


PROGRESS NOTE

RE: Maxine Payne
DOB: 03/09/1929
DOS: 12/23/2024
The Harrison AL

CC: Lab review.

HPI: A 95-year-old female seen in room. She was sitting in a side chair and quietly reading. She was calm when I came into the room and I told her I was just wanting to go over her labs with her. As we went through her labs, her most of them were normal. She told me that things could always be so much worse and reading the Billy Graham pamphlet that she was reading just reminds her that we have been so blessed. I just let her talk and was just really pleased to see her calmness and her expressing herself in a very clear manner. Anxiety and distress had been what was seen from her by staff and other residents. So last week, I started Ativan 0.25 mg to be given in the morning and at 4 p.m. and then she receives 0.5 mg at h.s. Staff reports that she is sleeping through the night, not getting up and walking around, wanting to know if it is time to eat; and during the day, she is not calling them into her room and she stays in her room reading and comes out when it is time to eat. So staff has seen significant change all for the better. 
DIAGNOSES: Anxiety disorder, hypertension, hypothyroid, osteoporosis, increased confusion to the point of dementia unspecified and gait instability – uses a wheelchair, and very hard of hearing.

MEDICATIONS: Unchanged from note 12/18/24.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.
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PHYSICAL EXAMINATION:

GENERAL: The patient was seated in her apartment, well groomed as usual, reading and very engaging.
VITAL SIGNS: Not available.

HEENT: Good eye contact. Glasses in place. Hair groomed.

MUSCULOSKELETAL: Good neck and truncal stability. She adjusts her seating. She moves her arms in a normal range of motion. No lower extremity edema.

NEURO: Her speech was clear. She took her time in speaking. She repeated things that really struck her such as faith and how much we have been given that we do not acknowledge. Her affect was congruent with the situation. 
ASSESSMENT & PLAN:
1. CMP review. T protein is slightly low at 6.3. Encourage a protein drink at least three days a week which she has available to her in her apartment.

2. Elevated serum glucose, it is 172. Time drawn was before breakfast. She has no history of DM II. We will order hemoglobin A1c to rule out DM II late onset. 
3. Hypothyroid. The patient is on levothyroxine 50 mcg q.d. TSH WNL at 3.29, no adjustment needed.

4. Followup UA to rule out clearance of previous persistent E. coli UTI. However, that was not obtained and we will address that with staff. 
5. Chronic anxiety. The dosing of Ativan started last week low dose appears to be doing quite well for the patient. No evidence of drowsiness or gait instability. Staff reports that she is in good spirits and that she has conversations with them. It does not appear anxious or needy. No longer calling them to come into the room with her, so we will continue as is. 
6. Hypertension. Last week, I wrote in order to review BPs for 30 days, so I will review her blood pressures at the beginning of the year.
CPT 99350
Linda Lucio, M.D.
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