


PROGRESS NOTE

RE: __________
DOB: 

DOS: 
CC: 90-day note.
HPI: An 83-year-old female with advanced unspecified dementia, seen in memory care. She was seated at a table with several other female residents and seemed in good spirits. When I went to speak with the patient as well as listening to her speak with the other residents at the table before I got there, she is speaking almost like a word salad. She had started doing this after listening to another female resident who does have word salad as a result of her advanced dementia and I had told the patient to not be trying to talk like that because sometimes it is hard to stop and it is clear that she is now having difficulty with her speech. She knew who I was and when I asked about her son and speaking with him, she said that she had not and I know that he calls her regularly through the staff to check in with her. I contacted her son Lee who is also her POA and he told me that he has not been calling her regularly because the last few times that he contacted her that she would start crying and she would just be like inconsolable on the phone and he would just stay on the phone with her until she quit crying and he does not want that to happen to her again. I reassured him that she is doing well in the sense of coming out. She interacts. She eats healthy at mealtime. She is sleeping through the night and there are no behavioral problems. I did let him know that her speech has become more dysarthric after trying to mimic another resident who does have severe dysarthria and he had noticed some of that when he saw her last about six weeks ago. 
DIAGNOSES: Advanced unspecified dementia, BPSD of chewing on non-edible items i.e. crayons, little decorations that were part of a doll’s dress that she pulled off and was trying to chew them and I spoke with her about not putting anything except food in her mouth. HTN, HLD, history of ovarian cancer, and independent ambulation.

MEDICATIONS: Torsemide 20 mg q.d., Norco 5/325 mg one p.o. q.a.m. and two tablets p.o. h.s., Inderal 80 mg q.d., MVI q.d., Pepcid 20 mg b.i.d., and the patient does have available to her comfort measures via hospice, but has not required those medications. 
ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.

HOSPICE: Choice Hospice.
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Page 2

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed and in good spirits.

VITAL SIGNS: Blood pressure 136/89, pulse 70, temperature 97.1, respirations 19, and weight 132 pounds.

HEENT: She has short gray hair with a little wave to it and it is groomed. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: She understands deep inspiration and is cooperative. Lung fields are clear. No cough. Symmetric excursion.

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

ABDOMEN: Soft. Bowel sounds are present. No distention or tenderness.

MUSCULOSKELETAL: She ambulates independently. She moves limbs in a normal range of motion. She has trace to +1 edema from the ankle to mid-pretibial area. Staff reports that that is absent when she wakes up in the morning and accumulates during the day.

NEURO: Orientation to self. She has increasing word salad to her speech. She makes eye contact when speaking to someone and she remains a social person, likes being with other people. Affect is animated and appropriate to situation.

PSYCHIATRIC: Overall in good spirits and when asked about tearfulness or crying, they have not seen it as a normal part of her day, but they did note that it happened when her son was here and he would have to leave for the day that she would get tearful.

SKIN: Warm, dry and intact. No bruising, rashes or breakdown noted.

ASSESSMENT & PLAN:
1. Advanced unspecified dementia is stable. There are no negative behavioral issues. The patient is cooperative to direction and remains very social. Continue with the care in that regard as is.

2. Hypertension. Review of BPs indicates good control. She does have p.r.n. clonidine with parameters if elevated systolic greater than or equal to 155 and she has only required it infrequently. 
3. Behavioral issues. The patient remains on Depakote and there has been no significant issue regarding behavioral issues. We will change Depakote 125 mg currently q.d. to q.o.d. and see how that works out. 
4. Dysarthria and word salad. I told the patient to quit trying to talk like somebody else and she knows what I mean, but I think at this point, the habit has become more frequent and when I spoke with son, I brought this issue up with him and he said that he had noticed it when he was here visiting recently. It was a little upsetting, but believed that it just came with the territory of her diagnosis. 
5. General care. She is due for annual lab, so order is written for that.

6. Social. I will let the patient know that I spoke with her son. She will be happy to hear that and I will tell her that he is planning on coming to visit her later in the year. 
CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
