


PROGRESS NOTE
RE: Janice Majors
DOB: 11/25/1934
DOS: 06/17/2026
Sommerset AL
CC: Headache and anxiety.
HPI: A 91-year-old female seen in room. She requested to be seen telling me that she had a headache and pointed to the right side of her forehead and temporal area. The patient states that she sat down very hard about a week ago to the point that she ended up going to the emergency room had a head CT was told that it was clear and returned to the facility. She contends that she has had a brain injury thinks that she had a stroke as she experienced her right eye closing and that she was not able to open it that there was matter that was keeping her eyelid down and then when that was cleaned her eyelid would not stay open on its own she would have to hold it up and that has since resolved. I asked her about the possibility of Bell’s palsy explained it to her she already knew what it was stated that was not the reason that her eye was having an issue she relates it to again that she most likely had a stroke that was not seen on the CAT scan. As of now, her vision is at its baseline and watching her as she was talking and I spent about half an hour with her she was able to blink etc. and close her eyes without any difficulty reopening them. She then tells me that she has been eating meals in her room as she finds a dining room too loud and that it causes her to have it right side of head, headache and again when she has had staff come in to her room some of them talk loud and she tells them they need to lower their voice because of she has had a brain injury. So. I just listened to her and told her that the good news is that she has just had a recent CAT scan that was normal she has a family history of a brother and father who both had brain tumors that they eventually succumb to and I told her with that family history its not a surprise that she would be concerned about that same possibility for herself and then I referenced her back to having had a normal CT recently. She did think about that stated that she understood that and was glad to be reminded. She did not also tells me that she has not been sleeping well and she had gone up and asked for some Tylenol and the nurse referred her to the Med aid further down the hall who gave her what turned out to be Allegra and she said that she slept well, but she does not believe that she supposed to take Allegra as she has macular degeneration. The patient continues to receive ocular injections for the macular degeneration. As to difficulty sleeping, I suggested melatonin and she was receptive to that so I told her I would order it and I will give it a try. Overall apart from the anxiety that she has regarding this ”brain injury”. She has had no recent falls. Her appetite is at baseline of which she is not a big eater remains ambulatory.
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DIAGNOSES: Macular degeneration, HTN, HLD, atrial fibrillation, CAD, CHF, drive macular degeneration, and hypothyroid.
MEDICATIONS: Unchanged from 04/08/2026 note.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: Petite elderly female well-groomed seated comfortably in her apartment.
VITAL SIGNS: Blood pressure 138/74, pulse 74, temperature 97.1, and respiratory rate 16,.
HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa. No cervical lymphadenopathy. On the right side of her forehead, there is a small seroma has a small amount of the bloatable fluid underneath the overlying skin is intact. Normal color. There is no surrounding redness or warmth. The area is small. The patient contends that it gets bigger and” lumps that she feels in her neck that she is afraid of that are cancerous I reassured her were benign lymph nodes that are normal part of anatomy.

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

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

ABDOMEN: Scaphoid. Nontender. Hypoactive bowel sounds.

MUSCULOSKELETAL: She is then with generalized decreased muscle mass and adequate motor strength. She has good grip strength weight bears ambulates independently in her apartment if she needs to she has walker, but she tries to not use it and no lower extremity edema.

NEURO: She makes eye contact. Her speech is clear. She is able to give information and understands given information. She makes eye contact. She does appear anxious and perseverates on this area of tenderness on her right forehead/temporal area.

SKIN: Overall her skin is warm, dry, intact and with good turgor.

ASSESSMENT & PLAN:
1. Headache. I reassured patient that she is got a negative CT as of a week ago. She had normal eye movement with coordination throughout the time that we were talking and she was happy to hear that and reassured her that this small area of benign fluid accumulation will resolve on its own and to try to just relax.
2. Insomnia. Melatonin 5 mg two tabs p.o. h.s. to assess if it works for her and if it is too much then we can cut it down to one tablet at h.s. so it would be trial and error and she will have some control over, which she liked.
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3. Anxiety. The patient does not have any anti-anxiety medications on her MAR and I think she would definitely benefit so I am going to start her on BuSpar 5 mg q.d. for one week and then will increase it to 5 mg b.i.d. and then go from there.

4. CBC review. All values are WNL.

5. CMP review. T-protein is slightly low at 5.9 its just off 2/10th of a point unremarkable and GFR is 51 with the normal creatinine. Otherwise, CMP WNL.

6. Hyperlipidemia. Lipid profile all values are well within target range. She will continue on Lipitor 40 mg h.s.

7. Hypothyroid. TSH and FT4 are both well within normal. She is on levothyroxine 50 mcg q.d. and will continue.
CPT 99350
Linda Lucio, M.D.
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