


PROGRESS NOTE

RE: Marsha Jones
DOB: 01/06/1939
DOS: 07/25/2023
Jefferson’s Garden
CC: Lab review.

HPI: An 84-year-old with unspecified dementia and progression since admit. She has also become more frail that is evident and that she will fall asleep when someone else is talking. She does not leave her room often where as previously, she would come out for meals and come out and asked staff if they had a need, but she is not leaving the room much anymore.
MEDICATIONS: Tylenol 650 mg ER at noon and 6 p.m., torsemide 20 mg MWF, tramadol 50 mg q.6h., D3 400 IUs q.d., and vitamin C 2000 mg q.d.
ALLERGIES: PCN, DIAMOX, THIMEROSAL, GLYBURIDE, and VOLTAREN.

DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female, quiet, and appears fatigued.

VITAL SIGNS: Blood pressure 120/65, pulse 78, temperature 98.2, respirations 18, and weight 127 pounds.
CARDIAC: She is regular rate and rhythm and a decrease in her lower extremity edema to trace at the ankle and distal pretibial area. She remains on diuretic, but three times weekly.

MUSCULOSKELETAL: She remains ambulatory with her walker. She has had no falls recently. She states that her joint pain is controlled with tramadol.

NEURO: She makes eye contact. She is soft spoken, just saying a few words at a time. Affect was blunted. She also spoke about their plan to move and states that it will be good because of be closer to their son. 
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ASSESSMENT & PLAN:
1. BMP. Potassium is WNL at 4.0. So, continue with current schedule. BUN and creatinine are 26/0.78, mild volume contraction, but she is also on torsemide, no change.
2. Medication review. I am discontinuing vitamin C and folic acid as they are non-essential at this point. 
CPT 99350
Linda Lucio, M.D.
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