


PROGRESS NOTE
RE: Dorris Warner
DOB: 10/19/1932
DOS: 09/03/2025
Rivermont MC
CC: Routine followup.
HPI: A 92-year-old female, who was seated quietly in the dining room at her usual place. The patient was just randomly looking around made brief eye contact when I wanted to visit with her, which was later I gave her some time she was quiet but compliant. Staff report that she comes out for all meals. She will go to activities and sometimes staff will help her to assist other time she just watches. She has had no behavioral issues, no false or other acute medical events.
DIAGNOSES: Severe unspecified dementia decreasing mobility, this is a change of now approximately two months. She is in a manual wheelchair that she can propel previously ambulated independently. She is now primarily nonverbal. She is left eye ectropion, history of depression, and insomnia.
MEDICATIONS: Docusate liquid 10 mL p.o. q.d., EES ophthalmic ointment to left eye a.m. and h.s., melatonin 3 mg h.s., Remeron 7.5 mg q.p.m. and prenatal MVI q.d.
ALLERGIES: NKDA.
CODE STATUS: DNR.
DIET: Regular minced moist with thin liquid.
PHYSICAL EXAMINATION:

GENERAL: Petite elderly female seated quietly at the table just staring out randomly.
VITAL SIGNS: Blood pressure 120/58, pulse 64, temperature 97.6, respiratory rate 17, O2 sat 98% and 90 pounds, which is a 4-pound weight gain from last month.
HEENT: Short hair that is thin, but combed. EOMl. PERLA. She has mild exophthalmos. Nares patent. Moist oral mucosa. Native dentition with a bridge.

NECK: Supple. Clear carotids. No LAD.
CARDIOVASCULAR: The patient has a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: She does not understand deep inspiration so just listen to her. Lung fields are clear. She had no cough and symmetric excursion.
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ABDOMEN: Flat. Nontender. Hypoactive bowel sounds present. The patient has a new finding of a ventral hernia above the umbilicus. There is no tenderness to touch listening with my stethoscope I did not hear bowel sounds. Staff can give me clear date as to when it was first noticed, but it is relatively new in the last couple of weeks.
MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. She moves arms in a normal range of motion. No lower extremity edema and propels her manual wheelchair pedaling with her feet.
SKIN: Thin and dry, but intact. No evidence of bruising or abrasions.

PSYCHIATRIC: Appears to be in a stable state where she is quiet, but will likes to socialize around other people and will give responses if people speak to her. The content of her responses is generally random and out of context.
ASSESSMENT & PLAN:
1. Severe unspecified dementia. There is clear progression evident today more so than last visit. She is quieter. Her affect is bland. She has already had the change in mobility in the absence of any fall or anything else just no longer able to stand upright. She appears to be comfortable in the wheelchair and when she needs assistance getting around staff will readily help her.
2. Depression by history. She is on Remeron 7.5 mg. She takes 6 p.m. and also on antidepressant helps with sleep and appetite, we will monitor and give her some time in next visit if things have continued we will most likely add a different SSRI.
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