


PROGRESS NOTE
RE: Norma Yocum
DOB: 07/02/1931
DOS: 06/02/2025
Rivermont MC
HPI: A 93-year-old female who was not in the dining room for much of the day and then late afternoon I went in and she was seated in there at the same table she usually sits out with a couple of the other female residents who usually sit at their same table. She looked at me and she was engaging from the start. When I asked her where she was earlier, she had to stop and think and she was confused and I stated it was after lunch when I was here and she stated that “oh! I went to my room” and she was able to give an answer. I asked how she felt, she stated she had no complaints that she gets along just fine and she likes the people that are here and nothing really bothers her. Staff state that she is generally very pleasant, independent in feeding herself and occupying herself. She will take the random magazines lying on the tables around her and she will just pick one up and start reading it and when asked what she was reading about she could tell them and they would check and she was on track. Staff state that she does come out to all meals and still enjoys the activities, but will not stay for all of them like she used to. She occasionally becomes agitated, which is not expected from her. She currently has Ativan gel, which has been used and seems to help for a short period of time. There was no comment as to whether she is sedated.
DIAGNOSES: Severe unspecified dementia; MMSE score 0, anxiety/depression disorders, gait instability; uses wheelchair, glaucoma, HTN, and chronic pain management.
MEDICATIONS: Brimonidine eye drops 0.1% one drop OU b.i.d., BuSpar 7.5 mg at 6 p.m., Norco 5/325 mg one p.o. t.i.d., Icy Hot cream p.r.n. to affected joints, metoprolol 25 mg b.i.d., PEG solution q. MW Saturday, Zoloft 25 mg h.s., and Senna Plus b.i.d.
ALLERGIES: CLINDAMYCIN and MEPERIDINE.
DIET: Regular and one can Ensure q.d.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Petite elderly female who was seated quietly looked in my direction when I spoke to her and engaged with me.
VITAL SIGNS: Blood pressure 123/68, pulse 80, temperature 97.3, respiratory rate 15, and weight 97 pounds.
HEENT: She has a beanie on; in fact, it is the one that I brought for her last winter. EOMI. PERLA. She has beautiful blue eyes. Nares are patent. Moist oral mucosa. Wears dentures.
CARDIAC: She has a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: She has normal effort, takes deep inspiration when instructed to do so. Lung fields clear. No cough. Symmetric excursion.

ABDOMEN: Flat. Nontender. No masses. Bowel sounds present.

SKIN: Thin, dry, and intact. No bruising or breakdown noted.

NEURO: Orientation generally x 1, occasionally to self and Oklahoma. She is verbal, makes eye contact when speaking. Speech is generally clear, can voice her need. She takes her reading seriously and does not like to be interrupted as I found out last visit. She is definitely clear with people about what her needs are.
ASSESSMENT & PLAN:
1. Increase in agitation and anxiety. I am writing for ABH gel, which is Ativan 1 mg with Benadryl 12.5 mg compounded and that is in 0.5 mL to apply 0.5 mL b.i.d. routine and q.8h. p.r.n. We will monitor for the first week, see how she does and make adjustments as needed thereafter.
2. General care. The patient is due for annual labs having been done last 05/15/2024, so CMP, CBC and TSH ordered.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

