


PROGRESS NOTE

RE: Blanch Colorado
DOB: 07/02/1944
DOS: 01/06/2025
Jefferson’s Garden AL

CC: Routine followup.

HPI: An 80-year-old female seen in the room. She was lying on the couch watching TV which is unusual for her. She did not have much to offer at that time. She stated that she felt okay. She is still very picky about what she will eat, not wanting to eat the food here, but she is now learning to at least ask for specific things which they will make for her within reason. While she spends most of her day in her room, in the evening she will come out in her wheelchair and roam around which she states is for exercise. She can voice her needs to staff as needed. It is just interaction with other residents that is very limited. Her daughter who lives locally checks in on her. 
DIAGNOSES: Depression, generalized anxiety disorder, RLS, atrial fibrillation, GERD, insomnia, HTN, osteoporosis and a history of psychotic mood disorder – recently diagnosed.

MEDICATIONS: Unchanged from 12/09/24 note.

ALLERGIES: FENTANYL.
DIET: Regular. No pork and gluten-free.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is resting comfortably in her room and then later in the evening comes out in her wheelchair and wants to have conversation with the people I am working.

VITAL SIGNS: Blood pressure 106/70, pulse 71, temperature 98.0, respirations 14, O2 sat 92%, and weight 124.8 pounds.
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RESPIRATORY: Normal effort and rate with clear lung fields. No cough and symmetric excursion.

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

MUSCULOSKELETAL: She has a good neck and truncal stability, in a wheelchair, propels it without difficulty. Self transfers, so is weightbearing. She has not had any recent falls and no lower extremity edema. Intact radial pulses with good upper extremity grip strength and range of motion.

NEURO: She makes eye contact. Speech is clear. She is verbal, talking about her grandchildren and wanting to show her ”Bragg Books” which I did look at for a little bit with her and then had to excuse myself to work, but she was then persistent about wanting to talk about something else which I had to put a limit to. Her affect is congruent with situation, but she seems surprised when she kind of does not get her way. Orientation is x 2 to 3. She is oriented to person and place. She has to reference for date and time.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Depression/anxiety. She is on Seroquel 50 mg h.s. and also receives Remeron 15 mg h.s. So, there should be SSRI benefit for depression and we will just continue to monitor.
2. Osteoporosis. She is consistent with her Boniva. She gets around propelling herself, but no actual weightbearing exercise which I have encouraged her to try to do some. 
3. Insomnia. The patient states that she is actually sleeping fairly good at night and likes to sleep in as well. We will follow up with her at next visit to assess need for increase in her antidepressant. 
4. Pain management. She has been having increased left knee pain secondary to a fall a while back. It was imaged. No fracture or dislocation. So, tramadol 25 mg one p.o. q.a.m. routine and b.i.d. p.r.n.

CPT 99350
Linda Lucio, M.D.
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