her sister’s request. We will monitor her p.o. intake of both food and fluid. Her weight 122.1 pounds currently, will be checked weekly. Prior to being hospitalized, her weight was 119.5, so she has gained 1.6 pounds in that week.
2. Wound care. Staff will continue to do wound care between visits by the wound care physician and that addresses the wound on her right heel and then continuous skin prep on her left heel. 
3. DM II. The patient’s last A1c was 09/09/25 at 5.3 on the current medications she is taking for DM II and we will order A1c for the beginning of the year.
4. Anemia. Also we will order a CBC to see where she stands.
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Linda Lucio, M.D.
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