


PROGRESS NOTE
RE: Phyllis Neal
DOB: 07/30/1952
DOS: 03/27/2023
Jefferson’s Garden
CC: Followup post return from SNF.
HPI: A 70-year-old who had been hospitalized for altered mental status, respiratory distress. The patient was on MS ER and the weaning off those medications began in the hospital were continued in SNF; she went to Bellevue and is now not on MS ER at all and is doing well. She is alert, makes eye contact. She is more verbal. She was seen initially in a wheelchair with staff transporting her back to her room. She was sitting upright, she recognized me and waved; just different overall in a very positive way. The patient made effort to tell me what it happened to the extent she could recall. There were clear deficits in her memory that she acknowledged. As to how she is doing, she feels much better in every arena with the exception of sleep; she is having difficulty with her sleep and with questioning she told me that her legs she has to keep moving them and she cannot sleep because of that, so clear symptoms of restless legs syndrome.
DIAGNOSES: Chronic back pain with T12 compression fracture and bulging disc of C-spine, depression, insomnia, DM II, HTN and dementia unspecified.
MEDICATIONS: Norvasc 10 mg q.d., ASA 81 mg q.d., Os-Cal q.d., Aricept 10 mg q.d., Lexapro 20 mg q.d., gabapentin 300 mg b.i.d., levothyroxine 50 mcg q.d., losartan 25 mg q.d., melatonin we will increase to 6 mg h.s., Myrbetriq 50 mg q.d., Protonix 40 mg q.d., PEG POW q.d., trazodone 50 mg h.s., and trospium 60 mg ER q.d.
ALLERGIES: STATIN, MACROBID, and PCN.
DIET: Regular NAS.
CODE STATUS: Full code.
HOME HEALTH: Golden Age.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert, engaged, just looks rested as well.
CARDIAC: Regular rate and rhythm without MRG.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough.

MUSCULOSKELETAL: She has good neck and truncal stability sitting in a manual wheelchair that she did not propel. No LEE. The patient has a walker that she pointed out that she walks with and staff report that she is walking up and down the halls using the walker and does not need to have ancillary support. The patient does bring up the issue of leg movement and that bothers her and keeps her awake at bedtime.
NEURO: She is alert. She is oriented x 2. Makes eye contact. Her speech is clear. She appears quite happy about how she is doing and wants people to know that and responds very nicely to compliments, which are deserved.
ASSESSMENT & PLAN:
1. Restless leg symptoms. Ropinirole 0.25 mg q.p.m. x2 days, then increase to 0.5 mg thereafter. I will evaluate in two weeks whether it needs to be further increased.
2. Social. I contacted her daughter/POA Deidra and went over my visit with her, things discussed and what things are going to be put into place. She was very appreciative, is just very happy about her mother no longer being on narcotic and did bring up her concerns about her depression; it seems now that she is more lucid and with it, the depression is breaking through more. I told her we are going to take things one step at a time; address her sleep, get that improved and continue with PT and so we will look at that as needed.
CPT 99350 and direct POA contact 20 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

