


PROGRESS NOTE

RE: Carol Gremillion
DOB: 02/18/1940
DOS: 03/04/2024
Jefferson’s Garden AL
CC: Right lower quadrant pain.
HPI: An 84-year-old female seen in room. She was lying on her bed and she told me that her abdomen hurt. She states that if she did not know she had her appendix out, she would think that is what it was. She had eaten today had to include having had lunch and does not know what factors led to discomfort she was feeling. She had a bowel movement yesterday and she thinks maybe today she states that she ate this morning without any problem and she denies any fevers, chills, or previous abdominal discomfort. I was able to examine her and she responded to the right lower quadrant not McBurney’s point but in the general area but there is no rebound or peritoneal signs. We talked about something like TUMS or antacid to see if that would help her with gas and I told her that repositioning herself may also be of help, she did do that and she stated that she felt a little bit better and then later I saw her in her wheelchair reluctantly going to dinner. Staff report that she ate most of her dinner and returned to her room without complaint. The patient’s daughter who is an RN comes infrequently and always alert, states this is what her concerns are, says her mother by her report has lost 22 pounds while the most recent weight here is 163.7. In January, the patient’s weight was 178 and August 2023 183 pounds, which is a 19.3 pound weight loss. We will verify today’s weight with a re-weight this evening.
DIAGNOSES: MCI with progression now stable, peripheral neuropathy, hypothyroid, hypertension, hyperlipidemia, BPSD in the form of isolation, and perseveration on pain.
MEDICATIONS: Unchanged from 02/06 note.
ALLERGIES: Multiple see chart.
DIET: Regular.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is lying in bed. She was groomed and alert, stating that she had abdominal discomfort which she allowed me to examine.
VITAL SIGNS: Blood pressure 130/78, pulse 84, temperature 97.8, respirations 18, O2 saturation 95% and weight 167.3 pounds.
CARDIAC: The patient has regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough symmetric excursion.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: She was able to reposition herself in bed when instructed to do so and then later with some assist transferred from bed to wheelchair and though she was a bit reluctantly she did go to dinner and I am told that she ate most of her plate. I checked on her after dinner she was sitting up in a wheelchair and asked her how she was feeling and she stated that when she got up and moved that she started to feel better.
NEURO: She is alert and oriented x2, has to reference for date and time. Her speech is clear. She can voice her need and ________________ just being left alone to stay in bed.

SKIN: Warm, dry, and intact. She does have some venous changes on bilateral lower extremities.
ASSESSMENT & PLAN:
1. Abdominal pain. I think part of this is just not moving enough and once she started moving it resolved, so encourage her to get up more frequently.
2. Weight loss. The patient has lost weight by comparison to values last year. However, her BMI remains in target range at 27.2. She has not had an abrupt weight loss. We will follow and monitor her p.o. intake and do more regular weight monitoring.
CPT 99350
Linda Lucio, M.D.
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