


PROGRESS NOTE

RE: Susan Brantley
DOB: 12/23/1943
DOS: 03/06/2024
HarborChase MC
CC: 90-day note.

HPI: An 80-year-old female seated in her Broda chair. She was at the counter in the dining room and just quietly looking around. She smiled and before I actually got to her, but was with an adjacent resident, I heard singing and it was her. I had previously heard from hospice staff that she has a lovely singing voice. I had not heard it until today and she does. The patient has advanced MS and endstage vascular dementia. The patient is seated in her Broda chair as she has poor neck and truncal stability and even in the Broda chair has to be repositioned to midline. Staff reports that she is pleasant. There are no behavioral issues. When she is in pain, it is evident by her facial expression or grimacing where she will groan, but that is infrequent. Early in February, the patient was having cough with congestion. I ordered CXR on 02/07/24 that showed bilateral opacities consistent with infectious process. The patient was treated with Levaquin 750 mg daily for seven days. All of this is resolved and she appears back at her baseline state.

DIAGNOSES: Multiple sclerosis advanced to endstage, endstage vascular dementia, neurogenic bladder with urinary incontinence, bowel incontinence, paroxysmal atrial fibrillation, HTN, GERD, and osteoporosis.

MEDICATIONS: Alprazolam Intensol 1 mg/mL 0.5 mL q.4h. p.r.n., Norvasc 10 mg q.d., Dilaudid 8 mg one tablet q.4h. p.r.n., Cymbalta 60 mg one capsule q.d., Toprol 50 mg b.i.d., HCTZ 12.5 mg b.i.d., Senna one tablet q.d. and Ultram 50 mg one tablet b.i.d.

ALLERGIES: Multiple, see chart.

DIET: Mechanical soft with thin liquid.

CODE STATUS: DNR.

HOSPICE: Traditions.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, pleasant, looking around and saying aloud.

VITAL SIGNS: Blood pressure 92/62, pulse 84, temperature 97.5, respirations 17, and weight 175.2 pounds.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness and anterolateral lung fields. She does not cooperate with deep inspiration, but lung fields are relatively clear. No cough.

MUSCULOSKELETAL: Poor neck and truncal stability. She requires a Broda chair and intermittent repositioning. No lower extremity edema. She is non-weightbearing.

NEURO: Orientation x1. She will make eye contact. She smiles. She speaks, but it is random and not in context; however, it is clear. She is not able to give information. She is dependent on full assist with 6/6 ADLs.

ASSESSMENT & PLAN:
1. Recent URI status post treatment. O2 sats are WNL and no evidence of respiratory distress.

2. HTN. Today’s BP is low. I am going to order routine BP checks and we will assess whether I need to adjust her current blood pressure medications.

3. Pain management. It appears well controlled between the routine tramadol and the p.r.n. Dilaudid.
CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
