


PROGRESS NOTE

RE: Norma Yocum
DOB: 07/02/1931
DOS: 05/04/2026
Rivermont MC
CC: Increased agitation.
HPI: A 94-year-old female seen in her room. She was in a recliner reading a magazine. She likes to read the small print and still able to see without the assist of glasses and when I would ask her what was meant by what she just read, she was able to give her interpretation of things which were sensible. The patient overall comes out for meals. She does spend time in her room. She has a recliner near a large open window and she likes to sit there and read which she was doing when I came in and then she became antsy about wanting to know what the schedule is and then wanting to be toileted, but was fussy when the nurse was going to put a new brief on her and change her pants as she had urinated on herself and it just took a while to get her to understand that she would be cleaned and it would just take a few minutes if she cooperated. Her p.o. intake is at baseline and she is followed by hospice that she enjoys the people that are helping to take care of her and they have taken the place of other visitors who were no longer able to come see the patient due to their own medical issues. The patient recognizes the staff that are working around her.
DIAGNOSES: Severe unspecified dementia, chronic pain management, HTN, glaucoma, and history of anxiety/depression.

MEDICATIONS: ABH gel 1/25/1 mg/0.5 mL currently 0.5 mL at 9 a.m.; this will be increased, see A&P, brimonidine solution one drop OU b.i.d., BuSpar 7.5 mg one tablet h.s., Norco 5/325 mg one tablet t.i.d., metoprolol 25 mg one tablet b.i.d., nystatin cream; apply to front hairline q.a.m. and h.s., PEG solution three days weekly, Senna Plus one tablet b.i.d., and Zoloft 25 mg h.s.

ALLERGIES: CLINDAMYCIN and MEPERIDINE.
DIET: Mechanical soft and regular with thin liquid.

CODE STATUS: DNR.

Norma Yocum
Page 2

HOSPICE: The patient is followed by Suncrest Hospice.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female who was alert and interactive, somewhat agitated intermittently.

VITAL SIGNS: Blood pressure 137/62, pulse 77, temperature 96.0, respirations 19, O2 sat 98%, weight 100 pounds, which is a gain of 4 pounds in one month.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: She has an irregular rhythm at a regular rate without MRG.

MUSCULOSKELETAL: The patient moves her arms in normal range of motion. She has good grip strength. Intact radial pulses.

LOWER EXTREMITIES: She has no lower extremity edema. Heel guards are worn. She has generalized decreased muscle mass and motor strength, is very wiry. She is able to weight bear for transfer assist and otherwise is transported in a manual wheelchair.

ABDOMEN: Flat and nontender. Hypoactive bowel sounds present.

NEURO: She makes eye contact. Her speech is clear. She will tell you what she needs, then can change her mind and is impatient waiting to get what she wants or staff do not transfer her the way she wants, etc., and she becomes difficult to calm down.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Increasing agitation. It appears to not just occur in the morning as previously, but now throughout the days. She wants something, but cannot be specific and then gets agitated when staff are not able to find what it is that she is wanting. I am increasing her ABH gel 0.5 mL to a.m., 1 p.m. and h.s.

2. Hypertension. Review of BPs showed good control on current medications, no changes.
CPT 99350
Linda Lucio, M.D.
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