


PROGRESS NOTE
RE: Patricia Rigler
DOB: 
DOS: 

Jefferson’s Garden AL
CC: Followup on right leg pain.
HPI: The patient is an 87-year-old female with a history of arthralgias. She has had intermittent hip and/or pelvic pain. On 02/14 I was contacted as she was complaining of right leg pain specifically knee and hip pain with pelvic involvement. The patient spends her day sitting in her recliner watching television and her mobility consists of being transferred into a manual wheelchair and then propelling herself around. She was trying to self-transfer, which she usually does without difficulty, but this time she fell from the couch to the floor landing on her bottom so x-rays are ordered and are reviewed today. The patient when I asked her how her if she was still having pain in her low back, pelvis or hip she had to stop and think and she said no and recalled the issue only after I reminded her. Today when I went to see the patient she was sleeping and remained so the next few times that I went into see her. Later she was the last ones to come out for dinner and remained at the dinner table after everyone else was gone. I saw her sleeping and had to awaken her asker her if she was okay and she said she was fine and staff tell me that that has been happening more frequently. She has no evidence of any respiratory symptoms and denied any pain when I saw her.
DIAGNOSES: Severe dementia with BPSD, BPSD in the form of agitation and irritability, gait instability, propels self in manual wheelchair, DM II, peripheral neuropathy, diabetic retinopathy, HTN and HLD.
MEDICATIONS: Tylenol 500 mg two tabs q.12, citalopram 20 mg q.a.m., clonidine 0.1 mg t.i.d., glyburide 5 mg 9 a.m. and 11 a.m., levothyroxine 88 mcg q.a.m., lisinopril 40 mg 5 p.m., metoprolol 50 mg q.12, omeprazole 20 mg q.a.m., Actos 30 mg 7 p.m., Seroquel 50 mg q.12., Senna one tab q. a.m. and tramadol 50 mg t.i.d.
ALLERGIES: NKDA.
DIET: Regular with chopped protein.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: The patient noted to be in her recliner feed up most of the day and sound asleep and then was awaken cannot went to dinner and remained the last time in the dining room and was sound asleep at the table though she had eaten everything on her plate. I awoke the patient and she looked around a little puzzled but seemed okay.
VITAL SIGNS: Blood pressure 130/80, pulse 68, temperature 97.6, respiratory rate 16, O2 sat 98%, and 134 pounds a weight loss of 4 pounds from last month.
NEURO: The patient is oriented to self and Oklahoma. It takes her a minute to gather herself. She just states a few words at a time and always looks suspicious of what is going on around her. Affect is guarded. She can make her needs known and she will be cooperative with care when needed.

MUSCULOSKELETAL: Moves arms and limbs in a normal range of motion. She is weight-bearing for transfers only. Nonambulatory. No lower extremity edema. Propels her manual wheelchair. Intact radial pulses.

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

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough and symmetric excursion.

ASSESSMENT & PLAN: Sleeping throughout the day. I do not know if this is become part of the new norm for her. I am letting the DON know tomorrow if needed. There may be medication that I need to cut back on. She is not getting any new medication the only thing that may be sedating is the Seroquel, which has not caused this before. We will just follow up with her and make sure she is medically okay as well and I will see her tomorrow.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

