


PROGRESS NOTE

RE: Julie Sumrall
DOB: 03/03/1940
DOS: 01/07/2025
Jefferson’s Garden AL
CC: Lab review.

HPI: An 84-year-old female with advanced unspecified dementia seen in room today. She often will nap during the day which she was doing when I went into see her. She woke up easily and was interactive. Overall, the patient states that she feels good. She denies any acute pain. She sleeps through the night. Her appetite is good and has had no falls in the last 60 days. I commented to the patient, she looked as though she had lost some weight. She was quiet and looked at me and said that maybe she had, but she did not know what she was doing to lose it which I tended to believe her. 
DIAGNOSES: Advanced unspecified dementia, sundowning medically managed, chronic seasonal allergies, osteoporosis, gait instability is now wheelchair dependent, hypothyroid, GERD, and pain management.

MEDICATIONS: Unchanged from 12/09/24 note.

ALLERGIES: MEPERIDINE.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished female resting comfortably, but interactive.

VITAL SIGNS: Blood pressure 150/90, pulse 98, temperature 97.1, respirations 19, O2 sat 97%, and weight 225.8 pounds.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.
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CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She propels herself around in a manual wheelchair. She has good neck and truncal stability. She moves arms in a normal range of motion. Self transfers and has trace bilateral lower extremity edema. She no longer attempts to walk even with using her wheelchair as support.

NEURO: She makes eye contact. Soft spoken, but clear speech. She can voice her need. She understands basic information. She tends to keep to herself more than previously and orientation is x2. She has to reference for date and time. She will participate in some activities. Affect is somewhat reserved.

PSYCHIATRIC: The patient is generally calm and quiet. She has less social interaction, but appears to be comfortable with that and is receptive when others initiate activity with her, but overall she looks to be in a good place.
ASSESSMENT & PLAN:
1. Advanced unspecified dementia, physically stable at this point. She seems to have an awareness of her cognitive deficits, but not bothered by them and she will interact and occasionally ask for what she needs.

2. Sundowning. She continues on Haldol 1 mg at 1 p.m. and 1 mg at 6 p.m. on it has stabilized her sundowning behaviors. She is calm. No evidence of paranoia and she is redirectable during those times as needed. 
3. Depression. She is on 200 mg of Zoloft daily reaching that dose in June 3rd and it appears to beneficial for her. We will continue without change. 
4. Weight loss. 12/09/24 weight was 136.8 and current weight of 125.8, is an 11-pound weight loss actually in two months. She states that she is still eating just not as much at each meal and feels good at her current weight.

5. Hypertension. Today’s BP is borderline at high end of normal. She is not on high blood pressure medication. We will have her blood pressure checked daily for the next 30 days. 
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