


PROGRESS NOTE

RE: Lamonia Parker
DOB: 11/03/1941
DOS: 06/19/2025
Windsor Hills
CC: New admit.
HPI: An 84-year-old female admitted to facility on 06/19. She is here for respite care coming from home where she lived with her family. The patient was seen in her room. She is petite. She was well groomed, seated watching television. Staff had told me that she is very resistant to care and is known to hit people. I kept a distance introduce myself she told me she did not want to talk to me and she said that she was going to see her doctor. She said I am seeing a real doctor and when I told her I was a doctor. She said no you are not, get out of here and I went to listen to her heart. I asked her if I could and she did not say no, so as soon as I started to lean and she slapped me in the face and so I was able to take her hands put him down and told her that we do not hit and she had kept trying to hit back. Left her alone after that and staff stated that she has been verbally abusive to them when they went in to take her meals telling them to get out her room that they were ugly and fat, etc.
DIAGNOSES: Alzheimer’s disease late onset, BPSD physical and verbal aggression. She is also verbally abusive and resistant to care, COPD, chronic pain syndrome, anxiety disorder and depression.
MEDICATIONS: Colace one-cap q.d., hydroxyzine 10 mg q. 6 p.r.n., Depakote 250 mg q. a.m., Remeron 15 mg h.s., Cymbalta 60 mg q.d., Norco 5/325 mg one-tab q.6 p.r.n., alprazolam 1 mg q.5 p.r.n. and DuoNebs nebulizer treatment one treatment q6 p.r.n.
ALLERGIES: NKDA.
DIET: Regular diet with thin liquid.
CODE STATUS: Full code.

HOSPICE: The patient is followed by ACG Hospice. The patient also has 02 at 2 liters per nasal cannula p.r.n.
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The patient has had progressive functional decline with severe cognitive impairment. Recent MMSE was 7/30, which is categorized as severe dementia. The patient requires assist with 5/6 ADLs. She is a high fall risk. Her L-MAC is 22 CMs.

PHYSICAL EXAMINATION:
GENERAL: Frail and elderly female seated in her wheelchair. She can be strong when she needs to be.
Vital signs were not obtained due to patient resistance.
HEENT: She has groomed hair that is full thickness. EOMI. PERRLA. Wears corrective lenses. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple with clear carotids.

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

ABDOMEN: Scaphoid and nontender. Bowel sounds present.

RESPIRATORY: Did not cooperate with deep inspiration.

MUSCULOSKELETAL: She is very thin. Has generalized decreased muscle mass and motor strength. Did not observe her weightbearing that she has a strong slap and good neck and truncal stability as she was seated.

NEURO: Oriented to self when new staff member went in and asked her if she had just gotten here today she said no that she has been here for years and was very matter of fact about it. She was not sure where she was, when asked if she knew at least the city or the state she repeated I do not know where I am. The patient has also been having increased shortness of breath sets dropping into the high 80s thus the use of O2 and the patient is intermittently cooperative with wearing it. Staff went to help the patient with bowel and bladder care as she would not let them check her brief much less assess her skin. We will monitor patient’s respiratory comfort for any distresses and offer O2. We will see if she takes it if needed.

ASSESSMENT & PLAN: Social. I considered calling her daughter who is her POA and her primary caregiver, however, I think that this time for respite is much needed and will let the family have this time.
CPT 99345-14
Linda Lucio, M.D.
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