


PROGRESS NOTE
RE: Pat Knight
DOB: 12/14/1941
DOS: 03/26/2025
The Harrison MC
CC: Lab review.
HPI: An 83-year-old female who was seated at the long table in the dining room and she was just randomly looking around, made eye contact with me and smiled. I asked her if she had a good appetite and she stated “oh! yes.” Staff report that she generally eats her meal, she is able to feed herself and when she is done she will excuse herself. I observed after the meal she went and sat in the day room by herself in the corner and just kind of was watching other people.
DIAGNOSES: Advanced unspecified dementia, HTN, HLD, history of ovarian cancer status post resection with RTX and chemo and gait instability, which stabilized.
MEDICATIONS: Celexa 20 mg q.d., Depakote Sprinkles 125 mg q.d., Norco 5/325 mg one tablet q.a.m. and two tablets h.s., MOM 30 cc MWF, Inderal 80 mg q.d. and Senna Plus one b.i.d.
ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.

HOSPICE: Choice Hospice.

PHYSICAL EXAMINATION:

GENERAL: The patient is a petite, alert female just sitting and looking around at others as she often does.
VITAL SIGNS: Blood pressure 136/89, pulse 70, temperature 97.1, respirations 18, and weight 132 pounds.
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HEENT: She has a short curly gray hair that is usually combed. EOMI. PERLA. Moist oral mucosa.

CARDIAC: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. No evidence of SOB with activity.

ABDOMEN: Slightly protuberant. Nontender. Bowel sounds present and remains with a colostomy post surgery.

MUSCULOSKELETAL: Independent ambulation. Moves limbs in a normal range of motion. No lower extremity edema. She has good muscle mass and motor strength. It is rare that she falls; in fact, it has been quite some time.

NEURO: She makes eye contact and smiles. She will make random comments that are like word salad and she is very pleasant.

ASSESSMENT & PLAN:
1. CBC review. All values are WNL. No treatment needed.
2. CMP review. All values WNL with the exception of a slight increase in her BUN to creatinine ratio of 22. I have written order to increase the patient’s fluid intake by offering water q. shift.
3. Screening lab. TSH is 1.39. The patient is not on thyroid replacement.
4. HTN. Review of BPs indicates good control. No need to adjust medication and looking at her lower extremities even though she is up and about, her legs in a dependent position much of the day, she has no lower extremity edema.
5. Pain management. I asked her if she has pain in the middle of the day and when I saw her it was about that and I asked her “are you having pain in your legs or your back or stomach” and she just looked at me and stated “nope” and I asked her if she was sure and she stated “yes.”
CPT 99350 and direct POA contact 10 minutes letting her son know that all was well with her from the lab perspective. Her son/POA Lee lives in Tucson and comes out twice a year to see her, so just letting him know how she is.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

