


PROGRESS NOTE

RE: Patricia Adams
DOB: 10/23/1942
DOS: 01/21/2026
Rivermont AL
CC: First 30-day note.

HPI: An 83-year-old female who is seen in her room. The patient is status post CVA with resulting cognitive impairment. She is alert and smiling when seen in her room. She is verbal, but some of what she states is random. She also has a history of chronic pain and tells me that her pain is managed by Dr. Abbas who is her cardiologist. In reality, I have continued to prescribe the Norco that she arrived on 10/325 mg was q.6h. on arrival and prior to my coming this week she was insistent with the nurses that she needed to have it every four hours and when she was not getting it I am told that she would just lie and then crying. So she is getting it q.4h. as of today and we will monitor for sleepiness, etc. The patient had a fall on 12/17/25, seen in the ER and NRH, discharged with the closed head injury diagnosis but not sent out with pain medication. In her room later on the unit the patient is in a wheelchair that she has been either transported by staff and then later by a family member and she remained in a gown that she had on in the morning and thus the remainder of the day.
DIAGNOSES: CVA with sequelae of cognitive impairment, increase in major depressive disorder and then chronic systolic and diastolic CHF, RA, paroxysmal atrial fibrillation, asthma, chronic pain syndrome, ASCVD and MCI.

MEDICATIONS: Unchanged from 12/26/25.

DIET: Regular NAS.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Elderly female seated in her manual wheelchair, wearing a housecoat and hair unkempt was seen later being propelled around by family looking the same. She was awake, made eye contact, not able to give a lot of information and focus was on making sure that her pain was treated.
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VITAL SIGNS: Blood pressure 133/76, pulse 70, temperature 97.0, respirations 17, O2 sat 98%, and weight 131 pounds, a weight gain of 11 pounds from 12/26/25 provided it is correct.

RESPIRATORY: Normal effort and rate with relatively clear lung fields. No cough and symmetric excursion.

CARDIAC: Irregular rate and rhythm without murmur, rub, or gallop. Rhythm is paced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She has a fairly good neck and truncal stability, in a manual wheelchair did not propel herself but was transported. No lower extremity edema. Generalized decreased muscle mass and motor strength. She can weight bear for a pivot transfer. She has standby assist.

SKIN: Warm, dry and fair turgor, and generally intact.
PSYCHIATRIC: She seemed to be attentive when being spoken to her asking for what she needed and not self aware of how she was presenting herself when she was out in public and everybody else was well groomed and she was wearing a housecoat and her hair was unkempt.

ASSESSMENT & PLAN:
1. Pain management. We will continue with the current Norco dose and frequency, but monitor her for alertness and safety and her mobility. At this point it is also not clear what her pain source is and we will look to no further increase and in fact to see we can decrease either the strength of the dose or the frequency.
2. Cognitive impairment. She is in the mild category. She has been here long enough that I think staff now needs to start assisting her in her personal care.
3. Hypertension. We will monitor and make any adjustments needed in blood pressure and/or digoxin.
CPT 99350
Linda Lucio, M.D.
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