


PROGRESS NOTE

RE: Fay McCoy

DOB: 01/11/1924

DOS: 02/28/2024

Rivendell AL

CC: Constant nagging cough.

HPI: A 100-year-old female seen in room. I had just earlier saw her daughter coming her into the building and I told her I would be seeing her mother, so she was present when I came into the room. The patient was seated with a sweater on when it struck me that she just looked bleary-eyed and like she did not feel well. I had heard her cough before I came into the room and it is the one that once it starts she has a hard time stopping it and it is nonproductive. She stated when she is able to bring something up, it is just milky color. She stated that she was okay this morning at breakfast and then through the day she has continued to feel worse. She could not tell me if she had a fever. She stated that she was tired and that she just wanted to close her eyes because they felt hot and irritated. She has had normal food and fluid intake. She is still urinating. Denies any discomfort with urination. The patient has had COVID in the past twice and done amazing going through that at her age, but that was removed almost a year ago and this cough she states has really progressed today.

DIAGNOSES: Unspecified dementia without BPSD, intermittent lower extremity edema, HTN, HOH, macular degeneration with vision loss.

MEDICATIONS: Unchanged from 02/14/24.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with bite sized food.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly female who just looks like she does not feel well.

VITAL SIGNS: Blood pressure 112/65, pulse 77, respirations 14, weight 103 pounds and temperature 99.4.

HEENT: Conjunctivae are injected. No drainage. Her eyes have that rheumy look. Nares are patent. No flushing to her cheeks. She has dry oral mucosa. She has a cough without expectorant or nasal drainage.

RESPIRATORY: She has a cough triggered with deep inspiration. She has some mild wheezing at bilateral lower bases. It does not improve with cough. She has a hoarse voice. She does not have any nasal drainage, but nasal stuffiness.

CARDIOVASCULAR: Regular rhythm. No murmur, rub or gallop. 

ABDOMEN: Soft. Bowel sounds present. No tenderness.

SKIN: Warm and dry. Decreased turgor.

ASSESSMENT & PLAN:
1. Febrile illness. The patient is given Tylenol 650 mg and Robitussin DM will be 10 mL routine q.6h. for six doses and then p.r.n. Also have staff q. shift encourage water intake and that she is to be given Tylenol 650 mg for fever with q. shift check routine.

2. Social: I spoke with her daughter and told her that would have hospice check on her tomorrow. If there is any change in her expectorant or the quality of her cough, then we will write for a stronger cough syrup and antibiotic.

CPT 99350 and direct POA contact 20 minutes
Linda Lucio, M.D.
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