


PROGRESS NOTE

RE: Linda Griffin

DOB: 10/21/1946

DOS: 09/30/2025
Radiance MC

CC: Lab review.

HPI: A 79-year-old female who had her annual labs drawn and looked for her and she was the last person to come out of her room for dinner I am told that she likes to avoid the commotion and come to and is just time to eat. She was quiet but cooperative and I did take her part for a few minutes and then just told her that we had got her blood work and that everything was good. Reassured her that she wanted to know if there is anything she needed to worry about and I told her not at all and so she seemed relaxed after that. I asked staff how she is doing and they stated that when it is too much for her out in the day room that she will spend more time in her room and they just check on her and make sure she is okay and that there have been some changes in her that she is a little more confused and has to be reminded of what the schedule is and you know when they eat, when they watch a movie, etc. She has not been a belligerent or resistant to care.

DIAGNOSES: Severe unspecified dementia, DM II, HTN, glaucoma, gait instability, uses a manual wheelchair, and chronic pain managed.

ALLERGIES: NKDA.
DIET: Low carb DM II diet.

CODE STATUS: DNR.

HOME HEALTH: Complete Home Health.

MEDICATIONS: Tylenol ES 500 mg one tablet t.i.d., ASA 325 mg one q.d., atenolol 100 mg q.d. with parameters of when to hold, Lipitor 40 mg h.s., cran cap 250 mg q.d., glyburide 7.5 mg with lunch and then with dinner, Lantus 40 units q.d., losartan 100 mg q.d., Remeron 7.5 mg q.d. q.h.s., nifedipine XL 90 mg q.d., Ozempic 0.5 mg SC q. Saturday, B12 1000 mcg q.d., vitamin C 500 mg q.d., and vitamin D 3000 units MWF.

Linda Griffin

Page 2

PHYSICAL EXAMINATION:
GENERAL: The patient stayed in her room until right before dinner was served and so she came out on her own propelling her wheelchair with her feet. She was quiet. She seemed a bit confused and I reassured her that everyone was already in the dining room waiting to be served she had not missed anything. The patient is dressed. Hair is combed and she is quietly propelling herself to the dining room.

MUSCULOSKELETAL: She had fairly good neck and truncal stability in her manual wheelchair. She is weightbearing for transfers. No lower extremity edema. Moves arms in a normal range of motion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

SKIN: Warm, dry, and intact with good turgor.

ASSESSMENT & PLAN:
1. CBC review. WBC count elevated at 15.72 but HCT and HGB WNL with normal MCV and MCH. Given the patient’s elevated white count I began to think of possible infection that could cause it speaking to the med aide who knows the patient quite well he states that over the last few nights that there has been increased confusion that she has just been staying in her room more as it seems to be too confusing and difficult to handle the noise for her out on the unit. She does have a history of UTIs so I am going to empirically treat her for UTI is getting a specimen from her would be difficult and take probably at least two days if not three.

2. CMP review. The patient’s creatinine is WNL. GFR is a little low at 67.75 otherwise CMP is WNL and no intervention required.

3. Social. I did speak with her brother/POA Jessie Isabelle about the impaired UTI treatment.

CPT 99350 and direct POA contact 10 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

