


PROGRESS NOTE

RE: Patricia Rigler
DOB: 02/26/1937
DOS: 02/03/2025
Jefferson’s Garden AL

CC: Blood pressure review.

HPI: An 87-year-old female seen in room. She was seated in her wheelchair in front of a TV. When I asked her what she was watching, she tried to describe it, but essentially she did not know either. I asked her if she was okay with me checking her and she said yes and so I was able to proceed with that. Prior though I asked her how she was sleeping and she said she slept good and she kind of looked at me puzzled and I said I am just making sure that everything is okay and she said “oh my goodness yes.” She said “I go to bed when I am ready and I get up when they get me up in the morning” and she said “I go to all the meals” and she said “I am fine” and I said “are you taking your medicines like you are supposed to? and she said “I take whatever they bring me.” She goes out for all three meals and has a table that she sits at with the same women. Overall, she is in good spirits. Her son/POA Brad does come in and check in on her. He lives in Texas, so it is not a drop in during the week kind of visit, but he does check in on her and make sure that she has what she needs. 
DIAGNOSES: Advanced Alzheimer’s disease, BPSD which fluctuates and currently she is in a period where there are not any significant behavioral issues, but should they occur, it is agitation and irritability and she will resist care at that point. So BPSD is medically managed, DM II, HTN, diabetic retinopathy, peripheral neuropathy and HLD.

MEDICATIONS: Unchanged from 01/06/25 note.

ALLERGIES: NKDA.

DIET: Regular with chopped protein.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is seated in her apartment. She was comfortable and engaging when I spoke with her.

VITAL SIGNS: Blood pressure 155/85, pulse 60, temperature 97.1, respirations 13, O2 sat 98%, and weight 135 pounds.

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

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: Propels herself in a manual wheelchair, self-transfers. She has had no falls. No lower extremity edema. She moves arms in a normal range of motion. Denies any physical pain.

NEURO: She makes eye contact. Her speech is clear. Her affect is generally guarded and when she seems to feel like the coast is clear, she will smile, but she is able to give information about herself as to how she feels, but apart from that, she does not remember. She can make her needs known and will ask for help as needed.

SKIN: Warm, dry and intact. There is no bruising, breakdown or skin tears noted.

ASSESSMENT & PLAN:
1. DM II. The patient is on glyburide 5 mg p.o. at lunch and at breakfast and pioglitazone 30 mg at 7 p.m. Her last A1c was on 02/14/2024 and it was 8.4. She has refused any further attempts to get blood for A1c and I talked to her about it tonight and it is pretty clear that her decision is the same. She does not want to have blood work done. So at this point in time, the A1c of 8.4 was on the same medications that she is on already mentioned and still elevated at 8.4 which is better than it being low. So, no lab draw will be done, but we will continue with medication. 
2. Hypertension. BPs for this month are reviewed. Systolics have ranged from 125 to 181 and diastolics have ranged from 73 to 102. Overall, she tends to have more elevated blood pressures with only a couple that are in normotensive ranges. So changes will be clonidine 0.1 mg to be given at 8 a.m., 1 p.m. and 6 p.m., lisinopril 40 mg will continue at 8 a.m., and metoprolol 50 mg will be given at 5 p.m. and h.s. 9 p.m. BP and heart rates will be monitored daily for the next couple of weeks and I will review and make changes as needed.

CPT 99350
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
