


PROGRESS NOTE

RE: Norma Farnon
DOB: 11/16/1950
DOS: 01/13/2025
Rivermont MC
CC: Routine visit.
HPI: A 74-year-old female who was in the dining room just randomly walking around is as her pattern and then later walking up and down the halls randomly. She occasionally tries to get into other residents’ rooms, but is doing it less frequently than before. When I saw her, she just randomly looks about. Her speech is limited, random, out of context. She takes some effort to get her to sit still for basic exam. At lunchtime, the patient will sit and feed herself, but she consumes a minimal amount. For activities, she will sit, but does not comprehend what is being done; someone has to help her and her attention span is subsequently diminished. She has had no acute medical issues and behavioral issues are managed.
DIAGNOSES: Advanced frontotemporal dementia, BPSD; wandering, going into others’ rooms and getting into their beds, HTN, GERD, HSV-2 suppression and disordered sleep pattern.
MEDICATIONS: Unchanged from 12/16 note.

ALLERGIES: SULFASALAZINE.

DIET: NCS with chocolate Ensure one can b.i.d.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Frail petite female who just is looking around randomly.

VITAL SIGNS: Blood pressure 126/_____, pulse 70, temperature 97.9, respirations 18, O2 sat 97%, and weight 102 pounds; weight gain of 1 pound in 30 days.
NEURO: Orientation x1. She has verbal capacity, but just speaks a few words at a time that are random, not able to give information, not able to voice her need, is difficult to give direction or redirect. Affect is generally confused, but not distressed.
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MUSCULOSKELETAL: She is thin and petite. Decreased muscle mass, but adequate motor strength to roam about the facility. Moves arms in a normal range of motion. No lower extremity edema. No recent falls. Goes from sit to stand and vice versa without assist.

CARDIAC: She has regular rate and rhythm. No MRG.

RESPIRATORY: Does not cooperate with deep inspiration, but lung fields are relatively clear. No cough. Decreased bibasilar breath sounds secondary to effort and no evidence of DOE.

SKIN: Warm, dry and intact. Fair turgor. No bruising or abrasions etc., noted.

PSYCHIATRIC: She generally appears to be in her own place, will just randomly look about not making eye contact and not speaking, does not appear distressed and, when spoken to, she will make brief eye contact and clearly looks confused and then moves on.

ASSESSMENT & PLAN:
1. Advanced frontotemporal dementia, stable. Staff are aware the patient and know how to read whether she needs something or in pain etc., and in those events will generally accept help and she needs monitoring and redirection due to her wandering and staff are always on top of that.
2. HTN. Review of BPs indicates good control and she is actually no longer on BP meds.
3. Disordered sleep pattern. Trazodone 50 mg at h.s. She does get to sleep, but then she also sleeps for long periods if allowed during the day.
4. HSV-2 suppressive therapy. This continues and has been in place since she was admitted here and no evident breakouts noted.
CPT 99350
Linda Lucio, M.D.
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