


PROGRESS NOTE

RE: Delia Fontenot
DOB: 01/08/1938
DOS: 01/13/2025
Rivermont MC
CC: Return from ER visit.
HPI: An 87-year-old female who returned from Norman Regional ER. She was accompanied by her son/POA Derik. The patient had a fall earlier in her room; she was unable to give details, but landed on her left side, hit her left eye, sustained a laceration that required sutures, it is swollen and quite bruised, she denied any pain in that area. She also fractured her distal radius, which was put in a cast. Recommended Tylenol p.r.n., which the patient was given without benefit and stated that it just hurt, so I told her that we would order something a little bit stronger and she is waiting for that. The patient’s son was able to give information regarding the ER visit. He did not appear to be upset, was just surprised that she is able to have that kind of a fall with injury and still walk back like nothing happened. As to how she is on the unit otherwise, the patient often stays in her room, coming out for meals and occasional activity. She has a tendency to pack her personal belongings and leave them at the front door of her room stating that she is going to be going home. So, this leads to several episodes of packing and then having to unpack. Family is aware of this and there is nothing at this point that can be done about it.
DIAGNOSES: Severe Alzheimer’s disease, BPSD of delusional thinking, hypothyroid, psoriasis, depression, anxiety and myalgias and new diagnoses of left distal radius fracture now in cast and left eye with laceration requiring sutures; date of removal to be determined.
MEDICATIONS: Olanzapine 7.5 mg q.a.m. and h.s., Zoloft 50 mg q.d., Visine dry eye drops two drops OU a.m. and 4 p.m.
ALLERGIES: ESTROGEN, SULFA, STATINS, RALOXIFENE and TRICOR.
DIET: Regular with thin liquid.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and pleasant when seen. She was talkative, able to give some information and complained of pain, which is not something she usually does. Left eye is swollen, evident laceration the lateral aspect of the left upper lid with sutures in place. There is bruising on the upper lid and infraorbital. Sclera is clear and denies visual change.
VITAL SIGNS: Blood pressure 132/73, pulse 76, temperature 97.8, respirations 18, O2 sat 97%, and weight 134 pounds.

MUSCULOSKELETAL: Remains independently ambulatory. No lower extremity edema. Goes from sit to stand. Did have some assist in those arenas. The cast on her left breast is intact. Denies that there is tightness or discomfort with it.

NEURO: Oriented to person and Oklahoma. Speech clear. Affect animated, was speaking more on her own behalf, able to tell us about the pain and when told that Tylenol was all that was currently available, she stated that she did not think that would work and voiced agreement with something stronger and thanked us when I told her the followup that would occur. She appeared tired and voiced such and she was able to ask for what she needed, was agreeable when it was suggested that she lie down and take a nap and she stated she thought she needed that.

ASSESSMENT & PLAN:
1. Left distal radius fracture post fall. Cast is in place. For pain, Tylenol was recommended, but I have ordered tramadol 25 mg one b.i.d. routine with a t.i.d. p.r.n. order x10 days. She will have followup with Dr. Mark Moses, orthopedist at NRH, facility RN will contact office tomorrow to see if there is a scheduled appointment and if not make one.
2. Left eye laceration with sutures. They will be removed in 7-10 days. We will evaluate them next Monday.
3. Social. Spoke with son/POA Derik Fontenot regarding the above and he is in agreement.
CPT 99345 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
