


PROGRESS NOTE

RE: Audry Arnell
DOB: 09/20/1930
DOS: 07/11/2025
Rivermont MC
CC: Followup on widespread skin lesions.
HPI: A 94-year-old female who was in the dining room seated in the same place that she always sits and she has some other females with whom she dines who are sitting there and they just all seemed to be comfortable with each other’s company. The patient smiled and kind of giggled when she saw me. She will occasionally make utterances and attempt to communicate, but she is otherwise not articulate. When seen last visit on 06/17/25, the patient had acute skin eruptions with clear fluid-filled pustules and it appeared that many of them had ruptured as there were patches, dryness, brown in color and nontender to palpation. There is no drainage from any site. The patient’s remaining skin is warm, dry and intact. There are some scattered areas of pinkness, but again no warmth or tenderness. After the above-mentioned visit, I had prescribed calamine lotion to be used p.r.n. for pruritus and that it could be placed over vesicles and it would promote drying them out. Today, I looked at the patient’s back, there are no vesicles and the formerly residual areas have cleared up; to palpation, the skin has some rough areas with hyperpigmentation. The med aide states that applying the calamine lotion has been very helpful as the patient has not been trying to scratch the areas and there has not been new vesicle formation.
DIAGNOSES: Severe end-stage unspecified dementia, gait instability; uses a wheelchair, atrial fibrillation, HTN, right eye ectropion, dry eye syndrome and depression.

MEDICATIONS: Carmex lip balm to be applied to lips a.m. and h.s., EES ophthalmic ointment to right eye h.s., melatonin 3 mg h.s., Toprol 25 mg 9 a.m., Zoloft 100 mg 9 a.m., and Systane eye gel OU b.i.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient was seated in the dining room in her usual spot. She was alert and looking around and as usual smiling with kind of a subdued laugh.

VITAL SIGNS: Blood pressure 112/82, pulse 66, temperature 97.6, respirations 18, O2 sat 98%, and weight 110 pounds which would be a weight loss of 19 pounds compared to 06/17/25.

HEENT: She makes eye contact. Right eye lower lid ectropion evident, but appears stable. Conjunctiva clear. Moist oral mucosa.
NECK: Supple.

RESPIRATORY: She does not understand deep inspirations. Listened to posterior and anterolateral lung fields, they are clear. Decreased bibasilar breath sounds. No cough and no evident SOB.

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

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength, but she propels her manual wheelchair and appeared comfortable doing so.

NEURO: She was alert, made eye contact, orientation x1. She is primarily nonverbal. She will make eye contact and smile and she giggles. Occasionally, she will try to utter something, but it is nonsensical. The patient is able to convey when she does not feel well just by the expression on her face.
SKIN: On her back, there are some flat patchy areas of brown most likely ruptured vesicles. She does not have any vesicles remaining. There are some rough scaly areas at the upper part of her back. Remainder of skin is warm, dry, and intact with no acute changes.

ASSESSMENT & PLAN:
1. Followup on acute vesicle eruptions on back, no longer present. There is residual hyperpigmentation and some roughness on her back, but the calamine lotion has done quite well for stopping the pruritus.
2. Weight discrepancy. Today’s weight is 110 pounds that is on 07/11/25 and review of last month’s weight when seen on 06/17/25, was 129 pounds, so we will have her reweighed to see where she falls and then if there has been a valid 19-pound weight loss, we will look at supplementing diet.
CPT 99350
Linda Lucio, M.D.
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