


PROGRESS NOTE

RE: Nova Doolin
DOB: 05/02/1936
DOS: 08/28/2025
Radiance AL
CC: Fall followup.
HPI: An 89-year-old female who is seen today after a fall that happened overnight between the 27th into the 28th. The patient states she does not know what happened, but assumes that she had probably gotten up to go to the bathroom and ran into a wall and then fell. She stated that she was able to get herself up. She did not call for staff right away and she went ahead and went to bed and it was in the morning when they noticed some redness around her left eye and an abrasion on her left cheek bone. Staff then cleaned the areas and she denied any change in her vision and denied any facial pain except some mild soreness near the abrasion area. The patient states that she has been able to eat and drink without any difficulty. She has been out on the unit some, but she has actually been resting in her room more than is normal for her. While she was with me, the med-aide came and asked me something and brought up that the patient who is receiving Seroquel 25 mg q.p.m. and that she seems drowsy and slow moving the next day. The patient did acknowledge that to some degree. I talked to the patient about overall how she is feeling, if there is any depression or anxiety and she states that she has been thinking it about herself that there is some depression, she worries about her son that after she has gone how he is going to do and concerned about him being left without a parent. She acknowledges his wife and that they have a good relationship, but she still focuses on herself. I talked to her about a trial of a medication that is both an antidepressant and anti-anxiety and it is not habit-forming and can be stopped if she chooses and she is very open to that.
DIAGNOSES: New depression and anxiety, hypothyroid, hyperlipidemia, OAB, GERD, gait instability with increasing falls and recurrent abdominal pain which has been evaluated via CT with no abnormality noted.

ALLERGIES: CODEINE.
DIET: Regular.
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CODE STATUS: Advance directive indicating no heroic measures, but DNR not in place.

PHYSICAL EXAMINATION:

GENERAL: Petite, older female, pleasant and cooperative.

VITAL SIGNS: Blood pressure 121/75, pulse 81, temperature 98.0, and respirations 15.

HEENT: Her bilateral conjunctivae are clear. Around her left eye, the medial aspect of the upper and lower lid, there is redness, mild edema, skin is intact and then on her left cheekbone, she has abrasion without any drainage. There is some mild edema and she states that it hurts to touch. There are no other noted abrasions on her face or neck.

MUSCULOSKELETAL: She ambulates with a walker. She goes from sit to stand using the armchair for support.

ASSESSMENT & PLAN:
1. Depression/anxiety. Zoloft 25 mg q.d. for seven days and we will increase to 50 mg q.d. thereafter.

2. Trial of Seroquel due to some of her delusional thinking, but due to the sedation that it causes, I am going to hold the Seroquel for two weeks and give the SSRI a chance to show what it can do for her and if she is okay with just the SSRI, we will discontinue the Seroquel.
3. Fall with injury. I told her that the bruising around her eye would resolve with time and the abrasion will just take some time to fully resolve and have fresh new skin.
CPT 99350
Linda Lucio, M.D.
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