


PROGRESS NOTE

RE: Julie Sumrall
DOB: 03/03/1940
DOS: 02/03/2025
Jefferson’s Garden AL

CC: 30-day review.

HPI: An 84-year-old female seen in the room. It was after a lunch and she was taking a nap, but woke up easily. The patient is able to give information when asked specific questions. She denied having any significant pain or pain that was persistent. She sleeps through the night. She is out for all meals and I have observed the patient out of her room. She is social, likes interacting and attends activities as often as they are available. Staff notes that she is cooperative with care to include personal care. She has had no recent falls and gets around in a manual wheelchair. 
DIAGNOSES: Advanced unspecified dementia, sundowning and BPSD – both medically managed, chronic seasonal allergies, osteoporosis, gait instability – now wheelchair dependent, hypothyroid, GERD, and pain management.

MEDICATIONS: Fosamax q. week, docusate one tablet b.i.d., Haldol 1 mg at 1 p.m. and 6 p.m., levothyroxine 25 mcg q.d., Singulair h.s., Protonix 40 mg q.d., PEG solution b.i.d., Zoloft 200 mg q.d., KCl 20 mEq q.d., tramadol 50 mg b.i.d., and vitamin D3 1000 units q.d. 
ALLERGIES: MEPERIDINE.

CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient alert when seen out on the unit and interactive in the room. She had been napping, but awoke and quickly was at her baseline making eye contact and talking. Orientation is x 2. She speaks less than previously; words are clear; at times has word finding difficulty noted and evident long-term memory deficits. She does like being social and will spend more time out of room than in it.
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VITAL SIGNS: Blood pressure 128/70, pulse 68, temperature 97.2, respirations 18, O2 sat 95%, and weight 132 pounds – a weight loss of 5.8 pounds in 30 days.

RESPIRATORY: She has done relatively well this season, not having cough or congestion. She is able to take a deep breath. Lung fields are clear. No cough. Symmetric excursion.

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

MUSCULOSKELETAL: She is weightbearing for transfers. Propels herself in her manual wheelchair. No lower extremity edema. She moves arms in a normal range of motion.

SKIN: Warm, dry and intact with fair turgor. No bruising, skin tears or other breakdown noted.

ASSESSMENT & PLAN:
1. Advanced unspecified dementia, appears stable at this point in time. The patient is still able to voice her needs. She does follow direction. She is not a behavioral problem and staff just needs to be aware of checking on her for assist as she can tend to be quiet.

2. Sundowning. This has been effectively treated with low-dose Haldol 1 mg at 1 p.m. and 6 p.m. and I do not see a need to try to titrate that down as it does not appear to change her baseline cognition or alertness state. 
3. Depression. The patient denies any symptoms of same. Staff reports that she appears to generally be in good spirits and going about her business or doing activity though there is evident progression of dementia. So, no need to decrease the current dose of Zoloft.
4. CMP review. All values are WNL. No need to address any further than that. 
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