


PROGRESS NOTE

RE: Norma Yocum
DOB: 07/02/1931
DOS: 03/10/2025
Rivermont MC
CC: Fall followup.
HPI: A 93-year-old female seen in dining room seen in dinning room seated at the same table, beanie on head, and feeding self. The patient was little more subdued than her usual smiling and looking around self. The patient had a fall couple of days ago in her room. She had gotten out of bed and started walking toward the door whereas normally her mode of transport is propelling herself in a manual wheelchair. She was a little sore, but otherwise no injury. Overall, I asked the patient how she was doing and she answered yes to when I asked if she was sleeping okay and if her appetite was good and did she need anything for treating her pain, which she intermittently talks about. The patient had told staff when she was being given medication for pain that she did not need her medications. The patient states she remembered the fall in her room does not know why it has happened and stated that sometimes she just does things that she cannot remember. I told her it was okay and glad that she was not hurt.
DIAGNOSES: Severe unspecified dementia, MMSE score 0, anxiety/depression, gait instability is wheelchair-bound, glaucoma, HTN and chronic pain management.
MEDICATIONS: Unchanged from 02/11 note.
ALLERGIES: CLINDAMYCIN and MEPERIDINE.
DIET: Regular with thin liquid with one can Ensure q.d.
CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Thin elderly female seated in the dining room was quiet and in general less interactive.
VITAL SIGNS: Blood pressure 132/75, pulse 76, temperature 97.6, respirations 16, O2 sat 98%, and weight 96 pounds, which is weight loss of 6 pounds in 30 days.
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HEENT: She has thin shoulder length gray hair that is tucked under her beanie. EOMI. PERLA. She has bright blue eyes. Nares patent. Moist oral mucosa with native dentition.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: She has a normal effort and rate. Her lung fields are clear without cough and there is symmetric excursion.

CARDIAC: Regular rate and rhythm. No murmur, rub or gallop. PMI is nondisplaced.

ABDOMEN: Scaphoid. Hypoactive bowel sounds without distention or tenderness.

SKIN: Warm and dry intact. Fair turgor. There is no breakdown in just a few random scattered bruises.

NEURO: Orientation to self in Oklahoma. She makes eye contact when speaking. Her speech is generally clear and able to make a point. She has a sense of humor and laughs freely and she is a very social person.

ASSESSMENT & PLAN:
1. History of depression. The patient has done well on sertraline 25 mg daily I am now increasing it to 50 mg q.d. and will monitor for any side effects.
2. Hypertension. Last visit review BPs showed elevated systolic readings 159-175 and clonidine 0.1 mg order to be given p.r.n. q.d. for systolic greater than or equal to 155. She continues on metoprolol 25 mg b.i.d.

3. Pain management. The patient has had increasing complaints of back pain, so she was started at last visit on scheduled Norco 5/325 mg it is now given routinely at 9 a.m., 2 p.m., and 6 p.m. without complaint from patient and there has been no falls or behavioral changes.
CPT 99350
Linda Lucio, M.D.
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