


PROGRESS NOTE

RE: Paula Russell

DOB: 07/16/1933

DOS: 03/30/2023

HarborChase AL
CC: Medication review with POA.

HPI: An 89-year-old whose POA niece Jennifer Veil requested to speak with me she was accompanied by her husband. They had a copy of her MAR and wanted to review medications. There were some medications that they were not familiar with assuming they had been added when she was either in the hospital or SNF. They were eager to hear what the role of Remeron is and after explaining I alleviated their concerns about the medication by offering that we would hold it for two weeks to see how she does without it and if she sleeps and eats at an acceptable level or comparable to what she is doing now then we would discontinue the medication. The patient also has a history of chronic back pain and right lower extremity pain for which in the past Salonpas patches have been effective that is not on her current med list and I was agreeable to add it. Review of other meds she is on Flonase again that was the medication added. She does not have a history of allergic rhinitis so we will discontinue that medication. Overall she is adjusting to the facility. She does require a fair amount of assist and is able to ask for help. She is alert, engaging with other residents. Recently she has appeared more with it so to speak then when she first got here where she wanted to simply stay in bed and have everything brought to her or done for her. I reviewed with them what is required on her part to remain in AL.

DIAGNOSES: Dementia, COPD, HTN, GERD, chronic pain, CKD, generalized weakness, and constipation.

MEDICATIONS: Norvasc 5 mg h.s, atenolol 50 mg q.d., hydralazine 25 mg t.i.d, omeprazole 20 mg q.d., tramadol 50 mg b.i.d., Tylenol Arthritis 650 mg ER b.i.d. alternating with tramadol, gabapentin 100 mg t.i.d., Pro-Stat 30 cc q.d., Salonpas patch to low back and right calf apply in a.m. and off at h.s. gabapentin 100 mg t.i.d., and Tylenol Arthritis 650 mg ER b.i.d.

ALLERGIES: Sulfa.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Frail elderly female, alert and participate in conversation.

MUSCULOSKELETAL: Generalized sarcopenia. She has a slight lean in the wheelchair, does not propel it. She has no LEE.

NEUROLOGIC: She makes eye contact. She is significantly HOH so that interferes with communication. She is able to voice her needs.

SKIN: Warm, dry and intact. Decreased integrity.

ASSESSMENT & PLAN:
1. Medication review. Remeron is on hold two weeks. We will monitor how she does without it and if there are no issues we will discontinue the medication.

2. Chronic pain. Salonpas added for low back and right calf pain.

3. Medication review. I have discontinued six medications a few of them repetition of other medications.

4. Question of B12 deficiency. She is on IM B12. Family seems surprised that she was still on it so we do a level and if I needed then we will discontinue the q. month injections.
CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

