


PROGRESS NOTE

RE: Phyllis Meal

DOB: 07/30/1952

DOS: 05/18/2023

Jefferson’s Garden
CC: Followup on PT.

HPI: A 70-year-old, when I went into her room PT was with her and she was standing at the kitchen counter weightbearing but holding on. She was able to do that through the time that I was talking to the therapist who states that she is doing quite well. She is self-transferring with assist and has been doing it by herself in the room though it is recommended that she call staff. She is propelling her manual wheelchair and with therapy is able to walk short distances using her walker.

DIAGNOSES: Chronic back pain with T12 compression fracture and bulging C-spine disc, dementia – unspecified with BPSD which has been decreased, DM II, HTN, insomnia, and depression.

MEDICATIONS: Tylenol 650 mg ER h.s., Norvasc 10 mg q.d., ASA 81 mg q.d., Os-Cal q.d., Aricept 10 mg h.s., Lexapro 20 mg q.d., gabapentin 300 mg b.i.d., levothyroxine 50 mcg q.d., losartan 25 mg q.d., melatonin 3 mg h.s., Myrbetriq 50 mg q.d., Protonix 40 mg q.d., Peg-pow q.d., KCl 10 mEq q.d., ropinirole 0.5 mg h.s., torsemide 20 mg q.d., trazodone 100 mg h.s. and TED hose on a.m. and off h.s.

ALLERGIES: STATIN, MACROBID and PCN.

DIET: Regular NAS.
HOME HEALTH: Golden Age.

CODE STATUS: Full code. She has an advance directive indicating no heroic measures.

PHYSICAL EXAMINATION:

GENERAL: The patient is seen in room with therapy present, standing, holding onto counter but was upright, smiled, and appeared comfortable.
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RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds, but lungs fields clear without cough and symmetric excursion.

CARDIAC: Regular rate and rhythm. No M, R, or G.

MUSCULOSKELETAL: Improved ability to stand and when seated is upright, so improved neck and truncal stability. She can propel her wheelchair. Does so slowly at short distance and with standby assist during therapy, is walking with her walker, but has also used her walker when visiting with daughter over the weekends and defers wheelchair use. She has trace LEE.

NEUROLOGIC: She makes eye contact. Soft spoken, just states a few words at a time. There appears to be some component of hearing deficit affecting communication. Any answers are one or two words and it is unclear how much of given information she understands.
ASSESSMENT & PLAN:
1. Unspecified dementia with BPSD. Her dementia progression appears stable and at a plateau at this time and BPSD has decreased. So no change in medications at this time.

2. Pain management. She is getting by with limited OTC medications and does not bring it up as an issue when asked.
3. Insomnia. She is sleeping much better through the night and does have occasional early awakening and will lie there and eventually fall back to sleep.

4. Chronic LEE. This has improved with change in medications. We will continue with diuretic and is due for BMP.

5. DM II. However, she is not on medication for same. We will do an A1c and see where she is at this point.

6. Social: I spoke with her daughter Deidre at length about all the above.

7. Advance care planning: Discussed the patient’s advance directive indicating no heroic measures but also her wishes that everything be done. So for now she will remain full code.
CPT 99350, direct POA contact 15 minutes, advance care planning 83.17
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

