


PROGRESS NOTE

RE: Wanda Bright
DOB: 10/22/1935
DOS: 07/02/2025
The Harrison AL

CC: FMLA form completion.
HPI: An 89-year-old female whose son/POA Rick Bright left paperwork for me to complete – it was the FMLA form – as he transports his mother to and from doctors’ appointments and also takes her out for shopping and getting personal items that she needs. So the FMLA form after I reviewed what he had completed, it was reasonable and not something that he has used in the past and so, I completed my portion of it and I had him review it and he now has it in his possession. As to his mother, I reassured him that she gets out and about to go to meals. She is either in her wheelchair and rarely will she use her walker. She spends most of her day seated in her recliner watching TV and she relies on her longtime companion with whom she shares an apartment to help do things for her rather than doing some things for herself. Overall, she is cooperative with care. There are no behavioral issues. Her son brought up the issue of physical therapy. He states that she has difficulty getting herself up out of her chair and that it has become more so being able to get herself out of her recliner or even out of her wheelchair and his concern is that she become dependent and has to have somebody lift her and while right now she lives with her companion that may not always be the case. We talked about it. He said she may resist it, but he really is concerned on her behalf which is understandable and I told him that I would approach her with the idea of physical therapy, but will do it next week. 
DIAGNOSES: Moderate unspecified dementia, HTN, anxiety disorder, depression, COPD, gait instability – uses a wheelchair or walker and generalized arthralgias.

MEDICATIONS: Unchanged from 06/18/25 note.

ALLERGIES: PCN and TETANUS.

DIET: Regular.
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CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Alert and pleasant female, in no acute distress.

VITAL SIGNS: Blood pressure 131/76, pulse 83, temperature 97.1, respirations 19, and O2 sat 93%.
RESPIRATORY: She has a normal effort and rate. Lung fields – decreased bibasilar breath sounds, but no wheezing, rales or rhonchi.

NEURO: The patient makes eye contact. Her affect is somewhat curious. She is not sure what is going on and I just told her I was just checking in on her and let her know that her son would be dropping by later. At that time I did not know about the interest in PT and so she wanted to know why he was coming and I explained to her why and she had no response after that and then later saw her going to the dining room. She was in her manual wheelchair, but was being transported by her companion rather than propelling herself which she can do. She had no lower extremity edema. She does weight bear for transfers and is requiring more assist by him. 
SKIN: Warm, dry and intact. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Decline in ease of transporting self, in particular when seated she is having trouble getting herself up to a standing position. So, we will speak with her next week regarding physical therapy to work on that and I will explain to her the importance of it. 
2. Social. I spoke with her son at length about how she was doing in general and about her relationship with her boyfriend and how he is treating her. He wanted to know and I reassured him that it appears to be that he is good to her and helps her out as needed, but to a point that she depends on him to be transported versus propelling herself. So, I will broach her next week with physical therapy which I think will be of benefit for her. 
CPT 99350 and direct POA contact discussing both FMLA paperwork and then his current concerns about his mother 45 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
