


PROGRESS NOTE

RE: Mary Pat Snider

DOB: 02/22/1938

DOS: 12/20/2023

Rivendell AL
CC: ER followup.
HPI: An 85-year-old female who had a fall in her apartment going from her couch toward her bed. She fell, hit her head and, as she was unable to give information as to how she felt, was sent to SSM ER on 12/18/23, evaluated to include C-spine and head CT and also evaluation for a cardiac event was negative and it was just the patient walking without using her walker. She is seen in her apartment sitting on her couch. Her daughter and granddaughter are getting her packed up for a move to Arbor House AL, which will occur after Christmas. I asked the patient how she feels about it, she is quiet and does not really say anything. She is still recovering from a left knee injury; she had a splint placed after a fall and a hematoma overlying her knee. This occurred on 11/07/23.

DIAGNOSES: Vascular dementia advanced, HTN, CAD, HLD, peripheral neuropathy, depression and sundowning.

MEDICATIONS: Tylenol 650 mg ER b.i.d., Plavix q.d., Colace q.d., Effexor 37.5 mg q.d., Lasix 20 mg MWF, gabapentin 100 mg q.d., Haldol 0.25 mg b.i.d., hydralazine 25 mg b.i.d., Imdur 30 mg q.d., metoprolol 12.5 mg b.i.d., nitrofurantoin 50 mg h.s.

ALLERGIES: NKDA.

DIET: Mechanical soft with chopped meat.

CODE STATUS: DNR.

SOCIAL HISTORY: Her daughter/POA Tammy Weathers obviously present as I have mentioned. She asked me if I would get her mother a hospital bed. We had had this discussion a week before and I recommended hospice as it is clear that her mother qualifies and that a hospice bed could be obtained through them. She did not have a comment at that time, but other than to say she would think about it; while between then and today, she let staff note she was not interested, but she was frank telling me that she wanted me to get a hospital bed for her while she is here, but have it delivered to her new facility and I told her that it does not work that way and that she will have to address this with the physician who will assume her mother’s care.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly. She was just looking around with a blank expression on her face.

VITAL SIGNS: Blood pressure 125/70, pulse 65, respirations 14, and weight 135 pounds.

NEUROLOGIC: She just says a few words at a time. She is slow to get her words out. Affect is generally flat. Orientation x 1-2 and is limited in information she can give and it is unclear how much she understands of what is said to her.

SKIN: Warm, dry and intact. There is a very faded residual bruise overlying her left knee. No lower extremity edema.

ASSESSMENT & PLAN:
1. Fall followup. Per ER report, no acute findings and again talked to the patient about remembering to use her walker.

2. Hypertension. Review of BPs show good control. I am adjusting her medications to metoprolol 12.5 mg h.s. and hydralazine 25 mg a.m. and 3 p.m.

CPT 99350 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

