


PROGRESS NOTE

RE: Phyllis Pound

DOB: 08/21/1937

DOS: 08/24/2023

HarborChase MC

CC: 90-day note.

HPI: An 86-year-old with advanced unspecified dementia sitting in the dining room with other residents. When I spoke to her, she did make eye contact and, when I asked if I could speak to her for a little bit, she was curious and agreeable. She did not remember who I was, but I told her and just said I want to check that she was okay. She was agreeable to physical exam and did not voice any need. She is always out and about. Staff report that she is agreeable and in good spirits and cooperative to care.

DIAGNOSES: Advanced unspecified dementia, bilateral OA of knees, chronic pain management and infrequent behavioral issue in the form of care resistance.

MEDICATIONS: SLNTG 0.4 mg SL and may repeat q.5 minutes x 2 for angina and Norco 5/325 one p.o. t.i.d. MVI q.d., and MiraLAX q.d.

ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: Now, DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is interactive and cooperative.

VITAL SIGNS: Blood pressure 102/59, pulse 88, temperature 98.3, respirations 17, and weight 125.2 pounds.

NEUROLOGIC: Orientation x 1. She remains verbal. Contents are generally random. She can make her need known. No behavioral issues this quarter.

ASSESSMENT & PLAN:
1. HTN. Review of BPs WNL. One time need for SLNTG as reported to hospice. It has actually not been used since it was ordered and that was on 07/07/23.

2. Medication review. I discontinued nonessential supplements.

CPT 99350 and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

