


PROGRESS NOTE

RE: Susan Brantley
DOB: 12/23/1943
DOS: 08/10/2023
Harbor Chase AL
CC: Lab review.

HPI: A 79-year-old female seen on 08/03 for 90-day note. She is seen today with husband present to review labs. The patient has advanced MS and end-stage vascular dementia. She is transported in a high-back wheelchair and she likes being out socially, she tends to just look about and will begin talking with anyone, but her comments word salad are not relevant to conversation. The patient had annual labs drawn at last visit that are reviewed today. Her husband is present and explanations also included him. He states that she is doing good, she eats, sleeps, no issues with constipation, he takes her out into the main area most days with him and when there are activities he has her out for that.
DIAGNOSES: Advanced MS., end-stage vascular dementia, neurogenic bladder with urinary incontinence, bowel incontinence, paroxysmal atrial fibrillation, HTN, GERD, osteoporosis, and wheelchair-bound.

ALLERGIES: Multiple see chart.

DIET: Mechanical soft with thin liquid.

CODE STATUS: DNR.
HOSPICE: Traditions.
PHYSICAL EXAMINATION:

GENERAL: The patient is slightly reclined in her high-back wheelchair. She makes eye contact and directs conversation toward me, which is random content, but she seems happy to be having a conversation.
VITAL SIGNS: Blood pressure 123/76, pulse 67, temperature 97.9, respirations 18 and no current weight.
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CARDIOVASCULAR: She has regular rate and rhythm. No murmur, rub or gallop.

ABDOMEN: Soft. Bowel sounds are present. No tenderness to palpation.
RESPIRATORY: Anterolateral lung fields are clear. No cough. Symmetric excursion. The patient did want to talk throughout the part of the exam and had to get her to wait, which she did.
MUSCULOSKELETAL: She has a decreased neck and truncal stability thus they reclined, high-back chair has been of benefit, she still tends to look to and lean to the left. No lower extremity edema.

NEURO: The patient is oriented x1. Recognizes her husband, cannot voice her needs, but her primary caretaker and nurses working with her have learnt to interpret certain expressions or noises that she will make. She is dependent for care and 6/6 ADLs.
SKIN: Warm, dry, and intact with fair turgor.

ASSESSMENT & PLAN:
1. CBC review WNL. No intervention required.

2. Hypoproteinemia T-protein and ALB are 5.4 and 3.0. She is not on any protein supplementation, has been agreeable to whatever is ordered, so chocolate Boost is ordered one daily.

3. Hypocalcemia, calcium is 7.7 slightly out of normal of 8.0. Supplement with Os-Cal q.d.

4. Mild volume contraction, BUN creatinine ratio is increased to 26.7, so I just encourage husband to push more liquids.
CPT 99350 and direct POA contact time 15 minutes.
Linda Lucio, M.D.
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