


PROGRESS NOTE

RE: Sharon Reynolds

DOB: 09/16/1945

DOS: 02/02/2024

Rivendell Highlands

CC: Change Depakote form.

HPI: A 78-year-old female seen in her room. She tends to stay in her room to include for meals and occasionally will come out in her wheelchair. The patient’s p.o. intake continues to be 50% or less. She denies any difficulty chewing or swallowing and no dyspepsia when asked. She states she sleeps through the night. She will get up and take herself to the bathroom if she needs to. She states when asked about her pain that the medicine she is on is good now and helping and staff report that they can tell a difference in her when her pain is being managed versus not and the patient commented that she felt better because she was getting enough medicine for her pain and while stating all this, she was awake and made eye contact and not in any way appeared altered.

DIAGNOSES: Chronic pain syndrome, rheumatoid arthritis, lumbar DDD, anxiety disorder, depression, glaucoma, and COPD.

ALLERGIES: PCN.

CODE STATUS: DNR.

DIET: Regular.

MEDICATIONS: Depakote 250 mg b.i.d. in sprinkle form, topical analgesic to bilateral knees 8 a.m., 1 p.m., and 6 p.m., BuSpar 10 mg 8 a.m., 1 p.m. and 6 p.m., Norvasc 5 mg q.d., clonidine 0.1 mg b.i.d., Combigan eye drops OU b.i.d., dorzolamide eye drops OU b.i.d. one drop, latanoprost eye drop one drop OU h.s., Norco 7.5 mg one tablet t.i.d. and a dose at midnight routine, melatonin 5 mg h.s, Rhopressa eye drops OU h.s., Effexor 150 mg b.i.d, and D3 1000 units q.d.

ALLERGIES: PCN.
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CODE STATUS: DNR.

DIET: Mechanical soft, which is stable.

PHYSICAL EXAMINATION:

GENERAL: Chronically ill appearing female with generalized sarcopenia, awake, made eye contact.

RESPIRATORY: Normal effort and rate. Lungs fields are clear. She has no cough. There is symmetric excursion.

CARDIAC: She has occasional irregular beat. No murmur, rub or gallop noted. PMI nondisplaced.

ABDOMEN: Flat, nontender. Hypoactive bowel sounds present.

MUSCULOSKELETAL: She has sarcopenia with decreased motor strength. She remains ambulatory independently and has been seen a few times walking independently in her room and walking out of her room into the hallway. She has no lower extremity edema. Move arms in a normal range of motion.

NEURO: Orientation x 2. She will ask questions. She tends to mumble as she speaks. Whether she actually understands information is unclear. She will let me know what she thinks is not working or how she is treated by other residents and staff. Insight is minimal.

SKIN: Very thin and dry with poor turgor. She has scattered bruises on both arms and on her pretibial areas. She cannot tell me what happened 

ASSESSMENT & PLAN:
1. BPSD, managed with Depakote along with also managing her pain and her anxiety. Depakote pill form she does not like taking so we will change to Depakote Sprinkles 250 mg b.i.d.

2. Sarcopenia. She has been on Megace for approximately three weeks so still too short a time to know whether it will be of benefit and her current weight is 1 pound less than prior to starting the medication.

CPT 99350

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

