MICHIANA INT. MEDICINE, PC

625 E. BRISTOL ST., #B

ELKHART, IN 46514-1365


PROGRESS NOTE
Patient Name: Ruth Alexander
Date of Birth: 06/08/1924
Date of Visit: 01/17/2013
This is an 88-year-old female who is here for hospital discharge followup. The patient was admitted and discharged by me after she suffered from brain concussion. The patient also has COPD. She is currently accompanied by her daughter who is visiting her from Chicago. The patient states that her main complaint is back pain. The patient is suffering from severe back pain. Her respiratory status is stable. Denies significant shortness of breath or cough.

PAST MEDICAL HISTORY: The patient has known history of COPD. She also has CHF and depression.

ALLERGIES: No known drug allergies.

MEDICATIONS: Listed in the chart and reviewed by me.

PHYSICAL EXAMINATION: General: At that time of exam, the patient is sitting in a chair quietly. She looks somewhat uncomfortable. Vital Signs: Temperature is 97.0. Pulse 69. Respiration 16. Blood pressure 169/82. Pulse oximetry is 94% on room air. Lungs: Decreased breath sound bilaterally. No wheezes or rhonchi. Heart: S1 and S2 positive. Heart sounds are regular. Abdomen: Soft and nontender. Back exam reveals there is no swelling or redness. Extremities: Shows pedal edema.

ASSESSMENT & PLAN:
1. Low back pain status post fall. Refilled Norco 10/325 mg one tablet q.4h. p.r.n. Refer the patient for physical therapy should the pain persist she may be a good candidate for horizontal therapy and I gave her a brochure to read about it.

2. COPD is stable. Continue current management.
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