


PROGRESS NOTE
RE: Sharhonda Johnson
DOB: 10/03/1978
DOS: 06/09/2026
Tuscany Village
CC: 90-day note.
HPI: A 47-year-old female seen in her room. She has bariatric hospital bed, she was propped up in good spirits. She has table that runs across the middle of her bed and had all kinds of things that were stacked up on it. Many of those things were food items and she tell me she was trying to get rid of some things that she knows she needs to” lose some weight”. The patient is morbidly obese, but she is a very pleasant person. She is animated can hold a conversation and give information. She told me that she wants to just start taking better care of herself and she has told her husband not to bring her anymore cookies, chips etc. and that she is getting rid of what she does have left. Overall, she states she sleeps good through the night. Problems with chewing or swallowing. No dysuria or constipation. She can be toileted, but moving is very difficult for her. She is primarily bedbound so she wears an adult brief. She has had no falls or other acute medical issues in the past 60 days. The patient also is no longer having vaginal bleeding after a series of hormonal injections.
DIAGNOSES: Morbid obesity, ASCVD, anxiety disorder, fatty liver, and chronic fracture upper and right tibia, GERD, anemia, major depressive disorder, acute on chronic CHF with an AICD, and right foot drop.
MEDICATIONS: Atomoxetine HCl 60 mg one capsule q.d., Lipitor 80 mg h.s., baclofen 10 mg b.i.d., Zyrtec 10 mg q.d., clonidine 0.1 mg one tab q.d. per parameters, FeSO4 one tab q.d., Prozac 10 mg q.d., Flonase nasal spray two sprays q.a.m., Lasix 40 mg q.d., oxycodone 5 mg one q.6h., MiraLax q.d., KCl 10 mEq q.d., Entresto 49/51 mg one tab q.d., TUMS 750 mg one q.d. and vitamin C 500 mg one q.d.
ALLERGIES: NKDA.
DIET: Regular with thin liquid.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: Morbidly obese female who is bedbound awake. Makes eye contact. She is pleasant and alert.
VITAL SIGNS: Blood pressure 105/58, pulse 60, temperature 97.5, respiratory rate 18, oxygen saturation 96%. The patient is 5’6” and weight 522.9 pounds with BMI of 84.4.
HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. Hearing is intact.

CARDIOVASCULAR: She has a regular rate and rhythm without M, R, or G. PMI nondisplaced.

RESPIRATORY: She is not able to sit up so anterolateral lung fields are auscultated and they are relatively clear. No cough and no evidence of SOB.

ABDOMEN: Obese. Unable to hear bowel sounds or palpate for abnormalities.
MUSCULOSKELETAL: Intact radial pulses. Moves arms and legs. She is nonweightbearing due to the chronic fracture of the upper end of her right tibia.
ASSESSMENT & PLAN:
1. Morbid obesity. The patient’s current weight is significant weight. She verbalizes an attempt to change her diet and is cleaning out some of the things like cookies, donuts etc. We will see if that sticks. I encouraged her though not just quality of life, but living a little bit longer.
2. Pain management. We will manage with the current low dose oxycodone one q.6h. We will continue with as is she has Tylenol for breakthrough pain.
3. History of constipation. She states it is really actually become more soft stool and constipation is no longer an issue.
4. CHF/HTN. BPs are well-controlled along with heart rates. No evidence of chest pain or SOB.
5. Recurrent intrauterine bleeding. She went through hormonal therapy injectables. She actually did get to see a female gynecologist x2. There was a D&C that was done several months ago and that kind of led to what is now the cessation of bleeding.
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