


PROGRESS NOTE
RE: Bonnie Mitchell
DOB: 12/26/1928
DOS: 05/15/2023
Jefferson’s Garden
CC: Followup on insomnia.
HPI: A 93-year-old seen in room, the patient is followed by Universal Home Health. She is also receiving PT and OT and therapist had just gone into the room prior to my seeing her. I was able to speak with him regarding how the patient is doing. He states that she is steady and upright walking with her walker. She uses it appropriately and he states she will keep walking the perimeter until he states that it is okay to stop. The patient has a baseline of advanced vascular dementia and she perseverates on the death of both her husband and her only child a daughter both within the last couple of years. Today, she particularly kept talking about it and could not be redirected away from it so I worked around her talking about that to do my exam. When she was last seen, the issue of insomnia came up this has been a chronic issue for her. She is reluctant to take any prescription medication for it so at last visit because she was having allergy symptoms, I gave her Benadryl 25 mg at bedtime it did make her drowsy and improved her allergy symptoms, but she still ended up only sleeping a very small amount per her report. Also, the patient recently had an episode of near choking on her dentures. She has a full set of dentures. She tells me day that the top plate fits tightly so she leaves it in the bottom plate is looser and she has been leaving that in as well. A few nights ago she went to bed and awoke feeling like she was choking and her bottom dentures had fallen to the back of her throat. She states that she started praying and then just bent over and hoping that they would fall out and stated that they did so it is unclear how far down they actually went. Then she was upset because she said that staff did not believe her when she told him she had swallowed them. She comes out for meals, requires assistance with both preparation for the day and then getting ready for bed at night and today has had no falls.
DIAGNOSES: Advanced vascular dementia, insomnia, depression, HTN, osteoporosis, GERD, hypothyroid, and chronic seasonal allergies.
MEDICATIONS: Amlodipine/benazepril 5/20 mg q.d., levothyroxine 125 mcg q.d., Flonase q.d., Os-Cal q.d., Benadryl 25 mg h.s., Protonix 40 mg q.d., PEG Powder q.d., Zoloft 25 mg q.d. increased to 50 mg q.d., Haldol increase a.m. dose to 0.5 mg and also same dose at 5 p.m., Singulair q.d., and tamoxifen 20 mg q.d.
ALLERGIES: KEFLEX, PSC and TETRACYCLINE.
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DIET: Regular.
CODE STATUS: Advanced directive indicating no heroic measures spoke with the patient to honor her expressed AD wishes physician certification of DNR is signed.
PHYSICAL EXAMINATION:
GENERAL: The patient seated in her rocker and alert verbal perseverating on family issues.
VITAL SIGNS: Blood pressure 158/88. Pulse 86. Temperature 98.2. Respirations 24. Weight 114.4 pounds.
CARDIAC: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung feels clear. No cough. Symmetric excursion.

NEURO: Orientation x 1-2 short attention span. Verbal difficult to redirect limited in information she could give.
PSYCHIATRIC: She appeared agitated and today. She was just little different than previous or she would be redirectable, but denied that she was upset.
ASSESSMENT & PLAN:
1. Depression. The perseveration I think benefit from an increase in Zoloft, which is 25 mg. She has been on that over a month. We will increase to 50 mg and followup in a few weeks.

2. Insomnia. Trazodone 25 mg h.s. We will monitor and if needed increased to 50 mg.
3. BPSD, increase a.m. Haldol to 0.25 mg and increase p.m. Haldol to 0.5 mg at 5 p.m.

CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

