


PROGRESS NOTE

RE: Sarah (Susie) Barnes

DOB: 02/06/1944

DOS: 07/14/2023

HarborChase AL

CC: Anxiety and stress.

HPI: A 79-year-old seen in apartment that she shares with her adult son David. I was following up on an increase of her Zoloft in June. The patient has been noted to come out for meals with her son. The two of them will sit outside enjoying the patio apart from that she is quiet and tends to keep to herself. I spoke with her daughter/POA Angela Ogle and Angela stated her mother began to complain about headaches and requested an order for Tylenol and that tracks back to 06/25/23. At that point the patient had been on Zoloft for over a month without complaints of HA. There is also an issue of dizziness and vertigo that the patient complains to her daughter about having has not mentioned them to me and the patient did comment that if her stress was not so high that she would feel better she would not be having a headache. The source of her stress is financial. She always worries about having enough money to last the rest of her life and I am told by POA that money is not an issue and then the patient forgets that daughter has reassured her.

DIAGNOSES:  Cognitive impairment, chronic anxiety, depression and headaches.

MEDICATIONS: Zoloft which will be increased to 100 mg q.d, Tylenol 650 ER one routine a.m. and h.s.

ALLERGIES: NKDA.

CODE STATUS: Full code.

DIET: Healthy Heart.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert, seated in her recliner rubbing her temples but interactive.

VITAL SIGNS: Blood pressure 147/72, pulse 86, temperature 97.1, respirations 18.

CARDIAC: She has regular rate and rhythm without M, R or G. PMI nondisplaced.

Sarah (Susie) Barnes
Page 2

MUSCULOSKELETAL: She is thin. Decreased muscle mass. No lower extremity edema. Ambulates independently. Move limbs in a normal range of motion.

NEUROLOGIC: Orientation x1-2. Speech is clear. Makes eye contact. She has an anxious appearance and again perseverates on topics and does not seem to know how to begin problem solving.

PSYCHIATRIC: The patient makes eye contact. She perseverates on the stress in her life and how it is responsible for headache and cannot be anymore specific.

ASSESSMENT & PLAN:
1. Headache. This has been going on now for approximately three weeks. She has not taken Tylenol for it and not remembering that it was even ordered much less to ask so it will be given routine 650 mg ER q a.m. and h.s. and will follow up in a couple of weeks to assess benefit.

2. Anxiety/stress. Increase Zoloft to 100 mg. We will see how that does for her and at some point if it does not appear to be of benefit in headaches continue we will try a different antidepressant out of the SSRI family.

3. Social. I spoke with her POA/daughter Angela. She is concerned about her mother’s headaches, cognitive impairment and her history of vertigo, which she talks to her daughter about but did not bring up to me today. She did add my initial note when seen. There have been no falls or other staff reports that she has come to them with vertigo. Recommended seeking a neurologist who could tackle all three issues.
CPT 99350 and direct POA contact 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

