


PROGRESS NOTE

RE: Norma Farnon
DOB: 11/16/1950
DOS: 06/03/2026
Rivermont MC
CC: Dementia progression.
HPI: A 75-year-old female with severe frontotemporal dementia seen today. She since most of the time in her room, she has a sitter who is with her from 9 to 7 and the sitter reports that she has PO intake at lunch and dinner that is fairly good. The patient who was a walker and would just go up and down hallways etc. she is now in wheelchair no longer able to walk and in the wheelchair she has noted difficulty holding herself upright leaning in the chair. Today when we went into the room, she is actually in a good mood, but her visual contact was with the sitter and she just uttered a few words in the direction of the sitter.
DIAGNOSES: Severe frontotemporal dementia, BPSD care assistance and disordered sleep pattern, GERD, HTN and HSV-2 suppression.
MEDICATIONS: Unchanged from 05/04 note.
ALLERGIES: SULFASALAZINE.

DIET: Minced moist regular with thin liquid and chocolate Ensure one daily.
CODE STATUS: DNR.

HOSPICE: Good Shepherd.

PHYSICAL EXAMINATION:

GENERAL: The patient is lying quietly. Did not speak when we were there and later saw her being transported in her manual wheelchair to the dining room.
VITAL SIGNS: Blood pressure 123/79, pulse 78, temperature 97.7, respirations 17, O2 sat 97% and weight 106 pounds, which is stable.
HEENT: Her hair was groomed. EOMI. PERLA. Nares patent. Most oral mucosal. She was quiet. Did not speak. Eyes opened looking about. Moist oral mucosa with clear carotids.

CARDIAC: Regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.
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RESPIRATORY: Bibasilar breath sounds due to lack of effort. Lung fields are clear. No cough. Symmetric excursion.

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

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. The patient is weight-bears only for transfer assist. Lower extremity edema. No longer ambulatory. She has decreased neck and truncal stability. Seated in wheelchair that has to be put on cushions on either side of her.

SKIN: Thin and dry intact. No bruising or breakdown noted.

NEURO: She is awake. Looks around. Did not speak when she does speak it is just a few words at a time that are random and at times nonsensical. The patient is oriented x1. She will just utter or says something nonsensical, but she is speaking very rarely. Affect can be bland or confused and directions have to be repeated.

ASSESSMENT & PLAN:
1. Severe frontotemporal dementia. The patient has ABH gel to treat behavioral issues and it is effective.
2. Insomnia this was a problem for patient. She has now been on trazodone 50 mg h.s. for a while and it is effective. She sleeps through the night and does not appear to have next day sedation.
3. HSV-2 suppression. She has been on valacyclovir 500 mg daily and no recurrence the question that I will look into is thus this need to continue and will address it next visit.
CPT 99350
Linda Lucio, M.D.
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