


PROGRESS NOTE

RE: Ruth Ford
DOB: 03/07/1932
DOS: 11/30/2023
HarborChase MC
CC: Not swallowing and not eating. Family wants to discuss hospice, but after the holidays.
HPI: A 91-year-old female with advanced Parkinson’s disease and Parkinson’s related dementia, is observed sitting on the couch. She is by herself with her wheelchair adjacent. She is quiet. When I spoke to her, she had no response. She did make eye contact and just looking at me more at curiosity. Staff reports that recently she has had decreased p.o. intake and she is having problems swallowing once food is put in her mouth. She is not sure what to do with it and swallow mechanism does not automatically kicked in. Staff stated that her family member female had called in said that her sons wanted to talk to someone about hospice, but not until after the holidays and they will would like to have a discussion about it. She has had no recent falls or acute medical events.

DIAGNOSES: Advanced Parkinson’s disease, Parkinson’s related dementia with progression, chronic neck and back pain, hypothyroid, glaucoma, GERD, and sleep disorder.

MEDICATIONS: Sinemet 25/100 mg one tablet t.i.d., Cymbalta 60 mg q.d., Lasix 20 mg q.d., Haldol 1 mg at 7 p.m., Norco 7.5/325 mg one tablet q.6h. routine, latanoprost OU h.s., levothyroxine 112 mcg q.d., Remeron 15 mg h.s., omeprazole 20 mg q.d., KCl 20 mEq MWF, Inderal 10 mg q.d., ReQuip 7 mg h.s., Senna Plus one b.i.d., trazadone 50 mg h.s., and D3 5000 IUs q.d.
ALLERGIES: CODEINE, SULFA, and CIPRO.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated on couch. She was looking about and adjusting her sweater repeatedly.

VITAL SIGNS: Blood pressure 132/67, pulse 81, temperature 97.3, respirations 20, and weight 100.4 pounds.

MUSCULOSKELETAL: She moves limbs in a normal range of motion. She is ambulatory. She uses her walker. She has no lower extremity edema. Intact radial pulses.

ABDOMEN: Well rounded and protuberant, nontender, slightly firm, and hypoactive bowel sounds.

NEURO: She made eye contact with me intermittently. She did not attempt to speak. She was quiet. Affect was appropriate for situation. She did not seem distressed or annoyed with my talking to her and she did not resist exam. Orientation is x1.

SKIN: Warm, dry, and intact with fair turgor.

ASSESSMENT & PLAN:
1. Dysphasia. This has been going on for a couple of weeks and no sign that it is going to get better. Different diets have been tried with no success. At this point, I have recommended that we try ice-cream with protein drink poured over it and roughly mixed together with the patient hand fed and weight to be obtained today and then we will weigh her every two weeks.
2. Medication review. I am eliminating nonessential medication secondary to dysphasia.

3. Social. I spoke with both of her sons Kelly and Edsel. They are very realistic about dementia progression and just want her to be kept safe and comfortable. They had initially stated to not discuss hospice before Christmas. However on phone, one of them commented that they know that they need to talk about it before then and then they told me that they are both professional Santas and so if something were to happened to her before Christmas, it would really blowup their schedules. Anyway, they will let me know who they would like to work with and order will be written and we will go from there.
CPT 99350 and direct POA contact 20 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
