


PROGRESS NOTE

RE: Nancy Hare

DOB: 10/21/1957

DOS: 02/20/2026
Windsor Hills

CC: Behavioral changes with aggression.

HPI: A 68-year-old female seen sitting in her room. Earlier I had looked for a couple of times and she was nowhere to be found doing different social activities or sitting outside. When I saw her in a room I asked her how she was doing and she just kind of shrugged her shoulders. I told her that staff has noticed that she was acting different being agitated or aggressive when she would talk to them or the way she would react to them and then she said and I am having hallucinations and I looked her she said I have been hallucinating today and she just had a look on her face that I believed her. I asked her if she had any fears or chills any nausea any low back pain. She said that she just had not had much of an appetite today but no nausea that things were getting on her nerves around her and she was seen things that she knew were there but she was seeing them and she did not want to say anything to anyone because people would think she was crazy. I asked her if she was having any problems with urination and she was quiet she did not really seem to have anything to say and then she said that she was able to pee, but it just came out slowly it took more effort to get it out and it smelled really strong. She denied any low back pain.

DIAGNOSES: History of CVA 2022, COPD, depression, anemia, generalized muscle weakness, HTN, pain issues, GERD, and HLD.

MEDICATIONS: Zoloft 75 mg q.d., BuSpar 10 mg t.i.d., Depakote 250 mg t.i.d., ASA 325 mg one q.d., lidocaine patch to left knee on in the a.m. off at h.s., metoprolol 25 mg one tablet b.i.d., Plavix one q.d., Lipitor 80 mg h.s., Pepcid 20 mg q.d., gabapentin 100 mg two capsules t.i.d., Zyrtec 10 mg one tablet q.d., and lisinopril 10 mg b.i.d.

ALLERGIES: CODEINE.

CODE STATUS: Full code.

DIET: Regular.
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PHYSICAL EXAMINATION:

GENERAL: Petite female sitting on her bed. She was well groomed and receptive to speaking.
VITAL SIGNS: Blood pressure 143/84, pulse 68, temperature 97.8, respirations 16, O2 saturation 97%, FSBS 118, and weight 137 pounds.

HEENT: Her hair is groomed and pulled back. EOMI. PERLA. Nares are patent. Moist oral mucosa. Native dentition.

NECK: Supple with clear carotids.

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

RESPIRATORY: She had a normal effort and rate with clear lung fields. No cough.

ABDOMEN: Flat, nontender, and hypoactive bowel sounds. No masses.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She has generalized decreased muscle mass but adequate motor strength to get around. She has a walker that she uses and no false that I am aware of.

NEURO: She is alert and made eye contact when I spoke to her. She is soft-spoken, but speech is clear. She readily came forward when I commented about her behavior being agitated and immediately that she was hallucinating and just look on her face I believed her so.

ASSESSMENT & PLAN:

1. Behavioral changes with hallucinations. A UA with C&S to rule out infectious etiology. Pending those results we may have to consider something else will wait for UA results.

2. General care. There are no results in patient’s chart so I am going to order a CMP and CBC along with the Depakote level and lipid profile and we will make any needed adjustments once results are available.
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Linda Lucio, M.D.
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