


PROGRESS NOTE

RE: Doris Warner

DOB: 10/19/1932

DOS: 07/11/2025
Rivermont MC

CC: Routine followup.

HPI: A 92-year-old female seated quietly in the dining room. She was looking about, she made eye contact with me and smiled and she was cooperative when I approached her to be seen. Staff report that the patient is now using a wheelchair more frequently and she has decreased the amount of getting up and walking around especially in the dining room as she used to do. After meal, she would like to get up and go to the other tables and see what people were doing and just stop and engage with someone, they state that she tends to stay put now. She made eye contact with me and smiled. I asked her if she remembered me and she just looked at me. She has had no falls or other acute medical events, been relatively stable.

DIAGNOSES: Severe unspecified dementia with change in mobility indicating staging, primarily nonverbal, left eye ectropion, insomnia, now requires a wheelchair, and history of depression.

MEDICATIONS: Unchanged from 06/02 note.

DIET: Regular, has a finger food diet, one can of Boost b.i.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female seated quietly in the dining room. She made eye contact with me and smiled but did not speak.
VITAL SIGNS: Blood pressure 139/76, pulse 76, temperature 97.5, respirations 18, O2 saturation 98%, and weight 84 pounds, which is a 1-pound weight gain.

HEENT: She has short hair that is always combed. EOMI. PERLA. Anicteric sclera. She has left eye ectropion that she receives EES ointment four times daily, so it is moist and does not appear inflamed. Nares patent. Moist oral mucosa.
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NECK: Supple.

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

RESPIRATORY: She does not understand deep inspiration; so, just listening to her, she has a normal effort and rate. Clear lung fields. No cough.

ABDOMEN: Scaphoid, nontender. Hypoactive bowel sounds.

SKIN: Warm, dry, and intact with fair turgor. No bruising or skin tears noted.

ASSESSMENT & PLAN:

1. Weight gain. The patient has gone from 83 pounds to current 84 pounds in four weeks. The patient is on finger foods diet now and requires feed assist. She also has one can of Boost twice a day. As to her feed assist, today, I saw her sitting apart from the other residents and she seemed comfortable on the cushioned chair and had her bowl of finger foods, did not seem to know how to feed herself that was very clear, so I began to feed her and she ate quite well and even let me know which of the foods was her preference. So, with continuing on a diet that she can access and then getting assistance when needed, I think she will do well from a weight maintenance perspective.

2. Left eye ectropion, it appears stable. We will just continue to treat it with the ophthalmic ointment as doing.

3. Change in mobility. If she likes being in the wheelchair and getting around, then at least she is still socializing and using her legs she propels it, but if she does walk, I think we need to keep an eye on her for safety.

CPT 99350

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

