


PROGRESS NOTE
RE: Roslyn Mainville
DOB: 03/11/1936
DOS: 12/31/2024
The Harrison MC
CC: Fall followup.
HPI: An 88-year-old female who had a fall approximately three days ago. The patient has a history of being independently ambulatory and started using a wheelchair approximately two months ago, she is able to propel herself around in it, but started having a change of heart; while she is in the wheelchair, will spontaneously stand trying to walk and that was what happened on Sunday, 12/29/2024, that resulted in a fall. The patient landed on her left side, later complaining of rib pain that resolved within 12 hours and complained of generalized back pain. She is followed by Legacy Hospice; nurse came out and evaluated her, she then contacted me. The patient had some sore spots, but no evidence of leg-length discrepancy, was able to weight bear and moved her limbs within a normal range of motion and waited to evaluate her rib pain and that resolved again within less than a day. Seen her today, she is propelling herself along in her manual wheelchair, was cooperative to being seen. When I brought up the fall, she had to stop and think and then she remembered it and wanted to know how I knew, so I told her and when I asked if she was sore, hurting anywhere, she said “no.” After I did a physical exam on her palpating all of her large and small joints, she told me that she felt really good that I was doing that because she felt like she was being taken care of. Staff tell me that she is sleeping through the night, her appetite is good and she has had no increased complaints of pain in the last 24 hours.
DIAGNOSES: Advanced Alzheimer’s dementia, gait instability; now, using manual wheelchair, HTN, HLD, and osteoporosis.
MEDICATIONS: ABH gel 1/25/1 mg/mL 1 mL h.s., Norco 5/325 mg one tablet q.6h. routine, losartan 100 mg q.d., Senna Plus one tablet q.d., and Zoloft 25 mg q.d.
ALLERGIES: ASA and HONEY.
DIET: Low-sodium with protein drink q.d.
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CODE STATUS: DNR.

HOSPICE: Legacy Hospice.

PHYSICAL EXAMINATION:
GENERAL: Thin elderly female seated quietly in her wheelchair cooperative to exam.
VITAL SIGNS: Blood pressure 145/100, pulse 101, temperature 97.7, respiratory rate 16, and weight 107 pounds. Vital signs were rechecked with BP of 132/80 and pulse rate of 90.
RESPIRATORY: She has a normal effort and rate. Lung fields are clear without cough, symmetric excursion and palpation to the intercostal areas and then ribs both sides, no evident pain.

CARDIAC: She has regular rate and rhythm without murmur, rub or gallop.

MUSCULOSKELETAL: She moves her arms, propels manual wheelchair with her legs. She has no lower extremity edema. Palpation of her upper and lower extremities, there is no evidence of pain and, when I asked, the patient denied having any pain.

SKIN: Warm, dry, and intact with fair turgor. No bruising, abrasions or other breakdown noted.
ASSESSMENT & PLAN:
1. Fall followup. She had a significant fall; fortunately, did not result in any injury, just a little soreness, which appears to have resolved. She is back to her daily activities and not requiring any extra pain medication at this time.
2. Weight fluctuation. August weight 111.4 pounds and currently 107 pounds; 4-pound weight loss. We will continue encouraging routine p.o. intake at meals and then supplementing with a protein drink daily.
3. Social. I am informed that the patient’s son has not been reachable by phone for the last several weeks and there has not been payment made on the patient’s monthly fee; so, a question of who is accountable for the patient’s welfare and certainly will not be evicted with nowhere to go and there will be continued attempts to try to contact her son and, thereafter if not able, then it should be turned over to Adult Protective Services.
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Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

