


PROGRESS NOTE

RE: Shirley Davis
DOB: 07/10/1933
DOS: 05/22/2023
Rivermont MC
CC: Fall followup.

HPI: An 89-year-old seen in the day room that was after lunch and patients were resting before the next activity. The patient was in her wheelchair, seated around a table. She was quiet. When I approached her, she made limited eye contact, appearing guarded and seemed to relax as time went on. Over the weekend, the patient had a roll out of bed and I was able to see the corner of her left eye bruising that occurred. The patient was quiet, less talkative, notably so than when I had seen her previously. I asked her a couple of basic questions and she gave a yes/no answer with limited eye contact. With more specific questions, it was clear that she did not have the memory or recall. Staff states that she needs more ADL assist. The patient is followed by Inhabit, received PT and it has been discontinued as the patient reached maximal goal. She remains in her wheelchair and needs transfer assist help, but is now able to weight bear more safely and pivot. She also has annual labs drawn that we will review today. 
DIAGNOSES: Unspecified dementia with progression, HTN, history of UTIs with progression of urinary incontinence, and depression.

MEDICATIONS: MVI q.d., citalopram 10 mg q.d. – we will increase to 20 mg q.d. given current symptoms, Toprol 75 mg q.d., PreserVision q.d. and trimethoprim 100 mg h.s. for UTI prophylaxis.

ALLERGIES: HCTZ, MACROBID, PCN and LISINOPRIL.

CODE STATUS: DNR.

DIET: Regular with thin liquid.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly, a little guarded initially which disappeared as she relaxed. 

VITAL SIGNS: Blood pressure 158/61, pulse 65, temperature 97.2, respirations 16, and weight 114 pounds.

RESPIRATORY: She did not cooperate with deep inspiration instructions, but her lung fields were clear without cough and symmetric excursion.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

NEURO: She makes brief eye contact. She is quiet, notable decrease in talking and when she does, it is soft-spoken and just a word or two. Limited ability to give information. She can be prompted and cued and will follow direction with repeat instruction. 
SKIN: Warm, dry and for the most part intact. There is some flaking on her lower legs.

ASSESSMENT & PLAN:
1. Fall followup. The patient does not recall what happened. Minor injury with bruising at the corner of her left eye. The conjunctivae are clear. So there is really nothing that needs to be done. 
2. Baseline lab review. CBC and CMP WNL. Screening TSH WNL at 3.48. 
3. Depression. I am going to increase citalopram to 20 mg q.d. and see if that helps with kind of that bit of withdrawing that she is doing.

4. Unspecified dementia. There is progression noted. She requires assist in 5/6 ADLs now. She speaks less frequently, increasing urinary incontinence and no longer propels the manual wheelchair that she is in. I am increasing citalopram to 20 mg q.d. in the hopes that that may help with increased animation and activity involvement. 
CPT 99350
Linda Lucio, M.D.
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